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STATE OF MONTANA
DEPARTMENT OF COMMERCE
BEFORE THE BOARD OF MILK CONTROL

NOTICE OF PROPOSED AMENDMENT
OF RULE B.86.504(1)(g), AND
8.86.506(13) -- QUOTA RULES

In the matter of amendment )
of rule 8.86.504(1)(g) and )
8.86.506(13) as it relates )
to quota plans )
} NO PUBLIC HEARING CONTEMPLATED
)
)

DOCKET #92-89

TO: ALL LICENSEES UNDER THE MONTANA MILK CONTROL ACT
(SECTION 81-23-101, MCA, AND FOLLOWING), AND ALL INTERESTED
PERSONS:

1. On June 29, 1989, the Board of Milk Control proposes
to amend ARM B8.86.504(1)(g) and 8.86.506(13), The amendments
are proposed as a result of a petition filed by the Meadow
Gold quota committee and on the Board's own motion.

2. The rules as proposed to be amended would read as
follows: (new matter underlined, deleted matter interlined)

"8.86.504 TRANSFER OF QUOTA

(1) through (f) remain the same.

(g) Transfers which do not qualify as intrafamily or
are not the result of a bona fide sale and purchase by a
person net-now-a-quota-helder in the market of--the--entire
£arm, including the herd, and production facilities and
substantiatiy-ali-ef-the-tand-assseiated-with--the--productieon
of--m2ik (subject to the judgment of the producer committee
that the purchaser will be substantially standing in the shoes
of the seller and continuing the production operation without
interruption) shall only be made as follows:

(iy . . .

AUTH: 81-23-302, MCA IMP: 81-~23-302, MCA
"8.86.506 PRODUCER COMMITTEE
(1) throucir (12) remain the same.
(13) When an_aqgrieved person files an appeal to _the
board from_a decision of the quota committee, the appeal will

be heard as_follows:

(a) The_aqgr:eved party will be given the opportunity
to make an oral presentation and submit written justification
in support of reversal or modification of_  the quota
committee's decision,

MAR Notice No. B-86-31 9-5/11/89
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(b) Members of the quota committee will be given the
opportunity to make an oral presentation and submit written
material in opposition to reversal or modification of the
quota committee's decision.

(c) The decision of the board will be based on the
record of the quota committee hearing as supplemented by oral
arqument and written submissions to the board. However, the
hearing  before the board will not be a trial de novo, New
material that could not reasonably be gubmitted to the guota
committee will be accepted if it relates to the grounds set
forth in subsection 13(d} hereof.

(d) In ruling on the appeal from the gquota _committee
decision _the board will not overrule or modify the decision of
the gquota committee unless:

(i) there wag_collusion__affecting the committee
members decision; or
(ii) the board determines that actual bias or prejudice

on the part of one or more committee members affected the
decision; or
(1ii) the committee decision was the result of an

incorrect interpretation of a statute or rule applicable to
the decigion; or

(iv) the committee decision was clearly erroneous in
view of the reliable, probative, and substantial evidence on
the whole record,

(e) On_review of a quota committee's decision, the
board shall not substjitute its judgement (second_guess) for
that of the quota committee as to_the weight of the evidence
on question of fact.

(£) The board of milk control shall hear an appeal at
their next scheduled reqular board meeting or within 90 days
of its filing at bureau offices.

+13+(14) The administrator shall maintain records of all
requests of the producer committee and the disposition
thereof. Such files shall be open for inspection by any
interested persons during the regular office hours of the
Montana milk control bureau.”

AUTH: 81-23-302, MCA IMP: 81-23-302, MCA

3. The purpose of the amendment to 8.86.504(1)(g) is to
clarify the subsection in the light of ambiguities brought to
light in actual appeals of quota committee decisions. (Full
text of the rule is located at pages 8-2557 through 8-2558,
Administrative Rules of Montana.)

The purpose of the amendment to 8.86.506(13) is to
provide rules for handling appeals from quota committee

decisions. (Full text of the rule is located at pages 8-2559
through 8-2561, Administrative Rules of Montana.)
4. Interested persons may submit their data, views or

arguments concerning the proposed amendments in writing to the

9-5/11/89 MAR Notice No. 8-86-31
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Milk Control Bureau, 1520 E. 6th Ave. - Rm 50, Helena, MT
59620-0512 no later than June 12, 1989.

5. If a person who is directly affected by the proposed
amendment wishes to express their data, views or arguments
orally or in writing at a public hearing, they mnust make
written vreguest for a hearing and submit this request along
with any written comments they have to the above address no
later than June 12, 1989,

6. If the agency receives requests for a public hearing
on the proposed amendment from either 10 percent (10%) or
twenty five (25), whichever is less, of the persons who are
directly affected by the proposed amendment; from the
Administrative Code Committee of the legislature; from a
governmental subdivision or agency; or from an association
having not Jless than 25 members who will be directly affected,
a hearing will be held at a later date. Notice of the hearing
will be published in the Montana Administrative Register. Ten
percent (10%) pf those persona directly affected has been
determined to be 12 persons based on an estimate of 125
resident and nonresident Meadow Gold and Black Hills Milk
producers and distributors.

MONTANA BOARD OF MILK CONTROL
MILTON OLSEN, CHAIRMAN

BY:Z(/«CZ&J'—z f ﬁr”v/

WILLIAM E, ROSS, Bureau Chief

Certified to the Secretary of State May 1, 1989.

MAR Notice No. 8-86-31 9-5/11/89
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STATE OF MONTANA
DEPARTMENT OF COMMERCE
BEFORE THE BOARD OF HOUSING

In the matter of the proposed ) NOTICE OF PROPOSED AMENDMENT
amendment of 8,111.305 per- ) OF 8.111.305 QUALIFIED

taining to lending institu- ) LENDING INSTITUTIONS
tions }

NO PUBLIC HEARING CONTEMPLATED

TO: All Interested Persons:

1. On June 10, 1989, the Board of Housing proposes to
amend the above-stated rule.

2. The proposed amendment will read as follows: (new
matter underlined, deleted matter interlined) (full text of
the rule is located at pages B-3950 and 8-3951, Administrative
Rules of Montana)

"8.111,305 QUALIFIED LENDING INSTITUTIONS (1) through
(2)(e) will remain the same.

(f) evidence of current corporate and ownership
structure demonstrating more than one year of existence. This
also applies to existing approved lending institutions which
are restructured by the institution's regulatory agency or
corporate reorganization,

(3) through (6) will remain the same.”

Auth: Sec. 90-6-104, 90-6-106, MCA; IMP, Sec. 90-6-106,
90-6-108, MCA

3. REASON: The Board of Housing published a notice of
proposed amendment of this rule at page 2625, 1988 Montana
Administrative Register, issue number 24. This amendment was
adopted as proposed at page 266, 1989 Montana Administrative
Register, issue number 3.

wWhen the original notice was proposed the word "also"
under subsection (2)(f) was inadvertently omitted.

The statement of reasonable necessity in the original
notice was "The rule amendment and adoption is proposed
in order to establish and clarify the (i) type and amount
of insurance coverage required; (ii) financial reporting
reguirements; and (iii) standards of financial condition for
institutions which participate in the board's programs as
lending institutions and servicers of mortgage loans. The
establishment of reporting requirements and standards of
financial conditions for lending institutions and servicers
will provide greater assurance of financial responsibility to
the board from those institutions participating in the board's
programs.”

4. 1Interested persons may submit their data, views or

arguments concerning the proposed amendment in writing to
Richard A. Kain, Administrator, Montana Board of Housing,

9-5/11/89 MAR Notice No. 8-111-7
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2001 Eleventh Avenue, Helena, Montana 59620, no later than
June 8, 1989.

5. T1f a person who is directly affected by the proposed
amendment wishes to express his data, views or arguments
orally or in writing at a public hearing, he must make written
request for a hearing and submit this request along with any
comments he has to Richard A. Kain, Administrator, Montana
Board of Housing, 2001 Eleventh Avenue, Helena, Montana 59620,
no later than June 8, 1989,

6. 1If the Board receives requests for a public hearing
on the proposed amendment from either 10% or 25, whichever
is less, of those persons who are directly affected by the
proposed amendment, from the Administrative Code Committee of
the legislature, from a governmental agency or subdivision or
from an association having no less than 25 members who will
be directly affected, a hearing will be held at a later
date. Notice of the hearing will be published in the Montana
Administrative Register. Ten percent of those persons
directly affected has been determined to be eight based on the
number of gualified lending institutions.

MONTANA BOARD OF HOUSING

l;zCHAEL L. LETSON, DIRECTOR

PARTMENT OF COMMERCE

Certified to the Secretary of State May 1, 1989.

MAR Notice No. 8-111-7 9-5/11/89
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BEFORE THE FISH AND GAME COMMISSION
OF THF. STATE OF MONTANA

In the matter of the } NOTICE OF THE PUBLIC

amendment of Rule ) HEARING ON PROPOSED

12.6.903 pertaining to ) AMENDMENT OF RULE

Helena Valley Egualizing ) 12.6.903 PERTAINING TO

Reservoir Regulations. ) HELENA VALLEY EQUALIZING
REGULATIONS

T0O: All interested persons

1. On June 1, 1989, at 7:00 o'clock p.m., a public hearing
will be held in the Commission Room at Montana Department of
Fish, Wildlife, and Parks headquarters in Helena, Montana to
consider the amendment of rule 12.6.903 pertaining to Helena
Valley Equalizing Reservoir Regulations.

2. The proposed amendment replaces present rule 12.6.903
found in the Administrative Rules of Montana. The proposed
amendment would add windsurfers to the regulations at the Helena
vValley Reservolir.

3. The rule as proposed to be amended provides as follows:

12.6.903 HELENA VALLEY EQUALIZING RESERVOIR REGULATIONS

(1) Remains the same.

(2) The main purpose of the equalizing reservoir is to
impound the waters for irrigation and for domestic water supply
for the city of Helena. Accordingly, any person at any time
going in or upon the lands or waters thereof, whether as a
visitor, hunter, e¥ fisherman or windsurfer, shall assume all
risks arising or resulting in injury or death to himself or
damage to or destruction of property, resulting directly or
indirectly, wholly or in part, and from use of said reservoir and’
lands or appurtenant structures or their construction, operation,
and control by the United States or by the commission.

Subsections (3) through (5) remain the same.

(6} No swimming or wading is permitted in the reservoir
except those persons windsurfing and wearing a wet suit or dry
suit in designated areas. Designated areas as posted are closed
to all windsurfing near the water outlets.

Subsections (7) through (10) remain the same.

AUTH: Sec. B87-1-303 MCA
IMP: Sec, 87-1-303 MCA

4. The department is proposing this amendment to its rule
in response to requests from windsurfers who wish use the Helena
Valley Reservoir.

9-5/11/89 MAR Notice No. 12-2-170
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5. Interested parties may submit their data, views or
arguments concerning the proposed rule in writing at the hearing.
Written data, views or arguments may also be submitted to Fred
Robinson, Staff Attorney, NDepartment of Fish, Wildlife and Parks,
1420 East Sixth, Helena, Montana, %9620, no later than June 8,
1989.

6. Fred Robinson, Staff Attorney, has been designated to
preside over and conduct the hearing.

7. The authority of the agency to make the proposed
amendment 1is based on section 87-1-303, MCA, and the rule
implements section 87-1-303, MCA.

s

K. ' L. Cool, Director
Montana Department of Fish
Wildlife, and Parks

Certified to the Secretary of State May 1 , 1989.

MAR Notice No. 12-2-170 9-5/11/89
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BEFORE THE DEPARTMENT OF HIGHWAYS
OF THE STATE OF MONTANA

In the matter of the adoption) NOTICE OF PROPOSED
of a Rule classifying certain) ADOPTION OF A RULE
types of actions as } CLASSIFYING CERTAIN
categorical exclusions ) TYPES OF ACTIONS AS

CATEGORICAL EXCLUSIONS

NO PUBLIC HEARING
CONTENPLATED

TO: All Interested Persons:

1. On June 16, 1989, the Department of Highways
proposes to adopt a rule which classifies certain types of
actions as categorical exclusions from the requirements of
preparing an environmental impact statement or an environ-
mental assessment under the Montana Environmental Policy Act
and department regulations 18.2.235 through 18.2.260.

2. The proposed rule provides as follows: RULE I
ACTIONS THAT QUALIFY FOR_A CATEGORICAL EXCLUSION (1) The
following types of actions do not individually,
collectively, or cumulatively require the preparation of an
environment assessment or an environmental impact statement
unless the action involves one or more of the extraordinary
circumstances stated in (2} below.

(a) Approval of utility installations, road
approaches, and railroad crossings.

(b) Construction or improvement of bicycle and
pedestrian lanes, paths and facilities and facilities for
access for the handicapped.

(c) The installation of noise barriers, landscaping,
fencing, signs, pavement markings, traffic signals, and
railroad warning devices.

(d}) Construction of, reconstruction of, or
improvements to rest areas and truck weigh stations.

(e) Modernization of an existing highway by
resurfacing, restoration, rehabilitation, reconstruction,
adding shoulders or adding auxiliary lanes for parking,
turning or c¢limbing.

(f}) Highway safety or traffic operations improvement
projects.

(g) Bridge rehabilitation, reconstruction, or
replacement or the construction of grade separations.

(h} Changes in access control.

(i) Alterations to existing buildings.

(j) Emergency replacement or reconstruction of a
highway facility after a natural disaster or catastrophic
failure in order to restore the highway for the welfare and
safety of the public.

(2) The preparation of an environmental assessment or
an environmental impact statement will be required if the

9-5/11/89 MAR Notice No. 18-62
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project involves any of the following extraordinary
circumstances:

(a) Significant impact on publicly owned parklands,
recreation areas, wildlife or waterfowl refuges or any
significant historic site.

(b) Significant impact on wetlands or prime farmlands.

(¢) significant impact on the human environment that
may result from large acquisitions of right-of-way,
relocations of persons or businesses, changes in traffic
patterns, changes in grade, or other types of changes.

(d) Significant impact on air, noise, or water
guality.

(e) Substantial controversy on environmental grounds.

(f) Any other kind of significant environmental
impact.

3. The department is proposing this rule because the
types of actions included in the rule are also categorical
exclusions under the National Environmental Policy Act. 'The
Department’'s experience with these types of projects and
compliance with 23 C,F.R. section 771.117 have indicated
that these types of action normally have no significant
impact on the environment. Whenever projects have
significant impact or where the Department is not certain of
the impact, the Department will comply with all requirements
under MEPA and prepare either an environmental assessment or
an environmental impact statement in compliance with Rules
18.2.235 through 18.2,260.

4. Interested parties may submit their data, views,
or arguments concerning the proposed rule in writing to
Thomas J. Barnard, P.E., Administrator of the Engineering
pivision, Department of Highway, 2701 Prospect Avenue,
Helena, Montana, 59620 no later than June 9, 1989.

5. If a person who is directly affected by the
proposed adoption wishes to express his data, views and
arguments orally or in writing at a public hearing, he must
make written request for a hearing and submit this regquest
along with any written comments he has to Thomas J. Barnard,
P.E., Administrator of the Engineering Division, Department
of Highways, 2701 Prospect Avenue, Helena, Montana, 59620,
no later than June 9, 1989.

6. If the agency receives requests for a public
hearing on the proposed adoption from either 10% or 25,
whichever is less, of the persons who are directly affected
by the proposed adoption; from the Administrative Code
Committee of the legislature; from a governmental subdivi-
sion or agency; or from an association having not less than
25 members who will be directly affected, a hearing will be
held at a later date. Notice of the hearing will be
published in the Montana Administrative Register. Ten
percent of those persons directly affected has been deter-
mined to be more than 25 persons based on the population of
Montana.

MAR Notice No. 18-62 9-5/11/89
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7. The authority of the department to make the
proposed rule is based on section 2-4-201, MCA, and the rule
implements section 75-1-201, MCA.

Larry W. Larsen, P.E.
Director of Highways

By:

Certified to the Secretary of Statdi;;4/l, 1989

9-5/11/89 MAR Notice No. 18-62
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BEFORE THE DEPARTMENT OF LIVESTOCK
OF THE STATE OF MONTANA

In the matter of a proposed ) NOTICE OF PROPOSED ADOP-
rule regulating livestock ) TION OF RULE I Relative to
requiring notice of
change of Agent Employ-
ment status

(NO PUBLIC HEARING CONTEMPLATED)
TO: All Interested Persons:
1. Oon June 13, 1989, the Board of Livestock acting
through the department of llvestock proposes to adopt Rule I

requiring notification to the department of any change
of employment status for all listed agents.

2. The rule, as proposed, provides as follows:
RULE I NOTICE OF CHANGE OF EMPLOYMENT STATUS (1) All

livestock dealers who employ agents must immediately notify the
department of livestock of any changes in employment status
relative to those agents,

(a) Failure to notify the department of livestock of any
change in employment status may constitute a violation serious
enough to initiate and invoke the provisions of 81-8-273 and B8l1-
8-274, MCA.

AUTH 81-8-231 IMP 81-8-231

3. The Board of Livestock proposes to adopt this rule
pursuant to the mandate of 81-8-231, MCA which requires that the
department "adopt rules necessary to carry out this part".

4. Interested parties may submit their data, views or
arguments concerning the proposed rules in writing to Les
Graham, Executive Secretary to the Board of Livestock, Capitol
Station, Helena, Montana 59620 no later than June 12, 1989.

5. If a person who is directly affected by the proposed
rule wishes to express his data, views and arguments orally or
in writing at a public hearing he must make written request for
a hearing and submit this request along with any written
comments he has to Les Graham, Executive Secretary to the Board
of Livestock, no later than June 12, 1989,

6. If the Board receives requests for a public hearing
on the proposed rules from either 10% or 25, whichever is less,
of those persons who are directly affected by the proposed
rules, from the Administrative Code Committee of the
legislature, from a governmental agency or subdivision, or from
an association having no less than 25 members who will be
directly affected, a public hearing will be held at a later
date.

MAR Notice No. 32-2-124 9-5/11/89
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Notice of Hearing will be published in the Montana

Administrative Register.
NANC % Eéﬂ CHAIRMAN

Board of Livestock

BY: é% ﬁ'Mé
LON MITCHELL, STAFF ATTORNEY

Department of Livestock

Certified to the Secretary of State May 1, 1989.

9-5/11/89 MAR Notice No. 32~2-124
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BEFORE THE DEPARTMENT OF SOCIAL

AND REHABILITATION SERVICES OF THE
STATE OF MONTANA

In the matter of the amend- ) NOTICE OF PUBLIC HEARING ON

ment of Rule 46.12,505 ) THE PROPOSED AMENDMENT OF

pertaining to diagnosis ) RULE 46,12,505 PERTAINING

related groups (DRGs) ) TO DIAGNOSIS RELATED GROUPS
) (DRGS)

TO: All Interested Persons

1. On June 2, 1989, at 1:30 p.m,, a public hearing will
be held in the auditorium of the Social and Rehabilitation
Services Building, 111 Sanders, Helena, Montana to consider
the proposed amendment of PRule 46.12.505 pertaining to
diagnosis related groups (DRGs).

2. The rule as proposed to be amended provides as
follows:

46.12.505 INPATIENT HOSPITAL SERVICES, REIMBURSEMENT

Subsectlons (1) through (2) (b) remaln the same.

(c} The department computes a Montana average base price
per case. This average budget neutral base price per case is
£37368-39 $1,421,.55 for fiscal year ending June 30, #9869 19590.

Subsections (2) (d) through (12(c) (i) remain the same.

AUTH: Sec. 53-6-113 MCA
IMP: Sec. 53-6-141 MCA

3. The medicaid prospective payment diagnostic related
group (DRG) system creates incentives for hospitals to contain
the cost of services. Under the DRG system hospitals are paid
a set price per service provided. If hospitals are able to
provide the service at a cost less than the DRG payment, the
hospital may retain the savings, The proposed amendment
increases reimbursement to hospital providers.

The budget neutral base price per case has been developed
by the department to maintain aggregate medicaid inpatient
hospital expenditures at a level equal to what would have been
expended under the previous reimbursement system based upon
medicare cost reimbursement principles. The base price has
been calculated by inflating forward the most recent audited
cost data available for inpatient hospital services. For the
rate year beginning July 1, 1989, the base price is calculated
by multiplying the previous year's base price by 3.9%, the
rural hospital inflation index set by the Tax Equity and
Fiscal Responsibility Act of 1986 (TEFRA).

For the initia)l year of the DRG system, the federal
fiscal vear ending September 30, 1987, the system was designed
to be budget neutral, i.e., medicaid would pay no more and no
less for inpatient hospital services in the aggregate than

MAR Notice No. 46-2-554 9-5/11/89
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would have been paid under a cost-hased system of reimburse-
ment. Cost growth in future years is limited by utilization
increase indexes set by TEFRA.

4. Interested parties may submit their data, views, or
arguments either orally or in writing at the hearing. Written
data, views, or argquments may also be submitted to the Office
of Legal Affairs, Department of Social and Rehabilitation Ser-
vices, P.0O. Box 4210, Helena, Montana 59604, no later than
June 8, 1989,

5. The Office of Legal Affairs, Department of Social
and Rehabjlitation Services has been designated to preside
over and conduct the hearing,

9-5/11/89 MAR Notice No. 46-2-554
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BFFORE THE DEPARTMENT OF SOCIAL

AND REHARILITATION SERVICES OF THE
STATE OF MONTANA

In the matter of the amend- ) NOTICE OF PUBLIC HEARING ON
ment of Rule 46,12.703 ) THE PROPOSED AMENDMENT OF
pertaining to reimbursement ) RULE 46.12.703 PERTAINING
for outpatient drugs } TO REIMBURSEMENT FOR OUT-

) PATIENT DRUGS

TO: All Interested Persons

1. On June 2, 1989, at 10:30 a.m., & public hearing
will be held in the auditorium of the Social and Rehabilita-
tion Services Building, 111 Sanders, Helena, Montana to
consider the proposed amendment of Rule 46.12.703 pertaining
to reimbursement for outpatient drugs.

2, The rule as proposed to bhe amended provides as
follows:

46.12,703 OUTPATIENT DRUGS, REIMBURSEMENT

Subsection (1) remains the same,

(2) The dispensing fee for filling prescriptions shall
be determined for each pharmacy provider annually. The dis-
pensing fee shall include the average sum of the individual
provider's direct and indirect costs which can be allocated to
the filling of prescriptions, plug an additional sum as an
incentive factor, which shall be 7 1/2% of the average of all
Montana pharmacy prescription charges for the year the cost
survey is conducted. If the individual provider's usual and
customary average dispensing fee for filling prescriptions is
less than the foregoing method of determining the dispensing
fee, then the lesser dispensing fee shall be applied in the
computation of the payment to the pharmacy provider. The cost
of filling a prescription shall be determined from the Montana
dispensing cost survey. A copy of the Montana dispensing cost
survey form is available upon request from the department.
This Montana dispensing cost survey shall outline the informa-
tion used in determining the actual average cost of filling a
prescription for each pharmacy. A provider's Ffailure to sub-
mit the cost survey form properly completed will result in
the assignment of the minimum dispensing fee offered.
Sut-of-stake— providers-+ikl-pe--aggigned -the —average-of~8ia-
penaing-—fee-offered-to-in-state-preoviders: The average cost
of filling a prescription will be established on the basis of
a determination of all direct and indirect costs that c¢an be
allocated to the cost of the prescription department and that
of filling a prescription. ZFf-there-is—questiomable-informa-
tion-suppiied- onthe coot--aurvey -fomm - —the —euprent -hi ity ~Bi -
gesel-—witi---be--uged--indetermining--reasonableness--of--this
informations The dispensing fees assigned shall range
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between a minimum of $2.00 and a maximum of $3:754.00.
Qut-of-state providers will be assigned a $£3.50 dispensing
fee.

(3) Notwithstanding subsection (2) above, effective Be-
eember July 1, 19869, the--dispensing-fee-for--filling-pre-
seriptions—-shall-—-be—-maineained - at——the —-amount--partteipat ing
pharmacies-have-in-effeet-on-November-38,~3986- Aall in-state
and-out—ef—s+nte pharmacies which became or become providers
after November 30, 1986, will be assigned an interim $3.50
dispensing fee until a dispensing fee survey, as provided for
in subsection (2) above, can be completed for six months of
operation. At that time, a new dispensing fee will be as-
signed which will be the lower of the dispensing fee calculat-
ed in accordance with subsection (2) for the pharmacy or the
$3-504.00 dispensing fee. Failure to comply with the six
months dispensing fee survey requirement will result in a dis-
pensing fee of $2.00 being assigned,.

Subsection (4) remains the same.

AUTH: Sec. 53-6=113 MCA
IMP: Sec¢, 53-6-101, 53-6-113 and 53-6-141 MCA

3. The Administrative Rules on Medicaid outpatient drug
services are being amended in accordance with the appropria-
tion bill for the next biennium, HB 100, In addition, the
reference to the current "Lilly Digest” is being eliminated as
this process has not heen used for over seven (7) years and is
no longer applicable.

4. Interested parties may submit their data, views, or.
arguments either orally or in writing at the hearing. Written
data, views, or arguments may also be submitted to the Office
of Legal Affairs, Department of Social and Rehabilitation Ser-
vices, P.0. Box 4210, Helena, Montana 59604, no later than
June 8, 1989,

5. The Office of Legal Affairs, Department of Social
and Rehabilitation Services has been designated to preside
over and conduct the hearing.

6. This rule change will bej effective July 1, 1989.

tion Services

Certified to the Secretary of State __ May ] , 1989,
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BEFORE THE DEPARTMENT OF SOCIAL

AND REHABILITATION SERVICES OF THE
STATE OF MONTANA

NOTICE OF PUBLIC HEARING ON
THE PROPOSED AMENDMENT OF
RULES 46.12.555, 46,12.556,
and 46.12.557 PERTAINING TO
PERSONAL CARE SERVICES

In the matter of the amend-
ment of Rules 46,12.555,
46,12.556, and 46.12,557
pertaining to personal care
services

TO: All Interested Persons

1. On June 1, 1989, at 10:30 a.m., a public hearing
will be held in the auditorium of the Social and Rehabilita-
tion Services Building, 111 Sanders, Helena, Montana to con-
sider the proposed amendment of Rules 46.12,555, 46.12,556 and
46.12,557 pertaining to personal care services.

2. The rules as proposed to be amended provide as
follows:

46.12.555 PERSONAL CARE SERVICES, DEFINITION

Subsection (1) remains the same.

(2) Personal care services include, but are not limited
to, assistance with persenai--care--funotions activities of
daily living such as bathing, grooming, transferring, walking,
eating, dressing, toileting, self-administered medications,
meal preparation, escort and home management,

Ssubsection (2) (a) remains the same.

(b) Escort services are limited to trips to obtain medi-
cal diagnosis or treatment or to shop for items specifically
required for the recipient's health care and maineenance
nutritional needs.

{c) Home management and escort services must be provided
only in conjunction with direct personal care and must be
directly related to a recipient’s medical needs.

(3) Personal care services are delivered by attendants
supervised by registered nurses.

(4) Personal care services eamn do not include the fol-
lowing speciatired skilled services eniy-44--the--services-are
p!ovided e —a--ticensed- 1mﬁcb&e&b-or—-reqratere& nurgse that
require professional medical training:

Subsections (4) {(a) through (4} ({f) remain the same,

4} --Frovision-of-these-specinlired-services-must-be-pri-
or-gutherized-by-the-deparements

Subsections (5) through (5) (¢) remain the same.

AUTH: Sec. 53-6-113 MCA
IMP: Sec. 53-6-101, 53-6-131 and 53-6-141 MCA
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46.12.556 PERSONAL CARE SERVICES, REQUIREMENTS

(I’ To cualify for personal care, a person must be
medicaid eligible and demonstrate a medical need for personal
care.

{2} --Personal-care-serviees-are-avaiinabie~only-to-reeipi-
ents-wheo-reside-at-homes

(32) Personal care services may be provided only in the
recipient's home. An attendant may accompany a recipient to
receive medical care or shop for items essential to the recip-
ient's health and-mainetenanee care or nutritional needs.

Subsections (4) through (7} remain the same in text but
will be recatecgorized as subsections (3) through (6).

(87} Personal care services must be prescribed at least
annually by a physician and must he supervised at least every
aixty ninety (6390) days by a reglstered nurse.

Subsectiors (9) through (16) remain the same in text but
will bhe recategorized as subsections (8) through (15).

AUTH: Sec. 53~6~113 MCA
IMP: Sec. 53=-6-~101, 53-6-131 and 53-6-141 MCA

46,12,557 PERSONAL CARF. SFRVICES, REIMBURSEMENT

Subsections (1) through (1) (b) remain the same.

(¢c) Additional assistance is reguired for a short term
during a post-hospitalization period.

(d) Fhere--are-no--feasible The available alternatives
arrangements are not appropriate for meeting the recipient's
additional personal care needs. Other alternatives to be con-
sidered include provisiorn of personal care services in com-
bination with other formal services or in combination with
ceontributions of informal caregivers.

Subsections (2) and (2) (a) remain the same.

(3) Reimbursement for personal care services is based on
contracted unit rates. The rates are for units of attendants
and nurse supervisionry-evertime-and-travel services.

Subsections (3) (a) and (3) (b) remain the same.

te}--A--umit--of- overtime —serviee - 49 -one - hour--and -means
services- proviced--by--an-attendant—-in-excess-of-40--hours -per
week<-

(dc) Pravel-+ime-+4s Reimbursement is available for time
spent Ih travel by an attendant as part of his principal
activity, such as travel time between recipient home visits.
Travel time does not include time from the attendant's home to
the first recipient or from the last recipient home visit back
to the attendant's home.

(4) Reimbursement is not available to attendants for
mileage to and from recipient homes.

(5) The department will contract, except as provided for
under ARM 46.12.557(2) (ba), with only a provider or providers
chosen after request for proposals and competitive considera-
tion of those submitting proposals. A person retained
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personally by a recipient to deliver personal care services
will not be considered a provider of personal care services
for the purposes of this rule and therefore will not be reim-
bursed by the department.

AUTH: Sec. 53-6-113 MCA
IMP: Sec, 53-6-101 and 53-6-141 MCA

3. These proposed rules incorporate several changes
needed to bring the program into conformity with federal
guidelines and to make the program more effective in delivery.
Beginning July 1, 1989, specialized attendant services will be
covered by the home health program. For this reason, spe-
cialized attendant services will be removed from personal care
services. The definitions of escort and home management for
services have been clarified to comply with guidelines issued
in the Federal Medical Assistance Manual. fThe nurse super-
vision requirements have been reduced to improve program effi-
ciency.

4, Interested parties may submit their data, views, or
arguments either orally or in writing at the hearing. Written
data, views, or arguments may also be submitted to the Office
of Legal Affairs, Department of Social and Rehabilitation Ser-
vices, P.O. Box 4210, Helena, Montana 59604, no later than
June B, 1989,

5. The Office of Legal Affairs, Department of Social
and Rehabilitation Services has been designated to preside
over and conduct the hearing.

6, This rule change will be affective July 1, 1989,

Direcfor, Social and Rehabilita-

tion Services

Certified to the Secretary of State _May ) , 1989,
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BEFORE THE DEPARTMENT OF SOCIAL

AND REHABILITATION SERVICES OF THFE
STATE OF MONTANA

In the matter of the amend-
ment of Rule 46.12.2003 per-
taining to reimbursement for
physician services

NOTICE OF PUBLIC HEARING ON
THE PROPOSED AMENDMENT OF
RULE 46,12,2003 PERTAINING
TO REIMBURSEMENT FOR
PHYSICIAN SERVICES

-

TO: All Interested Persons

1. On May 31, 1989, at 1:30 p.m., a public hearing will
be held in the auditorium of the Social and Rehabilitation
Services Building, 111 Sanders, Helena, Montana to consider
the proposed amendment of Rule 46.12.2003 pertaining to reim-
bhursement for physician services.

2. The rule as proposed to be amended provides as
follows:

46,12,2003 PHYSICIAN SERVICFES, REIMBURSEMENT/GENEPAL RE-

QUIREMENTS AND MODIFIERS (1} The department hereby
adopts and incorporates by reference the procedure code report
(PCR) as amended through June--49July 1, 19889, The PCR is
published by the Montana department of social and rehabilita-
tion services and lists medicaid-payable physician procedure
codes and descriptions as delineated in the CPT4 and/or the
Health Care Financing Administration's common procedure coding
system (HCPCS), fees assigned to relevant procedures and ef-
fective dates of fees assigned. A copy of the PCR may be
obtained from the Economic Assistance Division, Department of.
Social and Rehabilitation Services, P.O. Box 4210, Helena,
Montana 59604.

Subsections (1) (a) through (4) remain the same.

AUTH: Sec. 53-6-113 MCA
IMP: Sec., 53-6-113 and 53-6-141 MCA

3. The proposed rule change will implement the two per-
cent physician service fee increases authorized by the 1989
legislature.

ARM 46.12.2003 incorporates by reference the Physicians
Procedure Code Report (PCR), which describes and lists proce-
dure codes for physician services reimburseable by Medicaid.
The PCR is developed by the department from the Physicians'
Current Procedural Terminology, Fourth Edition (CPT4) and the
Realth Care Financing Administration's procedure coding system
(HCPCS). Revising the PCR and updating the incorporation by
reference date will implement the legislative changes.

The estimated financial impact of the increases in reim-
bursement for physician services for the state fiscal year
beginning July 1, 1989, is a total of $360,627. This figure
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includes $100,000 per year for obstetrics and gynecology fees
and $260,627 for those physician services demonstrating high
vsage and for which there is a wide disparity between billed
charges and the present Medicaid reimbursement.

Copies of this notice are available at all local human
services offices and county welfare offices gtatewide.

4. Interested parties may submit their data, views, or
arguments either orally or in writing at the hearing. Written
data, views, or arguments may also be submitted to the Office
of Legal Affairs, Department of Social and Rehabjlitation Ser-
vices, P,0, Box 4210, Helena, Montana 59604, no later than
June 8, 1989.

5. The Office of Legal Affairs, Department of Social
and Rehabilitation Services has been designated to preside
over and conduct the hearing.

6. This rule change will be effective July 1, 1989,

tion Services

Certified to the Secretary of State May 1 , 1989,
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REFORE THE DEPARTMENT OF SOCIAL

AND REHABILITATION SERVICES OF THE
STATE OF MONTANA

In the matter of the amend- ) NOTICF OF PUBLIC HEARING ON
ment of Rules 46.12.570, ) THE PROPOSED AMENDMENT OF
46.12.571, 46.12.572 and ) RULES 46.12.570, 46,12.571,
46.12.573 pertaining to ) 46.12.572, and 46.12.573
¢linic services covered by ) PERTAINING TO CLINIC
Medicaid ) SERVICES COVERED BRY

) MEDICAID

TQ: All Interested Persons

1. On June 6, 1989, at 9:00 a.m., a public hearing will
be held in the auditorium of the Social and Rehabilitation
Services Building, 111 Sanders, Helena, Montana to consider
the proposed amendment of Rules 46.12.570, 46.12.571,
46.17.572, and 46.12.573 pertaining to clinic services covered
by Medicaid.

2. The rules as proposed to be amended provide as
follows:

46.12.570 CLINIC SERVICES, DEFINITIONS Subsections (1)
through (4) remain the same,

(5) "Individuals with c¢linic privileges" means those
persons who are either employed by or under contract to a
mental health center who meet the criteria developed by the
state mental health authority to provide one or more of the
mental health services purchased by the department.

(a) These criteria are included in contracts between
the department and each mental health center.

AUTH: Sec 53-6~113 MCA
IMP: Sec 53-6-101 and 53-6~141 MCA

46.12.571 CLINIC SERVICES, REQUIREMENTS Subsections (1)
through (4) {d) remain the same.

(5) Services specifjed in ARM 46.12.572(2) are provided
by those individuals with clinical privileges except that da¥
treatment 1is provided by or under the supervision o
individuals with clinical privileges.

{6) Family counseling will be covered only when a
medicaid eligible member of the family has been determined to
be in need of mental health services and is involved in the

family therapy.
7 Diagnostic ¢linic services shall not exceed the

amount, duration and scope of the covered services outside of
a_clinic setting.

AUTH: Sec. 53-6-113 MCA
IMP: Sec, 53-6-101 and 53-6-141 MCA

46.12,572 CLINIC SFRVICES, COVERED PROCEDURES
Subsections (1) through (1) (k) (iv) remain the same.
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(2) Mental health clinic sgervices provided by a mepntal
health center are limited to:

(a) individual therapy;

(b} family therapy;
c) group therapy;
d) emergency services; and
e) day treatment.

{3) "Mental health clinic_services provided by a mental
health center do not include_ community Iiving support ser-
vices, transitional living services or services provided by

telephone.
(4) _Diagnostic clinic services are limited +to speech

therapy, audioclogy, hearing aids, psychologist services,
gocial work services hysical therapy, occupational thera
and medical and dentaf evaluation, aiagnosIs and treatment

serxvices.

AUTH: Sec. 53-6-113 MCA
IMP: Sec. 53-6-101 and 53-6-141 MCA

46.12.573 CLINIC SERVICES, REIMBURSEMENT Subsection (1)
remains the same.

{a) group I procedures $227232.00;

(b) group II procedures $278275.00;

{c) group III procedures $29%297.00; and

(d) group IV procedures $33%33§,00.

Subsection (2) remains the same.

(3) Reimbursement for mental health center clinic ser-
vices shall be by negotiated rate for each center.

(4) The neqotiated rate for each mental health center
shall be based on the allowable rate for each service for the
state fiscal vear 1985 established by the department of
institutions plus two (2) per cent.

(a) The allowable rates per each fifteen (15) minute

unit are:
(1)

individual therapy - $14.30;

(ii) day treatment - $1.87;

1ii) group therapy and family therapy - $3.58; and

iv) emergency services - $14.49,

b) The negotiated rate for each center shall bhe the
total allowable payments divided by the total allowable units.
The total allowable units are the sum of the allowable units
for each service gpecified in (4) (a) for the state fiscal year
prior to the calendar year in which the rates are negotiated.
The total allowable payments are the total of allowable units
for each service specified In (4){a) times the rate for the
same service specified inh_(4) (a).

{c} The rates for mental health centers new to the
medicaid program shall be the average of rates paid to partic-
ipating mental health centers in_the month when the mental
health center becomes a Montana medicaid provider.

(i) The rate for newly participating mental health
centers shall be in effect for at least twelve (12) menths.
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(5) Reimbursement for diagnostic¢ c¢linic services shall
be negotiated rates not to exceed the cost of the same ser-
vices outside of a clinic setting.

AUTH: Sec. 53-6-113 MCA
IMP: Sec. 53-6-101 and 53-6-141 MCA

3. The primary purpose of this rule is to implement 2%
increase for clinic services as provided for in House
Bill 100. Reimbursement for surgical centers and diagnostic
centers has not been adjusted since 1982. The allowable rates
for mental health centers were established in 1985, The 2%
increase will address a primary problem, which is outdated
rates for all clinic services, The rule will indicate that
the payment to diagnostic centers will not exceed the payment
level for the same services outside of the diagnostic centers.
The 2% increase to the diagnostic centers will be contained in
the rule changes for the specific services (e.g., physical
therapy, ARM 46.,12.527). The method for establishing rates
for mental health centers will also be specified.

The rules on limits and covered services are needed to
establish clear authority beyond current contracts for the
services covered in diagnostic clinics and mental health cen-
ters.

The impact of the 2% increase for mental health centers
for state fiscal year 1990 will be $151,000, The impact of
the 2% increase for surgical centers for state fiscal year
1990 will be $33,000. The impact of the 2% increase for diag-
nostic centers for state fiscal year 1990 will be $1,000.

Copies of this notice are available at local human ser-.
vices offices and county welfare offices.

4, Interested parties may submit their data, views, or
arguments either orally or in writing at the hearing. Written
data, views, or arguments may also be submitted to the Office
of Legal Affairs, Department of Social and Rehabilitation Ser-
vices, P.O. Box 4210, Helena, Montana 59604, no later than
June B8, 1989,

5. The Office of Legal Affairs, Department of Social
and Rehabilitation Services has been designated to preside
over and conduct the hearing.

tion Services

Certified to the Secretary of State _May 1 , 1989.
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BEFORE THE DEPARTMENT OF SOCIAL

AND REHABILITATION SERVICES OF THE
STATE OF MONTANA

In the matter of the
amendment of Rules
46,12.1201, 46.12,1202,
46.12,1203, 46.12.1204,
46.12.1205, 46.12,.1206,
46.12,1207, 46.12.1208,

and 46.12.1209 pertaining

to reimbursement for skilled
nursing and intermediate
care services

NOTICE OF PUBLIC HEARING ON
PROPOSED AMENDMENT OF RULES
46.12.1201, 46.12.1202,
46.12.1203, 46.12.1204,
46.12,1205, 46.12.1206,
46.12.1207, 46.12.1208,

AND 46,12.1209 PERTAINING
TO REIMBURSEMENT FOR
SKILLED NURSING AND
INTERMEDIATE CARE SERVICES

TCO: All Interested Persons

1. On June 6, 1989, at 1:00 p.m., a public hearing will
be held in the auditorium of the Social and Rehabilitation
Services Ruilding, 111 Sanders, Helena, Montana to consider
the proposed amendment of Rules 46.12,1201, 46.12.1202,
46.12,1203, 46.,12.1204, 46.12.1205, 46.12.1206, 46.12.1207,
46.12,1208, and 46.12.1209 pertaining to reimbursement for
skilled nursing and intermediate care services.

2. The rules as proposed to he amended provide as
follows:

46.12,.1201 TRANSITION FROM RULES IN EFFECT SINCE JULY 1

19878 (1) These rules shall be effective July 1, 19889,

(2} Includable costs for periods prior to July 1, 198%9
will be determined in accordance with rules for includable
costs then in effect.

(3) The pavment rate for nursing facilities other than
ICF/MR providers, is a result of computing the formula:

R=RO+RP, where:

(a) For providers delivering services in ieng-term-care
nursing facilities whe-were--owmers on June 30, 1982, er-for
providers-detivering-services-in-long-term-care-faciltittea-who
vere-not-ewners-en-June~3685;-1982; until the June 30, 1982 pro-
vider changes:

RO=T, if A-T is less than 0

RO=A, if A-T is equal to or greater than 0

RP=5, if M, -8 is less than 0

RP=5(1) for providers delivering services in leng-<erm
eare nursing facilities constructing new beds after July 1,
1984 where M.-S is less than or equal to 0

RP=8(2)" for providers delivering services in Ieng-<erm
eare nursing facilities extensively remodeled after July 1,
1984 where M,-5 is less than or equal to 0

RP=M, i} M-S is equal to or greater than 0

A-change-in- -provider-wi-ti--he-considered -te-have-eccurred
under-ahy-ef-ehe-foliowing-cireumatancess:
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41} -—~ehe-additton- er-sbati-turti-on of- > parktmrer -kaving -a
subsbkantini-interest-in-the-perenership-as-permitted-by-appii-
eahle-state-taws

{ii}--ehe-gele of-an-unrincorporated--2ole-proprietorahtp
ar-the-tranafer-ef-title-toy-or-posseasion-eof;-o-facility-used
#n- the- provisionof-Jong -term-care -factlity -services-from-the
previder-to-ansther-party-or-entitys

{iit}-the-merger-of-the-provider-corporatien-into-another
eorpsration-or-+theconsolidationr of-+two-or-mere-ecorperationss
However;-the-transier--of-corporate -atock-or-the -merger-of-an-
ether-~eorperation--into-the-—provider-corporatien--dees—net
conatitute-a-change— of provider, - -unkess —the -previder-corpora-
tion-4is-ciesely-held-and e substenrtiet -irterest -t -stock-held
ta-4rensferred—-from--ene-parey--or--entity-to—enother--party -or
entttys

{ivi-~the-lease-of-~nti-or-part-ef-a-provider-ewned-facii-
ity-used--ir~the -provision- of-Jtong —herm- care—-gervicves--or-the
transfer-of-o-3erse-from -the provider —tor-arother -party ~or-en-
tieyc

(b) For all other providers delivering services in leng
term-eare nursing facilities and for all providers delivering
services in }eng-term-eave nursing facilities newly construct-
ed after June 30, 1982, regardless of provider:

RO=A

RP=M

wheves

(c) R is the payment rate for the current year,

{d) S is the interim property rate in effect on June 30,
1982. Tn the case where costs to a facility decrease such as
threugh refinancing of debt or the renegotiation of a lease, S.
will bhe based on actual costs, if they are less, Decreased
costs due to the normal change in interest and principal pay-
ments over the terms of an existing mortgage or lease will not
lead to an adjustment by the department.

fe) sS(1) = [(v x 8) + (Y x 8:14 8.38)] divided by (V +
v)

where:

V is the total square footage of the original structure
hefore congtruction of new beds,

Y is the sqguare footage added to the facility as a result
of the construction of new beds.

{f) S(2) = the lower of Bz34 8.38 or § + ({(F x 12)
divided by 365) x ¥-8736 1,1037)
where:

F is ((B divided by D) x .80) amortized over 360 months
at 12% per anpum,.

D is the number of licensed beds in the facility.

B is the total allowable remodeling costs.

{g) T is the interim operating rate plus estimated in-

centive factor in effect on June 30, 19825,
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(h) A is the operating rate effective July 1 of the cur-
rent year in accordance with ARM 46.12.1204(2) and
46.12.1204(5), and revised as of the effective date of a
change which results in a change in operating rate. ery
at-ieﬂst“ﬂﬂﬂﬂﬂii?ﬁ—iﬂh1HHKHNHﬂKx}ﬂffﬂ;g%ﬁfrzgéi27i2§z+5*7
Operating Rrate revisions, including increases or de-
creases, effective as of a date other than July 1 may
occur only under the following circumstances: a-chenge
in~-the-number-of-itecensed-hedn—-or-a-change-in-providerrs
(i) a change in the number of licensed beds, a change
in_provider, or due to a retroactive adjustment of the
patient assessment score resulting from the first monitor
of a new provider occurring after the new provider has
been in the medicaid program for three months and has had
its interim rate set by using the statewide average pa-
tient assessment score;
(ii) a provider whose operating rate effective July 1,
is computed with a deficient patient assessment monitor
score, as determined Ln accordance with ARM 46.12.1206
{4), will be allowed to have a new monitor performed and
a revised rate computed effective January 1. The provid-
er must not have a significant difference (10%) in the
new menitor, of a month in the survey period May through
October, in order to have a revised rate computed effec-
tive January 1 using the provider's average patient as-
sessment computation. If a significant difference still
exists there will be no change in rate effective January
1. If there 1is no significant difference the provider
must use the new six month average patient assessment
score for the period May through October to compute the
rate effective January 1. Providers who acquire a new
atient assessmént score must staff in relation to_the
new patient acsessment score and in accordance with ARM
46.12.1206(2); or
{iil) with respect to light care or heavy care patients
according to the provisions of ARM 46.12.1204(2) (b).
(i) M is the property rate effective July 1 of the cur-
Tent year in accordance with ARM 46.12.1204(3) and
46.12.1204(5), and revised as of the effective date of a
change which results in a change in property rate erjy-at
lense—-amnually - —-dt-—-sceerdance —-with - AR -46- 33320445},
Property Rrate revisions effective as of a date other
than July 1 may cccur only under the following circum-
stances: certification of newly constructed beds or com-
pletion of an extensive remodeling project, as defined in

ARM 46.12.1202(2)(s), or a change in provider or
refinancing of a mortgage or renegotiation of a lease.
(j) M, = the M calculated under ARM 46.12.1204(3) in

effectlon 6/30/85 times #-6736 1,1037.
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(k) A change in provider will be considered to have oc-
curred under any of the following circumstances:

(i) the addition or substitution of a partner having a
substantial interest in the partnership as permitted by appli-
cable state law;

{i1) the sale of an unincorporated sole proprietorship
or the transfer of title to, or posse551on of, a facility used
In the provision of nursing facility services from the provid-
er er to another party or entity;

(1ii) the merger of the provider corporation into another
corporation or the consolidation of two or more corporations.
However, the transfer of corporate stock or the merger of an-
other corporation into the provider corporation does not con-—
stitute a change of provider, unless the provider corporation
is closely held and a substantial interest in stock held is
transferred from one party or entity to another party or enti-

tys:

(iv) the lease of all or part of a provider-owned facil-
ity used in the provision of nursing services or the transfer
of a lease from the provider to another party or entity.

AUTH: Sec. 53-6-113 MCA
IMP: Sec, 53-6-141 MCA

4%5_12.17202 PURPOSE AND DEFINITIONS (1) The purpose of
the followino rules is to define the basis and procedures the
department will use to pay for lene-teym-eare nursing facility
services provided to medicaid recipients from July 1, 19889
forward,

(a) These rules meet the reguirements of Title XIX of
the Social Security Act including 42 CFR 447 et seq and allow
the department to pay for lemg-term-ecare nursing facility ser-
vices through the use of rates that are reasonable and ade-
quate to meet the costs that must be incurred by efficiently
and economically operated providers to provide services in
conformity with applicable Montana and federal laws, regu-
lations, and quality and safety standards.

(b) Efficiently and economically operated providers are
those prov1d9rs who provide adequate tong-term-care nursing
facility services at a cost that is less than or equal to the
payment rate determined in ARM 46.12.1204.

(c) Adequate %ong-term--care nursin facility services
are those provided in conformity with applicable Montana and
federal Jaws, regulations, guality and safety standards, by
providers having no deficiencies as determined ém according to
ARM 46.12,1206(9).

(d}) The rules for determining rates and the rate-setting
methodology may be amended or revised from time to time as
determined by the department and according to procedures es-—
tablished under Montana seate law.
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(2) As used in these rules governing long-term--vare
nursing facility services, the following definitions apply:

(a) "hong-term--eare Nursing facility services" means
skilled nursing facility services provided in accordance with
42 CFR 405 Subpart K, intermediate care facility services
provided in accordance with 42 CFR 442 Subpart F, and interme-
diate care facility services for the mentally retarded provid-
ed in accordance with 42 CFR 442 Subpart G. The department
hereby adopts and incorporates herein by reference 42 CFR 405
Subpart K, and 42 CFR 442 Subparts F and G, which define the
participation stendaw»ds conditions for providers, copies of
which may be obtained through the Department of Social and
Rehahilitation Services, P. O. Box 4210, 111 sanders, Helena,
Montana 59604. The term "nursing facility services" includes
the term "long care facility services®. These services 1in-
clude, but are not Ilimited to, a medically necessary room,
dietary services including dietary supplements used for tube
feeding or oral feeding such as high nitrogen diet, nursing
services, minor medical and surgical supplies, and the use of
equipment and facilities. <The services and examples of ser-
vice listed in this subsection are included in the rate de-
termined by the department under ARM 46.12,1201 and ARM
46.12,1204 and no additional reimbursement is provided for
such services, Examples of Z}eng-+erm-eare nursing facility
services are:

(i) all general nursing services including but not
limited to administration of oxygen and related medications,
hand-feeding, incontinent c¢are, tray service, nursing rehabil-
itation services, and& enemassy, and decubitus treatment;

{ii) services necessary to provide for residents in a
manner and in_an environment that promotes maintenance or en-
hancement of each resident's quality of life;

{#21i7) 1items furnished routinely and reilatively--umi—
fermiy to all patients without charge, such as patient gowns,
water pitchers, basins and bed pans;

(#33iv) items distributed or used individually in small
quantities including but not limited to:

(A) anti-bacterial/bacterjiostatic solutions, including
betadine, hydrogen peroxide, 70% alcohol, merthiolate,
zepherin solution;

(B) cotton;

(C) denture cups;

(D) deodorizers (room-type);

(E) disposable diaperssy, cloth diapers if requested;

Original subsections (2)(a) (111) (F} through (2} {a) (vii)
remajn the same in text but will be recategorized as (2) (a)
(iv) (F) through (2) (a) {viii)}.

(b) "Provider" means any person, agency, corperation,
partnership or other entity that furnishes teng-term--care
nursing facility services and has entered into an agreement
with the department for providing those services.
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{¢) "Department" means the Montana department of social
and rehabilitation services or its agents.

{d) "Medicaid recipient" means a person who is eligible
and receiving assistance through Title XIX of the Social Secu-
rity Act for ieng-term-eare nursing facility services.

Subsection (2) (e} remains the same.

(f) “Average nursing care hourly wage" means the weight~
ed sum of the hourly wages, including benefits for nursing
aides employed by providers, identified by the department in
its Mareh~3#987 most recent survey of providers, divided by the
totai-number--af- facilities--surveyeds: hours included in the
survey.

(g) H“Average-mursing--—care-timel "Statewide average pa-
tient assessment score” means the sum of management hours of
care for medicaid recipients identified by the department in
its #£tseai-year--F387 most recent patient assessment survey,
divided by the total number of medicaid recipients surveyed.

(h) "Provider's average nursing--coare -wime" Eatlent as-
sessment score" means the sum of management hours of care
eéxpressed in nursing aide hours for medicaid recipients in-a
served by a specific feeiiity provider as identified by the
department in its £isecal-year-1987 most recent patient assess-
ment survey, divided by the number of medicaid recipients in
that-faeridiety served by that provider and included in the sur-
vey subject to the provisions of ARM 46.12.1206(4). For-faesi-
rhien-new-+o- the medd cid-d- -progvem,— 3357wkl be -uved -beecauae
there-was~ e -fH-9eel-year 1957 -surrvey performed, The most re-
cent survey shall include a survey period of not less than
three months nor more than six months.

(i} " MAverage-wagel-means-56%-of-the-sum-of-starting-sai-
ariea-~fer—4ob- opemings i -the -300-series -in-the-gdictionary-of
eccupational-+itdes-identi-fied by -the - department- 4 -its-mest
recent - survey- of-Sobs -opened - -Monrtama by -job-service-offices
during-a-twelve-month-or-mere-periody~divided-by-the~-number-of
job--operingo-~surveyed; - pius--56% - of--the - aum--of--the ~ - average
starting- nursing-cere-sataries-identified-by-—the--deparetment
tn-its-fiscal-year-1987-wage-survey;-divided-by-the~-number-of
fanetliteien—surveyeds "Licengsed to non-licensed ratio" means
that ratio computed when the welghted sum of the hourly wages,
including benefits for RN's and LPN'S employed by providers,
identified by fhe department in its January 1989 wage survey
of rov:ders, divided by the hours included in the survey 15
divided by the average nursing care hourly wage, This ratio
is used to convert licensed hours into equivalent non-licensed

hours for staffing and patient assesgment computations provid-
éd for in ARM 46,12,1206(3). This factor is ugggted each time
a_wage survey is compiled.

(77 Wage--areeal--meams - the-geographic-area--serviced -by
the-Montana-jokb-service-office-in-whieh-a-provider-is-ioecated:
Erate-institubion-providers-iicensed-for-skiltied-or-intermedi-
ate-nursing-service-shatli-eonstitute-a-wage-aren-regardiess-of
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}oeationsr "Medically necesgsary room" means a double occu-
pancy room. Services provided in private rooms will be reim-
bursed by the department at the same rate as services provided
in a double occupancy room.

(i) A provider must provide a private room at no addi-
tional charge when it 1s medically necessary and the provider
may not bill recipients extra for a medically necessary pri-
vate room. A medicaid resident may pay an additional amount
on_a voluntary basis for a private room when such a room is
not medically necessary. The resident must be clearly in-
formed that additional payment is strictly voluntary.

{k}  "Owner"™ means any person, agency, corporation, part-
nership or other entity which has an ownership interest, in-
cluding a leasehold or rental interest, in assets used to pro-
vide teng-teym-care nursing facility services pursuant to an
agreement with the department.

(1) "Administrator" means the person licensed by the
state, including an owner, salaried employee, or other provid-
er, with day-to-day responsibility for the operation of the
facility. 1In the case of a facility with a central management
group, the administrator, for the purpose of these rules, may
be some person (other than the titled administrator of the
facility), with day-to-day responsibility for the long-term
care portion of the facility. 1In such cases, this other per-
son must also be a licensed nursing home administrator.

{m) "Related parties" for purposes of interpretation
hereunder, shall include the following:

(i) A person or entity shall be deemed a related party
to his spouse, ancestors, descendants, brothers and sisters,
or the spouses of any of the above, and also to any corpora-
tion, partnership, estate, trust, or other entity in which he
or a related party has a substantial interest or in which
there is common ownership.

(ii) For purposes of determining whether parties are
related within the meaning of this rule, A a substantial in-
terest shall be deemed an interest directly or indirectly, in
excess of five percent (5%) of the control, voting power,
equity, or other beneficial interest of the entity concerned.

Subsections (2) (m) (1ii) through (2) (g) remain the same.

{(r) "Nonemergency routine transportation” means reutine
transportation for routine activities such as facility sched-
uled outings, nonemergency visits to physicians, dentists,
optometrists, etc. Such transportation will be considered
routine when provided within the community served by the
facility or within 20 miles of the facility, whichever is
greater.

(s) "Extensive remodeling® means a renovation or refur-
bishing of all or part of a provider's physical facility, in
accordance with certificate of need requirements, when the
projects total cost depreciable under generally acceptable
accounting principles exceeds, in a twelve month period,
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$2,400 times the number of total licensed beds in the facili-
ty. "Fxtensive remodeling" does not include the construction
of additional new beds, but may include construction of addi-
tional square feet, or conversion of existing hospital beds to
nursing facility beds.

{t} "Total allowable remodeling costs" means those costs
which are supported by adequate documentation. These costs
include, but are not limited to, all costs of construction,
Costs of moveable equipment, supplies, furniture, appliances,
etc. are specifically excluded. Alse-excludedare-these-re-~
medeiing-eosts-related to certi-ficationr-of -additional —nursing
heme-beds-as-required-by-the-department-of-health-and-enviren—
mentai-seteneesns

{u) "Resident"” means a person admitted to a Ieng-<+term
eare nursing facility who has been present in the facility for
at least one 24-hour period.

Subsections (2) (v) and (2) (w) remain the same.

(x) "Substantial interest"” as referred to in ARM
46.12,1201(3) (k) is defined as twenty five percent Interest or
greater.

Subsection (2) (y) remains the same.

(z) The laws ard regqulations and federal policies cited
in this sub-chapter shall mean those laws and regulations
which are in effect as of July 1, 1983%9.

{aa) "Heavy care" patient means a medicaid recipient with
a patient assessment score of 7.10 or above for any month.

{bb) "Light care" patient means a medicaid recipient with
a patient assessment score of 1,15 or below for any month.

AUTH: Sec. 53-6-113 MCA
IMP: Sec., 53-6-141 MCA

46.12,1203 PARTICIPATION REQUIREMENTS (1) 9Phe Nursin
facility providers participating in the Montana medicaid pro-
gram shall, in addition to the regulations set forth in ARM
46.12.301, meet the following basic requirements to recelve
payments for services:

(ta) maintain a current license under the rules of the
department of health and environmental sciences for the cate-
gory of care being provided;

{2b) maintain a current certification for Montana medi-
caid under the rutes~-of--the-deparement applicable state and
federal laws and regulations for the cateqory of care heing
provided;

Subsections (3} and (4) remain the same in text but will
be recategorized as (1) (¢) and (d).

(5e) accept, as payment in full for all operating and
property costs, the amounts calculated and paid in accordance
with the reimbursement method set forth in these rules; and

(6f} for providers maintaining patient trust accounts,
insure that any funds maintained in those accounts are used
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only for those purposes for which the patient, legal guardian,
or personal representative of the patient has given written
delegation. A provider may not borrow funds from these ac~
counts for any purpose. The provider must maintain resident
funds in excess of $50 in an interest hearing account separate
from the facility funds with credit for all interest earned.
The facility must maintain other personal funds in a non-
interest bearing account or petty cash fund. The provider
must notify each medicaid resident when their account reaches
$200 less than the applicable resource eligibility guideline
set forth in the department’s rules and that an increased bal-
;gce could result in loss of eligibility for medicaid bene-
ts;

{g) Nursing facilities must meet the participation re-
quirements regarding training of nurses aides at the times and
in the manner required under 42 U.5.C. section 1395i-3(b) (5)
and (f) (?) and 42 U.S5.C. section 1396r(b) (5) and (f) (2) (as
amended by public law 100-203, known as the Omnibus Budget
Reconciliation Act of 1987 IOﬁRA 87]1), which the department
hereby adopts and incorporates by reference. A copy of these
statutes may be obtained from the Department of Social and
Rehabilitation Services, P.O. Box 4210, Helena, Montana 59604;

{h) protect and promote resident rights including free-~

dom of choice; freedom from restraint, physical or chemical
unless necessary for resident safety; right to privacy; right
to receive notice before change of a room or roommate: con-
fidentiality of personal and clinical records; right to exam-
ine survey results; and right to voice grievances. The pro-
vider must provide notice orally and in writing of these
rights upon admission and apprise the resident of items and
services covered by the medicaid rate for which the resident
may not be charged;
1) provide for transfer and discharge notice 30 days in
advance except if health or safety is endangered due to med-
ical needs. The provider must notify the resident and a fami-
Iy member in advance of a transfer or discharge, chart in the
resident's record the reason for discharge, identify the resi-
dent's right to appeal and provide the resident with the nhame,
addregss and telephone number of the state Jong term care om-
budsman; and

(3) maintain admission policies which do not discrimi-
nate on the basis of diagnosis or handicap or viplate federal
or state laws prohibiting discrimination against the handi=-
capped, including persons infected with Acquired Tmmunity
Deficiency Syndrome/Human Immunodeficiency Virus (AIDS/HIV).

Y

AUTH: Sec. 53-6-113 MCA; Sec. 2, Ch. 152, L. 1989, Eff,
10/1/89 (SB 124)

IMP: Sec. 53-6-141 MCA; Sec. 1, Ch. 152, L. 1989, Eff.
10/1/89 (SB 124)
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46.12.1204 PAYMENT RATE (1} A provider's payment rate
is the sum of an operating rate and a property rate, provided
in ARM 46.,12.1201(3),

(?) The calculated operating rate A, in dollars per pa-
tient day, is glven by the following effective July 1, 19889:

A=A(1), if 'I‘1 is equal to or greater than A(l), or

A A(2), if T, is equal to or less than A(?), or

if T }s less than A(1) and greater than A(2), or

Acald) it e facility was constructed after 6/30/82

where:

A(l) = B-4dimes ((C times (($27.77 + ($54,627 divided by

D)) divided by .9)) + E) + $%:23 the OBRA increment.

A(2) = B-ddmes ((C times (($27.09 + (354,627 divided by

p)) divided by .9)) + E) + #1:23 the OBRA increment.

A(3) = B-times ((C times ((27.43 + ($54,627 divideda by

D)) divided by .9)) + E) + $3z23 the OBRA increment,

B-is-the-area-wage-adjustment-for-a-providerys

C is the inflation factor used to compute the per diem

rates, The inflation factor is the factor necessary to

calculate increases in R(1) such that, effective July 1,

198329, R(2) = R(1) x 1,023,

D is thP number of license@d beds for a provider times 366

days,

or D is either the number of licensed beds for a provider

or 25, whichever is greater or is the number of licensed

beds for a provider or 120 whichever is smaller, times

366 for facilities newly constructed after June 30, 1985

or not in the program on June 30, 1985 or participating

in the program with greater than 25 licensed beds on

June 30, 1985,

E is the patient care adjustment for a provider,

is C times the interim operating rate in effect on

J%ne 30, 1982, indexed to December 31, 1982.

R(1) = The statewide weighted average per diem rate for R
as of June 1, 19879.

R(2) = The statewide weighted average per diem rate for R
indexed from R(1) by 1.023 effective July 1, 19879,

The OBRA 87 cost increment effectlve July 1, 1989 is
$2.00.

t&} =~ FPhe - area—-wege -adHrstment - for - a- provider-ie-~the -re-
suit-of-computing-the-£folleowing-formuia-

B=icd-AA(F—E} - divided- by G 4imea ~the —ratic-of-kotkal la-

bor-costs-to-—total~operating-costa;-posed-onr-the-£fincal

year-1987--dinfiormatiom--if-F - is- equai-4to--or -greater-than
ene-standard-deviation-frem-the-average-wagey-or

Bw} Q-4 F~F- -t wless - than—one -otanderd -deviation-from-the

average-wage;

wheres+

F-is-the-average-wage-for-a-previderis-wage-areas
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6--is--the —average -wage--for--all-wage ~arcas--plus--one

standard--deviationy-«ikf-F -Gy - movre - than--one--standard

deviation-abesve-the-average-wagey-oy

6- - ~-the--average——wage -for-all--wage--areas -minus--one

standard--deviatirony-—if - F-vdg- - mope--than - one--seandard

deviation-belteow-the-average-wage-

{ba) The patient care adjustment for a provider is the
result of computing the following formula:

E= I times (J-K)

where:

E is the patient care adjustment for a provider.

J is the provider's average nursing care timey.

K is the average nursing care time for all providers.

L is the average nursing care hourly wage including bene-

fits.

(b) The operating rate P for individual medicaid recipi-
ents who meet the definition of "heav care” In ARM
46.17.1201(2) (aa) or "light care" in ZE.I?.i%ﬁ?i?i(Sﬁi is the
result of computing the following:

P= A ¥ ({0 -J) = J) x L}

where:

P is the operating rate adjustment attributable to heavy
care or light care medicaid recipients.

A 15 the operating rate calculated for the provider.

Q is the ipndividual patient assessment score for the
heavv care or light care reciplent.

J is the provider's average patient asgessment score.

I, is the average nursing care hourly wage including bene-
fits,

The operating rate P is to be billed for services provid-
ed to heavy care and light care recipients for every month in
which the reciplent meets the definition of heavy care or
light wcare. This operating rate Ig subject to retroactive

adjustment.
(3) The calculated property rate is the result of
computing the formula:

(a) M = N x Z except for facilities extensively remod-

eled or with new beds constructed after July 1, 1984,

M = N(l} x Z for facilities with new beds constructed
after July 1, 1984,

M = N(2) x 2 for facilities extensively remodeled after
July 1, 1984.

where:

M is the property rate per day of service,

N is the provider's property rate as of 6/30/85. For

entire facilities built after 6/30/85

N is $7.60.

For facilities new to the program constructed prior to

6/30/82 a 6/30/85 rate will be computed according to

property rules effective 6/30/85. That rate will be

carried forward using M = N x 2
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N(l1) = the lower of 8:34 8.38 or (((A x D) + (B x 7.60})
divided by (A + B)) x 3:8336 1.1037

N{2) = the lower of B+i4 8. 3§ or D x 367316 1.1037 + ((F
x 12) divided by 365).

where:

A is the total square footage of the original structure.

B is the square footage added with the construction of
new beds.

D is the property rate as of 6/30/85 for the original
structure.

F is ((G divided by H x .80) amortized over 360 months at
12% per annum.

H is the total number of licensed beds in the facility
after extensive remodeling.

G is total allowable remodeling costs,

7 is 38736 1.1037.

(4) The payment rate to providers of intermediate care
facility services for the mentally retarded is the actual in-
cludable cost incurred by the provider as determined in ARM
46.12.1207 divided by the total patient days of service during
the provider's fiscal year.j--except-—that ¢€The payment rate
will not exceed tetai-atiewsbie- cests-per-dny for-the-12-month
period-ended-June-30;-1989;-with-inereasea-in-subsequent-years
indexed-+teo- dune-3--of ~the -rate-year— oy 54 -per-year-beginning
duly-17-34989 the final rate in effect on June 30, 1982, as
indexed to the mid-point of the rate year by 9% per 12 month
year for fiscal years ending on or before June 30, 1987, and
5.1% per vear indexed to June 30 of the rate year for the fis-
cal years ending after July 1, 1987, and on or before June 30,
1988. The payment rate will not exceed total allowable costs
per day for the 12 month period ended June 30, 1989, with in-
creases in subsequent years indexed to June 30 of the rate
year by an_index not to exceed the medicare market basket in~
dex beglnning July 1, 1990. Providers having a 1989 cost re-
porting period endjng on a date other than June 30, 1989, must
submit detailed cost information supplemental to the cost re-
port. This cost information must be for the peried July 1,
1988 through June 30, 1989, and include, at a minimum, work-
sheet A and the medicaid long term care facility trial balance
(form MFB-2), which are standard cost report forms.

Subsections (4) (a) and (b) remain the same.

(c) Following the sale of an intermediate care facility
for the mentally retarded after April 5, 1989, the new provid-
er's property costs will be computed at the lesser of histor-
ical costs or the rate used for all other intermediate care
faci%ities subject to the limitations in 42 U,5.C, 135C(A)
(13) (C).

(5) The averages, standard deviations, or prorating for
additions er--eree--wage—-edjustments are recalculated once a
year, using the fiseal-year-1987 most currently available data
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prior to June 1. Revised rates based on the new calculations
are issued by July 1 of each year.

(6) The payment rate to out-of-state nursing facilities
for eligible Montana medicaid individuwals will be at the fa-
cility’s established medicald rate as set by that state's
medicaid authority.

(a) Payment will be made only when one of the following
conditions I8 met:

(i) there is a medical emergency and the client's
health would be endangered if he or she was to return to
Montana for medical services;

(ii) the services required are not provided in Montana;

{iii) the required services and all related expenses are
less costly than if those services were provided in Montana;

(iv) the recipient Is a child in another state for whom
Montana makes adoption assistance or foster care assistance

ayments; or
(V) it is determined by the state that it is general
practice for recipients in a particular locality to use med-

ical resources in another state.

(b)Y To receive payment for nursing facility services,
the out-of-gtate facility must submit the following informa-
tion to the department:

(1) —_physician order's identifying the Montana resi-
dent and the purpose, cause and expected duration of the stavy;

(i1) a copy of the letter establishing the facility's
medicald rate as issued by that state's medicaid authority for
the period the services were provided;

{iii) a Level I screening must be performed prior to
entry into the nursing facility to determine if there is a
diagnosis of mental illness or mental retardation and if so,
to conduct agsessments which determine the applicant’s need
for active treatment. This screening form may be obtained
from the department;

(iv) a copy of the preadmigsion-screening determina-
tion for the client. The preadmission-screening determines
the level of care and may be obtained from the Montana-Wyoming
Foundation for medical care. A telephone, post-admission
screening determination may be acceptable;

(v) the Montana resident's full name, medicajd 1ID
number and dates of service;
(vi) a copy of the certification notice from that

state's survey agency showing certification for medicaid dur-
ing the period services were provided;

{vii) a statement or other assurance that the facility
was not operating under sanctions imposed by medicare or
medicaid during the period services were provided which would
preciude payment; and

{(viii) ‘the provider's federal identification number.

{e) When the above information is recelved by the de-
partment, it will be evaluated to determine whether or not
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payment is approved and the rate and dates of service which
can be authorized.

{d) The out-of~state provider must enroll in the Montana
medicald program by contacting the state’s fiscal intermedi-
ary, Consultec, at P.0O. Eox 4286, Helena, MT 53604,

AUTH: Sec¢. 53-6-113 MCA; Sec. 1, Ch. 457, L. 1989, Eff.
4/5/89 (SR 399)

IMP: Sec. 53-6-141 MCA; Sec. 1, Ch, 457, L. 1989, Eff.
4/5/89 (SB 399)

46.,12,1205 PAYMENT PROCEDURES (1) The department pays
providers amounts determined under these rules on a monthly
basis upon receipt of an appropriate billing which represents
the number of patient days of :eng-term-eare nursing facility
services provided to authorized medicaid recipients times the
payment rate applicable to each recipient minus the amount
each medicaid recipient pays toward the cost of care. Author-
ized medicaid recipients are those residents who have been
determined eligible for medicaid and have been authorized for
either skilled or intermediate level of care as a result of
the screening process described in ARM 46,12.1101.

(a) Reimbursement for medicare co=-ingurance days will be
limited to the payment rates as determined under ARM
46.12.1204 or the medicare co-insurance rate, whichever is
lowers minus the amount each medicaid recipient pays toward
the cost of care,

(b) In accordance with section 9%435(b) of P.L. 99=509,
the Omnibus Budget Reconciliation Act of 1986, payment may not
be made for services provided to a fullv eligible individual
when the individual elects the medicare hosplce benefit, This
denial of payment is required when the hospice and the provxa_
er have made a written agreement under which the hoqplce is
responsible for the professional management of the individu-
al's hospice care and the provider agrees to provide room and
board to the individual. Payment under such c1rcumstanccs
wilil be made to the hospice for room and board services in
accordance with the rates established under section 1902(a)
(13) of the Social Security Act. In this context, the term
"room and board" includes performance of personal caré ser-
vices, including assistance in the activities of daily living,
in socializing activities, administration of medication, main-
taining the cleanliness of a resident’s room, and supervision
and assisting in the use of durable medical equipment and pre-
scribed theraples.

(2)  The pavments made according to ARM 46.12.1205(1)
represent full payment for the patient days of ileng-term-ecarve
nursing facility services represented on a billing. A pro-
vider shall not bill or collect any additional amount from
medicaid recipients or the department for these services,
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except that the department may be billed additionally as
allowed below:

{a) A provider may bill additionally at direct cost,
with no indirect charges or mark-up added, on a per-patient
basis, for the following Itfems, 1f such items are medically
necessary, in accordance with ARM 46.12.306 which are pre-
scribed by a physician:

Subsections (2) (a) (i) through (2)(a)(¢vii) remain the
same.

(cviii) nutrient solutions for parenteral and enteral
nutrition therapy when such solutions are the only source of
nutrition for patients who, because of chronic illness or
trauma, cannot be sustained through oral feeding. These so-
lutions will be allowable only if they are determined medical-~
ly appropriate and prior authorized by the director of the
medicaid bureaur; and

(cviv) routine nursing supplies used in extraordinary
amounts and prior authorized by the department.

(b) If the above items are also covered by the medicare
program and provided to medicaid recipients who are also medi-
care recipients, reimbursement will be limited to the lower of
the medicare prevailing charge or the provider's direct cost.
Medicare Part A is all inclusive. No ancillary services can
be billed to the medicaid program for days of service for
which medicare Part A coverage 18 in effect.

(c)” For purposes of combined facilities providing these
items through the hospital, direct cost will mean invoice
price to the hospital with neo indirect cost added,

(d) Physical, occupational, and speech therapies may be
billed additionally by the licensed therapist providing the
service. Maintenance therapy and rehabilitation services re-
imbursed as ieng-term-eare nursing facility services under the
per diém rate shall not be billed additionally by either the
therapist or the provider. If the therapist is employed by or
under contract with the provider, the provider shall bill un-
der a separate therapy provider number, Department rules
related to physical therapy (ARM 46.12.527), occupational
therapy (ARM 46.12,547), and speech pathology (ARM 46.12.532)
shall apply.

(e} Medieaiiy-necessary--meterired-eor--customized-wheei-
chatrns-with--aspecial-design--for -a-umigue-condirtion--heimets;
sheuldeyr-bracess— secroildiae,- umbro -sacralkr-and -derse-iumbrat
supportss—hinged-joint--steecl-dnce-cap;- wrist -supportsr-ertho-
pedic--bracegr—-elastie—-stockingo--other-anatomical-~supportss
and-oxygen-may-be- bilied additionaliy--by--the-provider-of-med-
ieai~supplies-or-equipment-in-ecoordance -With -ARM 46320801 -~
862--and--ARM-46=12~8865-—-806= Durable medical equipment and
medical supplies which are intended to treat a unique condi-
tion of the recipient which cannot be met by routine nursin
care may be bilied separately by the medical supplier in ac-
cordance with ARM 46.127.801 to B02 and ARM 46.23.805 to 806,
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Subsections (2) (f) and (g) remain the same.

(h} Providers may contract with any qualified person or
agency, including home health agencies, to provide required
ieng-term-eare nursing facility services., However, except as
allowed in this subsection, none of the contracted services
may be billed additionally.

Subsection (3) remains the same.

(4) Any medical services and supplies for medicaid re-
cipients in %emg-term--cere nursing facilities not included
under }eng-term-eare nursing facility services may be billed
by the provider of those services according to applicable de-
partment rules,

(5) No payment or subsidy will be made to a provider for
holding a bed while the recipient is temporarily receiving
medical services elsewhere, such as in a hospital, except in a
situation where a provider is full and has a current waiting
list of potential residents, The requirements of being full
and maintaining a current waiting list applies to each hold
bed day claimed for reimburgement., A provider will be con=-
sidered full if all medicaid certified beds are occupied or
being held for a recipient temporarily receiving medical ser-
vices elsewhere or away on a therapeutic home visit. A pro-
vider will also be considered full as to gender if all appro-
priate, available beds are occupied or being held. For exam-
ple, if all beds are occupied or held except for one semi-
private bed in a female room, the provider is full for pur~
poses of hold days for male recipients. In this exceptional
instance, a payment will be made for holding a bed while the
resident is temporarily receiving medical services elsewhere,
except in another leng-term-eare nursing facility, is expected
to return to the provider, and the cost of holding the bed
will evidently be less costly than the possible cost of ex-
tending the hospital stay until an appropriate long term care
bed would otherwise become available. The provider must pro-
vide documentation, upon request, that the absence is expected
to be temporary and the anticipated duration of the absence.
Temporary absences which are of indefinite duration should be
followed up at least weekly by the provider in order to rea-
sonably assure the department that the absence is indeed tem-
porary. Furthermore, payment in this exceptional instance
will be made only upon written approval from the department's
medicaid bureau. A request for nursing home bed resexvation
during a resident's temporary medical leave in this instance
must be submitted to the department on the appropriate forms
provided by the department within 90 days of the first day of
the requested absence. The request form submitted to the de=-
partment must be accompanied by a copy of the current waiting
list applicable to each hold bed day claimed for reimburse=-
ment. In situations where conditions of billing for
holding a bed are met, providers are required to hold the bed
and may not fill the bed until these conditions are no longer
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met. The bed may not be filled unless prior approval is ob-
tained from the department. 1In situations where conditions of
billing for holding a bed are not met, providers must hold the
bed and may not bill medicaid for the hold bed day until all
conditions of bhilling are met,

Subsection 6 remains the same.

(7) Before a nurging facility resident is trangferred
for hospitalization or therapeutic leave, the facility must
provide wriften notice to the resident and a family member or
legal representative on the expected duration of the transfer
and written information concerning state plan provisions re-
garding the period during which the resident will be permitted
to_return and resume residency In the facility. Facilities
must have a written return policy undex which medicaid eligi-
ble residents will bhe readmitted as soon as a semi private bed
Is available, should a transfer from the facility for a hospi-
talization or therapeutic leave exceed the bed-hold period as
specified under the state plan.

(8) The following items or sexrvices are not included in
the payment benefit for services rendered by a nursing facili-
ty in the medicaid program. These items are considered to be
items which may be charged to the nursing facility resident:

{a) vitamins, multivitamins;

{b) calcium supplements;

c nasal decongestants and antihistamines;

d) special requests by a nursing home resident for a
specific item or brand that is different from that which the
facility routinely stocks or provides as a requirement or con-
dition of participation which 1s covered under the medicaid
routine per diem rate (i.e. special lotlion, powder, diapers});
{e) shaving soap;

f} "toothpaste, toothbrush;

cosmetics;

hair combs;

brushes;

tobacco products and accessories;

personal dry cleaning;

beauty shop servicesj

television rental;

{n) less-than-effective drugs (exclusive of stock
items) ;

o) over~the-counter drugs {(exclusive of the following
routine stock items: acetaminophen, aspirin, milk of magnesia,
mineral oil, suppositories for _evacuation, maalox _ and

mylanta) .
Subsection (7) remains the same in text but will be
recategorzed as subsection (9).

S || ko d

AUTH: Sec. 53-6~113 MCA
IMP: Sec., 53-6-141 MCA
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46.12.1206 PATIENT ASSESSMENTS, STAFFING REPORTS AND

DEFICIENCIES (7] Each provider will report to the de-
partment each month the care requirements for each medicaid
patient in the facility on the forms provided and aeeerding-te
in accerdance with the patient assessment manual and instruc-
tions supplied by the depaxtment. The patient assessment manu-
al dated February 1985 is hereby adopted and incorporated by
reference, A copy of this manual 1is avallable from the
Department of Social and Rehabilitation Services, P.0. Box
4210, 111 Sanders, Helena, MT 59604,

Subsection 12) remains the same.

{3) Completed patient assessment forms and staffing
report forms must be received by the department within ten
days following the end of each calendar month., The adminis-
trator or his designee must certify that these reports, to the
best of his knowledge and belief, are complete, accurate, and
prepared consistent with all applicable rules and departmental
instructions. If the complete, accurate and certified forms
are not received within the ten~day period, the first avail-
able payment for lemg-term-eare nursing facility services will
be withheld until such time as the forms are received. The
use of the department's forms is mandatory. The reports as
submitted shall be complete and accurate. Incomplete reports
or reports containing inconsistent data will be returned to
the provider for completion or correction.

(4) At least once annually the monthly patient assess-
ment abstracts will be monitored for accuracy and consistency
with medical records maintained by the provider. If the
department's monitor team findings indicate that abstracts
verified by chart documentation are significantly different.
than the abstracts submitted by the provider for the same
month, the provider's average patient assessment score will be
computed from the abstracts monitored by the monitor team,

{a) Within a reasonable length of time after the com-
pletion of the monitor by the department's monitor team, the
department will notify the provider of the results of that
monitor. Such notice shall include the patient assessment
score as determined by the department from the monitor find-
ings, the provider's patient assessment score for the same
month, and a statement of whether or not there is a "signifi-
cant difference" which will affect a prov1der's reimbursement
rate., 1I1f a significant difference exists, the facility will
be notified that it may appeal the patient assessment score
computed based upon the monitor findings in accordance with
ARM 46.12.1210;

Subsection (4) (b) remains the same.

(i) The provider may reguest a monitor of 100% of the
monthly patient assessment abstracts for the month originally
monitored, This appeal must be made within thirty (30) days
of receipt of the monitor findings. If the 100% monitor indi-
cates that the patient assessment abstracts submitted by the
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provider remain significantly different from the abstracts
monitored, the provider will reimburse the department for the
cost of the additional monitor and the provider's average pa-
tient assessment score will be computed from abstracts ver-
ified by chart documentation during the 100% monitor. Reim-
bursement for the costs of the monitor must be made within 30
days after receipt of notification of the costs of the moni-
tor, or the department will recover the cost by set-off
against amounts paid for leng-term-emre nursing facility ser-
vices, If the 100% monitor indicates that provider patient
assessment abstracts submitted are not significantly different
from the abstracts verified by chart documentation by the mon-
itor team the cost of the additional monitor will he borne by
the department_ and the provider's average patient assessment
score will be determined in accordance with ARM 46.12.1202(2)
(h).

Subsection (4) (¢} through (4) (e} remain the same.

(f) The department will conduct periodic monitoring of
the abstracts for recipients reported as meeting the defini-
tions of heavy care and 1ight care as defined 1in ARM
46.12.1202(2){i) and (37, Individual patient assessment
scores will be recalculated based upon the monitor findings
without regard to the definition of "significantly different”
in ARM 46.12.1206(4) (e) . Operating rates will be recalculated
retroactively based upon the monitor findings. Objections to
the monitor findings, recalculation of the patient assessment
score or retroactive adjustment of the operating rate may be
pursued ih accordance with ARM 46.12,1210.

(5) Upon admission and as frequently thereafter as the
department may deem necessary, the department will evaluate
the necessity of nursing home care for each medicaid patient,
in accordance with 42 CFR 456.250 through 456.522, which spec-
ify utilization review criteria for 2eng-term--ceare nursin
facilities and which are federal regulations which the depart-
ment hereby adopts and incorporates by reference., A copy of
the cited regulations may be obtained from the Department of
Social and Rehabilitation Services, P.,0, Box 4210, 111
Sanders, Helena, Montana 59604,

{(6) As frequently as the department deems necessary, the
quality of medical care that each medicaid patient is receiv-
ing shall be evaluated by the department, in accordance with
42 CFR 456.600 through 456.614, which specify medical review
criteria for ieng-—term-core nursing facilities and which are
federal regulations which the department hereby adopts and
incorporates by reference. A copy of the cited regqulations
may be obtained from the Department of Social and Rehabilita-
tion Services, P. 0. Box 4210, 111 Sanders, Helena, Montana
59604.

Subsections (7) through (8) (a) remain the same.

{b) Determine includable costs as specified in ARM
46.12.1207 through audit procedures and may recover, in
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accordance with ARM 46.12.1209, all amounts paid in excess of
includable costs. Amounts recovered will be not less than 10%
of amounts paid to the facility for the period for leng-term

eare nursing facility services.
Subsections (9) through ({9)(d) remain the same.

AUTH: Sec. 53-6-113 MCA
IMP Sec. 53-6-141 MCA

46.12.1207 INCLUDARLE COSTS Subsections (1) through
(1) (a) remain the same.

(b) Cost incurred in the provision of 3leng-term--cere
nursing facility services to the extent such costs are reason-
able and necessary are includable.

Subsections (1) {c¢) through (1) (d) (ii) (A} remain the same.

(B) employee benefits excluding employer contributions
required by state or federal law--FICA, Workers' Compensation
Insurance (WCI), Federal Unemployment Insurance (FUI), State
Unemploynent Insurance (SUL). Fer-a-self-empioyed-administra-
tory - an-amount -—equal - +o--whet -wounld -have- been-the -employerts
eontribution—for-FICh—and - Wei- may e ~eneiuded-from —suvch —am-
ployee-benefitas

Subsections (1) (d) (ii) (C) through (1) (e) (iii) remain the
same.

(iv) For purposes of this subsection, an employee is one
from whose salary or wages the employer is required to with-
hold FICA. Stockholders who are related parties to the cor-
porate providers, officers of a corporate provider, sole pro-
prietors and partners owning or operating a facility are not
employees even if FICA is withheld for them.

Subsections (1) (e) (v) through (1) (1) remain the same.

(m) Costs, including attorney's fees, in connection with
court or administrative proceedings shall be includable only
to the extent that the provider prevails in the proceeding.
Where such proceedings are tied to specific reimbursement
amounts, the proportion of costs which are includable shall
equal the same percentage as is derived by dividing the-tetai
reimburasement-at-issue~by the total reimbursement in which the
provider prevailed by the total reimbursement at issue.

AUTH: Sec. 53-6-113 and 53-2-201 MCA
TMP: Sec. 53-6-111, 53-6-141 and 53-2-201 MCA

46.12.,1208 COST REPQORTING The procedures and forms for
maintaining cost information and reporting are as follows:

Subsections (1) and (2) remain the same,

(3) Cost Finding. Cost finding means the process of
allocating and prorating the data derived from the accounts
ordinarily kept by a provider to ascertain its costs of the
various services provided. In preparing cost reports, all
providers shall utilize the methods of cost finding described
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at 42 CFR 4657453 413.24 which the department hereby adopts
and incorporates herein by reference. 42 CFR 405453 413.24
is a federal regulation setting forth methods for allocating
costs. A copy of the regulation may be obtained from the
Department of Social and Rehabilitation Services, P.0O. BRox
4210, 111 Sanders, Helena, Montana 59604. Notwithstanding the
above, distinctions between skilled nursing and intermediate
care need not be made in cost finding,

Subsections (4) through (6) (b) remain the same.

{¢) On conclusion of a review of a cost report, the
department shall send the provider the results of the review.
Failure of the department to complete desk reviews within any
particular time shall not entitle the provider to retain any
overpayment discovered at any time.

Subsections (6) (d) and (7) remain the same,

AUTH: Sec. 53-6-113 and 53-2-201 MCA
IMP: Sec., 53-6~111, 53-6-141 and 53-2-201 MCA

46.12.,1209 OVERPAYMENT AND UNDERPAYMENT Subsection (1)
remains the same,

(2) 1In the event of an overpayment the department will,
within 30 days of the day the department notifies the provider
that an overpayment exists, arrange to recover the overpayment
by set-off against amounts paid for ieng-<erm-eare nursing
facility services or by repayments by the provider.

(3) If an arrangement for repayment cannot be worked out
within 30 days after notification of the provider, the depart-
ment will make deductions from rate payments with full recov-
ery to be completed within sixty (60) days from the date of
the initial request for payment. The sixty (60) day recovery
period coincides with requirements of section 1903(d) (2) of
the Social Security Act, as amended, This section requires
states to repay the federal share of medicaid payments within
sixty (60) days of determination of a medicaid overpayment,
Recovery will be undertaken even though the provider disputes
in whole or in part the department's determination of the
overpayment. ¥n-the-diseretieon--of--the -department-—such-recev-
ery-may-be—delayed i whrote —or-in-pare-df--a-request-for-faiy
hearing--under - ARM- 46 ~FA-F21F0 - hroes-—peen—-made- A reguest for
administrative review or fair hearing shall not entitle a pro-
vider to delay repayment of any overpayment determined by the
department.

Subsections (4) through (6) remain the same.

AUTH: Sec. 53-6+-113 and 53-2-201 MCA
IMP: Sec., 53-6-111, 53-6-141 and 53-2-201 MCA

3. The proposed rule change will allow for a one year
nursing facility reimbursement rule for fiscal year 1990
(7/1/89 -~ 6/30/90) which will provide for an aggregate total
increase '
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in reimbursement to providers of 3%, Incorporated in the
total increase will be a 3% property rate increase, An add-on
component to the computed operating rate will be incorporated
to reimburse for projected Omnibus Budget Reconcilation Act of
1987 (OBRA) costs in addition to the 3% aggregate increase.

This rule change will eliminate the geographic wage com=-
ponent of the operating formula which serves little purpose
and benefits very few facilities, and will serve to simplify
the formula., In addition a maximum ceiling of 120 licensed
beds used in the formula will be considered the point where
economies of scale or size are no longer effective in reducing
operating costs for a provider. This ceiling will coincide
with the 25 bed minimum that already is in place.

A three-tier heavy care reimbursement system will be
implemented to cover costs of providing care for patients with
exceptional care needs, Separate rates will be developed,
based on patient assessment information, to provide for higher
reimbursement to patients whose assessment score exceeds a
certain level. Conversely a lower reimbursement rate will be
computed for patients with little or no care needs based on
individual patient assessment data and a minimum level of
care. This system will be implemented at the request of pro-
viders that feel the current one rate system does not reim-
burse adequately for exceptional patients with very heavy care
needs.

A twice-a-year monitoring system will be developed for
providers whose July 1 reimbursement rate has been computed
with a deficient monitor score. This change will allow pro-
viders with documentation problems in the initial survey
period the opportunity to prove dccumentation is now accept-
able and will not penalize them for a full year if problems
have been subsequently corrected.

The impact is estimated to be an increase to aggregate
long term care provider reimbursement rates of 3% or
$1,523,880. The OBRA 87 incremental add-on is projected to be
$2.00 per day or $2,725,930. The budgetary impact of other
proposed changes is expected to be minimal,

Copies of this notice are available at local human ser-
vices offices and county welfare offices.

4. Interested parties may submit their data, views, or
arguments either orally or in writing at the hearing. Written
data, views, or arguments may also be submitted to the Office
of Legal Affairs, Department of Social and Rehabilitation Ser-
vices, P.O. Box 4210, Helena, Montana 59604, no later than
June 8, 1989,

5. The Office of Legal Affairs, Department of Social

and Rehabilitaticon gervices has been designated to preside
over and conduct the hearing.
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6. These rules changes will be effective July 1, 1989,

tion Services

Certified to the Secretary of State _ May 1] r 1989,
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RFFORE THE DEPARTMENT OF SOCTAL

AND REHABIILITATION SERVICES OF THF
STATFE OF MONTANA

NOTICE OF PUBLIC HEARING ON
THE PROPOSED AMENDMENT OF
RULF 46.12.2003 PERTAINING
TO UPDATING OF PROCFEDURE
CODES FOR PHYSICIAN
SERVICES

In the matter of the amend-
ment of Rule 46.12,2003
pertaining to updating of
procedure codes for
physician services

TG: All Interested Persons

1. On Mav 31, 1989, at 2:30 p.m., a public hearing will
be held in the auditorium of the Social and Rehabilitation
Services Building, 111 Sanders, Helena, Montana to consider
the proposed amendment of Rule 46.12,2003 pertaining to
updating of procedure codes for physician services.

2, The rule as proposed to be amended provides as
follows:

46.12.2003 PHYSICIAN SERVICES, FEIMpURSEMENT/GENEFAL RE-

QUIREMENTS AND MODIFIERS (1) The department hereby
adopts and incorporates by reference the procedure code report
(PCR) as amended through Jume-18 April 1, 19889. The PCR is
published by the Montana department of social and rehabilita-
tion services and lists medicaid-payable physician procedure
codes and descriptions as delineated in the CPT4 and/or the
Health Care Financing Administration's common procedure coding
system (HCPCE), fees assigned to relevant procedures and
effective dates of fees assigned. A copy of the PCR may be
obtained from the Economic Assistance Division, Department of-
Social and Pehabilitation Services, P.0O. Box 4210, BHelena,
Montana 59604,

Subsections (1) (a) through (4) remain the same.

AUTH: Sec. 93-6-113 MCA
IMP: Sec, 53-6-113 and 53-6-141 MCA

3. ARM 46.12.2003 incorporates by reference the depart=-
ment's procedure code report (PCP), which is based upon the
Health Care Financing Administration’'s common procedure coding
system (HCPCS) and the Physicians®' Current Procedural Termi-
nology, Fourth Edition (CPT4)., HCPCS is updated annually and
provides billing codes and service descriptions used by fiscal
intermediaries and claims payment agents under hoth the Medi-
care and Medicaid programs. It is essential that the annual
HCPCS changes, which become effective April 1, 1989, be incor-
porated into the PCR as soon as possible to facilitate the
billing and payment of Medicaid and Medicare claims.

The proposed amendment would incorporate by reference the
PCR as updated through April 1, 1989, to include changes to
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HCPCS, including revisions of service descriptions and addi-
tion or deletion of various billing codes through the PCR.

Another primary purpose of the amendment is to increase
reimbursement levels to cover providers' acquisition costs for
Paraguard or Progestesert intrauterine devices (IUDg). These
IUDs are designed t¢ avoid unplanned pregnancies which create
negative complications for patients and unnecessary costs for
the Medicaid program. Present reimbursement rates are below
providers' actual costs of acquiring these IUDs.

The total estimated increase in reimbursement for IUD
acquisition costs is $24,700, which includes $17,200 for reim-
bursement to family planning clinics and $7,500 to physicians.
The federal government participates financially in the costs
of family planning services at a 90% matching rate.

Because family planning service providers are reimbursed
through individual c¢ontractual agreements with the Montana
Department of Health and Environmental Sciences, the PCR pro-
vides separate IUD billing codes for each provider group. The
use of separate bjlling codes also allows the department to
collect more specific information regarding costs of medical
supplies within the physician services program.

This amendment will apply retroactively to April 1, 1989,
because it is essential that Medicaid physician billing codes
be consistent with Medicare billing codes, which were revised
effective April 1, 1989, in accordance with the HCPCS5 1989
annual revision.

Copies of this notice are available at all local human
services offices and county welfare offices statewide.

4. Interested parties may submit their data, views, or
arguments either orally or in writing at the hearing. Written
data, views, or arguments may also be submitted to the Office
of Legal Affairs, Department of Social and Rehabilitation Ser-
vices, P.O, Box 4210, Helena, Montana 59604, no later than
June 8, 1989,

5. The Office of legal Affairs, Department of Social
and Rehabilitation Services has bheen designated to preside
over and conduct the hearing.

ctor, Social and Rehabilita-
ion Services

Certified to the Secretary of State May 1 , 1989.
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REFORE THE DEPARTMENT OF SOCIAL

AND REHABRILITATION SERVICES OF THE
STATF OF MONTANA

NOTICE OF PUBLIC HEARING ON
THE PROPOSED AMENDMENT OF
RULE 46.12.3401 PERTAINING
TO MEDICAID COVERAGE OF
ELIGIBLE PREGNANT WOMEN AND
INFANTS

In the matter of the amend-
ment of Rule 46,12,3401
pertaining to medicaid
coverage of eligible
pregnant women and infants

TO: All Interested Persens

1. on June 5, 1989, at 9:00 a.m., a public hearing will
be held in the auditorium of the Social and Rehabilitation
Services Building, 111 Sanders, Helena, Montana to consider
the proposed amendments of Rule 46,12,3401 pertaining to
medicaid coverage of eligible pregnant women and infants.

2. The rule as proposed to he amended provide as fol-
lows:

46.12.3401 GROUPS COVERED, NON—INSTI'I‘U'I’IONALIZFD AFDC~
RELATED FAMILIES AND CHILDREN f0bsections (1) through
(1) (b) remain the same.

(i) those individuals who are not receiving and AFDC
check solely because the grant check amount is less than $10;

(ii) - - an--rbhorwise - elieible-~pregnant - woman - with--ne
ether-chitdren-receiving-AFBE-when-tha-pregnaney—has-been-ver-
tfred- by Fieimyr~or~his-desdignees participants in a work

AAEPleehfdtlDﬂ program under title IV-~A and any child or rel=~
ative of such individual (or other individual 1~v1ng in_the
same household as such individuals) who would be eligible for
AFDC if there were no work supplementatlon program.

(iii) Individuals whose AFDC 1s terminated because the

family hecomes incligible because of collection or increased
collection of child support, These individuals will continue
to receive medicaid for four (4) months.

Gv) individuals whose AFDC is terminated because of
loss of the $30 and one-third (1/3) disregard at the end of

four (4) months or the $30 disregard at the end of eight (8)

months. These individuals will continue to recelve medicaid
for nine (9) months.
(322 v] individuals under age 21 who currently reside

in Montana and are receiving foster care or adoption assis-
tarce under Title IV-E of the Social Security Act, whether or
not such assistance originated in Mcntana. Eligibility re=
quirements for Title IV-E foster care and adoption assistance
are found in ARM 46.10.307;
tiv)-~those-who--Gor-net - reveite AFDC -heaause—of-+the-re-
eeipe-of-an-extra-periodie-paycheeks
ter-—-famities—wi-th -dependent - children—who-are--not-re-
cetving-AFDE-—-Fhin-coverage-is-timited-teos
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{i}---individuais-whe-vouitd-be-etigible-for-AFBE-had-they
appiied-within-the-prior-three-menthasr

tti}—-individuats-under-age 30 who -world -be-cltigible-for
AFPBE- 1 £- they- wetthe achook -aerendanee —requirements -which-are
found-in-ARM-46730+30%s

+1ii) -needy~~evarereier - relatives ——as-- defined - -im--ARM
46107302 - whe--have —in-4thesr-core -an-individuali-wnder -age-19
who-is-eitigible-for-medicatd-under-subsection-{b}s

(c) individuals whose AFDC is terminated solely because
of increased income from employment or Increased hours of em-
ployment. Those Individuals will continue to receive medicald
for four (4) months, providing:

(i) the household received an AFDC grant in at least
three (3) of the six (6) months prior to the month the house-
hold became ineligible; and

(1ii) a member of the household continues to work during
the four (4) months,

{A] this four (4) month period of continued medicaid
coverage begins the month following the date of AFDC closure,
or, if AFDC eligibility ends prior to the month of closure,
with the first month in which AFDC was erroneously paid.

(d) individuals under age 19 who would be eligible for
AFDC if they met the school attendance regquirements which are
found in ARM 46.10,301.

(e) Individuals who would be eligible for AFDC except
for failure to meet the WIN participation requirements found
in ARM 46.10,308.

(f1 a pregnant woman whose pregnancy has been verified
and whose family income and resources meet the requirements
Tisted in 46.10,403 and 406.

(i} the unborn child shall be considered as an addition-
al member of the assistance unit for purposes of determining

eliaibility,
{g) a pregnant woman whose pregnancy has been verified
and whose family income does not exceed 100% of the federal

poverty guidelines.

(1) the unborn child shall be c¢onsidered as an addi-
tional member of the assistance unit for purposes of determin-—
ing eligibility.

{h) a child born on or after October 1, 1983, whose fam-
ily Income and resources meet the requirements listed in
ARM 46.10.403 and 46.10.406,

{i) an infant through the month of the first birthday
whose family income does not exceed 100% of the federal pover-
ty quidelines.

{37 individuals under the age of 21 who are receiving
foster care or subsidized adoption payments through child wel-
fare services,

{1} these individuals must have full or partial finan-
cial responsibility assumed by public agencies and must have
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been placed in foster homes, private institutions or private
homes by a non-profit agency.

{fvk) a child of a minor custodial parent when the cus-
todial parent is living in the child's grandparent's home ef
his-——or-—drer-—-parent--~{the--ehildls— - grendperentd, and the
arandparent's income is the sole reason rendering the child
ineligible for AFDC;

{tv}---tndividuais-whe would-be-eltgibie-for--ARBC -except
for- faijure- +to- -meet -the - ¥N- participation -requirements - found
+n-ARM-46-10-368+

{vi}--individuata-whes-4in -Hogust 1912 - were-eligibie-for
BAGHF - and- whe- were— also- receisvdng AR o -wourkd Jraeve -been-re—
eetving-AFDE-had-they-applied;—providings

{A}-—-—they-meet-—all -current —AFHC- -non—FiHrancial -require-
menta-except-those-identified-as-itnappticablie-to-mediceid-eti-
gibtitby-tn-ARM-46732-34025

4B} ---they--meet -4+he--eurrent- AFBC - resouree-~limitations
fenpd-im-pRM-46+10-466+~and

4€}---they-would-ecurrentdy- be-etigible -for -am-ARBE-grant
i f--the ~ineresse-—4r-0ASDT~ benefito —on~<rrky --~1532-had -net
raised-famddy~ -income -over - the - AFPE- 4ncome--gtandarde- —-Found - in
ARM-467307463s

{vii)-individuats-who-wourkd-be-eligqibie—-for--AEDE -execept
that-income- and- resourees— of- e wiblring miot-be ~rsed -to-deter-
mine-etiaibidieys

{2} ~~-Individuats-whese~ AFDC- b9 —terrinmted -solety-because
eof—-increased--income——-from--—aemployment;-—inereased--hours--of
employment - or- a9 -a -pesrkt - tin-whote-or--in partd--of -the-seare
o f ~ ey ~EREPEase « 3 A-thre- —ameount -0 £- child-or--apowsalk -supparte
payments--wikl--—contime -0 - receive - medicaid - for-—four—- {4y
months7-providings

{a}--the--houwsehold -received--air-AFBE-grant-—in—et--teent
three-+3}-of - the-six 6~ -months pricr-ko - the -month-the -house-
hoid-beeame-ineligiblesr-and

{b}~-i - the grant--tepminates - becavse-of--inerecased -hours
ef-employment-or-inereascd-income-—from-~empioyment;-a-member-of
the~heusehold-econtinues-to-work-during-—the-extensions

{i}-this-feur-{4}-month-period-of-continued-medicatd-cov-
erage-begins—the-month~following-the-date-of-AFPC-elosuras-ory
& £ - AFDE--el-d ¢ bid-i-by-enda- -prior - te - the- month -of —closure ;- -with
the-first-month-in-which-AFBE-is-erroncousiy-patd:

43)--Individuais-whose-APBE-is-terminated-becanse-of-toss
of - $30-and -one-third—+{17/3} - disregard--at -the-end--of-~four-{4}
months-or--$30--diwreqard -at-the-end-of -edght- (8}~ monrthas-will
continue =40 -receive -medieatd-for-—nine -~ {9 --montha - -previding
BPv-private-insurance-coverage-ts-disclonsed:

{4} --Medicatd-widl--he -provided-+eo--individueds -under-age
2i-wheo-are-not-etigibie~for-foster-care-or-ndoption-assistanee
under--Bitle - I¥-E-~or - do-—-not - gquelify- —as - dependent--childrenr
Sueh-individuaias-under~2i-are-limited-teos

tay--individuais--for--whom--public--agencies—-are--assuming
fuii-er-partial-financint-vesponsihiltiey-and-who-are-praced-in

9-5/11/89 MAR Notice No. 46-2-561



~553~

foseer-homes- -0 -in~privete —institubions -by-either--public oy
privater-nenprefit-agenciess

4By --individuals-in-adoptions--subsidired 4 —Ffulkl-er-pave
by-a-pubiic-ageney:

15} --Medieatd- wiltlt -be--provided-+o--ehildren—bormr-after
Setober;-3983- 4o two--parent -fomilies who -meet -the ~AFPE-ineome
and--rescurce - reqHrenents.- --Phias—-provieion --epplies-—through
October;-1988+

163 --Medieatd--wilk-comrtinre - for-—two --moirthe - after--the
month-pregrancy—-enda—{exgept - i-f--pragrancy -ends - becevse-of-a
non-medicaid-funded-abartion)-whether-or-not-ati-financiat-and
nen-£finanetat--criterie -continte -to- be- et -se-iong--as-—she -t
medienid-eligible-when-the-pregnancy-enda-

{8}~ -if-the-individuealk-appi tes- for-vetroactive -medicatd
coverage-afeer-the-date-pregnaney-ends;-the-two-menth-extended
coverage-ia-net-avatinbles

{1} needy caretaker relatives as defined in ARM
46.10,302 who have 1n their care an indivigual under age 19
who 15 eligible for medicaid.

(m) individuals who would be eligible for, but are not
receiving, AFDC,

(2) Medicaid will continue for two months for pregnant
women after the month pregnancy ends as long as the pregnant
woman was eligible for and receiving medicaid on the date
pregnancy ends.

73] Medicaid will continue for one year for newborn
children providing: \

fa) the mother was eligible for and receiving medicaid
at the time of the newborn's birth;

(b) the mother of the newborn remains eligible; and

{c)  the child remains 1n the same hcusehold as the moth-

er,
T (4) Medicaid may be provided for up to three months pri-
or to the date of application for individuals Iisted In I(a},
1) (i), ib)(v), 1(d), (e), (£}, (g9), (h), (i), (31, (k), and
(1) if all financial and non-financial criteria are met for
any of those months. For individuals listed in 1(g) and (i)
retroactive eligibility cannot begin prior to July 1, 1989.

AUTH: Sec. 53-6-113 MCA
IMP: Sec. 53-6~131 and 53-4-231 MCA

3, The amendments to ARM 46.12,3401 are necessary to
implement the poor pregnant women and poor infants coverage
mandated by the federal Catastrophic Care Act of 1988, Section
301, The federally required implementation deadline is July
1, 1989,

The new program will result in projected expenditures of
$591,906 in State Fiscal Year 1990 and $753,746 in State Fis-
cal Year 1991. These figures were taken from HB 100 and are
based on Department projections.
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ferving this new group should lessen adverse impacts on
local general relief and gereral relief medical. No resource
test will be imposed at this time because of the complexity of
the administration of the resource criteria. PRecause of this
complexity, there is potential for increase in guality control
errors and federal sanctions. However, should the caseload
increase bevond projection, a resource test will be implement-
ed,

4. Tnterested parties may submit their data, views, or
arguments either orally or in writing at the hearing. Written
data, views, or arguments may also be submitted to the QOffice
of Legal Affairs, Department of Social and Rehabilitation Ser-
vices, P.,0, Box 4210, Helena, Montana 59604, no later than
June 8, 1989,

5. The Office of Legal Affairs, Department of Social
and Rehabilitation Services has bheen designated to preside
over and conduct the hearing.

6. This rule change will be implemented July 1, 1989,
pursuant. to federal requirements.

Direg¢tor,
tion Services

Certified to the Secretary of State May 1 , 1989,
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BEFORE THE DEPARTMENT OF SOCIAL

AND REHABILITATION SERVICES OF THE
STATE OF MONTANA

In the matter of the amend-
ment of Rules 46.10.403 and
46.12,.3803 pertaining to
income and benefit standards
for medically needy assis-
tance and the Aid to
Families with Dependent
Children (AFDC) programs

NOTICE OF PURLIC HEARING ON
THE PROPOSED AMENDMFENT OF
RULES 46.10.403 and
46.12,3803 PERTAINING TO
INCOME AND BENEFIT STAN-
DARDS FOR MEDICALLY NEEDY
ASSISTANCE AND THE AID TO
FAMILIES WITH DEPENDENT
CHILDREN (AFDC) PROGRAMS.

TO: All Interested Persons

1. On June 5, 1989, at 10:00 a.m., a public hearing
will be held in the auditorium of the Social and Rehabilita-
tion Services Building, 111 Sanders, Helena, Montana to
consider the proposed amendment of Rules 46.10.403 and
46.12.3803 pertaining to income and benefit standards for
medically needy assistance and the Aid to Families with
Dependent Children (AFDC) programs,

2. The rules as proposed to be amended provides as fol-
lows:

46.10.403 TARLE OF ASSISTANCE STANDARDS Subsections (1)
and (2) remain the same.

(a) Gross monthly income standards to be used when
adults are included in the assistance unit are compared with
gross monthly income defined in ARM 46.10.505.

GROSS MONTHLY INCOME STANDARDS TQ BE USED WHEN ADULTS ARE
INCLUDED IN THE ASSISTANCE UNIT

No. Of With Without

Persons Shelter Shelter
in Obligation Obligation
Household Per Month Per Month
1 474 8 473 $ 170
2 648 €37 236 274
3 863 799 339 377
4 968 962 481
5 ty332 1,773 533 583
6 37296 1,285 668 686
7 37462 1,449 355 790
8 17624 1,610 838 892
9 ry703 1,774 916 957
10 14336 1,935 598 1,099
11 +7844 2,095 1,058 1,201
12 7969 2,259 7323 71,308
13 37978 2,420 17184 1,408
14 27026 2,582 7248 1,511
15 27678 Z.743 ry29: 1,613
16 2,324 2,907 5338 1,717
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(b) Gross monthly income standards to be used when no
adults are included in the assistance unit are compared with
gross monthly inceme defined in ARM 46.10,505.

GROSS MONTHLY INCOME STANDARDS TO BE USED WHEN NO ADULTS ARE
INCLUDED IN THF ASSISTANCE UNIT

With Without
No. of Shelter Shelter
Children in Obligation Obligation
Household Per Month Per Month
1 365 $ 163 63 $ 59
2 33% 326 168 163
3 494 490 273 268
4 653 €53 374 372
5 823 817 430 77
6 9060 981 56+ 531
7 735% 1,145 648 119
8 ty228 71,308 3% 790
9 37302 1,371 LT 894
io #7393 1,633 e82 599
11 iy436 1,797 95% 1,7
12 37499 T,961 +70%8 1,208
13 7552 2,124 17033 1,312
14 17604 f,‘z‘_ga ir332 1,417
15 17658 L4502 1,384 1,571
16 17696 2,616 ;230 1,626

{c) Net monthly income standards to be used when adults
are included in the assistance unit are compared with net
monthly income defined in ARM 46.10.505.
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NET MONTHLY INCOME STANDARDS TO BE USED WHEN ADULTS ARE
TNCLUDED IN THE ASSISTANCE UNIT -

No. OFf With wWithout

Persons Shelter Shelter
in Obligation Obligation
Household Per Month Per Month
1 $ 256 § 92

2 346 344 149 148

3 434 432 2605 204

4 523 520 260

5 632 607 33 315

6 760 695 36 371

7 799 783 408 427

8 878 §70 453 1982

9 528 959 495 B39

10 566 1,046 535 5044
11 993 1,132 532 649
12 ;032 1,22 687 706
13 3;665 1,308 648 761
14 179895 71,396 646 B17
15 ;323 71,483 698 872
16 17348 1,571 723 378
(ad) Net monthly income standards to be used when no

adults are included in the assistance unit are compared with
net monthly income defined in ARM 46.10.505.

NET MONTHLY INCOME STANDARDS TO BE USED WHEN NO ADULTS ARE
INCLUDED IN THE ASSISTANCE UNIT

With Without

No. of Shelter Shelter
Children in Obligation Obligation
Household Fer Menth Per Month
1 89 ¢ 88 34§ 32

2 139 176 9% 88

3 267 765 347 145

4 355 353 203 201

5 445 142 254 258

6 534 530 303 314

7 622 619 356 371

8 664 707 395 427

9 704 795 433 783

10 743 BB4 433 540

11 376 571 514 586

12 836 1,060 550 653

13 839 1,148 582 709

14 863 1,237 62 766

15 . @92 71,325 646 822

16 913 T,414 €65 879
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Subsections (3) through (4) remain the same.

(a) Benefit standards to be used when adultsg are includ-
ed in the assistance unit are compared with net monthly income
defined in ARM 46.10,505.

BENEFIT STANDARDS TQ BE USED WHEN ADULTS ARE
INCLUDED IN THE ASSISTANCE UNIT

No, Of With With Without Without
Persons Shelter Shelter Shelter Shelter
in Obligation Obligation Obligation Obligation
Household Per Month Per Day __Per Month Per Day
232 § 209 F:87 $ 6.97 76 $ 75 2:83 § 2.50
286 81 9:53 9,37 123 171 4:36 4.03
359 352 31-9% 11°73 170 7166 5:67 5,53

13
56% 495 3698 .00 258 257 8-60 8.57

433 74 14-43 14, 216 313 #.4% T.07
586 566  39.33 TE @7 299 302  6.97 10.07

654 638 23-80 21,27 338 348 #3:2% TI1.60
72% 09 24:23 73.63 3%5 393 32:50 13.10
762 781 25+40 26.03 436 439 13-67 T4.63
795 852 2650 28.40 443 781 14-33 16,13
826 23 27:53 30,77 474 529 35-80 17,83
854 3355 208-4% 33,17 563 575 6733 19,17

882 1,086 29-40 35,53 536 620 17+63

9% 1, 30-23 37.93 555 666 18v5@ 22,20
939 1,209 33-60 40,30 5%8 711  19:2% 23.70
85: 1,280 33-70 d2.67 599 756 39:9% T5_230

b e b e e bt e
AN WHOWVWD AN AWN

(b) Benefit standards to be used when no adults are
included in the assistance unit are compared with net monthly
income'defined in ARM 46.10.505.
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PENEFIT STANDARDS TO BF_USED WHEN NO ADULTS ARE
INCLUDED IN THE ASSISTANCE UNLT

Ne. Of With With Without Without
Persons Shelter Shelter Shelter Shelter
in Obligation Obhligation Obligation Obligation
Household Per Month Per Dayvy Per Month Per Day
1 74 $ 72 #2743 $ 2.40 28 $ 26 -+93 $ 0,87
2 148 144 4-93 4,80 5 72 2r58 2,40
3 223 216 ¥=37 7.20 322 118 4-67 3.93
4 294 Z88 9:80 9,60 67 T64 5+57 5.47
5 368 360 32527 12.00 210 7.00
6 4432 432 14-33 14.40 25% 256 833 8.53
7 535 504 37:-37 16.80 290 302 9:67 10.07
8 556 Ej: ¥8-33 19.20 323 EEE 39:90 11.60
9 583 648 +9:-43 21.60 362 394 32:603 13.13
10 6%4 720 20:-47 24.00 395 440 $3:37 14.67
11 643 732 23:43 26.40 426 486 1420 T6.20
12 671 864 22=33 28.80 4585 532 1537 7.73
13 695 EEL 23:37 31.20 482 G578 6767 19.27
14 738 1,008 #3+93 33.60 567 Ezz 690 20.80
15 #39 1,080 24:63 36.00 §38 670 $7:67 22.33
16 ¥59 1,152 25-36 38,40 55% 716 $8-37 23.87
AUTH: Sec. 53-4-212 MCA
IMF s Sec. 53-4-211 and 53-4=241 MCA

46.12.3803 MEDICALLY NEEDY INCOME STANDARDS Subsections
(1) through (2) remain the same. .

(3) The following table lists the amounts of adjusted
income, based on family size, which may be retained for the
maintenance of S$SI and AFDC-related families. Since families
are assumed to have a sheltered obligation, an amount for
shelter obligation is included in level.
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MEDICALLY NEEDY INCOME LEVELS
FOR SST and AFDC-RELATED INDIVIDUALS
AND FAMILIE

One Month Two Month Three Month
Net Income Net Income Net Income
Family Size Level Level Level

1 $ 368 $ 736 $1,104
2 383 375 766 750 17349 1,125
3 408 §00 86 800 1y224 1360
4 433 327 866 840 15299 1373
5 se3 493 37014 990 35523 1'"133'_
6 580 566 1y360 1,137 17740 I’“,E'ﬁ
7 654 638 15308 1,276 17962 1,974
8 2?2 709 7454 1,418 25203 7,713
9 762 781 15524 —;1[567 2;286 P PELE]
10 305  §52 15590 1,704 25385 3556
11 826 923 17652 1,046 27478 3765
12 854 995 17708 1,590 2,562 2,985
13 882 1,066 15764 2,133 37646 3,198
14 907 1,138 17834 2,376 2772% 3,414
15 930 1“?56‘5 1,860 T"ﬂ, i) 27790 3"“6177,
16 953 1,780 37902 7,560 25853 3,840

AUTH: Sec. 53-6-113 MCA
IMP: Sec. 53-6-101, 53-6=-131 and 53-6-141 MCA

3. In House Bill 100, the General Appropriations bill,
the 51st Montana Legislature changed the base used to calcu-
late AFDC payment levels from a state estimate of the upcoming
vear's federal poverty index (FPI) to the current calendar
year's FPI. Thus, the tables are being changed to reflect
legislative intent that 42% of the published FPl for calendar
1989 be used for calculating the fiscal year 1990 payment lev-
el and 42% of the FPI published for calendar 1990 be used to
calculidte the state fiscal year 1991 levels,

4. Interested parties may submit their data, views, or
arquments either orally or in writing at the hearing. Written
data, views, or arguments may also be submitted to the Office
of Legal Affairs, Department of Social and Rehabilitation Ser-
vices, P.0. Box 4210, Helena, Montana 59604, no later than
June 8, 1989,

5. The Office of Legal Affairs, Department of Social
and Rehabilitation Services has been designated to preside
over and conduct the hearing.

6. These rule changes will be effective July 1, 1989,

Diredqtor, Soclal and Rehabil;ta-
tion Services

Certified to the Secretary of State May 1 , 1989,

9-5/11/89 MAR Notice No. 46-2-562



-561-

BEFORE THE DEPARTMENT OF SOCIAL

AND RFHABILITATION SERVICFES OF THE
STATE OF MONTANA

NOTTCE OF PUBLIC HEARING ON
THE PROPOSED ADOPTION OF
RULE I PERTAINING TO A BONA
FIDE EFFORT TO SFLL
NON-HOME REAL PROPERTY FOR
MEDICAID ELIGIBILITY
PURPOSES

In the matter of the
adoption of Rule I
pertaining to a bona fide
effort to sell non~home real
property for Medicaid
eligibility purposes

TO: All Interested Persons

1. On May 31, 1989, at 9:00 a.m., a public hearing will
be held in the auditorium of the Social and Rehabilitation
Services Building, 111 Sanders, Helena, Montana to consider
the proposed adoption of rule I pertaining to a bona fide
effort to sell non-home real property for Medicaid eligibility
purposes.

2, The rule as proposed to be adopted provides as
follows:

RULE I BONA FIDE EFFORT TO SFLL NON-HOME REAL PROPERTY

{I) Definitions used in this section include:

{a) "Bona fide effort to sell” means a continuing
attenpt to sell real property at a price no higher than the
fair market value,

{b) "Knowledgeable source" means an individual who is an
expert in real property values in the geographical area in
which the property is located.

(c) "Reasonable offer" means an offer that is equal to
or greater than two thirds of fair market value.

(2) Non-home real property owned by an %ndividual (or
spouse) is an exempt resource while either one is making a
hena fide effort to sell it.

(a) A bona fide effort to sell exists if:

(i) On a vyearly basis, two different knowledgeable
sources in the geographic area agree that the property is not
salable because of a specific condition; or

(ii} Actual sale attempts at a price no higher than fair
market value, as estimated by a knowledgeable source:

(A) have been made within the geographic area since the
last determination of eligibility; and

(B) the property continues to be for sale; and

(C) no reasonable offer to purchase has been received.

AUTH: Sec., 53-6~113 MCA
IMP: Sec. 53-6~131, 53-6-141 and 53-6-142 MCA
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3. Montana generally follows Supplemental Security In-
come (SSI) eligibility criteria. 1In 1983, due to a change in
SSI eligibility criteria, Montana adopted a "bona fide effort
to sell non-home real property" policy. This policy: (1) al-
lows individuals to establish medical assistance eligibility
as long as a good faith effort to sell the property at fair
market value is being made; (2) includes property in small
communities where there is no real estate market; and (3)
eliminates sale of property at a minimal or nominal price.
This proposal will implement the policy as a rule.

4, Interested parties may submit their data, views, or
arguments either orally or in writing at the hearing, Written
data, views, or arguments may also be submitted to the Office
of Legal Affairs, Department of Social and Rehabilitation Ser-
vices, P.O0. Box 4210, Helena, Montana 59604, no later than
June 8, 1989,

5. The Office of Legal Affairs, Department of Social
and Rehabilitation Services has been designated to preside
over and conduct the hearing.

6. This rule change will bhe applied retroactively to
January 1, 1989.

Direftor, Social
tion Services

Rehabilita-~

Certified to the Secretary of State May 1 , 1989,
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BEFORE THE DEPARTMENT OF SOCIAL
AND REHARILITATION SERVICES OF THE
STATE OF MONTANA

NOTICF OF PUBLIC HEARING ON
THE PROPOSED AMENDMENTS OF
RULES 46.12.204, 46.12.522,
46.12.527, 46,12,537,
46.12.542, 46,12.547,
46.12.582, 46.12.589,
46.12.605, 46,12.805,
46.12.905, 46.12.915 and
46.12,1205 PERTAINING TO A
TWO PER CENT (2%) INCREASE
IN MEDICAID FEES FOR
PROVIDER SERVICFS

In the matter of the
amendment of Rules
46.12.204, 46,12.522,
46.12,527, 46.12.537,
46.12.542, 46.12.547,
46.12.582, 46.12.589,
46.12.605, 46.12.805,
46.12,905, 46.12.915 and
46.12,1205 pertaining tc a
two per cent (2%) increase
in medicaid fees for
provider services

Nt e

TO: All Interested Persons

1. On June 6, 1989, at 11:00 a.m., a public hearing
will be held in the auditorium of the Socizl and Rehabilita-
tion Services Building, 111 Sanders, Helena, Montana to con-
sider the propesed amendment of Rules 46.12.204, 46.12.522,
46.172,527, 46.12.537, 46,12.542, 46.12.547, 46.12,582,
46.12.589, 46,12.605, 46.12.805, 46.12,905, 46.12.915 and
46.17,1205 pertaining to a two per cent (2%) increase in
medicaid fees for provider services,

2. The rules as proposed to he amended provide as
follows:

46.12.204 RECIPIENT PEQUIREMENTS, CO-PAYMENTS

Subsections (1) through (1) (h}) remain the same. )

(i) home health services not including durable medical
equipment and medical supplies, $1.00 per service;

Subsections (1) {(j) through (1) (o) remain the same.

(p} prosthetic devices, durable medical equipment angd
medical supplies, $.50 per item; fer-items-that-do-net-require
prior-authorimation;-and-$3-00-per-item-for-itema-thae-reguire
prior-auntherizations

Subsections (1) {q) through (4) remain the same.

AUTH: Sec. 53-2-201 and 53-6-113 MCA
1MP: Sec. 53-6-141 MCA

46.12.522 PODIATRY SERVICES, REIMBURSEMENT/GENERAL RE-
QUTREMENTS AND MODIFIERS (1) The department will pay
the Jowest of the following for podiatry services not also
covered by medicare:
{a) the provider's actual +submitted} charge for the
or
the department's fe¢ schedule found in  Rule

service
(b

~—fe

46.12.523,
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{(2) The department will pay the lowest of the following
for podiatry services which are also covered by medicare:

f(a) the provider's actual 4{submitted} charge for the
services;

(b) the amount allowable for the same service under med-
icare; or

(c) the department's fee schedule found in Rule
46.12,573,

{3) For Bservices paid by report (BR) the department
will ‘belpedd -at-at--the-tewer-of pay 70% of the provider's
usual and customary charges,y-eor-fees which--are-comparadle—to
usnal~--ond--customary-cherges--estabiished--by--the--provider-in
3986~

(4) Effective July 1, 1989, the reimbursement rates
listed in ARM 46.12.523 and 46.12.574 will be increased by two
percent (2%). All items paid by report will remain at the
rate indicated.

Original Subsection (2) remains the same in text but will
be recategorized as subsection (5).

AUTH: Sec. 53-6-113 MCA
IMP: Sec. 53=-6=101 and 53-6-141 MCA

46.12.527 OUTPATIENT PHYSICAL THERAPY SERVICES, REIM-

BURSEMENT Subsection (1) remains the same.

(@) the provider's actual +submitted} charge for the
service;

Subsections (1) (b) through (1) (¢) remain the same,

(2) Effective July 1, 1989, the reimbursement rates
listed will be increased by two percent (2%). All items paid
by report will remain at the rate indicated.

Original subsection (2} remains the same in text but will
be recategorized as subsection (3).

AUTH: Sec. 53-6-113 MCA
IMP: Sec. 53-6-101 and 53-6-~141 MCA

46.12.537 AUDIOLOGY SERVICES, PREIMBURSEMENT (1) The
department will pay the lowest of the following for audiology
services not also covered by medicare:

f{a) the provider's actual +submitted} charge for the
service; or

(b) the department's fee schedule contained in this
rule,

(2) The department will pay the lowest of the following
for audiology services which are also covered by medicaidre:

{a) the provider's actual <{submitted} charge for the
service;

(b) the amount allowable for the same service under
medicazdre; or

{e) the department's fee schedule contained in this
rule.
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f3) Effective July 1, 1989, the reimbursement rates
listed will be increased by two percent (2%). All items paid
by report will remain at the rate indicated.

Original subsection (2) will remain the same in text but
will be recategorized as subsection (4},

AUTF: Sec. 53-€~113 MCA
IMP: Sec., 53-6=-101 and 53-6-141 MCA

46.12.542 HEARING AID SERVICES, REIMBURSEMENT (1) The
department will pay the lowerst of the following for hearing
aid services:

(a) the provider's actual <+submitted} charge for the
service; or

Subsection (1) (b) remains the same,

(2) Effective July 1, 1989, the reimbursement rates
listed will be increased by two percent {2%). A1l items paid
hy report will remain at the rate indicated.

i Original subsections (2) through (3) remain the same in
text but will be recategorized as subsections (3) through (4},

AUTH: Sec. 53-6-113 MCA
IMP: Sec. 53-6-101 and 53-6-141 MCA

46,127,547 OUTPATIENT OCCUPATIONAIL THERAPY SERVICES, RE-
IMBURSEMERT (1) The department will pay the lowest of
the following for outpatient occupational therapy services not
also covered by medicare:

{a) the provider's actual +submitted} charge for the
service; or

(b) the department's fee schedule contained in this
rule.

(2) The department will pay the lowest of the fellowing
for outpatient occupational therapy services which are also
covered by nmedicare:

(a) the provider's actual +submitted} charge for the
service;

{b) the amount allowable for the same service under med-
icare; or

{(c) the department's fee schedule contained in this
rule,

(3) Effective July 1, 1989, the reimbursement rates
listed will be increased by two percent (2%). All items paid
by report will remain at the rate indicated.

Original subsection (3) remains the same in text but is
recateqorized as subsection (4).

AUTH: Sec 53-6-113 MCA
IMP: Sec 53-6-101 and 53-6-141 MCA
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46.12.582 PSYCHOLOGICAL SERVICES, REIMBURSEMENT (1) The
department will pay the lowest of the following for psycholo-
gical services not also covered by medicare:

(a) the provider's actual +svbmitted} charge for the
service; or

(b) the department's fee schedule found in this rule.

{2) The department will pay the lowest of the following
for psychological services which are also covered by medicare:

fa) the provider's actual 4submitted} chaxge for the
service

(b

(b) the amount allowable for the same service under med-
icare; or

{c) the department's fee schedule contained in this
rule.

(83) $43-4642.29 for individual psycholegical services,
family Therapy and psychological testing; or

(34) $12-4312.68 for group psychological services.

AUTH: Sec. 53-6-113 MCA
IMP: Sec. 53~6-101 and 53-6-141 MCA

46,12.589 LICENSED CLINICAIL SOCIAL WORK SERVICES, REIM-

BURSEMENT (1) The department will pay the lowerst of
the following for licensed clinical social work services not
also covered by medicare:

(a) provider's actual 4submittedy charge for the
service;

Subsections (1) (b) through (3) remain the same.

(a) $33:3633.88 per hour for individual counseling;

(b) $9:9410.14 per session for group counseling; or

(¢} $33:3633.82 for family therapy.

AUTH: Sec. 53-6-113 MCA
IMP: Sec. 53-6-101 MCA

46.12,605 DENTAYL, SERVICES, REIMBURSEMENT Subsection
{1) remains the same,

(a) the provider's actual <+submitted} charge for the
service;

Subsections (1) (b} through (1) (¢} remain the same.

(2) Effective July 1, 1989, the reimbursement rates
listed will be increased by two percent (2%). All items paid
by report will remain at the rate indicated.

Original subsections (2} through (1I5) remain the same in
text but will be recategorized as subsections (3) through
(16) .

AUTH: Sec. 53-6-113 MCA
TMP: Sec. 53-6-101 and 53-6-141 MCA

46.12.805 PROSTHETIC DEVICES, DURABLE MEDICAL EQUIPMENT,
AND MEDICAL SUPPLIES, REIMBURSEMENT REQUIREMENTS
Rubsection (1) remains the same.
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{a) The department will pay the lowerst of the following
for prosthetic devices, durable medical equIEment, and medical
supplies not also covered by medicare:

(i) the provider's actual 4submitted} charge for the
item; or

(ii) the medicaid fee schedule.

b) the department will pay the lowest of the following
for prosthetic devices, durable medical equipment and medical
supplies which are also covered by medicare:

i) the provider's actual +submitted} charge for the

(ii) the medicaid fee schedule; or

{iii) the amount allowable for the same item under medi-
care.

Subsections (1) (¢) through (1) (£) remain the same.

(2} Effective July 1, 1989, the reimbursement rates
listed In ARM 46.12.806 will be increased by two perxcent (2%¢).
ALT items pald by report will remain at the rate indicated,

Original subsections  (2) through (3} remain the same in
text but will be recategorized as subsections (3) through (4).

AUTH: Sec. 53=-6-113 MCA
IMP: Sec, 53-6-101 and 53-6-141 MCA

46.12.905 OPTOMETRIC SERVICES, REIMBURSEMENT

Subsection (1) remains the same.

(a) the provider's actual <+submitted} charge for the
cervice;

Subsections (1) (b) thrcugh (1) (c) remain the same.

(2) Effective July 1, 1989, the reimbursement rates.
listed will be increased by two percent [(2%). ALl ltems paid
bv report will remain at the rate indicated.

’ Original subsections (2) through (18} remain the same in
text but will be recategorized as subsections (3) through
119).

AUTH: Sec. 53-6-113 MCA
IMP: Sec. 53-6-113 and 53-6-141 MCA

46.12,915% EYEGLASSES, RFTMBURSEMENT Subsection (1)
remains the same.
(a) the lahoratory cost ¢f a lens to the provider for
the service;
(i) the laboratory cost of a lens is the cost of a fin-
ished lens ready for insertion in a frame. o
T 77 Subsections (1) (b) through (4) (b) ccde "V2218" remain the
same.
V2220 A3d ons for hifocal lenses bifeesi-edd for each full
diopter over 3r-252.00D +tmaximm-ef-one—unrt per lensy 2.00
Codes "V2300" through "V2318" remain the same.
V2320 . Add ons for trifocal lenses erifecat-edd for each full
dicpter over 37252.00D {maximum-ef ene-unit per lensy 2.00
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Codes "V2410" through "V2740" remain the same.
V2742  Tint, %1assR rose 1 or 2, 5§§ lens 1.88
Codes "2 throug v remain the same.

AUTH: Sec. 53-6-113 MCA
IMP: Sec. 53-6-113 and 53-6-141 MCA

46.12.1025 AMBULANCE SERVICES, REIMBURSEMENT

Subsections (1) through (4) remain the same.

(5} The department will pay the lowest of the following
for ambulance services not also covered by medicare:

{a) the provider's actual +submitted} charge for the
service; or

(b the individual provider's January 1982 medicaid rate
ptus-30 times 112.2 percent,

{(6) The Hepartment will pay the lowerst of the following
for ambulance services which are also covered by medicare:

(a) the provider's actual +submitted} charge for the
service;

(b) the amount allowable for the same service under med-
icare; or

{c) the individual provider's January 1982 medicaid rate
pius-I§ times 112.2 percent.

AUTH: Sec. 53-6-113 MCA
IMP: Sec. 53-6-101 and 53-6-141 MCA

3. The reimbursement rates for the services in this
proposed rule have not had a general rate increase since July
of 1982. House Bill 100, providing for general appropria-
tions, authorized the proposed increase for services which
have flxed rates established for speciflc services. These
proposed rules implement those rate increases. The estimated
total increase in expenditures for fiscal year 1990 is
$446,546. Other proposed changes are to clarify the rules and
provide for uniformity.

4, Interested parties may submit their data, views, or
arquments either orally or in writing at the hearing., Written
data, views, or arguments may also be submitted to the Office
of Legal Affairs, Department of Social and Rehabilitation Serxr-
vices, P.0. Box 4210, Helena, Montana 59604, no later than
June 8, 1989,

5. The Office of lLegal Affairs, Department of Social
and Rehabilitation Services has been designated to preside
over and conduct the hearing.

1

Dlchtor, Social and Reﬁablllta—

tion Services

Certified to the Secretary of State May 1 , 1989,
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BEFORE THE DFPARTMENT OF SOCIAL
AN} REMABIT.ITATION SERVICES OF THE
STATF OF MONTANA

NOTICE OF PUBLIC HEARING ON
THE PROPOSED ADOPTION OF
RULES AND AMENDMENT OF
RULES 46.12.101, 46.12.302,
46.12.303, 46.12.401,
46.12.501, 46.12.502, and
46,12.3203 PERTAINING TO

A PROGRAM FOR MEDICAID
PAYMENT OF MEDICARE INSUR~-
ANCE PREMIUMS, DEDUCTIBLES,
AND COINSURANCE

In the matter of the
adoption of Rules and the
amendment of Rules
46.12.101, 46.12.302,
46.12.303, 46.12.401,
46.12,501, 46.12.502, and
46.12.3203 pertaining to a
program for medicaid payment
of medicare insurance
premiums, deductibles, and
coinsurance

"t St ot o St o

TO: All Interested Persons

1. On June 5, 1989, at 1:30 p.m., a public hearing will
be held in the auditorium of the Social and Rehabilitation
Services Building, 111 Sanders, Helena, Montana to consider
the proposed adoption of rules and the amendment of rules
46.12.101, 46.12,302, 46.12.303, 46.12.401, 46.12.501,
46.12.502, and 46.12.3203 pertaining to a program for medicaid
payment of medicare insurance premiums, deductibles, and coin=-
surance,

2. The rules as propoged to be adopted provide as fol-
lows:

RULE I MEDICAID COVERAGE FOR QUALIFIED MEDICARE BENEFI-

CIARIES (1) PRules II through XVI implement medicaid.
coverage, as provided for in Section 301 of the Medicare Cata-
strophic Coverage Act of 1988 and House Bills 452 and 453 of
the 51st Montana legislature for the costs of medicare Parts A
and B insurance premiums, deductibles, and coinsurance for
persons who are categorically entitled to medicaid and meet
certain financial and other criteria.

AUTH: Sec. 53-2-201 and 53-6-113 MCA; Sec. 5, Ch, 310,
L. 1989, Eff. 3/24/R9 (HB 453).

IMP: Sec. 53-6-101 MCA; Sec. 1, Ch. 310, L. 1989, Eff.
7/1/89 (HBR 453},

RULE II QUALIFIFD MEDICARE BENEFICIARIES, DEFINITIONS

(1) “"Assignment" means an agreement by a medicare pro-
vider to accept the medicare allowable rate as payment in
full.

(2) "Carrier" means the private insurance company con-
tracted with by the United States health care financing admin-
istration to process claims and issue payments to physicians
and other providers covered under medicare Part B insurance.
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(3) "Chiropractic services"” means the manipulation of
the spine by 'a licensed chiropractor to correct a subluxation.
Chiropractic services do not include x-rays or other diagnos-
tic or therapeutic services provided by a licensed chiroprac-
tor.

(4) "Coinsurance® means an amount of medical and other
costs incurred by an eligible person that are the financial
responsibility of that person rather than of the medicare
Parts A or B insurance. The amount of coinsurance is the dif-
ference between the medicare allowable rate and the actual
medicare payment.

(5) "Copayment” means a cost sharing fee imposed upon a
qualified medicare beneficiary recipient for a medical service
paid for by medicaid.

(6) "Customary charge" means the charge most frequently
used by the provider for the service or item,

(7) "Deductible" means a set amount of medical and oth-
er costs designated by medicare as the person's financial
responsibility. Medicare coverage begins with costs in excess
of the deductibles.

(8) "Department®™ means the department of social and
rehabilitation services as provided for at 2-15-2201, MCA,

(9) "Full medicaid"™ means medicaid coverage other than
that provided to qualified medicare beneficiaries.

(10) "Hospice care" are those services providing pain
relief, symptom management, respite care, and support services
to terminally ill persons.

(11) “Intermediary" means the private insurance company
contracted with by the United States health care financing
administration to make coverage and payment decisions on ser-
vices covered by medicare Part A insurance in hospitals,
skilled nursing facilities, home health agencies and hospices.

(12) "Medicare allowable rate" means the reasonable
charge for the medical service reimbursable under medicare and
is the lowest of:

{a) the provider's customary charge;

{b) the medicare prevailing charge; or

(c} the provider's actual or billed charge.

(13) "Medicare" means the health insurance programs un-
der Title XVIII of the Social Security Act.

(14) "Medicare Part A Insurance" means the insurance
program under medicare that covers inpatient hospital care,
inpatient care in a skilled nursing facility, home health
care, and hospice care,

(15} "Medicare Part B Insurance" means the insurance
program under medicare that covers outpatient hospital ser-
vices, physician services, home health care services, and oth-
er medical services not covered by medicare Part A insurance.

{16) "Premiums" means the monthly amounts that are
charged for a person to receive medicare Part B insurance
coverage and that may be charged for a person to receive
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medicare Part A coverage when the person is not eligible for
premium-free coverage.

(17) “Prevailing charge” means a level equal to at least
three~fourths of the average of all the charges for the same
service billed by all the physicians or suppliers in the
state.

(18) "Qualified medicare bheneficiary” means a person
eligible for the program provided for in Rules I through XVI.

(19) "Respite care"” is a short term inpatient hospital
stay necessary to temporarily relieve the person who regularly
provides hospice care to a person.

AUTH: Sec. 53-2-201 and 53-6-113 MCA; Sec. 5, Ch. 310,
L. 1989, Eff. 3/24/89 (HB 453).

IMP: Sec. 53-6-101 MCR; Sec. 1, Ch. 310, L. 1989, Eff.
7/1/89 (HB 453},

RULE ITI QUALIFIED MEDICARE BENEFICIARIES, APPLICATION

AND ELIGIBILITY FOR MEDICAID {1} A person is a qual-
ified medicare beneficiary eligible for medicaid, as provided
for in Rules I, II, and V through XVI, if the person:

(a) is entitled to medicare Part A benefits as provided
for in 42 USC 1395c et seq.;

{b) meets the nonfinancial criteria in subsection (2) of
this rule;

(c) has countable resources not in excess of two times
the resource limitation applicable to the federal supplemental
security income (S5SI) resource limitation at 42 USC 1382a.
The department hereby incorporates 42 USC 138?a as amended
through April 1, 1989, which sets forth the resource limita-"~
tion applicable to the federal (S8I) program., Copies of 42
USC 1382a, as amended through April 1, 1989, are available
from the Economic Assistance Division, Department of Social
and Rehabilitation Services, P.0. Box 4210, Helena, Montana
59620; and

(d) has countable income not in excess of:

{1} in 1989, 85% of the current federal poverty income
standard;

(ii) in 1990, 90% of the federal poverty income stan-
dard;

{iii) in 1991, 95% of the federal poverty income stan-
dard; and

(iv) in 1992 and each succeeding year, 100% of the fed-
eral poverty income standard.

{(?) The non-financial criteria for determining eligibil-
ity of a medicaid gqualified medicare beneficiary are that the

person:

(a) 1is categorically eligible under the federal social
security act as being:

(i) age 65 or older,

(ii) blind, or
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(iii) disabled;

{b) has a social security number;

(¢) meets the citizenship or alienage requirements of
ARM 46.12.3201; and

(@) meets the residency requirements of ARM 46.12.3202,

(3) A person in applying for and receiving medicaid as a
qualified medicare beneficiary is subject to the following
provisions:

(a) ARM 46.12.304 concerning third party liability;

(b) ARM 46.12,3001 concerning application requirements;

{c) ARM 46,12,3002 concerning determinations of eligi-
bility, except as to the effective date provided for at Rule
Iv;

(d) ARM 46.12.3003 concerning redetermination;

{e) ARM 46,12,3204 concerning limitation on the finan-
cial responsibility of relatives;

(f) ARM 46.12.3205 concerning application for other ben-
efits; and

(g) ARM 46.12.3206 concerning assignment of rights to
benefits.

(4) Countable income and resources will be determined
using SSI criteria incorporated by reference in ARM 46,12,3603
(2).

{5} No retroactive coverage is available to a person for
medicaid services provided to the person as a gqualified medi-
care beneficiary. If otherwise eligible for medicaid under
another category, a person may receive retroactive coverage
for medicaid services received through that other eligibility.

(6) A person receiving medicaid as a gqualified medicare
beneficiary must report within 10 days any changes in circum-
stances that may affect eligibility.

AUTH: Sec. 53-2-201 and 53-6-113 MCA; Sec. 5, Ch. 310,
L. 1989, Eff. 3/24/89 (HB 453).

IMP: Sec. 53-6-~101 MCA; Sec. 1, Ch., 310, L. 1989, Eff.
7/1/89 (HB 453).

RULE IV QUALIFIED MEDICARE BENEFICIARIES, EFFECTIVE DATE

OF ELIGIBILITY (1) A person is eligible for the receipt
of medicaid benefits at the beginning of the following month
after the department determines that the person is a qualified
medicare beneficiary.

AUTH: Sec. 53-2-201 and 53-6-113 MCA; Sec. 5, Ch. 310,
L. 1989, Eff. 3/24/89 (HB 453).

IMP: Sec. 53-6-101 MCA; Sec. 1, Ch. 310, L. 1989, Eff.
7/1/89 (HB 453).
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RULE V QUALIFIED MEDICARE BENEFICIARIES, GENERAL RE-

QUIREMENTS (1} A medicaid qualified medicare beneficiary
is subject to the requirements in the following rules.

(a) ARM 46.12.216 concerning prior approval and restric-
tions on provider; and

by ARM 46.12.3004 concerning the provisions of assis-
tance.

AUTH: Sec. 53-2-201 anrd 53-6-113 MCA; Sec. 5, Ch. 310,
I.. 1989, Eff. 3/24/89 (HB 453).

IMP: Sec. 53-6-101 MCA; €ec. 1, Ch, 310, L. 1989, Eff,
7/1/89 (HB 453).

RULE V1 QUALIFIED MEDICARE BENEFICIARIES, PAYMENT OF

MEDICARE PREMIUMS (1) Medicaid will cover the medicare
Part B insurance premium for a qualified medicare beneficiary.

(2) Medicaid will cover the medicare Part A insurance
premium for a ¢ualified medicare bheneficiary who is not
eligible for premium-free medicare Part A insurance coverage.

{(3) The department will enroll all gualified medicare
beneficiaries in medicare Part B insurance. Persons who are
not eligible for premium free medicare Part A insurance, will
not be enrolled by the department in medicare Part A insur-
ance. Those persons must enroll themselves through the United
States social security administration.

AUTH: Sec. 53-2-201 and 53-6-113 MCA; Sec. 5, Ch. 310,
L. 1989, Eff. 3/24/89 (HB 453).

IMP:  Sec. 53-6-101 MCA; Sec. 1, Ch. 310, L. 1989, Eff.
7/1/89 {(HR 453).

RULE VII QUALIFIED MEDICARF BENEFICIARIES, COVERAGE AND

REIMBURSEMENT = OF DEDUCTIBLES AND CO-INSUFANCE FOR MEDI-

CARE SERVICES (1) For a qualified medicare beneficiary,
medicaid will participate in the deductibles and coinsurance
for the following medicare services also covered by medicaid:

(a) inpatient hospital services;

(b) outpatient hospital services;

{c) home health services;

{d) skilled nursing home care;

(e) outpatient physical therapy services;

(f) outpatient speech therapy services;

(g} outpatient occupational therapy services:

{h} prosthetic devices, durable medical equipment and
medical supplies;

(i) physician services, including laboratory and x-ray
services; and

(i) dental services which are oral surgery services.

(2) Medicaid requirements governing the services in sub-
section (1) are found in Title 46, chapter 12 of the admin-
istrative rules of Montana (ARM). Medicare requirements
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prevail when medicare requirements as to the availability and
delivery of services differ from those for medicaid.

(3) Reimbursement for services of:

(a) (1) (a) through (d) above is the lowest of:

(i) the medicare deductibles and coinsurance; or
(ii) the medicaid fee or rate.

(b} (l1Ye) through (j) above is the lowest of:

(i) the provider's submitted charge;

(ii) the medicare allowed rate; or

(iii) the medicaid fee or rate.

(4) Reimbursement from medicaid may not exceed an amount
which would cause total payment to the provider from both med-
icare and medicaid to be greater than the medicare allowable
charge.

AUTH: Sec, 53-2-201 and 53-6-113 MCA; Sec. 5, Ch. 310,
L. 1989, Eff. 3/24/89 (HB 453).

IMP: Sec. 53-6-101 MCA; Sec, 1, Ch. 310, L. 1989, Eff.
7/1/89 (HB 453).

RULE VIII QUALIFIED MEDICARE BENEFICIARIES, PAYMENT FOR

HOSPICE AND RESPITE CARE AS MEDICARE SERVICES NOT COVERED

BY FULL MEDICAID (1) Hospice care and related respite
care services are a covered medicaid serxvice for a qualified
medicare beneficiary when a physician certifies that the per-
son is terminally ill and the person chooses to receive
hospice care and related respite care rather than the standard
medicare benefits for terminal illness.

(2) Hospice services may only be provided by a medicare
certified private organization or public agency.

(3) Hospice care is limited to 210 days per calendar
year. Unlimited hospice services are available after 210 days
if a physician recertifies that the person is terminally ill,

(4) Respite care is limited to five (5) days per inpa-
tient hospital stay.

(5) Reimbursement for hospice services is the:

(a) entire cost of medicare deductibles and coinsur-
ance;

{b) 5% of the cost of outpatient drugs or $5.00 toward
each prescription; and

(c) 5% of the respite care costs up to a total of $540,.

(6) These requirements are in addition to those in Title
46, chapter 12, subchapter 3 of the administrative rules of
Montana (ARM),

AUTH: Sec. 53-2-201 and 53-6-113 MCA; Sec. 5, Ch. 31310,
L, 1989, Eff. 3/24/89 (HB 453).

IMP: Sec. 53-6-101 MCA; Sec. 1, Ch. 310, L. 1989, Eff.
7/1/89 (HB 453).
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RULF IX OQUALIFIED MEDJCARE BENEFICIARIES, CHIROPRACTIC

SERVICES (1) Chiropractic services are a medicaid
covered scrvice for a qualified medicare beneficiary when the
subluxation is demonstrated by x-ray to exist. The x-ray must
be taken and interpreted by a doctor of medicare or
osteopathy.

{2} Reimbursement for chiropractic services is the low-
est of:

(a) the provider's submitted charge:;

(b) the medicare allowed rate; or

(¢c) the medicaid fee for the service.

(3) The medicaid fee for this service is the medicare
prevailing fee effective on July 1, 1989.

(4) These requirements are in addition to those in Title
46, chapter 12, subchapter 3 of the administrative rules of
Montana (ARM).

AUTH: Sec. 53-2-201 and 53=-6-113 MCA; Sec. 5, Ch. 310,
L. 1989, Eff. 3/24/89 (HB 453).

IMP: Sec. 53-6-101 MCA; Sec. 1, Ch. 310, L. 1989, Eff.
7/1/89 (HR 453),

RULE X QUALIFIED MEDICARE BENEFICIARIES, FREE CHOICE OF

PROVIDERS (1} Any qualified medicare beneficlary may
obtain services from any institution, agency, pharmacy, or
practitioner licensed and qualified to perform such services
and participating under the medicaid program, unless the de-
partment restricts the person's access t0 services as provided
for in ARM 46.12,216.

AUTH: Sec, 53-2-201 and 53-6-113 MCA; Sec. 5, Ch. 310,
L. 1989, Eff, 3/24/89 (HB 453).

IMP: Sec. 53-6-101 MCA; Sec. 1, Ch., 310, L., 1989, EfEf.
7/1/89 (HB 453).

RULE XI QUALIFIED MEDICARE BENEFICIARIES, PROVIDER RE-

QUIREMENTS (1) As a condlition of participation in the
Montana Medicaid program, including the gualified medicare
beneficiary program, all providers of service shall abide by
all applicable state and federal statutes and requlations,
including but rot limited to federal regulations and statutes
found in Title 42 of the United States Code and the Code of
Federal Regqulaticns governing the medicaid program, and all
pertinent Montana statutes and rules governing licensure and
certification.

(2) In addition to the requirements provided in these
rules, a provider of services to a medicaid qualified medicare
beneficiary must comply with the requirements in the following
rules:

(a) ARM 46.12.302 concerning provider requirements, par-
ticipation and service delivery;
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(b) ARM 46.12.303(1) concerning billing requirements;

(c) ARM 46.12.303(2) concerning prompt payment of claims
and prompt recovery of all payments erroneously or improperly
made to a provider;

(@) ARM 46.12,303(3) and (4) concerning reimbursement
requirements, payment in full and retroactive payment in-
creases;

(e) ARM 46.12,303(5), (6) and (7) concerning direct pro-
vider payments, payment rates for out of state providers and
governmental billing of medicaid;

(f) ARM 46.12.304 concerning third party liability;

(g) ARM 46.12.308 concerning record keeping, record dis-
closure and audits; and

(h) ARM 46.12.401 concerning sanctions.

AUTH: Sec. 53-2-201 and 53-6-113 MCA; Sec. 5, Ch, 310,
L. 1989, Eff. 3/24/89 (HB 453).

IMP: Sec, 53-6-101 MCA; Sec. 1, Ch. 310, L. 1989, Fff,
7/1/89 (HB 453).

RULE XII QUALIFIED MEDICARE BENEFICIARIES, PROVIDER

RIGHTS (I} A provider may provide services to a person
either as a private pay client or as a medicaid client. A per-
son may be medicaid eligible ejither as a qualified medicare
beneficiary or as a qualified medicare beneficiary who is also
eligible under another category.

(2) A provider has the rights set forth in ARM
46.12.307, concerning the exercise of professional judgment,
management of business affairs and a provider's right to ap-
peal an administrative decision.

AUTH: Sec. 53-2-201 and 53-6-113 MCA; Sec. 5, Ch. 310,
L. 198%, Eff. 3/24/89 (HB 453),

IMP: Sec. 53-6-101 MCA; Sec, 1, Ch. 310, L. 1989, Eff.
7/1/89 (HB 453).

RULE XIIX QUALIFIED MEDICARE BENEFICIARIES, PAYMENTS

TO PROVIDERS (1) Payments for the medicare insurance
deductibles and coinsurance for services provided to medicaid
qualified medicare beneficiaries may only be made to a provid-
er enrolled in the medicaid program.

(2) Medicaid payment of the medicare insurance deduct-
ibles and coinsurance will be made to the provider even when
the provider for medicare purposes has not accepted assign-
ment,

(3) Payment in full, except as otherwise provided in
(3) (a) below, for the medicare insurance deductibles and coin-
surance for services provided to medicaid qualified medicare
beneficiaries, is the medicaid payment as determined under
Rules VII, VIII and IX plus the qualified medicare benefi-
ciary's copayment as provided for in Rule XIV, A provider may
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not collect any amount from the person which is in excess of
payment in full even if that payment is less than the medicare
ingurance deductibles and coinsurance. Where a person is eli-
gible for medicaid under both medicaid qualified medicare ben-
eficiary and another medicaid category, a provider must accept
the medjcaid payment as payment in full,

(a) Where a provider does not accept medicare assignment
and the person receiving medicaid services is medicaid eli-
gible only as a qualified medicare beneficiary, the provider
may hill the person for that peortion of the service cost that
is the difference between medicare's allowable rate and the
provider's charge. A provider who does not accept medicare
assignment must inform a person receiving services that this
portion may be billed to the person.

AUTH: Sec. 53-2-201 and 53-6-113 MCA; Sec. 5, Ch, 310,
L. 1989, Eff. 3/24/89 (HB 453).

IMP: Sec. 53-6-101 MCA; Sec. 1, Ch, 310, L. 1989, Eff.
7/1/89 (HB 453),

RULE XIV QUALIFIED MEDICARE BENEFICIARIES, COPAYMENTS
{1) A gqualified medicare beneficlary 1s responcsiblc for
the following copayments neot to exceed the cost of the ser-
vice:
(a) inpatient hospital services, $3.00 per day not to
exceed $66.00 per admission;
(b) outpatient hospital serviceg, $1.00 per service;
(c) home health services, $1.00 per service;
(d} outpatient physical therapy services, $.50 per ser-

vice;

(e) outpatient speech therapy services, $.50 per ser-
vice;

(f) outpatient occupational therapy services, $.50 per
service;

(g) prosthetic devices, durable medical eguipment and
medical supplies, $.50 per item;

(h) physician's services, including laboratory and x-ray
services, $1.00 per service;

(i) dental services which are oral surgery services,
$1.00 per service; and

(j} «chiropractor services, $1.00 per service.

(2) The following recipients are exempt from copayments:

(a) persons under the age of 21;

(b) pregnant women: and

(¢) inpatients ip a hospital, skilled nursing facility,
intermediate care facility or other medical institution if the
person is required to spend for the cost of care all but a
personal needs allowance, as defined in ARM 46.12.4008.

(3) No copayment will be imposed with respect to emer-
gency services or family planning services.
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(4) The total of copayments made in any year for each
person or couple eligible for medicaid as qualified medicare
beneficiaries shall not exceed 5 percent (5%) of the maximum
yearly AFDC grant for one adult,

AUTH: Sec. 53-2-201 and 53-6-113 MCA; Sec. 5, Ch., 310,
L. 1989, Eff. 3/24/89 (HB 453).

IMP: Sec, 53-6-101 MCA; Sec. 1, Ch, 310, L, 1989, Eff.
7/1/89 (HB 453).

RULE XV QUALIFIED MEDICARF BENEFICIARIES, BILLING

{1) The requirements for billing medicaid are as fol-
lows:

(a) Claims for qualified medicare beneficiaries must be
submitted to medicare first.

(i) Claims for medicare Part A insurance services must
be submitted to the medic¢are Part A insurance intermediary for
medicare payment and then submitted to medicaid on the appro-
priate claim form with the medicare explanation of medical
benefits (FOMB) attached for payment of the deductibles and
coinsurance.

(ii) Claims for medicare Part B insurance services must
be submitted to the medicare Part B insurance carrier for pay-
ment with the patient's medicaid eligibility as a qualified
medicare beneficiary indicated in that submission. The Part B
carrier will then submit the c¢laims by electronic media to
medicaid for payment of the deductibles and coinsurance.

AUTH: Sec., 53-2-201 and 53-6~113 MCA; Sec. 5, Ch. 3lo0,
L. 1989, Eff. 3/24/89 (HB 453).

IMP: Sec. 53-6-101 MCA; Sec. 1, Ch. 310, L. 1989, Eff.
7/1/89 (HB 453).

RULE XVI QUALIFIED MEDICARE BENEFICIARIES, DETERMINATION

OF MEDICAL NECESSITY (1) For services to qualified med-
icare beneficiaries, medicaid may accept medicare's determina-
tion of medical necessity for services which require approval
prior to service delivery or review prior to payment.
Medicaid may also accept medicare's determination of whether a
medical procedure is experimental or not.

(2) The department will only pay for medically neces~-
sary, non-~experimental services, as established in ARM
46.12.102(2) and ARM 46.12.306.

AUTH: Sec. 53-2-201 and 53~6-113 MCA; Sec. 5, Ch. 310,
L. 1989, Eff. 3/24/89 (HB 453).

IMP: Sec. 53-6-101 MCA; Sec. 1, Ch. 310, L. 1989, Eff,
7/1/89 (HB 453).

RULE XVII MEDICAL ASSISTANCE MEDICAID PAYMENT (1) Med-
icaid will pay only for medical expenses:
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(a) incurred by a person eligible for the medicaid pro-
aram;

(h) for services provided for and to the extent provided
for under the medicaid program;

(¢} for which third party payment is not available;

(d) not used to meet the incurrment requirement at ARM
46.17.2801 and following rules for persons who are medically
needy;

(e) which are not the copayment provided for in ARM
46.12.,204; and

(f} to the extent allowed by medicaid.

AUTH: Sec. 53-2-201 and 53-6-113 MCA: Sec. 5, Ch. 310,
L. 1989, Eff. 3/74/89 (HB 453).

IMP: Sec. 53-6-101 MCA; Sec. 1, Ch. 310, L. 198%, Eff.
7/1/89 (HR 453).

3. The rules as proposed to be amended provide as fol-
lows:

46.12.101 MEDICAL ASSISTANCE, PURPOSE (1) The mediecal
assistanee Montana medicaid program pays for necessary medical
services for eligible low-income persons whe-are-unable-te-pay
for-such- care—-for-themselves. Necessary medical services are
those provided for by law and in_ the rules governing the
medicaid program. ¥he-cevered-greups Fligible low-income per-
sons include those categories of persons provided for by law
and described in this chapter Title 46, chapter 12 and Rules I
through XVI. reeipienta-of-AFBE;-suppiemental-seeurity-incomer
and- persens— conatdered -medicatly -needy s - - The—-progrom -i-s—eem-
menlty-referred~to-maa-the-tmedicaid-programis=

AUTH: Sec. 53-2~201 and 53~6-113 MCA; Sec. 5, Ch, 310,
L. 1989, Rff. 3/24/89 (HB 453).

IMP: Sec, 53-6-101 and 53-6-141 MCA; Sec. 1, Ch. 310,
L. 1989, Eff., 7/1/89 (HB 453).

46.12.302 CONTRACTS Subsections (1) through (3) remain
the same. -

(a) No provider may deny services to any recipient be-
cause of the recipient's inability to pay a copayment spee-
tf+ed in ARM 46.,12.204 or in Rule XIV,

Subsection (4) remains the same.

AUTH: Sec, 53-2-201 and 53-6-113 MCA; Sec. 5, Ch. 310,
L. 1989, Eff. 3/24/89 (HB 453).

IMP: Sec. 53-6-101, 53-6~111 and 53-6-141 MCA; Sec., 1,
Ch. 310, L. 1989, Eff, 7/1/89 (HB 452).
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46.12.303 BILLING, REIMBURSEMENT, CLAIMS PROCESSING AND

PAYMENT Subsections (1) through (3) remaln the same.

(a) A Ppproviders may bill a recipients for the
copayments specified in ARM 46.12.204 and Rule XIV,

{b) A provider may bill a reciplent for services for
which the recipient has agreed in writing not to use medicaid

coverage,

i%T" A provider may bill certain recipients for amounts
above the medicare deductibles and coinsurance as allowed in
Rule XIITI,

Subsections (5) through (7) (b) remain the same.

AUTH: Sec. 53-2=-201 and 53-6-113 MCA; Sec. 5, Ch. 310,
L. 1989, Eff. 3/24/89 (HB 453).

IMP: Sec. 53-6-101, 53-6-111 and 53-6-141 MCA; Sec. 1,
Ch, 310, L. 1989, Eff. 7/1/89 (HB 452).

46.12.401 GROUNDS FOR SANCTIONING (1) Sanctions may be
imposed by the department against a provider of medical assis-
tancey provided under Pitie-~-46;-chepters--12 this chapter, Ti~-
tle 46, chapter 12, Rules I through XVI, and Title 46, chapter
25 ;- of-—the ~ Adm i strative-Rulea -of-Monteana, for any one or
more of the following reasons:

Subsections (1) (a) through (1) (4d) remain the same.

(e} Failure to disclose or make available required re-
cords to the department, its authorized agent or other legally
authorized persons, er organizations, or governmental en-
tities,

(f) Failure to provide and maintain the-qualsit¢y-of ser-
vices to medicaid recipients that-ere-accepeted at a guality
that is within accepted medical community standards es-aseeept-
apte as adjudged by a body of peers.

(4) Engaging in a course of conduct or performing an act
which the department's rulesy or the decision of the applica-
ble professional peer review committee, or eappiiecable licens-
ing board, have determined to be improper or abusive of the
Montana medical--assiptance medicaid program; or continuing
such conduct following notification that the conduct should
cease.

Subsection (h) remains the sane.

(i) Over=-utilizing the Montana medieal---assistance
medicaid program by inducing, or otherwise causing a recipient
to receive services or goods not medically necessary.

(i) Rebating or accepting a fee or portion of a fee or
charge for a medicaid patient referral.

(k) Violating any provisjion of the Gtate-Medicat-Assisé-
amec-Aet state medicaid law, Title 53, chapter 6, MCA or any
rule promulgated pursuant thereto, or violating any provision
of Title XIX of the Social Security Act or any regulation pro-
mulgated pursuant thereto.

9-5/11/89 MAR Notice No. 46-2-565



-581-

(1) Submission of a falce or frauwdulent application for
provider status.
(m) Violations of any statutes, regulations or code of

ethics governing the conduct of occupations or professions or
regulated industries.

fn) Conviction of a criminal offense relating to medical
assistance programs administered by the department or provided
under contract with the state; or conviction for negligent
practice resulting in death or injury to pafients.

(o) Failure to meet requirements of state or federal law
for participation (e.qg, licensure).

(p) Frclusion from the medicare program (Title XVIIT of
the Social Security Act) because of fraudulent or abusive
practices.

{gq) Charging medicaid recipients for amounts over and
above the amounts paid by the department for services ren-
dered, except as specifically allowed under Rules XITI and
YIV.

Subsections (1) {(r) through (1) () remain the same.

AUTH: Sec. 53-2-201, 53-2-803, 53-4-111, 53-6-111 and
53-6-113 MCR; Sec. 9, Ch. 310, L., 1989, Eff, 3/24/89% (HB 453).

IMP: Sec. 53-2~-306, 53-2-801, 53-2-803, 53-4-112,
53-6-101 and 53-6-111 MCA; Sec. 1, Ch., 310, 1. 1989, Fff,
7/1/82 (PR 453).

46.12.501 SERVICES PROVIDED (1) The following feems-of
medical or remedial care and services shall be available to
all persons who are certified eligible for medicaid benefits
under this chapter (including deceased persons, categorically-
related, who would have bheen eligible buk-whose--fotal--condi-
tiem had death not prevented them from applying);.-subject—+e
the-cends+1ons- and- d-4imitet-i-ons cotrtained- -ty -the-rales-on-def-
infetona; -requirements-and-reimbursement-for-each-type-of-ser-
vices+ However, only those medical or remedial care and ser-—
vices also covered by medicare shall be available to a person
who is certified eligible for medicalid benefits _as a qualified
medicare keneficiary under Rules III throggﬁ IV.

Subsections (1) (&) through (1)} (g) remain the same.

{r) durable medical eguipment, prosthetic devices and
medical supplies;

Subsections (1) (s} through (1) (bb) remain the same,

(2) Fhese--genpices-witli-be-furntshed--r-or-after-the
third-month-hefore-the-month-in-which-the-appiication-was-made
1 £ - the- ~tndiuiduak -was; - or--upoir-applieat ion-wordd-lrave—-beeny
eligible-for-assiskance~at-the-time-the-eare-and-services-vwere
furnisheds - - Coverage —is—provided ~for-amy--ful} - month--f--the
tndividuat- pet--atl —+he- eHgibitity-—requirements—at- iy ~time
Aurina-the-month-+
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AUTH: Sec. 53-2-201 and 53-6-113 MCA; Sec. 5, Ch, 310,
L. 1989, Eff. 3/24/89 (HB 453).

IMP: Sec. 53-6-101, 53-6-103 and 53-6-141 MCA; Sec. 1,
Ch, 310, L. 1989, Eff. 7/1/89 (HB 453).

46,112,502 SERVICES NOT PROVIDED BY THE MEDICAID PROGRAM

TI} TItems or medical services not specifically included
within defined benefits of the Montana medicaid program are
not reimbursable under-the-medieaid-program.

(2) The following medical and nonmedical services are
explicitly excluded from the Montana medicaid program except
for those services covered under the health care facility li-
censure rules of the Montana department of health and envi-
ronmental sciences when provided as part of a prescribed regi-
men of care to an inpatient of a licensed health care facili-
ty; end except for those services specifically available, as
listed in ARM 46.12.1404, to persons eligible for home and
community-based services; and except for those medicare-
covered services, as listed in Rules VIII and IX to qualified
medicare beneficiaries for whom the Montana medicaid program
pays the medicare premiums, deductible and coinsurance:

Subsections (2) (a} through (2) (I} remain the same.

(j) homemaker services; and

Subsections (2) (k) through (3) (d) remain the same.

AUTH: Sec. 53-2-201, 53-6-113 and 53-6-402 MCA; Sec. 5,
Ch. 310, L. 1989, Eff. 3/24/89%9 (HB 453).

IMP: Se¢. 53-2-201, 53-6-103, 53-6-141 and 53-6-402
MCA; Sec. 1, Ch.310, L. 1989, Eff. 7/1/89% (HB 453).

46,12,3203 APPLICANT'S CHQICE OF CATEGORY (1) An indé-
viduai person who wewid-be Is eligible im for more than one
categoty Of medicaid eligibility will have his eligibility
determined for the category he the person selects.

(2) A person who is eligible for medicaid as a qualified
medicare beneflciary and under another medicaid eligqibility
cateqgory may have eligibility determined under all categories
for which the person may qualify.

{23) "Category® as used in this rule means aged, blind,
or disabled, er families and children or qualified medicare

beneficiary.

AUTH: Sec. 53-2-201 and 53-6-113 MCA; Sec¢. 5, Ch. 310,
L. 1989, Eff. 3/24/89 (HB 453).

IMP: Sec. 53-6-101 and 53-6-131 MCA; Sec., 1, Ch, 310,
L, 1989, Eff. 7/1/89 (HB 453),
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4, These rules implement for Medicaid categorically
eligible persons, meeting certain financial and other
criteria, coverage by the Montana Medicaid program for the
premiums, deductibles and coinsurance necessary for
participation in Parts A and B insurance of the Medicare
program. This cecverage is known as qualified medicare
beneficiary coverage. The federal Medicare Catastrophic

Coverage Act of 1988 mandates this coverage be assumed by
state Medicaid programs.

The purpose of this coverage is to foster the use of the
insurance coverages cof Medicare by Medicaid recipients. Such
utilization will provide appropriate coverage while more effi-
ciently using resources.

5. Interested parties may submit their data, views, or
arguments either orally or in writing at the hearing. Written
data, views, or arguments may also be submitted to the Office
of Legal Affairs, Department of Social and Rehabilitation Ser-
vices, P.0. Box 4210, Helena, Montana 59604, no later than
June 8, 1989.

€. The Office of Legal Affairs, Department of Social
and Rchahilitation Services has been designated to preside
over and conduct the hearing.

Direc{or,
tion Services

Certified to the Secretarv of State May 1 ' 1989J
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BEFORE THE DEPARTMENT OF SOCIAL

AND REHABILITATION SERVICES OF THE
STATE OF MONTANA

In the matter of the
adoption of Rules I through
X and amendment of ARM
46,12,204 and 46.12.501
pertaining to medicaid
coverage of hospice services

NOTICE OF PUBLIC HEARING ON
THE PROPOSED ADOPTION OF
RULES I THROUGH X AND
AMENDMENT OF ARM 46.12,204
and 46.12.501 PERTAINING TO
MEDICAID COVERAGE OF
HOSPICE SERVICES

TC: All Interested Persons

1. On June 2, 1989, at 9:00 a.m., a public hearing will
be held in the auditorium of the Social and Rehabilitation
Services Building, 111 Sanders, Helena, Montana to consider
the proposed adoption of rules I through X and amendment of
ARM 46.12.204 and 46.12.501 pertaining to medicaid coverage of
hospice services.

2. The rules as proposed to be adopted provide as
follows:
RULE I HOSPICF, DEFINITIONS (1) "Attending Physician"”

means a doctor of mediciné or osteopathy who is identified by
the individual at the time he elects to receive hospice care
as having the most significant role in the determination and
delivery of the individual's medical care, The physician must
be licensed to practice medicine in the state of Montana.

(2) "Basic interdisciplinary assessment group” means a
group comprised of at least a nurse, physician, medical social
worker or counselor. The physician may be either a doctor of
medicine or osteopathy. This group 1is responsible for
completing the initial assessment and the plan of care of the
individual.

(3) "Renefit period"” means a period of time that begins
on the first day of the month the recipient elects hospice and
ends on the last day of the eleventh successive calendar
month.

(4) "Bereavement counseling™ means counseling services
provided to the individual's family after the individual's
death.

(5) "Cap amount" means the maximum amount of reimburse-
ment the Montana medicaid program will pay a designated
hospice for providing services to medicaid recipients.

(6) "Cap period" means the twelve (12) month period
beginning November 1 and ending October 31 of the next year.

(7) “Continuous Home Care" means primarily nursing care
provided in a period of crisis which will achieve palliation
or management of acute medical symptoms., A minimum of 8 hours
of care must be provided during a 24-hour day.

(8) "Counseling services" mean services under a hospice
program provided to the terminally ill recipient and family
members or other persons who will care for the individual in
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the home. These services, including dietary, are provided for
the purposes of training the care givers how to provide the
home care and helping the individual and the care givers to
adjust to the individual's approaching death.

(9) "Election period" means any calendar month in which
an individual receives medicaid hospice benefits.
(10) “Election statement"” means a statement filed by the

terminally i1l individual with a particular hospice, indicat-
ing that he chooses to receive hospice services rather than
standard health care henefits for terminal illness.

(11) "Hospice” means an agency or organization, that is
primarily engaged in providing care to an individual who is
certified as terminally ill.

(12) "Medical director of a hospice” means a doctor of
medicine or osteopathy currently licensed to practice in the
state of Montana, who performs as a hospice's medical direc-
tor.

(13) "Nursing services" means those services provided by
or under the supervision of a registered nurse and defined by
the nurse practice act.

(14} T"Representative" means a person who is, because of
the individual's mental or physical incapacity, authorized to
execute or revoke an election for hospice care or terminate
medical care on behalf of the terminally ill individual.

(15) "Respite care" means short term inpatient care
previded only when necessary to relieve the family members or
other persons caring for the individual at home.

(16) "Routine home care" means each day the patient is
at home, under the care of the hospice and not receiving con-
tinucus home care.

(17) "Social worker" means a person who has at least a
bachelor's degree from a school accredited or approved by the
council on social work education.

(18) "Terminally 111" means an individual who has a med-
ical prognosis that his life expectancy is six months or less.

AUTH: Sec. 53-6-113 MCA; Sec. 2, Ch. _ , L. 1989, Eff.
7/1/89 (HB 663).

IMP: Sec. HB 663 MCA; Sec., 1, Ch. __ , L. 1989, Eff.
7/1/8% (HB 663).

RULE I1 HQSPICE, CONDITIONS OF PARTICIPATION (1) The
hospice program must meet medicare's conditions of participa-
tion for hospice programs and have a valid provider agreement
with medicare.

AUTH: Sec. 53-6-113 MCA; Sec. 2, Ch. , L. 1989, Eff,

7/1/89 (HB 6€63).
IMP: Sec. HB 663 MCA; Sec. 1, Ch. , L. 1989, Eff.

7/1/89 (FB €61}, -
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RULE III HOSPICE, RFEQUIRED SERVICEE (1) All required
services must be performed by appropriately qualified person-
nel. It is the nature of the service, rather than the quali-
fication of the person who provides it, that determines the
category of the service. The following services are required:

(a} nursing services provided by or under the super-
vision of a registered nurse;

(b} medical social services provided by a social worker
who has a least a bachelor's degree from a school accredited
or approved by the council on social work education and who is
under the direction of a physician;

(c) physician's services performed by a physician as
defined in ARM 46.12.2001 through 46.12.2003;

(d) c¢ounseling services provided to the terminally ill
individual and the family members or other home care givers
caring for the individual at home. Counseling, including
bereavement and dietary counseling, are core hospice services
provided both for the purpose of training the family member or
other care giver to provide the care, and to help the indi-
vidual, family members or other care giver to adjust to the
individual's approaching death;

{(e) short~term inpatient care provided in a participat-
ing hospice inpatient unit, or a participating hospital, SNF,
or ICF that additionally meets the hospice staff and patient
standards. Services provided in an inpatient setting must
conform to the written plan of care. General inpatient care
may be required for procedures necessary for pain control or
acute or chronic symptom management, which cannot be provided
in other settings. Respite care is the only type of inpatient
care that may be provided in an ICF;

(f) medical equipment and supplies include drugs and
biologicals. Only drugs as defined in subsection 1861 (t) of
the sotial security act and which are used primarily for the
relief of pain and symptom control related to the patient's
terminal illness are allowed, Appliances include durable med-
ical equipment as well as other self-help and personal comfort
items related to the palliation or management of the patient's
terminal illness. Equipment is provided by the hospice for
use in the individual's home while they are under hospice
care. Medical supplies include only those that are part of
the written plan of care;

(g} home health aide and homemaker services furnished by
qualified aides, Home health aides will provide personal care
services and will also perform household services necessary to
maintain a safe and sanitary environment in areas of the home
used by the individual. Aide services must be provided under
the general supervision of a registered nurse. Homemaker ser-
vices include assistance in maintenance of a safe and healthy
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environment and services to enable the individual to carry out
the plan of care;

(h) physical therapy, occupational therapy and speech
therapy provided for purposes of symptom contrel or to enable
the individual to maintain activities of daily living and
basic functional skills; and

A (i) nursing care, physician's services, medical social

services and counseling are core hospice services and must be
routinely provided by hospice employees. Supplemental core
services may be contracted during periods of peak patient
loads and to obtain physician specialty services.

AUTH: Sec. 53-6-113 MCA; Sec. 2, Ch. __, L. 1989, Eff.
7/1/89 (HB 663).

IMP: Sec. HB 663 MCA; Sec. 1, Ch. , L. 1989, Eff,
7/1/89 (HB 663). -

RULE 1V REQUIREMENTS, PLAN OF CARE (1) To be covered,
a certification of terminal iIllness must be completed and
hospice services must be reasonable and necessary for the
palliation and management of the terminal illness and related
conditions, The individual must elect hospice care and a plan
of care must be established and reviewed monthly by the basic
interdisciplinary assessment group. The plan of care must be
maintained by the hospice and available for department review.
To be eligible for coverage, services must be consistent with
the plan of care. In order to establish a plan of care:

fa) one wember of the basic interdisciplinary assessment
group must assess the individual's needs;

(b) prior to writing the initial plan that member must.
discuss his assessment with at least one other group member;

(i) one of these two members must be either a physician
or nurse.

{c) the initial plan must be completed on the same day
as the assessment if that day is to be a covered day; and

(d) the entire group must review the initial plan within
two calendar days following the assessment.

AUTH: Sec. 53-6-113 MCA; Sec. 2, Ch. __, L. 1989, Eff.
7/1/89% (HB 663).

IMP: Sec. HB 663 MCA; Sec. 1, Ch., _ , L. 1989, Eff.
7/1/89 (HB 663).

RULE V HOSPICE, CERTIFICATION OF TERMINAL ILLNESS

(1} The hospice must obtain a physician certification of
the terminal illness for the individual which is:

{a) signed by:

(i) the attending physician:

(ii) the hospice medical director; or

(iii) a physician who is a member of the basic interdis-
ciplinary assessment group.

(b} obtained within two calendar days after the hospice
care is initiated.
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(c) filed with a specific hospice, includes the indi-
vidual's medical prognosis and states the life expectancy is
six (6) months or less. The hospice must maintain this certi-
fication statement.

(2) The department has the right to obtain another phy-
sician's opinion to verify an individual's medical status.

(3) For any subsequent election period, the hospice must
obtain another certification under the same requirements de-
scribed in (1) (b) above, within two calendar days of the be~
ginning of that period.

AUTH: Sec. 53-6-113 MCA; Sec, 2, Ch. , L, 1989, Eff,
7/1/89 (HB 663),
IMP: Sec. HB 663 MCA; Sec. 1, Ch. , L. 1989, Eff.

7/1/89 (HR 663).

RULE VI HOSPICE, PHYSICIANS (1) The hospice must submit
a physician 1isting with their provider application and update
changes in the listing of the physicians which are hospice
employees, including physician volunteers.

(2) The designated hospice must notify the department
when the designated attending physician of a recipient in
their care is not a hospice employee.

AUTH: Sec¢. 53-6-113 MCA; Sec. 2, Ch. , L. 1989, Eff,
7/1/89 (HB 663).
IMP: Sec, HB 663 MCA; Sec. 1, Ch, , L. 1989, Eff.

7/1/89 (HB 663).

RULE VII HOSPICE, ELECTION (1) If an individual elects
to recelve hospice care, he must file an election statement
with a particular hospice. An election statement may also be
filed by a legally authorized representative or guardian.

(a) An election to receive hospice care will be automat-
ically renewed after the initial election periods, without a
break in care as long as the individual remains in the care of
the designated hospice and does not revoke the election.

(b) An individual who has previously revoked his hospice
election may elect further periods when the following con-
ditions are met:

(i) the hospice benefit period covered by medicaid did
not exceed two hundred and ten (210) days;

(ii) the individual did not change hospices more than
six (6) times during the hospice benefit period; and

(iii) the individual did not revoke hospice election
periods more than six (6) times as described in the change of
hospice requirements.

(c) An individual may receive medicaid covered hospice
services from the first day of hospice care or any subsequent
day of hospice care, but an individual cannot designate an
effective date that is earlier than the date the election is
made.
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(d} An individual must waive all rights to medicaid pay-
ments for the duration of the election period of hospice care
with the following exceptions:

(i) hospice care and related services provided either
directly or under arrangements by the designated hospice;
(i) any medicaid services that are not related or

eguivalent to the treatment of the terminal condition or a
related condition for which hospice care was elected; and

(iii) physician services provided by the individual's
designated attending physician, if that physician is not an
employee of the designated hospice or receiving compensation
from the hospice for those services.

(2) The election statement must include the following
items of information:

(a) identification of the particular hospice that will
provide care to the individual;

{b) the individual's acknowledgement that the person has
been given a full understanding of hospice care;

(c) the individual's acknowledgement that the person
understands that all medicaid services except those identified
in subsection (3)(d) are waived by the election during the
hospice benefit period;

(d) the effective date of the election; and

fe) the signature of the individual and the date of the
signature,

AUTH: Sec. 53=-6-113 MCA; Sec. 2, Ch. , L. 1989, Eff.
7/1/89 (HB 663).
IMP: Sec. HB 663 MCA; Sec. 1, Ch, , L. 1989, Eff.

7/1/89 (HB 663).

RULE VIII HOSPICE, REVOCATION OF ELECTION (1) &An
individual may revoke the election of hospice care at any
time.

(a) To revoke the election of hospice care, the indi-
vidual must file a signed revocation statement with the
hospice.

{b) Upon revocation of the hospice election, other
medicaid coverage is reinstated and the individual forfeits
coverage for any remaining days in that election period.

AUTH: Sec. 53-6-113 MCA; Sec. 2, Ch. , L. 1989, Eff.
7/1/89 (HB 663).
IMP: Sec. HB 663 MCA; Sec. 1, Ch. , L. 1989, Eff,

7/1/89 (HB 6€2),

RULE TX HOSPICE, CHANGE (1) An individual may at any
time change thelir designated hospice during election periods
for which he is eligible.

(a} An individual may change designated hospices no more
than six times AQuring the hospice benefit period.
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{b) The change of the designated hospice is not con-
sidered a revocation of the election. To change a hospice an
individual must file a dated & signed statement during the
monthly election period with the first hospice and the newly
designated hospice. This statement must contain the following
information:

(i) the name of the hospice from which the individual
has received care;
(ii) the name of the hospice from which the individual

plans to receive care; and

(iii) the effective date of the change in hospices,

(c) A change in ownership of a hospice is not considered
a change in the designation of a hospice and requires no
action on the individual's part.

AUTH: Sec. 53-6-113 MCA; Sec. 2, Ch. , L. 1989, Eff,
7/1/89 (HB 663).
IMP: Sec. HB 663 MCA; Sec. 1, Ch. , L. 1989, Eff.

7/1/89 (HB 663).

RULE X HOSPICE, REIMBURSEMENT (1) Reimbursement for
hospice services 18 limited to 210 days.

(2) With the exception of payment for physician services
outlined in ARM 46,.12,2003, medicaid reimbursement for hospice
care will be made at one of four predetermined rates for each
day in which an individual receives the respective type and
intensity of the service furnished under the care of the
hospice. The four rates are prospective rates. There will be
no retroactive rate adjustments other than the application of
the "cap" on overall payments and the limitations on payments
for inpatient care, if applicable.

(a) Descriptions of the payments for each level of care
t

are:

(i) Routine home care, the hospice will be paid the
routine home care rate for each day the patient is in resi-
dence, under the care of the hospice and not receiving contin-
uous home care. This rate is paid without regard to volume or
intensity of routine home care services provided on any given
day.

(ii) Continuous home care, is provided only during a
period of crisis. A period of crisis occurs when 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 li-
censed practical nurse and a nurse must provide care for at
least half the total period of the care. A minimum of eight
hours of care must be provided during a twenty~four day which
begins and ends at midnight. This care need not be continuous
and uninterrupted. If less skilled care is needed on a con-
tinuous basis to enable the person to remain at home, this is
covered as routine home care. For every hour or part of an
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hour of continuous care furnished, the hourly rate will be
reimbursed to the hospice up to twenty-four hours per day.

{iii) Inpatient respite care, the hospice will be paid
at the inpatient respite care rate for each day that the re-
cipient is in an approved inpatient facility and is receiving
respite care. Payment for respite care may be made for a max-
imum of five days at a time including the date of admission
but not counting the date of discharge in any monthly election
period. Payment for the sixth and any subsequent day is to be
made at the routine home care rate. Respite care may not be
provided when the hospice patient is a nursing home resident.

(iv) General inpatient care, the hospice will be paid
at the inpatient rate when general inpatient care is provided.
No other fixed payment rates will be applicable for a day on
which the recipient receives hospice general inpatient care
except for:

(A} date of discharge from an inpatient unit, payment
for that day will be the appropriate home care rate, unless
the patient dies as an inpatient. When the individual is dis-
charged as deceased, the inpatient rate, either general or
respite, is to be paid for the discharge date.

(v) The medicaid hospice payment rates are the same as
the medicare hospice rates, adjusted to reflect area wages and
disregard cost offsets attributable to medicare coinsurance
amounts, Under the medicaid hospice benefit, no cost sharing
may be imposed with respect to hespice services rendered to
medicaid recipients.

{vi) Payment for nursing home services will not be
provided to a fully eligible individual as provided for in ARM
46.12.1205(1) (b) when the individual elects the medicaid.
hospice benefit.

(vii) The hospice has an obligation of continuing care.
After the individual's hospice benefit expires, the hospice
must continue to provide that individual's care until he
either expires or revokes the election of hospice care.

(3) Payments to a hospice for inpatient care must be
limited according to the number of days of inpatient care fur~
nished to medicaid patients. 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) may not
exceed twenty per cent of the total number of days of hospice
care provided to all medicaid recipients during the same per-
iod by the designsted hospice or its contracted agent{s).
This limitation is applied once each year, at the end of the
hospices' "cap period”.

(a) For the purposes of computation, if it is determined
that the inpatient rate should not be paid, any days for which
the hospice receives payment at a home care rate will not be
counted as inpatient days. The limitations on payment for
inpatient days are as follows:
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(i) the maximum allowable number of inpatient days
will be calculated by multiplying the total number of medicaid
hospice care by twenty per cent;

(i) if the total number of days of inpatient care fur-
nished to medicaid hospice patients is less than or equal to
the maximum, no adjustment will be necessary; and

(iii) if the total number of days of inpatient care fur-
nished to medicaid hospice patients exceeded the maximum al-
lowable number, the payment limitations will be determined by:

(A) calculating a ratio of maximum allowable inpatient
days to the number of actual days of inpatient care, and mul-
tiplying this ratio by the total reimbursement for inpatient
care that was made;

{B) multiplying excess inpatient care days by the rou-
tine home care rate;

(C) adding the amounts calculated in paragraphs (A) and
(B); and

(D) comparing the amount in subsection (C) with interim
payments made to the hospice for inpatient care during the cap
period.

(b} The amount by which interim payments for inpatient
care exceed the amount calculated in section (10) (iii)(d) is
due from the hospice.

{4} The basic rates for hospice care represent full
reimbursement to the hospice for the costs of all covered ser-
vices related to the treatment of the individual's terminal
illness, including the administrative and general supervisory
activities performed by physicians who are employees of or
working under arrangements made with the hospice. These ac-
tivities 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, super-
vision 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 routine home care, continuous home care, and inpa-
tient respite care.

(a) Reimbursement for a hospice employed physician's
direct patient services which are not rendered as a volunteer
is made in accordance with ARM 46.12.2003, These services
will be billed by the hospice under the hospice provider num-
ber and, the related payments will be counted in determining
whether the overall hospice cap amount per Rule IIIX
has been exceeded. The only physician services to be billed
by a hospice for such services are direct patient care ser=
vices. Laboratory and XxX~ray services are included in the
hospice daily rate.

{b) Volunteer physician services are excluded from
medicaid reimbursement with the following exceptions:
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(i) a hospice may be reimbursed on behalf of a volun-
teer physician for specific direct patient care services which
are not rendered on a volunteer basis. The hospice must have
a liability to reimburse the physician for those services ren-
dered. In determining whether a service is provided on a
volunteer basis, a physician must not distinguish which ser-
vices are provided voluntarily on the basis of the patient's
abjility to pay.

(ii) reimbursement for an independent physician's direct
patient services which are not rendered as a hogpice volunteer
is made in accordance with ARM 46.12.2003. These services
will not be billed by the hospice under the hospice provider
number and they will not be counted in determining whether the
overall hospice cap amount defined in Rule III has
been exceeded.

(5) Cap on overall reimbursement, aggregate payments to
each hospice will be limited during a hospice cap period be-
ginning November 1 of one year and ending October 31 of the
next year, The total payments made for services furnished to
medicaid recipients during this period will be compared to the
"cap amount" for this period. Any payments in excess of the
cap must be refunded by the hospice.

a) The overall cap will be compared to reimbursement
after the inpatient limitation is computed and subtracted from
total reimbursement due the hospice.

(b} Total payment made for services furnished to
medicaid recipients during this period means all payments for
services rendered during the cap year, regardless of when pay-
ment is actually made.

{(c) The “cap amount"” is calculated by multiplying the-
number o©f recipients electing certified hospice care during
the period by $6500. This amount will be adjusted for each
subsequent cap vear beginning November 1, 1983, to reflect the
percentage increase or decrease in the medical care expendi-
ture category of the consumer price index (CPI} for all urban
consumers as published by the bureau of labor statistics. It
will also be adjusted per Rule III & 1IV.

(d) The computation and application of the "cap amount”
is made by the department after the end of the cap period.

fe) The hospice will report the number of medicaid re-
cipients electing hospice care during the period to the de-
partment. This must be done thirty (30) days after the end of
the cap period as follows:

(i) if the individual is transferred to a noncertified
hospice, payment will not be made to the nconcertified hospice.
The certified hospice may then count a complete recipient ben-
efit period in their cap amount.

(f) 1f a hospice seeks certification in mid-month, a
weighted average cap amount based on the number of days fall-
ing within each cap period will be used.
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(6) Adjustment of the overall cap, cap amounts in each
hospice's cap period will be adjusted to reflect changes in
the cap periods and designated hospices during the individu-
al's election period. The proportion of each hospice's days
of services to the total number of hospice days rendered to
the individual during their election period will be multiplied
by the cap amounts to determine each hospice's adjusted cap
amount.

(a) After each cap period has ended, the department will
calculate the overall cap within a reasonable time for each
hospice participating in the program.

(b) Each hospice's cap amount will be computed as fol-
lows:

(i) the share of the "cap amount" that each hospice is
allowed will be based on the proportion of total covered days
provided by each hospice in the “"cap period"; and

(ii) the proportion determined in Rule
IT1(5) (b) for each certified hospice will be multiplied by the
"cap amount" specified for the "cap period” in which the re-
cipient first elected hospice.

(¢) the individual must file an initial election during
the period beginning September 28 of the previous year through
September 27 of the current cap year in order to be counted as
an electing medicaid recipient during the current cap year.

AUTH: Sec. 53-6-113 MCA; Sec. 2, Ch. ___, L. 1989, Eff.
7/1/89 (HB 663).

IMP: Sec. HB 663 MCA; sSec, 1, Ch. __ , L. 1989, Eff.
7/1/89 (HB 663).

3. The rules as proposed to be amended provide as
follows:

46.12.204 RECIPIENT REQUIREMENTS, CO-PAYMENTS

Subsections (1) through (3) (a) remain the same.

(b) family planning services; e»

{(c) hospice services; or

(ed) eyeglasses provided under a volume purchasing
agreement,

Subsection (4) remains the same.

AUTH: Sec, 53-2-201 and 53-6-113 MCA
IMP: Sec. 53-6-141 MCA

46.12,501 SERVICES PROVIDED Subsections (1) through
(1) {(bb) remain the same.

(cc) hospice services until June 30, 1991, as specified
by sunset clause.

Subsection (2) remains the same,

AUTH: Sec. 53-2-201 and 53-6-113 MCA
IMP: Sec. 53~6-101, 53-6-103 and 53-6-141 MCA
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4. The Department estimates the financial impact under
this rule change for hospice services to be cost neutral.
There is a sunset provision in the bill. If the Department
finds that this is incorrect, the legislation will be sunset.
Estimates of hospice costs are:

1990 1991
General Fund $ 43,727 $28,632
Federal Fund $115,915 71,010
Total $159,642 $99,642

However, it is believed those costs will bhe offset by corre-
sponding reductions in primary hospital care.

5. Interested parties may submit their data, views, or
arguments either orally or in writing at the hearing. Written
data, views, or arguments may also be submitted to the Office
of Legal Affairs, Department of Social and Rehabilitation Ser-
vices, P.0O. Box 4210, Helena, Montana 59604, no later than
June 8, 1989,

6. The Office of Legal Affairs, Department of Social
and PRehabilitation Services has been designated to preside
over and conduct the hearing.

7. These rule changes will be effective July 1, 1989.

Certified to the Secretary of State May 1 , 1989,
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BEFORE THE DEPARTMENT OF SOCIAL

AND REHABILITATION SERVICES OF THE
STATE OF MONTANA

In the matter of the amend-

ment of Rule 46.12.532 per-

taining to reimbursement for
speech therapy services

NOTICE OF PUBLIC HEARING ON
THE PROPOSED AMENDMENT OF
RULE 46.12.532 PERTAINING
TO REIMBURSEMENT FOR SPEECH
THERAPY SERVICES

TO: All Interested Persons

1. On May 31, 1989 at 10:00 a.m., a public hearing will
be held in the auditorium of the Social and Rehabilitation
Services Building, 111 Sanders, Helena, Montana to consider
the proposed amendment of Rule 46,12.532 pertaining to
reimbursement for speech therapy services.

2. The rule as proposed to be amended provide as
follows:

46.12.532 SPEECH THERAPY SERVICES, REIMBURSEMENT

Subsections (1) through (2) {a) remaln the same.

{b) 992507 - treatment (single) ... $26-0% $29.50 per
hour; and

{c) 992508 -~ speech group therapy sessions per one and
one-half hour ... $#5:006- $17.01.

AUTH: Sec. 53-6-113 MCA
IMP: Sec., 53-6-101 and 53-6-141 MCA

3. These changes are required by House Bill 100, the
General Appropriations bill of the 51st Montana Legislature.
It is estimated that in state fiscal year 1990 there would
be 9,195 services at an average cost of $29.50 for a total
expenditure of $271,252. This is an increase of $64,904 over
fiscal year 1989.

Copies of this notice are available at 1local human
services offices and county welfare offices,

4. Interested parties may submit their data, views, or
arguments either orally or in writing at the hearing. Written
data, views, or arguments may also be submitted to the Office
of Legal Affairs, Department of Social and Rehabilitation Ser=-
vices, P.0. Box 4210, Helena, Montana 59604, no later than
June 8, 1989.

5. The Office of legal Affairs, Department of Social
and Rehabilitation Services has been designated to preside
over and conduct the hearing.

tibn Services

Certified to the Secretary of State May_ 1 , 1989,
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BEFORE THE DEPARTMENT OF SOCIAL

AND REHARILITATION SERVICES OF THE
STATE OF MONTANA

In the matter of the amend- NOTICE OF PUBLIC BEARING ON

)
ment of Rules 46.12_.525, ) THE PROPCSED AMENDMENT OF
46.12,.526 and 46.,12,527 ) RULES 46.12.525, 46.12.526,
pertaining to outpatient ) AND 46.12,527 PERTAINING TO
physical therapy services ) OUTPATIENT PHYSICAL THERAPY
) SERVICES

T0: All Interested Persons

1. On May 31, 1989, at 11:00 a.m., a public hearing
will be held in the auditorium of the Social and Rehabilita-
tion Services Building, 111 Sanders, Helena, Montaha to con-
sider the proposed amendment of Rules 46.12.525, 46.12.526 and
46.12.527 pertaining to outpatient physical therapy services.

2. The rules as proposed to be amended provide as
follows:

46.12.525 OQUTPATIENT PHYSICAL THERAPY SERVICES, DEFINI-
TION Subsection (1) remains the same.

12)" "outpatient physical therapy" means physical therapy
services provided other than by a hospital or home health
agency.

Subsections (3) through (5) remain the same.

AUTH: Sec. 53-6-113 MCA
IMP: Sec. 53-«6=101 and 53-6-141 MCA

46.12.526 OUTPATIENT PHYSICAL THERAPY SERVICES, REQUIRE-

MENTS Subsections (1) through (6} remain the same.

(7) Outpatient physical therapy service is limited per
fiscal year to 70 visses hours without prior authorization and
an additional 30 visits hours with prior authorization by the
department. A maximum of 100 vistes hours per fiscal year is
allowed.

Subsections (8) through (10) remain the same.

AUTH: Sec. 53-6-113 MCA
IMP: Sec. 53-6-101 and 53-6~-141 MCA

46,12.527 OUTPATIENT PHYSICAI.L THERAPY SERVICES, REIM-

BURSEMENT Subsections (1] through (1) (c] remain the
same.

(2) Outpatient physical therapy services which are reim-
bursable under the Montana medicaid program are limited to the
following:
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EVALUATION AND INSTRUCTION

8.32

9-99080 Physical therapy evaluation. ......... 33-28
(15 minute units-maximum of

4 units per visit) 8.32

9-97799 Home instruction ..... berasarana verens 33728
(15 minute units-maximum of

4 units per visit]) 8.32

9-90600 Initial consultation ................. 33:78

(15 minute units-maximum of
4 units per visit)

.

MODALITIES

ONE MODALITY (initial 15 minutes)............. .. 13.31
"9-97010 Hot or cold packs™ through "9-97028 Ultraviolet"
remain the same.
9-97039 Each additional medatity 15 minutes (specify
3.00

modality) ......avieiiiiiannenananans R

PROCEDURES

ONF PROCEDURE, initial 36 15 minutesy-eaech-visié }9 9=67
(Use these procedure codes
for first 30 minutes only -
maximum of 2 units per visit.)

"9-97710 Therapeutic exercises” through "9-97145 Each

additional 15 minutes ..... 5.00" remain the same.
OTHER PROCEDURES 8.65
9-97139 pPostural draining; 15 minute unit .... 37730
13.31

9-97220 Iselation tub; initial 15 minutes ..,. 26:62
' (Use these procedure codes
for first 30 minutes only -
maximum of 2 units per visit.)

9-29160 Each additional 15 minutes ........... . 5.00

9-97500 Orthotics training (dynamic brac1ng,
splinting); upper extremities; 9.99
initial 30 15 minutes ............ . #5937

{Use these procedure codes
for first 30 minutes only -
maximum of 2 units per visit.)
9-97501 Each additional 15 minutes ........... 5,00
997520 Prosthetic training, initial 36 15 9.
minutesy-each-vistt ,...c0000000... 29797
(Use these procedure codes
for first 30 minutes only -
maximum of 2 units per visit.)
9-97521 Each additional 15 minutes ........... 5.00
9-97530 Kinetic activities to increase coor-
dination, strength or range of
motion, one area {any two extreme- 9.99
ties or trunk); initial 38 15 min.. #5:97
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(Use these procedure codes
for first 30 minutes only -
maximum of 2 units per visit.)
9-97531 Each additional 15 minutes .. ......... 5.00

ACTIVITIES OF DAILY LIVING (ADL) AND
DIVERSIONAL ACTIVITIES

9-97540 Initial 36 15 minutesy-emch-visie .... 33733
{Use these procedure codes
for first 30 minutes only -
maximum of 2 units per visit.)

9-97541 Each additional 15 minutes ........... 5.00

POOL THERAPY 7.99

9-97240 Initial 38 15 minutesy-each-vistt..... 35793
{Use these procedure codes
for first 30 minutes only -
maximum of 2 units per visit.)

9-97241 Each additional 15 minutes .........-. 5.00
9-97039 Additional modalities 4with
whirlpool¥ (specify) ........cv---. 3.00

TESTS AND MEASUREMENTS

9-97700 Office visit, including one of the
following tests or measurements,
with report, initial 36 15 minutesy 16.64
eneh-vEstE. ... U ... 33:78
{Use these procedure codes
for first 30 minutes only =
maximum of 2 units per visit.)
Orthotic check—out
Prosthetic check-out
Activities of daily living

check~out
9~-97701 Each additional 15 minutes ....... Le.. 5,00
9-97720 Extremity testing for strength,
dexterity or stamina; initial 16.64
38 15 minutesy-each-viate.,,.,....... 33-28

(Use these procedure codes
for first 30 minutes only -
maximum of 2 units per visit.)

9-97721 Each additional 15 minutes ........... 5.00
MUSCLE TESTING 8.32
9-95831 Manual, extremity or trunk ........... 33:78

(15 minute units-maximum of
4 units per visit)

9-95832 Hand (with or without comparison 8.32
with normal side) ..... cessanenasas 33:28
(15 minute units-maximum of
4 units per visit)
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Total evaluvation of body, excluding 8.32
hands ....... heesesssaeana [P 33:-28
(15 minute units-maximum of
{ units per visit}

Total evaluation of body, including 8.32
hands ......coneenn A 33:78
(15 minute units-maximum of
4 units per visit}

Muscle testing, electrical reaction of
degeneration, chronaxy, galvanic/
tetamus ratio, one or more 8,32
extremities, one or more methods .. 33:28
(15 minute units-maximum of
4 units per visit)

ELECTROMYOGRAPHY

9-95860

9-95861

9-95862

9-95864

9497752

AUTH:
IMP:

3. This proposal contains three changes. First, the
current outpatient physical therapy limitation of 70 visits
per state fiscal year, with an additional 30 visits if deter-
mined medically necessarv bv peer review has in the past been
applied to physical therapy services provided by home health
agencies, It has been determined that the home health ser-
vices program has adequate program limitations of its own and
should not be subject to the outpatient physical therapy ser-

One extremity and related para- 16.64
Spinal Areas .(...ceecviicariaiiones .. 66&:55
(15 minute units-maximum of
4 units per visit)

Two extremities and related para- 16,64
spinal areas ......evensctnrininaans eb=bb
(15 minute units-maximum of
4 units per visit)

Three extremities and related para- 16.64
spinal areas ....i.iiiiirencnrraeonn 66-55
{15 minute units-maximum of
4 units per visit)

Four extremities and related para- 16.64
Spinal Areas ....veceiciosnnncineanns 66755
(15 minute units-maximum of
4 units per visit)

Muscle testing, torque curves during
igsometric and isokinetic exercise 16.64
(e.g., by use of cybex machine) ... 66+55
(15 minute units-maximum of
4 units per visit)

Sec. 53-6-113 MCA
Sec. 53~6-~101 and 53-6-141 MCA

vice limitation.

9-5/11/89

MAR Notice No. 46-2-568



-601-

Second, it recently has been discovered that the MMIS
system has counted each service as a visit. For example, in
‘one 45 minute visit, a therapist may do three modalities and
one procedure. This has been counted as 4 visits against the
client's limit even though there was only 1 visit of less than
an hour. Further, this resulted in higher Medicaid payments
than was appropriate.

Third, it was the original intent of both the Department
and the Montana Physical Therapy Association that recipients
be allowed a maximum of 100 hours per state fiscal year.
Therefore, it is necessary to amend ARM 46.12.526(7) to hase
reimbursement on hours of service rather than visits and to
amend APM 46.12,527 to bhase reimbursement on time units.
Fees have bheen prorated according to the number of 15 minute
units. Many procedures were already weighted at 30 minutes in
the Health Care Procedure Coding System (HCPCS). These fees
would be prorated over two 15 minute units. Modalities would
be weighted at 15 minute units.

Other procedures, such as evaluations, were determined to
be one hour services and would be capped at four units per
visit allowing one-fourth payment per unit.

It is expected that the financial impact, if any, will be
minimal. Each fee has been prorated over the number of units
assigned. Where fees did not divide eqgually, the reimburse-
ment rate was increased by one cent. It is anticipated that
the additional cost will be much less than $200 over the year.

Copies of this notice are available at local human ser-
vices offices and county welfare offices.

4, Interested parties may submit their data, views, or
arguments either orally or in writing at the hearing. Written
data, views, or arguments may also be submitted to the Office
of Legal Affairs, Department of Social and Rehabilitation Ser-
vices, P.O. Bex 4210, Helena, Montana 59604, no later than
June 8, 1989.

5. The Office of legal Affairs, Department of Social
and Rehabilitation Services has been designated to preside
over and conduct the hearing.

6, These changes will be effective July 1, 1989,

tion Services

Certified to the Secretary of State May 1 , 1989,
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BEFORE THE DEPARTMENT OF SOCIAL

AND RFHABILITATION SERVICES OF THE
STATE OF MONTANA

In the matter of the
adoption of Rule I and
amendment of Rule 46.25.101,
46.25.711, 46.25.720,
46.25.722, 46.25.725,
46.25.727, 46.25.728,
46.25.732, 46.27.733,
46.25,742, and 46.25.744
pertaining to General
Relief,

NOTICE OF PUBLIC HEARING ON
THE PROPOSED ADOPTION OF
RULE I AND THE AMENDMENT OF
RULES 46.25,101, 46,25.711,
46.25.720, 46,25.722,
46,25,725, 46.25.727,
46.25.728, 46,25.732,
46.25.733, 46.25.742, AND
46.25.744 PERTAINING TO
GENERAL RELIEF.

TO: All Interested Perscons

1. On June 1, 1989, at 1:30 p.m., a public hearing will
be held in the auditorium of the Social and Rehabilitation
Services Building, 111 Sanders, Helena, Montana to consider
the proposed adoption of Rule I and the amendment of Rules
46.25.101, 46,25.711, 46.25.720, 46.25.722, 46.25.725,
46.25.727, 46.25.728, 46.27.732, 46.25.733, 46.25,742, and
46.25.744 pertaining to General Relief.

2. The rule as proposed to be adopted provides as
follows:

RULE I FORM OF RELIEF (1) The form of relief may be
cash, checks, vouchers, lines of credit, in-kind goods and
services and food commodities.

AUTH: Sec. 53-3-114 MCA; Sec. 9, Ch, 451, L. 1989, Eff.
7/1/89 (HB 723).

IMP: Sec. 53-3-309 MCA; Sec. 11, Ch. 451, L. 1989, Eff,
7/1/89' (HB 723).

3. The rules as proposed to be amended provide as
follows:

46.25.101 DEFINITIONS For purposes of this chapter, the
following definitions apply:

ti}--LAable-podied’-means-the-condition-of-a-persen-who-is
not-infirms=

Original subsections (2) through (4) remain the same in
text but will be recategorized as (1) through (3).

{4) "Children” means minor and adult children, who re-
side iIn the same household with their parents., The term in-
cludes both adoptive and natural children. -

Subsections (5) through (11) remain the same.

(12) "General relief" or "general relief assistance"”
mean the program of public assistance which includes both
"general relief for basic necessities” and "general relief
medical”.
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(123) T"General relief assistance for basic necessities"”
means a program of public financial assistance to provide ba-
sic necessities to those persons determined to be eligible.

Original subgsections (13) through (15) remain the same in
text but will be recategorized as (14) through (16).

{a) “General relief assistance for basic necessgities
household" means ait a collective body of persons consisting
of spouses or parents and their children who reside in the
same residence or other persons who, by cholcey Or necessitys
or-leged-relationshdp are mutually dependent upon each other
for basic necessities and who reside in the same residence.

Original subsections (15) (b) through (17) remain the same
in text but will be recategorized as (16) (b) through (18).

(189) T"Income"” means the value of all property of any
nature, earned, unearned, or in-kind, including benefits, that
is reasonably certain to be received by--or-avaiisble-<4o--a
heuseheld or is actually received during the month ef-the-re-
ceipt- of the-—income ---Phia - inecludes--tncome-—from-supplemental
seecurity-4income -and -aid-teo-famidies--with -dependent-chitdrencz
by members of a household.

Original subsections (19) through (20) remain the same in
text but will be recategorized as (20) through (21).

(232) "Indigent" or "misfortunate" means a person who is
lacking the means, financial or otherwise, by which to prevent
destitution for himself and others dependent upon him for ha-
sic necessities and who is otherwise eligibles for assistance
under this chapter.

Original subsections (22) through (26) remain the same in
text but will be recategorized as (23) to (27).

(28) “"Presumptive income” means the amount of financial
assistance that a person would have received under the aid to
families with dependent children program, as provided for in
title 53, chapter 4, part 2, 1if the person had not been de~
termined ineligible due to receipt of lump sum income, over—
payment, fraud, or failure or refusal to comply with require-
ments for continued participation in that program.

Original subsections (27) through (29) remain the same in
text but will be recategorized as (29) through (31).

(382) "Serious medical condition"” means a mental or
physical condition that causes a serious health risk to a per-
son and for which treatment is medically necessary. Diagnosis
and determination of necessary treatment must be made by a
licensed medical practitioner, and the department may confirm
it through am expert medical review. Gerious-medicel-condi—
tion Necessary treatment includes pregnancy-end prenatal cares
and such other elective treatments as are determined by de-
partment rule to be medically necessary.

Original subsections (31) through (34) remain the same in
text but will be recategorized as (33) through (36).
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AUTH: Sec, 53-2-201, 53-3-102, 53-2-803 and 53-3-114
MCA; Sec., 3, Ch, 451, L. 1989, Eff, 7/1/89 (HB 723).

IMP: Sec. 53-2-201, 53-2-301, 53-2-802, 53-3-109,
53-3-304 and %53-3-305 MCA; Sec., 11, Ch. 451, L. 1989, Eff,
7/1/89 (HB 723).

46.25,711 CONDITIONS OF ELIGIBILITY <+1}--6Generai-yvelief
assistance-feor-basic necessicties-wiii-be-provided—-if-ether-
wise-eligibley-to-the-folleowing-categorieas

{a)--persons-with-dependent-minor-chiidrens—or

thb}--infirm-persons:

{2} —-Generai-relicf-assistancewili--be provided-to-abie-
bodied-persons-withouvt-dependent-minor-children-£or-two-menths
in-any-twelve-month-periods-beginning~with-the-month-of-appis-
eations

(31) General relief assistance will not be provided to
persons in-the-feollowing-eategories who are:

{a}--able-badied-perassns-without-dependent-minor-chitdren
who-treve ~recesved--generat--reltief-wogsistance--for--two--menths
within-the-Jast-twelve monthe -except ~ehak-assiskance-recetved
prior-teo-November-17;-1986-~wilti-not-be-counteds

(ba) institutionalized persens; or

{eb) incarcerated persens.

(2) General relief applicants or recipients who volun-—
tarily leave employment without good cause or who are dis-
charged due to misconduct shall not be eligible for benefits
for three months.

t4}--Generat-relief-medicad-will- not -beprovided -to-per-
sons-in-the-folloswing-ecategoriess

48} -—institutionatized-persons;

tby-~inearcerated-persons:

AUTH: Sec. 53-2-201, 53-2-803 and 53-3-114 MCA; Sec. 2,
Ch. 563, L, 1989, Eff. 4/18/89 (SB 100).

IMP: Sec. 53-3-205, 53-3-206 and 53-3-209 MCA; Sec. 3,
Ch. 563, L. 1989, Eff_. 4/18/89 (5B 100}.

46.25.720 APPLICATION Subsections (1) through (3) re-
main the same.

(4) Application for general relief medical must be made
within 90 days of the initial date of medical service.

AUTH: Sec. 53-2-201, 53-2-803 and 53-3-114 MCA
IMP: Sec., 53-2-201, 53-2-803, 53-3-112, 53-3-301 and
53-3-208 MCA

46.25,722 PROVISION AND VERIFICATION OF ELIGIBILITY
INFORMATION (1) A person applying for general relief

assistance must make himself available for an interview.
Subsections (2} through (15) remain the same.
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AUTH: Sec. 53-2-201, 53-2-803 and 53-3-114 MCA; Sec, 11
Ch. 451, L. 1989, Eff. 7/1/89 (HB 723).

IMP:  Sec. 53-3-205 MCA; Sec. 3, Ch. 451, L. 1989, Eff.
7/1/89 (HB 723).

46,25.725 INCOME (1) Ali-income--veasonably-certain-to
be-received- by--the -hensehoid-during--the--month of-eligibiliey
During the benefit month all income that is received, reason-
ably expected to be received, and all presumptive income must
be considered when determining eligibility., Eeuntabie-ineceme
and - resourees- st - be - ased -tor -mee & - begic--recessities -before
general-reliecf-panintance~witi-be-granteds

Subsections (2) through (2) (¢) remain the same.

AUTH: Sec. 53-2-201, 53-2-803 and 53-3-114 MCA; Sec. 11,
Ch. 451, L. 1989, Eff. 7/1/89 (HB 723).

IMP: Sec. 53-3-205 MCA; Sec. 3, Ch. 451, L. 1989, Eff.
7/1/89 (HB 723).

46.25.727  MONTHLY INCOME AND RESOURCE STANDARD _FOR
GENERAL RELIEF AGGISTANCE (1) The monthly income stand-

ards are:

Monthly Income Standard

Number of Persons Monthly Income Standard

in Household Fiseel-1886
1 $3:3 2209
2 282 281
3 354 357
4 436 424
5 58+ 495
6 570 566
7 642 B30
8 #33 709
9 785 7TB1
10 857 852
11 923
12 995
13 1,086
14 1,138
15 1,209

16 or mcre

i

=
L
(=]
(=]

AUTH: Sec. 53-2-201, 53-2~-803 and 53-3-114 MCA; Sec. 4,
ch. 585, I., 1989, Eff. 4/20/89 (HB 742); Sec. 11, Ch. 451, L,
1989, Eff. 7/1/89 (HB 723},

IMP: Sec. 53=3-205 MCA; Sec. 2, Ch. 585, L. 1989, Eff,
7/1/89 (HB 742); Sec. 5, Ch. 451, L. 1989, Eff. 7/1/89
(HB 723} .
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46.25.728 INCOME AND RESOURCE COMPUTATION (1) Income

and resources of all household members, including presumptive

income, will be considered when determining eligibility and
assistance amount.

{a}--Counktable-income-and-ressurees~oé~ali-housechoid-mem-
bera-wiii-be- deducted -from-the-monthly~-income obandard —for-a
household-of-the-same-airze~to-determine-the—assistance-amounts
Phe - -aesistanrce - amournrt——shat k- not--exnceed- ~the - montirly-~-tneome
standard-ameunt-for-the-number-af-eligibie-membersy

+b}-—-Househotds—-with-ceuntabie--income-—and--resources-in
excess—of-the--monthrly -income -standard-for--a-houwsehold-of-the
aame-atre-are-ineligiblie-for-general-relief-assiatances

te}--Fhe-firse-fif4+y-dollars 50 of-tncome-earned-each
mentk-by-any-household-member-shati-be-excinded-in-determining
etigibitity-and-assistance-amounts:

(2) A household is eligible for general relief for basic
necessities if the household income expected 1in the benefit
month, less the earned income disregard described in (3) if
applicable, does not exceed the monthly Income standard found
in 46,25.72%,

(3) After the first month of benefits recipients of gen-
eral relief shall receive an income disregard from the earned
income of each employed household member of $30 plus one-third
{1/3) of the remaining income for four consecutive months in
which they have earned income. Any person who has received
the maximum amount of Income disregard will not be eligible
for it again until he has not received general relief benefits
for twelve (12) consecutive months.

{4) Benefits for general relief for basic necessities
shall be determined:

(a) in the first two (2) months of eligibility based
upon the income of the household and the nonexempt resources
in the benefit month;

(b) in the third and subsequent months of eligibility
based upon the income of the household two (2) months prior to
the benefit month and the nonexempt resources in the benefit
month; and

[+] by disregarding income which terminates in the first
or second month when determining benefit amount in the third
and/or fourth month unless it was not previously counted.
Count income retrospectively that was not counted in the ini-
tial two (2) months of eligibiTity but was actually received,

Subsections (2) through (2] (¢} remain the sgame in test
but will be recategorized as (5) through (5) (¢).

AUTH: Sec. 53-2-201, 53-~2-803 and 53-3-114 MCA; Sec. 11,
Ch., 451, L, 1989, Eff. 7/1/89 (HB 723); Sec. 4, Ch. 603, L.
1989, Eff, 4/21/89 (SB 134).

IMP: Sec, 53-3-205, 53-3-209 and 53-3-311 MCA; Sec. 3,
Ch, 451, L., 1989, Eff. 7/1/89 (HB 723); Sec. 4, Ch. 603, L.
1989, Eff, 4/21/89 (SR 134).
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46.25.732 WORKFARE (1) All recipients of general re-
lief asssseance for basic necessities, unless exempted else-
where in this rule, may be required to participate in workfare
for as long as they receive assistance. The worky as experi-
ence training assigned by the county office of human services
or county department of public welfare or their designee,
shall be with a public agency or private nonprofit agency.
Phe - hrovsehold-shall <be-required--to--work -the-number--of -hours
equal-+o- the -quotient -found -by- dividing--their -general-reltiaf
assistance —grent--amount -by - the- -preverling -rate—peid--iy~that
eceunty-by-that-ageney-for-aimitar-werky-but-net-iower-than-the
federat-mintmum-wage

Subsections (2) through (2)(d) remain the same.

{e) persons residing at a location so remote from the
local office of human services or service unit that effective
participat:ion in the program is precluded. The individual

shall be considered remote if a round trip of more than two
(2) hours by reasonably available public or private transpor-
tation would be required for a normal work er experience
training day;

Subsections (2) (£) through (2) (i) remain the same.

(3) All recipients, unless exempted in subsection (2) of
this rule, must, for as long as they receive general relief
essistance for basic necessities, register every--other—-month
for employment at the local job service office, maintain an
active job registration file, and must actively pursue and

accept available employment within their capability.

AUTH: Sec. 53-2-803, 53-2-201 and 53-3-114 MCA; Sec. 11,
Ch, 451, L. 1989, Eff. 7/1/89 (HB 723}.

IMP: Sec. 53-2-822, 53-3-304 and 53-3-305 MCA; Sec. 8,
Ch. 451, L. 1989, Eff. 7/1/89 (HB 723),

46.,25.733 PENALTY (1) Recipients of general relief
assistance who are subject to the provisions found in ARM
46.25.731 and ARM 46.25.732 and who without good cause refuse
to participate in any c¢omponent of the structured job search
and training program, partiespate--4n including workfare; or
register for employment and maintain an active job registra-
tion file, or accept available employment shall Iese--cire—
fourth-{1} of-their-next-monthly-benefit--for-ecach-refusair be
disqualified for benefits for three {3) months for the first
infraction and six (6) months for subsequent Infractions.

Subgections (1) (a) through (1) (b} remain the same.

AUTH: Sec. 53-2-201, 53-2-803 and 53-3-114 MCA; Sec., 3,
Ch. 579, L. 1989, Eff, 7/1/89 (SB 99}.

IMP: Sec., 53-2-822, 53-3-304 and 53-3-305 MCA: Sec. 2,
ch, 579, L. 1989, Eff. 7/1/89 (SB 99).
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46.25,742 PERIODS OF ELIGIBILITY FOR GENERAL RELIEF

MEDICAL (1) Eligibility for general relief medical be-
gina~ the- dete the--senrvice ko -provided -and —terminates-when-the
serious-medicel -condition-dras - been-treatedr--Conclusion-of
traatment-may-be-determined bacsed -uponr-a-professional-medical
reviewr is granted for a period of cne (1) month.

(2) A household 1s Ineligible to receive general relief
medical If the household 1s ineligible for medicaid as a re-
sult of overpayment, fraud, or failure or refusal to comply
with requirements for continued participation in the medicaid
program.

(23) Eligibility for general relief medical also termi-
nates when the household:

(a) no longer meets eligibility criteria; or

(b} received assistance by means of fraud or mistake.

AUTH: Sec. 53=2-201, 53-2~803 and 53~-3-114 MCA; Sec. 11,
Ch. 451, L. 1989, Eff. 7/1/89 (HB 723).

IMP: Sec. 53-3-206 and 53-3-209 MCA; Sec. 7, Ch. 451,
L. 1989, Eff. 7/1/89 (HB 723).

46.25,744 INCOME FOR GENERAL RELIEF MEDICAL <{}}-€overed
mediead--gervices-witi-be--provided-to-—am-eiigible-person-—if
their-average-monthly-income~is-below~-the-menthiy-income-stan-
dard-fer-a-housechold-of-the-same-sire-found-at-ARM-46:25+327 ¢

{8} --Average--motrkhrky - 4 reome—-is--theat --income--reasenably
eertein-to-be-received-by-the-houschold-in-a-tweive-{i2}-month
periody;-divided-by-i2~

tb} - -The - +twedve- -3 month -period - begins- wi-th--the--month
medical-service-is-provideds

(21} Covered medical services w111 be provided to the
eligible person when their household's average monthly in-
come, 4including Qgg;u@ptxve income, is abeve~-the--monthiy-—in—
come~-standerd -found - 4n- -ARM - 46 25<-727--but below the monthly
income level found in this rule after the following compu-
tations are followed:

(a) Average monthly income is determined by computing
income reasonably certain to be received in a twelve (12)
month perlodr-ané less applicable earned income digregards as
provided for in ARM 46,25.728 (1) (c) and dividing by 12

(ki) The twelve (12] month period begins the moﬁ_h med-
ical service is provideds-and.

te}--Fhe-honsehold—incurs —covered- medivel--expenses—each
menth--of--eligibility--equal--to--the--diffepence-bhetween-their
average—menthiy-ineome—and-the-menthiy-ineeme-seandardr

(32) A household is not eligible for medical services if
that income described in subsection (1) (a) and-{b} exceeds the
monthly income level for the household size.

(3)  Covered medical services will be provided to persons
during any month In which that person’s household was receiv-
ing general relief for basic necessities.
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{4) Recipients whose general relief for basic necessi-
ties 1s terminated because of Increased earned income or loss
of the earned income disregard shall remain eligible fcr gen-
eral] relief medical for one additional month.

(45) The monthly income levels are:

MONTHLY INCOME LEVELS

Monthly
Family Size Income Level
1 $ 283 314
2 433 122
3 526 528
4 618 636
5 334 743
6 804 849
7 896 957
8 988 1,064
9 ;08 1,173
10 7333 T,278
11 +7354 1,385
12 1;215 1,793
13 17236 1!5§§
14 iy,258¢ 1,707
15 ;a3 1,813
16 or more i;208 T,920

AUTH: Sec. 53-2-201, 53-2-803 and 53-3-114 MCA; Sec. 2,
Ch. 603, L, 1989, Eff. 4/21/89 ($B 134); Sec. 6, Ch. 451, L. .
1989, Eff. 7/1/89 (HB 723); Sec. 2. Ch. 585, L. 1989, Eff.
7/1/89 (HB 742).

IMP: Sec, 53-3-205 and 53-3-206 MCA; Sec. 4, Ch, 603,
L. 1989, FEff., 4/21/89 (SB 134); Sec. 11, Ch. 451, L. 1989,
Eff. 7/1/89 (HB 723); Sec. 4, Ch. 585, L. 1989, Eff. 4/20/89
(HB 742).

4. These amendments and adoption are necessary to im~
plement legislation passed by the 51st Montana legislature.
The legislation affecting the general relief programs which
must be implemented by July 1, 1989 include Senate Bill (SB)
99, SB 100, SB 134, House Bill (HB) 100, HB 529 and HB 742.
Later amendments will he necessary to implement SB 70, SR 101
and SB 128.

5. Interested parties may submit their data, views, or
arguments either orally or in writing at the hearing. Written
data, views, or arguments may also be submitted to the Office
of Legal Affairs, Department of Social and Rehabilitation Sex-
vices, P,0. Box 4210, Helena, Montana 59604, no later than
June 8, 1989,
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6. The Office of Legal Affairs, Department of Social
and Rehabilitation Services has been designated to preside
over and conduct the hearing.

7. These changes will be effective July 1, 1989.

tion Services

Certified to the Secretary of State May 1 , 1889,
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BEFORE THE BOARD OF HEALTH AND ENVIRONMENTAL SCIENCES
OF THE STATE OF MONTANA

In the matter of the amendment )}

of ARM 16.20.102 concerning en-) NOTICE OF THE AMENDMENT
forcement procedures under the ) OF ARM 16.20.102
Water Quality Act ) (Wwater Quality)

To: All Interested Persons

1. on December 22, 1988, at page 2679 of the 1988
Montana Administrative Register, issue number 24, the board
published notice of the proposed amendment of rule 16.20.102,
concerning enforcement procedures under the Water Quality Act.

2. The board has amended the rule as proposed.

3. No comments were recej by the board.

DONALD E. PIZZINI
Director

Certified to the Secretary of State May 1, 1989.
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BEFORE THE DEPARTMENT OF LIVESTOCK
OF THE STATE OF MONTANA

In the matter of the rule ) NOTICE OF ADOPTION OF AMENDMENT
regulating the state meat ) OF RULE 32.6.712 RELATIVE TO
and poultry inspection ) FOOD SAFETY AND INSPECTION
program } SERVICE (MEAT, POULTRY)
TO: All Interested Persons

1. On January 26, 1989, the Board of Livestock acting

through the Department of Livestock published a notice of
proposed amendment of the above-stated rule at pages 186, 187,
1989 Montana Administrative Register issue number 2.

2. The Board amended the rule exactly as proposed.

3. No comments or testimony were received.

NANCY/ES CHAIRMAN
Board of Livestock

By:ﬂ‘ﬁﬁa gy

LES GRAHAM, ECUTIVE SECRETARY
To the Board of Livestock

Certified to the Secretary of State May 1, 1989,
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BEFORE THFE DEPARTMENT OF REVENUE
OF THE STATE OF MONTANA

IN THE MATTER OF THE AMENDMENT ) NOTICE OF THE AMENDMENT of
of ARM 42.19.402, 42.21.106, ) ARM  42.19.402, 42.21.106,
42,21.107, 42.21.113, 42.21.123,) 42.21,107, 42.21.113,
42,21.124, 42.21.131, 42.21.137,) 42,21,123, 42.21.124,
42,21.138, 42.21.139, 42.21.140,) 42,21,131, 42.21.137,
42,21.151, 42.21.155, 42.21.156,) 42,21,138, 42.21.139,
42,21.301, 42.21.302, 42,21.303,) 42.21,140, 42,21.15],
42.21.304, and 42,21.305, 42.21.155, 42.21.156,
relating to Trending and 42.21.301, 42.21.302,
Depreciating Schedules for 42.21.303, 42.21.304,
Property. and 42.21.305, relating

to Trending and Depre-
ciating Schedules for
Property.

Nt N N S et Yt Nt

TO: All Interested Persons:

1. On January 26, 1989, the Department of Revenue
published notice of the proposed amendments to the ARM's listed
above relating to trending and depreciation schedules for
property at page 1B8 of the 1989 Montana Administrative
Register, issue no. 2.

2. A public hearing was held on February 22, 1989 where
written and oral comments were solicited but the only person who
attended the hearing was from the Property Assessment Division,
Mike Noble, Tax S&pecialist for the Department of Revenue
proposed an amendment to the original notice as follows:

42.21.106 TRUCKS (1) through (5) remain the same.

(6) FOR 1983 1 TON VANS AND TRUCKS
WHOSE AVERAGE RETAIL PRICE IS NOT LISTED, THE PERCENT GOOD SHALL
BE 70%. .,

t69(7) The department of revenue may develop other
supplementary schedules for unique equipment and other trucks
not listed in the guidebook. These schedules will be used in
conjunction with the above schedules in the valuation of trucks.
The purpose of the dJdepartment developed schedules will be to
arrive at a value which approximates 80% of the average retail
value. Supplemental schedules for other trucks and unigque
equipment for 1588 1989 have been developed and are hereby
incorporated by reference. Copies are available to taxpayers at
a reasonable cost for copying at Department of Revenue, Helena,
Montana 59620.

t#4(8) This rule is effective for tax years beginning
after December 31, 19587 1988.

3. This amendment is necessary to rectify a change in the
1989 truck blue book. We are making this change at this late
date because we did not receive the book until early January.
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The percent good for 1988 one ton vans and trucks is necessary

because the 1989 truck blue bock does not list retail values for
these trucks and vans.

4, Since there were no other
Department has adopted these changes a

received the

NORDTVEDT, Director
Department of Revenue

Certified to Secretary of State May 1, 1989.
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VOLUME NO. 43 OPINION NO. 9

PROPERTY, REAL - Residency requirement for professional
land surveyors;

RESIDENCE - Residency requirement for professional land
surveyors;

SURVEYORS - Residency requirement for professional land
sSurveyors;

ADMINISTRATIVE RULES OF MONTANA - Section 8.48,1102;
MONTANA CODE ANNOTATED - Sections 37-67-308, 37-67-309,
37-67-319(2).

HELD: A professional land surveyor registered in the
state of Montana need not be a resident of
Montana when signing off on certificates of
survey.

April 19, 1989

Thomas R. Scott

Beaverhead County Attorney
2 South Pacific, CL #2
Dillon MT 59725-2713

Dear Mr. Scott:
You have requested my opinion on the following gquestion:

Must a professional land surveyor registered
in the state of Montana be a resident of
Mdntana when signing off on certificates of
survey?

The gqualifications of an applieant for registration as a
professional land surveyor are set forth in sections
37-67-308 and 37-67-309, MCA. They include satisfactory
personal references, a specified combination of
education and experience, and satisfactory passage of
required examinations. Residency is not a gualification
of an applicant for registration as a professional land
surveyor in the state of Montana.

On the other hand, as your letter states, there is
statutory language which implies that residency is a
matter to be considered in land surveying matters, i.e.,
section 37-67~319(2), MCA. The administrative rules of
the Board of Professional Engineers and Land Surveyors
(§ 8.48.1102, ARM) also mention residency. However, for
the following reasons, I do not find these references
dispositive.
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Section 37-67-319(2), MCA, provides:

The practice of land surveying under a
temporary permit by a person registered as a
professional land surveyor in another state is
not considered to be in the best interests of
the public and, therefore, may not be granted.

§ 37-67-319(2), McCA. This statute clearly applies to
nonresident professional land surveyors whc are not
registered in Montana. It does not apply to the
requirements for registration in Montana. That subject
is covered by sections 37-67-308 and 37-67-309, MCA,
which make no mention of residency requirements.

With respect to section 8.48.1102, ARM, the statutory
reguirements for registration in Montana as a
professional land surveyor cannot be modified by
administrative rule. Michaels v. Department of Social
and Rehabilitation Services, 187 Mont. 173, 178, 609
P.2d 271, 273 (1980). The Board of Profe551onal
Engineers and Land Surveyors also informs me that the
use of "resident" in such rules as section 8.48.1102,
ARM, is inadvertent, and that the Board does in fact
keep a number of nonresidents who have properly
qualified for registration in Montana as professional
land surveyors on its roster of licensees.

Finally, I find nothing in the statutes or regulations
governing professional land surveyors which requires
that a registered surveyor be a Montana resident when he
signs a certificate of survey.

THEREFORE, IT IS MY OPINION:
A professional 1land surveyor registered in the
state of Montana need not be a resident of Montana
when signing off on certificates of survey.
Sincerely,

_Mm. Qmug

MARC RACICOT
Attorney General
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VOLUME NO, 43 OPINION NO. 10

COUNTIES - Lack of statutory authority to file 1lien
against real property of general assistance recipient;
LIENS - County's lack of statutory authority to file
lien against real property of general assistance
recipient;

PROPERTY, REAL - County's lack of statutory authority to
file lien against real property of general assistance
recipient;

PUBLIC ASSISTANCE - County's lack of statutory authority
to file lien against real property of general assistance
recipient;

MONTANA CODE ANNOTATED - Sections 25-9~301, 25-13-305,
25-13-402, 45-6-301(4), 53-2-107, 53-2-108, 53=3-112(2);
REVISED CODES OF MONTANA, 1947 - Section 71-243,

HELD: A county welfare department has no statutory
authority to file a lien against the real
property of a general assistance recipient who
received more general assistance funds than
those to which the recipient was entitled.

April 20, 1989

Russell R. Andrews
Teton County Attorney
Teton County Courthouse
Choteau MT 59422

Dear Mr. Andrews:

You have requested my opinion concerning the following
question:

May a county welfare department cause a lien
to be filed against the real property of a
county general assistance recipient who
received more general assistance funds than
those to which the recipient was entitled?

As a general rule, a lien can be created only by

contract, or by statute or other fixed rule of law. 51
Am. Jur, 2d Liens § 6 (1970}; 53 C.J.S. Liens § 4
{(1987). I understand that there is no contract

providing for the creation of a lien in the situation
you have described. Thus, the focus of this opinion is
whether there is a lien created by statute. There is no
statute authorizing the assertion of such a lien in
Title 53, MCA, pertaining to general assistance
programs. To the contrary, the Legislature in 1973
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repealed a statute creating a "lien against the real
property of the recipient" of public assistance.
§ 71-243, R.C.M. 1947, repealed by 1973 Mont. Laws, ch.
299, § 3. By rescinding section 71-243, R.C.M, 1947,
the Legislature clearly withdrew statutory authorization
to assert a lien against the real property of a general
assistance recipient.

I therefore conclude that a county welfare department
has no statutory authority to assert a lien against the
real property of a general assistance recipient who has
received an excess of general assistance funds.
However, you have indicated that the overpayment in
question may be due to fraud or mistake on the part of
the recipient. As a result it is pertinent to discuss
whether or not the Teton County Board of Public Welfare
may proceed with a civil action pursuant to sections
53-2-108(2) and 53=-3-112, MCA.

Overpayments are a debt due the county, regardless of
whether the benefits were obtained by fraud or simply by
department or recipient error. See §§ 53-2-108,
53-3-112(2), MCA. Thus, whether an overpayment is
obtained by fraud or simply by error, the county may
file a civil action for recovery of the overpayment.
The county can obtain a judgment lien as of the time the
judgment is docketed, see § 25-9-301, MCA, and then
proceed to recover the overpayment according to the
collection remedies generally available under Montana
law to judgment creditors, including a writ of execution
directing the sheriff to satisfy the judgment by selling
rea) property of the recipient. See §§ 25-13-305,
25-13-402, MCA. Such execution would, of course, be
subject to any prior encumbrances of record.

In the alternative, the county may, under section
53-3-112(2), MCA, offset the overpayment from future
general relief payments to the recipient, if the
recipient remains eligible for general relief
assistance.

Finally, if it is determined that the surplus funds were
obtained fraudulently, the recipient may also be subject
to prosecution for theft pursuant to sections
45-6-~301(4) and 53-2-107, MCA.

THEREFORE, IT IS MY OPINION:

A county welfare department has no statutory
authority to file a lien against the real property
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of a general assistance recipient who received more
general assistance funds than those to which the
recipient was entitled.

Sincerely,

Mane. Rouc§-

MARC RACICOT
Attorney General
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NOTICE OF FUNCTIONS OF ADMINISTRATIVE CODE COMMITTEE

The Adminiatrative Code Committee reviews all proposals for
adoption of new rules or amendment or repeal of existing rules
filed with the Secretary of State. Proposals of the Department
of Revenue are revieved only in regard to the procedural
requirements of the Montana Administrative Procedure Act. The
Committee has the authority to make recommendations to an agency
regarding the adoption, amendment, or repeal of a rule or to
request that the agency prepare a statement of the estimated
economic impact of a proposal. In addition, the Committee may
poll the members of the Legislature to determine if a proposed
rule is consistent with the intent of the Legislature or, during
a legislative session, introduce a bill repealing a rule, or
directing an agency to adopt or amend a rule, or a Joint
Resolution recommending that an agency adopt or amend a rule.

The‘Committee welcomes comments from the public and invites
membera of the public to appear before it or to send it written
statements in order to bring to the Committee's attention any
difficulties with the existing or proposed rules. The address
is Room 138, Montana State Capitol, Helena, Montana 59620.
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HOW TO USE THE ADMINISTRATIVE RULES OF MONTANA AND THE

Definitions:

MONTANA ADMINISTRATIVE REGISTER

Administrative Rules of Montana (ARM) is a
looseleaf compilation by department of all
rules of state departments and attached boards
presently in effect, except rules adopted up to
three months previously.

Montana Administrative Register (MAR) is a soft
back, bound publication, 1ssued twice-monthly,
containing  notices of rules proposed by
agencies, notices of rules adopted by agencies,
and interpretations of statutes and rules by
the attorney general (Attorney General's
Opinions) and agencies (Declaratory Rulings)
1ssued since publication of the preceding
register.

Use of the Administrative Rules of Montana (ARM):

Known
Subject
Matter

Statute
Number and
Department

1. Consult ARM topical index.
Update the rule by checking the
accumulative table and the table of
contents in the last Montana Administrative
Register issued.

2. Go to cross reference table at end of each
title which list MCA section numbers and
corresponding ARM rule numbers.
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ACCUMULATIVE TABLE

The Administrative Rules of Montana (ARM) is a compilation of
existing permanent rules of those executive agencies which
have been designated by the Montana Procedure Act for
inclusion in the ARM. The ARM is updated through March
31, 1989. This table includes those rules adopted during the
period April 1, 1989 through June 30, 1989 and any
proposed rule action that is pending during the past 6 month
period. (A notice of adoption must be published within 6
months of the published notice of the proposed rule.) This
table does not, however, include the contents of this issue
of the Montana Administrative Register (MAR).

To be current on proposed and adopted rulemaking, it |is
necessary to check the ARM updated through March 31, 1989,
this table and the table of contents of this isgue of the
MAR.

This table indicates the department name, title number, rule
numbers in ascending order, catchphrase or the subject matter
of the rule and the page number at which the action is
published in the 1989 Montana Administrative Register.

s e i 2

I Exempt Compensatory Time - Workweek, p. 2609
2.21.8001 and other rules - Grievances, p. 2055, 2559

AGRICULTURE, Department of, Title 4

I Inspection Fee for Commercial Feeds, p. 2467, 13

I-XXv1 and other rules ~ Standards and Procedures for
Implementation of the Montana  Environmental
Policy Act, p. 1606, 2692

4.12.3011 Regulation of Noxious Weed Seeds, p. 248, 394

4,12.3501 and other rules - Grading of Certified Seed
Potatoes, p. 2062, 2562

STATE AUDITOR, Title 6

I-II Unethical Practices by Investment Advisers and
Broker-dealers, p. 2065, 221

I-VIiX Emergency Rules ~ Implementation of the Medicare
Catastrophic Coverage Act of 1988, p. 2562

6.10.121 Registration of Securities Salesmen and Broker-
dealers, p. 2071, 220

COMMERC tm

I-XXVI and other rules - Standards and Procedures for
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8.14.603
(Board of
8.28.418

(Board of
8.30.701

({Board of
8.32.305

(Board of
8.34.414

(Board of
8.36.404
(Board of
8.39.504

(Board of
8.42.601

8.42.702
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Implementation of the Montana Environmental
Policy Act, p. 1606, 2692

Cosmetologists)
School Requirements, p. 1943, 2479

Medical Examiners)
and other rule - Annual Registration and Fees ~
Fee Schedule, p. 172, 395

Morticians)
Unprofessional Conduct - Narcotics Law Violations
- Felony, p. 2535, 225

Nursing)
and other rules - Educational Requirements -
Licensure - Conduct - Disciplinary Procedures ~
Standards - General Welfare - Reports -
Definitions, p. 1629, 2720

Nursing Home Administrators)

and other rule - Examinations - Fee Schedule,
p. 2269, 2567, 14
Optometrists)
Examinatjons, p. 1947, 318
Outfitters)
and other rules - Licensure --  Approved

Operations Plan - Conduct -- Standards of
outfitter and Professional Guide - conduct --
Additional Required Outfitter Procedures -
Outfitter Records, p. 460

Physical Therapy Examiners)
and other rules - Unprofessional Conduct -
Disciplinary Actions, p. 174
and other rules - Reported Violations, p. 463

(Polygraph Examiners)

8.47.404

8.47.404
(Board of
8.50.437
(Board of
8.56.409
(Board of
8.58.411
8.58.412

8.58.606
(Board of
8.61.1201
8.61.1601

8.61.1601

(Building
8.70.101

9-5/11/89

License Renewal - Date - Continuing Education,
p. 1, 474
License Renewal - Date, p. 465
Private Security Patrolmen and Investigators)
Fee Schedule, p. 2073, 2480
Radiologic Technologists)
Fees Schedule, p. 430
Realty Regulation)
Fee Schedule, p. 432
Inactive Licenses - Reactivation of Licenses -
Continuing Education, p. 467
Licensure - Course of Education, p. 179, 475
Social Work Examiners and Professional Counszelors)
Licensure Requirements, p. 1866, 319
and other rules - Hours, Credits and Carry Over -
Fee Schedule ~ Ethical Standards, p. 434
Hours, Credits and Carry Over, p. 2469, 320
Codes Bureau)
and other rules - Incorporation by Reference of
Codes - Standards - Fees - National Standard for
Park Trailers, p. 2611, 476
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{(Milk Control Bureau)

8.79.301 Licensee Assessments, p. 250, 396

(Financial Division)

8.80.102 Banks - Direct Leasing of Personal Property,
p. 470

(Board of Milk Control)

8.86.301 Class 1 Pricing Formulas, p. 2333, 15

8.86.301 Class I Priecing Formulas - Formula Index,
p- 1949, 15

(Board of Investments)

I-XVII Economic Development Bond Program - Investments

By the Montana Board of Investments, p. 252

8.97.1502 Interest Rate Reduction for Loans Funded from the
Coal Tax Trust, p. 472

(Board of Housing)

8.111.305 and other rule - Qualified Lending Institutions -
Qualified Loan Servicers Guidelines, p. 2625, 266

(Montana Agriculture Development Council)

I-VI Growth Through Agriculture Program, p. 2026, 2481

(Montana State Lottery Commission)

8.127.60% and other rules - Licenses - License Renewal -
Electronic Funds Transfer - Prizes, p. 2342, 19

EDUCATION, Title 10

(Superintendent of Public Instruction)

I-VII Traffic Education, p. 2074A, 438

10.13.301 and other rules - Program Standards and Course
Requirements for Traffic Education, p. 2537, 438

(Board of Public Education)

I-CLXXXVI and other rules - Accreditation, p. 2075, 2271,
342

10.57.301 and other rules - Endorsement Information - Class
2 Teaching Certification, p. 312

10.58.302 and other rules - Teacher Education Programs
Leading to Interstate Reciprocity of Teacher
Certification, p. 2629, 397

10.65.201 Policy Statement on Kindergarten Accreditation
and Schedule Variances, p. 311

FAMILY SERVICES. Department of, Title 11

11.12.211 and other rules - Payment Rates for Residential
Foster Care Providers, p. 2344, 20

FISH, WILDLIFE AND PARKS. Department of, Title 12

I-XXVI and other rules - Standards and Procedures for
Implementation of the Montana  Environmental
Policy Act, p. 1606, 2692

12.6.701 Personal Flotation Devices and Life Preservers,
p. 1960, 267

12.6.707 Definition of "Yessel", p. 1959, 269
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HEALTH AND ENVIRONMENTAL SCIENCES, Department of, Title 16

1-XV Licensure Standards for Medical Assistance
Facilities, p. 2349, 479

I-XXVI and other rules - Standards and Procedures for

Implementation of the Montana Environmental
Policy Act, p. 1606, 226, 398

16.8.921 and other rules - Air Quality Permitting of New
or Altered Sources of Air Contamination, p. 181,
315

16.8.1407 and other rules - Air Quality - Combustion in
Woodwaste Burners - Definitions for Emission
Standards for Existing Aluminum Plants -
Standards for Visible Emissions in  Aluminum
Plants, p. 2471, 270

16.20.102 Enforcement Procedures Under the Water Quality
Act, p. 2679, 314

16.32.110 Certificate of Need - cCriteria for Granting
Certificates of Need for Health Care Facilities
and Services, p. 2030, 2484

16.44.202 and other rules - Hazardous Wastes - Definitions
- Reguirements for Samples Collected for
Treatability Studies - Requirements for

Recyclable Materials -~ Reclassification to a
Material Other than a Waste - Reclassification as
a Boiler - Regulation of Certain Recycling
Activities - Applicability of Interim Status
Reguirements -~ Information Statement for Chapter
44, Subchapter 10 Regarding the Availability of
Information, p. 2153, 2485

HIGHWAYS, Department of, Tjtle 18

I-XXVI and other rules - Standards and Procedures for
Implementation of the Montana  Environmental
Policy Act, p. 1606, 2692

18.8.511A circumstances Under Which Flag Vehicles are
Required, p. 1962, 321

18.8.514 and other rule - Special Permits for Length,
p. 1964, 2487°

JUSTICE, Department of, Title 23

23.3.502 and other rules - Licensing of Commercial Motor
Vehicle Endorsements, p. 2680, 486

OR AND IN Y epartme Title
24,11.101 and other rules - Unemployment Insurance,
p. 2162, 2723

24.16.9003 Establishing the Standard Prevailing Rate of
Wages, p. 375
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(Human Rights Commission)

24.9.202 and other rules - Definitions - Investigation -
Procedure on Finding of No Cause -~ Certification
- Right to Sue Letters - Issuance of Right to Sue
Letter, p. 2539, 487

STATE LANDS, Department of, Title 26

I-v Department of State Lands' Responsibility to
Maintain state Land Ownership Records, p. 2546
I-XXVI and other rules - standards and Procedures for

Implementation of the Montana Environmental
Policy Act, p. 1606, 28

26.4.301 and other rules =~ Regulation of Strip and
Underground Coal and Uranium Mining, p. 1317, 30,
399

LIEUTENANT GOVERNOR, Title 30

(Statehood Centennial Office)
and other rule - Grants to the Counties or
organization of Counties - Application Review
Procedure, p. 2360, 2743

LIVESTOCK, Depacrtpent of, Title 32

32.6.712 State Meat and Poultry Inspection Program, p. 186
NATURAL RESOURCES AND CONSERVATION, Department of, Title 36
I-XXVI and other rules - Standards and Procedures for

Implementation of the Montara Environmental
Policy Act, p. 1606, 2692, 228

I-XLV Safety of Dams Program, p. 1137, 2489

(Board of Water Well Contractors)

I-IX Monitoring Well Construction Standards, p. 1868,
2503

36.21.650 and other rules - Casing Perforations -
Intermixing of Aquifers -« Sealing of Casing -
General, p. 2475, 229

PUBLIC SERVICE REGULATION, Department of, Title 38
1-IX Pipeline Safety, p. 2207, 2569
I-XXIII and other rule - Establishing Certain Minimum

Standards for the Adequacy of Telecommunications
Services, p. 377

REVENUE, Department of, Title 42

I and other rules - Centrally Assessed Property -
Market Value of Pollution Control Equipment,
p. 316
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I Income Tax Returns - Original Return Defined,
p. 2364, 2745

I Income Taxes —~ Passlve Loss, p. 2366, 2745

I-II Metalliferous Mines - Market Value - Taxable
Quantity, p. 1786, 2224, 2506

42.15.116 Income Taxes - Special Montana Net Operating Loss
Computations, p. 2368, 2745

42,17.105 Computation of Withholding Income Tax, p. 2552,
230

42.19.402 and other rules - Trending and Depreciating
Schedules for Property, p. 188

42.22.1311 Industrial Machinery and Equipment Trend Factors,
p. 2549, 231

42.25,1117 and other rules - Mines Net Proceeds -
Computation of Gross Value -~ Marketing,
Administrative, and Other Operational Costs -~
Labor Costs, p. 1973, 2507

SECRETARY OF STATE, Title 44

1.2.419 Filing, Compiling, Printer Pickup and Publication
for the Montana Administrative Register, p. 2272,
2746, 264, 400

44.6.104 and other rules - Fees for Filing Federal Tax
Liens, Fees for Filing Documents, Fees for Filing
Notice of Agricultural Lien, p. 3

OCIAL AN e t

I-X A¥DC Work Supplementation Program, p. §

46.11.131 Food Stamp Employment Program, p. 2477, 123

46,12.204 and other rules =~ Co-payments and Fees for
Optometric Services, p. 2274, 272

46.12.503 and other rule - Inpatient Hospital Services,
p. 2295, 2570

46.12.504 Requirements for Inpatient Hospital Services,
p. 2688, 281

46.12.511 Swing-bed Hospitals, p. 2556

46.12.802 and other rule - Oxygen Services Reimbursement,
p. 2690, 282

46.12.1205 Emergency Amendment, Repeal and Adoption -

46.12.1205

46.12.3803

9~-5/11/89

Preadmission Screening for Persons Entering Long
Term Care Services, p. 283

and other rules - Preadmission Screening for
Persons Entering Long Term Care Services, p. 209,
439

Medically Needy Income Standards, p. 2554, 232
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