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Oklahoma Health Care Authority
MEDICAL ADVISORY COMMITTEE
March 2, 2023
1:00 - 3:30 PM
Charles Ed McFall Board Room

AGENDA

Please access via zoom:
https://www.zoomgov.com/webinar/register/WN_vVEIOGEwpREev5F8LQliilA
Telephone: 1-669-254-5252 Webinar ID: 160 938 9743

Welcome, Roll Call, and Public Comment Instructions: Chairman, Jason Rhynes, O.D.

Action Item: Approval of Minutes of the January 5, 2023: Medical Advisory Committee Meeting

Public Comments (2 minute limit)

MAC Member Comments/Discussion

Financial Report: Tasha Black, Senior Director of Financia vices

Legislative Update: Christina Foss, Deputy

Medicaid Directors Update: Traylor Rains, State Medicaid Director

A. PHE Unwindi onsen, Senior Director of Eligibility & Coverage Service

Proposed Rule Changes: Presentation, Discussion, and Vote: Kasie McCarty, Senior Director of Federal and
State Authoritie

22-25 Behavioral Health Rules Cleanup

APA WF # 22-26 Crisis Intervention Rule Revisions

APA WF # 22-27 Physician Assistant Rule Revisions

APA WF # 22-28 Opioid Treatment Program (OTP) Rule Changes
APA WF # 22-29 Laboratory Services Policy Cleanup

APA WF # 22-30 Outdated/Obsolete Policy Language Cleanup —

FTIemmOoOoEP

Medical Supplies, Equipment, and Appliances
J. APA WF # 23-01 State Plan Personal Care Services for Expansion Adults, TEFRA Eligible
Children and Certain MAGI Populations

APA WF # 22-31 Eliminate Certificate of Medical Necessity (CMN) Form Requirement for Most


https://www.zoomgov.com/webinar/register/WN_vEl0GEwpREev5F8LQlii1A

Oklahoma Health Care Authority
MEDICAL ADVISORY COMMITTEE

K. APA WF # 23-05 Notification of Date of Service (NODOS) Timeframe Change
L. APA WF # 23-06A&B Transition to SoonerSelect

IX.  New Business: Chairman, Jason Rhynes, O.D.

X.  Future Meeting: Chairman, Jason Rhynes, O.D.

May 4, 2023
July 6, 2023
September 7, 2023
November 2, 2023

XlI.  Adjourn Chairman, Jason Rhynes, O.D.



Oklahoma Health Care Authority
MEDICAL ADVISORY COMMITTEE
MINUTES of the January 5, 2023, Meeting
4345 N. Lincoln Blvd., Oklahoma City, OK 73105

Welcome, Roll Call, and Public Comment Instructions:
Vice-Chairman, Ms. Wanda Felty called the meeting to order at 1:00 PM.

Delegates present were: Mr. Nick Barton, Mr. Brett Coble, Dr. Steven Crawford, Ms. Janet Cizek,
Ms. Wanda Felty, Ms. Tina Johnson, Ms. Jennifer King, Ms. Melissa Miller, Dr. Daniel Post, Dr. Eve
Switzer and Dr. Whitney Yeates, providing a quorum.

Alternates present were: Ms. Heather Pike

Delegates absent without an alternate were: Dr. Arlen Foulks, Dr. Jason R s and Dr. Raymond
Smith.

Approval of the November 10*, 2022 Minutes

Medical Advisory Committee

The motion to approve the minutes was by Dr. Steven Crawford and seconded by Dr. Daniel Post
with 3 abstaining and passed unanimously. ‘

Public Comments (2-minute limit):

Mr. Steven Goldman with legal ai
CMS. One being, the CMS ato
Kids to Coverage grant. oldma

rvices spok&kegarding two grants that were given to them by

ant for marketplace, and Medicaid, and the second, Healthy
ful for a greater collaboration between our groups.

MAC Member Comments/Discu@

Ms. Janet @ is intere

what the credenti cations and requirements for obtaining an OHCA contract for these

ed in discussing doula services, specifically what services are covered and

services. Mr. Tra ins replied we are still in the rule making process and we hope they will be
covered by July. The
regarding Doula’s should be to the MAC in March and will have more information. We did a robust

will be plenty of Provider education and notice before then. The rules

analysis of other states that have come before us in their Medicaid program.

Ms. Cizek also has some serious concerns about individuals have serious issues with access to
controlled substances medications from pharmacies, with the self-imposed script limits and
limitations on number of medication pills per patient. Mr. Rains responded that OHCA would
investigate this.
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VI.

Oklahoma Health Care Authority
MEDICAL ADVISORY COMMITTEE
MINUTES of the January 5, 2023, Meeting
4345 N. Lincoln Blvd., Oklahoma City, OK 73105

Financial Report:

Tasha Black, Senior Director of Financial Services

Aaron Morris presented the financial report ending in October 2022. OHCA is 4.4% over budget
in revenues and 6.1% over budget in expenditures with the result that our budget variance is a
negative $31,802,840. The budget variance is primarily attributed to the following: Medicaid
Program Variance is a positive 33.1 million state dollars, and administration is a positive 0.7
million state dollars. For more detailed information, see item 5 in the MAC agenda. For more
detailed information, see item 5 in the MAC agenda.

Medicaid Directors Update:

Traylor Rains, State Medicaid Director

Mr. Rains gave an update that we have expanded our Federal Poverty income limit to for pregnant
women, which is now up to 185%. OHCA is also expanding the partum coverage period from 60
as an added benefit and It’s possible the PHE
icated PHE page filled with resources for

days to 12 months. Doula services will come
could continue to extend. On our website, we have
providers, and members. Members will get dir ailers 45 and 15 days prior to their expiration.

The spending bill requires OHCA rovide contifuous eligibility for children and adolescents in our

CHIP program by January 2024, Were\assessing impacts across the agency in terms of our operation

with kids. Another requir nt will'be that our provider directory be more interactive as well.

the person living demonstration and how it was created from the 2005 Deficit Reduction Act.
Why we serve, rebalancing funds, who, when and how we serve, as well as a member success story

and how to start the process. For more detailed information, see item 6A in the MAC agenda.

Mr. Johnney Johnson gave an update on the Pathways to Community Living (Money follows the
person- Tribal initiative) He discussed the grant being approved by CMS in 2014, the program goal,
how this benefits tribes, OHCA partnership, MFP-TI Tribal partners, ending with what has been
accomplished. For more detailed information, see item 6A in the MAC agenda.

B. PERM Update:
Josh Richards, Senior Director of Program Integrity & Account
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VIII.

Oklahoma Health Care Authority
MEDICAL ADVISORY COMMITTEE
MINUTES of the January 5, 2023, Meeting
4345 N. Lincoln Blvd., Oklahoma City, OK 73105

Mr. Richards discussed our latest PERM review. Payment Error Rates Measurement (PERM) is an
audit that CMS does on state agency Medicaid office on a 3-year basis. Two main components to the
review, they look at our claims processing and eligibility. Our 2022 review just concluded and in
those finding out of 1000 claims OHCA had 0 errors noted. On the eligibility side they looked over
340 eligibility decisions with only 7 errors on that side. They issue what is called a PERM rate, or
error rate, and OHCA’s rate 1.95%, the 2" lowest state, with the national average being at 15.62%.

New Coverage with Prior Authorization:

Paula Root, Senior Medical Director

Dr. Root presented a background on Optune Therapy, Elastography ultrasound rgan tissue,
Thoracoscopy for lung volume surgery (LVRS), Inherited bo

arrow failure syndrome (IBMFS), and

the Cochlear stimulating systems: new codes. For mor rmation, see item 8 in the MAC

agenda.
ions, and Vote: ‘

Kasie McCarty, Senior Director of Federal an thorities
APA WF # 22-11 Early and Periodic Screening,Diag d Treatment (EPSDT) Visit and Sick
Visit on the Same Day — Policy will be revised t@@low reimbursement for an EPSDT visit and a sick

Proposed Rule Change: Presentation, Discu

visit that occur on the same date ervice, whenit is deemed medically appropriate. The revisions

will outline the requiremen at t be met including, but not limited to, separate

documentation/note to jdstify addit dition(s), information on the appropriate use of
Modifier 25, a provider’s abilityto only claim the additional time required above and beyond the
completion of the EPSDT screeni‘nd clarification that any health problem that is encountered in
the EPSDT scrg

visit and sh

and does not require significant additional work will be included in the EPSDT
illed separately.

Budget Impact: ated budget impact, for SFY2023, will be an increase in the total amount
of $418,468; with ,665 in state share. The estimated budget impact, for SFY2024 will be an
increase in the total amount of $1,255,404; with $409,513 in state share.

Proposed Emergency Rule Timeline:

Tribal Consultation: Nov. 1, 2022

15-Day Public Comment Period: Nov. 1— Nov. 16, 2022

OHCA Board Meeting: Jan. 18, 2023

Emergency Rule Requested Effective Date: Contingent upon Governor's approval or the 45 day

post submission of the rules to the Governor (Mar. 6, 2023)

3|Page
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Oklahoma Health Care Authority
MEDICAL ADVISORY COMMITTEE
MINUTES of the January 5, 2023, Meeting
4345 N. Lincoln Blvd., Oklahoma City, OK 73105

The rule change motion to approve was by Dr. Steven Crawford and seconded by Mr. Brett Coble
and passes unanimously.

APA WF # 22-21A&B Increase Income Standard for Pregnant Women and Extend Postpartum
Coverage — The proposed policy revisions will expand Medicaid eligibility for pregnant women by
increasing the federal poverty level (FPL) percentage income standard from 133% to 185%, or 210%
FPL once converted to MAGI and applying the applicable MAGI disregards. Additionally, the
proposed revisions will extend Medicaid postpartum coverage from sixty

days to twelve (12)

months. This new coverage option afforded through the American Re lan Act was made

Proposed Emergency Rule Timeline:

Tribal Consultation: Nov. 1, 2022

15-Day Public Comment Period: Nov. 1 - Nov. 16,
OHCA Board Meeting: Jan. 18, 2023

Emergency Rule Requested Effe

ive Date: Contihgent upon Governor's approval or the 45 day
vernor (Mar. 6, 2023)

post submission of the rules @@the

The rule change motion t '
and passes unanimously.

Humanitarian Parolees — Policy will be updated to comply with Public
Law 117-128 certain Ukrainian nationals who enter the United States, during a
designated perio 3, to receive SoonerCare services provided all other eligibility factors are
met. Ukrainian humanitarian parolees are eligible for the same benefits available to refugees

r. Steven Crawford and seconded by Mr. Brett Coble

admitted under Section 207 of the Immigration and Nationality Act, except for the program of initial
resettlement.

Budget Impact: The estimated budget impact, for SFY 2023, will be an increase in the total amount
of $323,915; with $62,517 in state share. The estimated budget impact, for SFY 2024, will be an
increase in the total amount of $680,220, with $211,419 in state share.

Proposed Emergency Rule Timeline:
Tribal Consultation: Nov. 1, 2022

4|Page
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Oklahoma Health Care Authority
MEDICAL ADVISORY COMMITTEE
MINUTES of the January 5, 2023, Meeting
4345 N. Lincoln Blvd., Oklahoma City, OK 73105

15-Day Public Comment Period: Nov. 1 - Nov. 16, 2022

OHCA Board Meeting: Jan. 18, 2023

Emergency Rule Requested Effective Date: Contingent upon Governor's approval or the 45™ day
post submission of the rules to the Governor (Mar. 6, 2023)

The rule change motion to approve was by Dr. Steven Crawford and seconded by Mr. Brett Coble
and passes unanimously.

Election of Chairman and Vice-Chairman:

Chairman, Jason Rhynes, O.D.

Dr. Daniel Post made a motion for election of 2023 office ominating Dr. Jason Rhynes for Chair,

and Ms. Wanda Felty for Vice-Chairman, seconded by teveafCrawford and passes unanimously.
MAC Meeting Dates for Calendar 2023: ‘

Chairman, Jason Rhynes, O.D. \

March 2, 2023

May 4, 2023

July 6, 2023

September 7, 2023
November 2, 2023

New Business:
Chairman, Ja 5, 0.D.

No new business was addressed.

Adjourn:
Chairman, Jason Rhynes, O.D.

Chairman Rhynes asked for a motion to adjourn. Motion was provided by Dr. Steven Crawford and
seconded by Mr. Brett Coble, there was no dissent and the meeting adjourned at 2:37pm.
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FINANCIAL REPORT
For the Five Month Period Ending November 30, 2022
Submitted to the CEO & Board

¢ Revenues for OHCA through November, accou receivables, were
$3,271,554,724 or 5.2% over budget.

e Expenditures for OHCA, accounti for encumbrances, were
$3,117,487,827 or 6.6% over budge

e The state dollar budget variance through November is a negative
$31,775,113.

e The budget variance is pri ttributable to the following (in millions):

Expenditures:
(32.6)
(.7)
i 4.9
dical Refunds (0.9)
s and Fees (2.5)

Total FY 23 Variance $

(31.8)

ATTACHMENTS

Summary of Revenue and Expenditures: OHCA

Medicaid Program Expenditures by Source of Funds

Other State Agencies Medicaid Payments

Fund 205: Supplemental Hospital Offset Payment Program Fund
Fund 230: Quality of Care Fund Summary

Fund 245: Insure Oklahoma Program (HEEIA Fund)

Combining Statement of Revenue, Expenditures and Fund Balance
Medicaid Expansion - Healthy Adult Program: OHCA

0N Ok, WN -



OKLAHOMA HEALTH CARE AUTHORITY
Summary of Revenues & Expenditures: OHCA
SFY 2023, For the Five Month Period Ending November 30, 2022

FY23 FY23

REVENUES Budget YTD Actual YTD

State Appropriations $ 501,791,315 501,791,315 §

Federal Funds 2,238,595,152 2,383,928,542

Tobacco Tax Collections 19,403,137 17,941,937

Quality of Care Collections 39,228,014 38,161,433

Prior Year Carryover 8,605,791 8,605,791

Federal Deferral - Interest 392,695 392,695

Drug Rebates 161,410,716 184,997,613

Medical Refunds 15,336,415

Prior Year Carryover Supplemental Hospital Offset Payment Program -

Supplemental Hospital Offset Payment Program 123,205,659

Other Revenues 1,528,123

TOTAL REVENUES $ 3,109,497,016 $ 3,271,554,724 $

EXPENDITURES
ADMINISTRATION - OPERATING
ADMINISTRATION - CONTRACTS

MEDICAID PROGRAMS
Managed Care:

3 FX]
Budget YTD

Actual YTD
24,711,120
55,464,096

SoonerCare Choice 23,821,680
Acute Fee for Service Payments:
Hospital Services 717,519,676 711,001,669
Behavioral Health ,402,851 13,036,801
Physicians 252,752,457 258,102,779
Dentists 95,222,581 102,433,365
Other Practitioners 31,377,326 38,124,463
Home Health Care 14,562,069 12,106,608
Lab & Radiology 21,961,475 19,781,209
Medical Supplies 36,369,807 41,221,906
Ambulatory/Clinics 239,992,995 266,093,362
Prescription Drugs 569,674,406 655,983,980
OHCA Therapeutic Foster Care 240,388 190,590
Other Payments:
Nursing Facilities 278,934,383 353,477,166
Intermediate Care Facilitie Intellectual Disabilities Private 29,396,061 27,756,082
Medicare Buy-In 102,450,304 102,900,870
Transportation 40,019,540 45,431,934
Money Follows the Person-O 216,533 258,480
Electronic Health Records-Incen (13,130) (13,130)
Part D Phase-In Contribution 30,784,774 30,953,218
Supplemental Hospital Offset Payment Program 338,983,631 330,200,696
Telligen 5,233,343 4,448,884

Total OHCA Medical Programs
OHCA Non-Title XIX Medical Payments

TOTAL OHCA

2,842,716,896
89,382

$ 2,923,655,006

3,037,312,611

$ 3,117,487,827

$

Variance

145,333,390
(1,461,200)
(1,066,581)

23,586,897
(4,375,570)

40,772

162,057,708

Variance
2,866,161
(2,192,650)

(186,256)

6,518,008
366,050
(5,350,322)
(7,210,784)
(6,747,137)
2,455,461
2,180,266
(4,852,099)
(26,100,366)
(86,309,573)
49,798

(74,542,782)
1,639,979
(450,565)
(5,412,395)
(41,946)

(168,443)
8,782,935
784,459
(194,595,715)
89,382

(193,832,821)

% Over/
(Under)
0.0%

6.5%
(7.5)%
(2.7)%
0.0%

0.0%
14.6%
(28.5)%
0.0%

0.0%

2.7%

5.2%

% (Over)/
Under

10.4%

(4.1)%

(0.8)%

0.9%
2.7%
2.1)%
(7.6)%
(21.5)%
16.9%
9.9%
(13.3)%
(10.9)%
(15.2)%
20.7%

(26.7)%
5.6%
(0.4)%
(13.5)%
(19.4)%
0.0%
(0.5)%
2.6%
15.0%

(6.8)%
0.0%

(6.6)%

REVENUES OVER/(UNDER) EXPENDITURES

Page 1

$ 185,842,011

154,066,897

(31,775,113)



OKLAHOMA HEALTH CARE AUTHORITY
Total Medicaid Program Expenditures
by Source of State Funds
SFY 2023, For the Five Month Period Ending November 30, 2022

Health Care Quality of Insure Other State
Category of Service Authority Care Oklahoma Agencies

SoonerCare Choice $ 23,821,680 $ 23819179 $ -3 -8 - 3 2,501 $ -
Inpatient Acute Care 785,615,959 392,233,873 202,786 (1,859) 254,942,108 323,441 137,915,610
Outpatient Acute Care 378,456,780 316,919,804 17,335 (391) 60,215,602 1,304,429 -
Behavioral Health - Inpatient 50,586,415 8,267,541 - - 12,331,029 - 29,987,844
Behavioral Health - Psychiatrist 7,481,217 4,763,777 - - 2,711,958 5,483 -
Behavioral Health - Outpatient 8,690,392 - - - - - 8,690,392
Behaviorial Health-Health Home (2,398) - - - - - (2,398)
Behavioral Health Facility- Rehab 114,984,208 - - - - 110,184 114,984,208
Behavioral Health - Case Management 2,727,303 - - - - - 2,727,303
Behavioral Health - PRTF 6,378,457 - - - - 6,378,457
Behavioral Health - CCBHC 149,162,941 - 149,162,941
Residential Behavioral Management 8,216,385 - - - - 8,216,385
Targeted Case Management 30,146,017 - - - - - 30,146,017
Therapeutic Foster Care 190,590 190,590 - - - - -
Physicians 314,039,283 257,427,909 24,209 2,184 - 650,661 55,934,320
Dentists 102,433,365 102,395,398 - - - 37,967 -
Mid Level Practitioners 643,070 642,077 - - - 994 -
Other Practitioners 37,481,392 37,266,558 185,985 - - 28,849 -
Home Health Care 12,106,608 12,106,062 - - - 547 -
Lab & Radiology 19,781,209 19,738,551 - - - 42,658 -
Medical Supplies 41,221,906 40,074,996 1,129,805 - - 17,105 -
Clinic Services 269,020,070 261,122,297 - 398 - 139,975 7,757,399
Ambulatory Surgery Centers 4,831,089 4,825,368 - - - 5,721 -
Personal Care Services 3,870,011 - - - - - 3,870,011
Nursing Facilities 353,477,166 174,949,054 178,528,112 - - - -
Transportation 45,292,596 44,296,864 909,686 1,871 - 84,174 -
IME/DME 46,503,762 - - - - - 46,503,762
ICF/IID Private 27,756,082 18,440,605 9,315,477 - - - -
ICF/IID Public 8,934,458 - - - - - 8,934,458
CMS Payments 133,854,087 133,656,620 197,467 - - - -
Prescription Drugs 655,976,924 654,786,155 - (7,056) - 1,197,824 -
Miscellaneous Medical Payments 141,210 138,817 - - - 2,393 -
Home and Community Based Waiver 115,439,921 - - - - - 115,439,921
Homeward Bound Waiver 31,330,377 - - - - - 31,330,377
Money Follows the Person 1,246,523 258,480 - - - - 988,043
In-Home Support Waiver 13,449,571 - - - - - 13,449,571
ADvantage Waiver 87,811,494 - - - - - 87,811,494
Family Planning/Family Planning Waiver 730,836 - - - - - 730,836
Premium Assistance* 17,624,084 - - 17,624,084.22 - - -
Telligen 4,448,884 4,448,884 - - - - -

Electronic Health Records Incentive Payments (13,130) (13,130)
Total Medicaid Expenditures $ 3,915,888,794 $ 2,512,756,331

3,954,906 $ 860,956,952

$ 190,510,862 17,619,232 $ 330,200,696

* Includes $17,443,783.38 paid out of Fund 245
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OKLAHOMA HEALTH CARE AUTHORITY
Summary of Revenues & Expenditures:
Other State Agencies
SFY 2023, For the Five Month Period Ending November 30, 2022

FY23
REVENUE Actual YTD
Revenues from Other State Agencies 181,999,495
Federal Funds 697,770,649
TOTAL REVENUES $ 879,770,144
EXPENDITURES Actual YTD
Oklahoma Human Services
Home and Community Based Waiver 115,439,921
Money Follows the Person 988,043
Homeward Bound Waiver 31,330,377
In-Home Support Waivers 13,449,571
Advantage Waiver 87,811,494
Intermediate Care Facilities for Individuals with Intellectual Disabilities Public 8,934,458
Personal Care 3,870,011
Residential Behavioral Management 5,516,912
Targeted Case Management 26,383,770
Total Oklahoma Human Services 293,724,557
State Employees Physician Payment
Physician Payments 55,934,320

Total State Employees Physician Payment 55,934,320

Education Payments

Indirect Medical Education 39,124,998

Direct Medical Education 2,138,541

DSH 5,240,223
Total Education Payments 46,503,762
Office of Juvenile Affairs

Targeted Case Management 680,927

Residential Behavioral Management 2,699,474
Total Office of Juvenile Affairs 3,380,400
Department of Mental Health & Substance Abuse Service

Case Management 2,727,303

Inpatient Psychiatric Free-standing 29,987,844

Outpatient 8,690,392

Health Homes (2,398)
Psychiatric Residential Treatment Facili 6,378,457
Certified Community Behavioral Hea 149,162,941
Rehabilitation Centers 114,984,208
Total Department of Mental Healt pvices 311,928,747
State Department of Health
Children's First 185,510
Sooner Start 666,860
Early Interventio 1,680,235
Early and Perig gnosis, and Treatment Clinic 653,746
Family Plang 319,432
Family Planni 411,404
Maternity Clinic 7,911
Total Department of a 3,925,099
County Health Departme
EPSDT Clinic 201,709
Family Planning Waiver -
Total County Health Departments 201,709
State Department of Education 83,801
Public Schools 1,131,774
Medicare DRG Limit 124,010,018
Native American Tribal Agreements 6,227,173
Department of Corrections 1,321,753
JD McCarty 12,583,839
Total OSA Medicaid Programs $ 860,956,952
OSA Non-Medicaid Programs $ 47,163,723
Accounts Receivable from OSA $ 28,350,530
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OKLAHOMA HEALTH CARE AUTHORITY
SUMMARY OF REVENUES & EXPENDITURES:
Fund 205: Supplemental Hospital Offset Payment Program Fund
SFY 2023, For the Five Month Period Ending November 30, 2022

FY 23
REVENUES Revenue
SHOPP Assessment Fee 123,126,551
Federal Draws $ 278,431,348
Interest 79,108
Penalties -
TOTAL REVENUES $ 401,637,006
FY 23
EXPENDITURES Quarter Quarter Quarter Quarter Expenditures
Program Costs: 7/1/22 - 9/30/22 10/1/22 - 12/31/22 1/1/23 - 3 4/1/23 - 6/30/23
Hospital - Inpatient Care 62,885,681 64,627,323 - - $ 127,513,005
Hospital -Outpatient Care 17,328,429 16,164,122 - $ 33,492,551
Psychiatric Facilities-Inpatient 3,500,773 4,594,904 - $ 8,095,678
Rehabilitation Facilities-Inpatient 749,525 1,055,631 - - $ 1,805,157
Hospital - Inpatient Care - Expansion 64,714,551 - - $ 127,429,103
Hospital -Outpatient Care - Expansion 13,361,525 - - $ 26,723,051
Psychiatric Facilities-Inpatient - Expansion 2,117,676 - - $ 4,235,351
Rehabilitation Facilities-Inpatient - Expansion 453,400 - - $ 906,801
Total OHCA Program Costs 165,111,562 165,089, - - 330,200,696
Total Expenditures $ 330,200,696

SHOPP Revenue transferred to Fund 340 for Medicaid Program expense 71,436,310

*** Expenditures and Federal Revenue processed through Fund
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OKLAHOMA HEALTH CARE AUTHORITY
SUMMARY OF REVENUES & EXPENDITURES:
Fund 230: Nursing Facility Quality of Care Fund
SFY 2023, For the Five Month Period Ending November 30, 2022

Total State
REVENUES Revenue Share
Quality of Care Assessment $ 38,149,010 $ 38,149,010
Quality of Care Penalties (*Non-Spendable Revenue) $ 80,373 $ 80,373
Interest Earned 12,423 $ 12,423
TOTAL REVENUES $ 38,241,807 $ 38,241,807
FY 23 FY 23 Total
EXPENDITURES Total $ YTD State $ YTD  State $ Cost
Program Costs
Nursing Facility Rate Adjustment $ 108,710,243 $ 22,696,323
Eyeglasses and Dentures 4 103,647 $ 21,639
Personal Allowance Increase 1,274,720 $ 266,077
Coverage for Durable Medical Equipment and Supplies 1,129,805 $ 235,790
Coverage of Qualified Medicare Beneficiary 430,315 $ 89,807
Part D Phase-In 197,467 $ 197,467
ICF/IID Rate Adjustment 2,151,034 $ 448,984
Acute Services ICF/IID 3,070,252 $ 640,539
Non-emergency Transportation - Soonerride 909,686 $ 189,894
NF Covid-19 Supplemental Payment 68,439,502 $ 14,353,490
ICF Covid-19 Supplemental Paym 4094191 $ 858,524
Ventilator NF DME Supplemen $ -
Total Program Costs $ 190,510,862 $ 39,998,535 $ 39,998,535

Administration
OHCA Administration Costs
OHS-Ombudsmen
OSDH-Nursing

$ 127,758 $ 63,879

pspectors

Mike Fine, - -
Total Admi $ 127,758 $ 63,879 $ 63,879
Total Quality of Cake dsts $ 190,638,620 $ 40,062,413
TOTAL STATE SHARE OF COSTS $ 40,062,413

Note: Expenditure amounts are for informational purposes only. Actual payments are made from
Fund 340. Revenues deposited into the fund are tranferred to Fund 340 to support the costs, not
to exceed the calculated state share amount.
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OKLAHOMA HEALTH CARE AUTHORITY
SUMMARY OF REVENUES & EXPENDITURES:
Insure Oklahoma Program (Fund 245: HEEIA)
SFY 2023, For the Five Month Period Ending November 30, 2022

FY 22 FY 23 Total
REVENUES Carryover Revenue Revenue

Prior Year Balance $ 14,187,453

State Appropriations -

Federal Draws - Prior Year 265,676

Total Prior Year Revenue 14,453,129
Transfer to 340 for Expansion-current year - -
Tobacco Tax Collections - 14,756,620 14,756,620
Interest Income - 106,943 106,943
Federal Draws - 14,284,354 14,284,354
TOTAL REVENUES $ 14,453,129 $ 29,147,917 $ 43,601,046

A
FY 22 FY 23 Total State

EXPENDITURES Expenditures Expenditures $YTD
Program Costs:

Employer Sponsored Insurance $ 17,443,783 $ 17,443,783

College Students/ESI Dental 180,301 37,642
Individual Plan

SoonerCare Choice $ - $ -

Inpatient Hospital (1,859) (388)

Outpatient Hospital (571) (117)

BH - Inpatient Services - -
BH -Psychiatrist -
Physicians 2,184 439
Dentists - -
Mid Level B

398 82
(7,056) (1,471)
1,871 383
Total Individua $ (5,033) $ (1,072)
College Students-Service Costs $ 181 $ 39
Total OHCA Program Costs $ 17,619,232 $ 17,480,392
Administrative Costs
Salaries $ - % 596,151 $ 596,151
Operating Costs 323 516 838
E&E Development Gainwell - - -
Contract - Gainwell 375,519 362,020 737,539
Total Administrative Costs $ 375,842 $ 958,686 $ 1,334,528
Total Expenditures $ 18,814,920
Transfer to Fund 340 for Expansion Costs $ 5,889,367
NET CASH BALANCE $ 14,077,287 4,819,473 $ 18,896,759
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November Beginning Fund Balance:
Prior year
Current year
Total

November Revenues:
Prior year
Current year
Total

November Expenditures:
Prior year
Current year
Total

Operating Transfers In
Prior year
Current year
Total

Operating Transfers Out
Prior year
Current year
Total

Change in CY Fund Balance

Ending Fund Balance

Administration Program

Fund 200

Combining Statement of Revenues, Expenditures and Changes in Fund Balance

Supplemental
Hospital Offset
Payment

205

OKLAHOMA HEALTH CARE AUTHORITY

SFY 2023, For the Five Month Period Ending November 30, 2022

Fund Quality of Care

Fund 230

Rate
Preservation
Fund 236

Health
Employee and
Economy Act

Fund 245

Federal Deferral
Fund 240

Belle Maxine
Hilliard Breast &
Cervical Cancer

Treatment

Medicaid
Program

Medicaid

(Tobacco) Fund (Tobacco) Fund Program Fund

250

255

340

Clearing
Account 1807B

Total Cash
Balance

30,193,601 954,274 158,274 173,190,614 66,105,110 4,077,287 - -| 884,956,391 14,945,358 1,184,580,908
(405,122) (227,309) (12,445) 48,924,793 299,789 2,218,597 - - 105,011,728 2,604,149 158,914,180
29,788,479 726,965 145,829 | 222,115,407 66,404,899 160795,884 - - 989,968,119 17,549,506 1,343,495,088
463,325 - - - - - - - 174,491 - 637,816
10,373,723 811,989 7,523,617 - 5,630,679 55,247 3,310,415 | 711,636,434 17,724,794 757,159,803
10,837,049 811,989 7,523,617 - 5,630,679 55,247 3,310,415 | 711,810,924 17,724,794 757,797,619
2,332,191 - - - - - 2,332,191
8,133,067 3,493,195 - -| 814,482,793 - 826,109,055
10,465,257 3,493,195 - -| 814,482,793 828,441,245
5,765,823 - - - 89,056,167 - 108,500,161
5,765,823 - - - 89,056,167 - 108,500,161
1,147,870 - - - - 1,147,870
- - 55,247 3,310,415 - 14,945,358 25,710,251
1,147,870 - 55,247 3,310,415 - 14,945,358 26,858,121
7,601,357 584,681 111,941 62,602,964 392,695 4,856,081 - - 91,221,536 5,383,585 172,754,839

34,778,223

1,538,955

270,214

235,793,578

66,497,805 18,933,368

976,352,417

20,328,943

1,354,493,503
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OKLAHOMA HEALTH CARE AUTHORITY
HEALTHY ADULT PROGRAM EXPENDITURES - OHCA
SFY 2023, For the Five Month Period Ending November 30, 2022

FY23 BUDGETED EXPENDITURES FY23 ACTUAL EXPENDITURES BUDGET VARIANCE

YTD through (Over)/
PROGRAM / ACTIVITY Full Year Year to Date November Under
OHCA MEDICAID PROGRAMS

Managed Care
SoonerCare Choice 3,765,223 1,568,843 1,720,822 (151,979)
Total Managed Care 3,765,223 1,568,843 1,720,822 (151,979)

Fee for Service
Hospital Services:

Inpatient Acute Care 273,604,093 117,202,501 106,207,709 10,994,792

SHOPP 265,696,456 130,067,538 159,294,306 (29,226,768)

Outpatient Acute Care 261,235,739 111,808,967 120,699,944 (8,890,977)
Total Hospitals 800,536,288 359,079,005 ‘ 386,201,959 (27,122,953)
Behavioral Mental Health:

Inpatient Services - DRG 9,301,433 3,935,222 10,139,510 (6,204,288)

Outpatient - - v - -
Total Behavioral Mental Health 9,301,433 3,935,222 10,139,510 (6,204,288)

Physicians & Other Providers:

Physicians 165,125,830 71,066,697 77,804,389 (6,737,691)
Dentists 41,644,615 17,618,876 | 4 25,088,139 (7,469,263)
Mid-Level Practitioner 470,555 199,081 192,216 6,865
Other Practitioners 17,826,615 7,542,030 9,626,732 (2,084,702)
Home Health Care 1,057,567 447,432 501,205 (53,773)
Lab & Radiology 18,732,473 7,925,277 ‘ 8,657,957 (732,680)
Medical Supplies 12,693,042 5,370,133 6,949,532 (1,579,399)
Clinic Services 143,276,094 61,822,578 ‘ 71,029,964 (9,207,385)
Ambulatory Clinics 3,935,341 1,664,952 1,993,601 (328,649)
Total Physicians & Other Providers 404,762,132 173,657,056 201,843,733 (28,186,677)
Misc Medical & Health Access Network 81,869 34,637 53,120 (18,483)
Transportation 22,433,552 9,491,118 12,767,211 (3,276,093)
Health Access Network - - 13,805 (13,805)
Prescription Drugs 538,724,708 230,815,838 287,986,004 (57,170,166)
Total OHCA Medicaid Programs 1,779,605,206 778,581,719 900,726,165 (122,144,445)
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March MAC
Proposed Rules Amendment Summaries

These proposed PERMANENT rules were presented at the Jan. 3, 2023, Tribal Consultation,
and were subject to a 30-day public comment period from Feb. 1 through Mar. 3, 2023.

The Agency is requesting the effective date to be Sept. 2023, contingent upon receiving
legislature and gubernatorial approval.

APA WF # 22-23A&B ADvantage Waiver Rule Changes — The proposed revisions align policy
with the recently approved waiver amendment, which added Assistive Technology and Remote
Support services. Revisions outline and define the purpose and scope of remote support services,
service description, provider requirements, guidelines, limitations, and service discontinuation.
Additional revisions outline the assistive technology services and devicegythat are covered/non-
covered. Further revisions correct formatting and grammatical errors.

Budget Impact: The estimated total cost for SFY 2023 is $958,87,
SFY 2024 is $2,025,000. Oklahoma Human Services (OKDHS) is respo
cost of services.

timated total cost for
e for the projected

APA WF # 22-24A&B Developmental Disabilities S
proposed revisions update coverage limits for individu
from $5,500 to $6,500 and remove outdated docume
services. The revisions add new criteria and standards for
providers of respite care and homemaker, remote, and agency
also add optometry benefits to include routin
Finally, revisions add language to support t
formatting/grammatical errors, and align polic

ices (DDS) Policy Changes — The
mil ining and group family training
ion requirements for family support
ialized foster care and criteria for
panion services. The revisions

eye.examination and purchase of corrective lenses.

e of the public transportation limit, correct
rent business practices.

Budget Impact: Budget neutral.

APA WF # 22-25 Behavior ealthl Rules Cleanup — The proposed revisions clarify timely
completion of the placemeft,tool bstance use disorder (SUD) admission or extension
request and update service plangdocumentation, and signature requirements. Furthermore, the

proposed revisions require providlers to report to OKDHS instances of child abuse/neglect in
residential settings,in_accordancedwith state law. Revisions also include grammatical and

APA WF # 22-26%€kisi tervention Rule Revisions — The proposed revisions clarify crisis
intervention services ) as the provision of these services is expanding in the State. Rule
changes will clearly define mobile versus on-site CIS and include other grammatical and
formatting changes as needed.

Budget Impact: Budget neutral.

APA WF # 22-27 Physician Assistant Rule Revisions — The proposed revisions ensure that
previous amendments to the Physician Assistant Practice Act by the State’s Legislature are
reflected in the rules. Rule changes include: updating the term "supervising” physician to
"delegating" physician; removing the application to practice requirements and replace it with the
practice agreement requirements; and a new timeframe of 10 business days for providers to
submit any updated copy of the practice agreement due to changes. Other revisions will involve
limited rewriting aimed at improving readability and overall flow of policy language.

Budget Impact: Budget neutral.



APA WF # 22-28 Opioid Treatment Program (OTP) Rule Changes — The proposed revisions
revise OTP rules to align with federal regulations with updates to the phase requirements. Further
revisions update service plan signatures to clarify requirements according to the member's age.

Budget Impact: Budget neutral.

APA WF # 22-29 Laboratory Services Policy Cleanup — The proposed revisions combine the
existing laboratory policies into one centralized location. This will allow for better access to the
policies and an easier understanding of services covered under the laboratory benefit. Language
will be placed into policy to clarify coverage of reference (outside) laboratories when an
independent or hospital laboratory refers a service to another laboratory.

Budget Impact: Budget neutral.

APA WF # 22-30 Outdated/Obsolete Policy Language Cleanup —
amend language to remove obsolete references and combine sectio
overabundant number of sections that are currently in Title 317. Th
comply with Oklahoma Executive Order 2020-03.

proposed revisions
f policy to remove the
nges are necessary to

Budget Impact: Budget neutral.

APA WF # 22-31 Eliminate Certificate of Medical N
Most Medical Supplies, Equipment, and Applianc
requirement to include a CMN form when requesting the
supplies, equipment, and appliances. Rules will state that th
for enteral and parenteral nutrition.

sity (CMN) Form Requirement for
oposed revisions eliminate the
uthorization (PA) for most medical
N form continues to be required

Budget Impact: Budget neutral.

These proposed EMERGENCY rules were pre ed at the Jan. 3, 2023, Tribal Consultation,

and were subject to at least a 15-day public co

[fective date to be immediately upon receiving gubernatorial
ntil May 8, 2023, to approve or disapprove each rule,

APA WF # 23-01 S al Care Services for Expansion Adults, TEFRA Eligible
Children and IAGI Populations — The proposed revisions will add new policy to
delineate eligi irements, definitions, medical eligibility criteria for personal care, and the
process for medi determinations. Additionally, rules add the current business practice

Budget Impact: The ‘estimated budget impact, for SFY2023, will be an increase in the total
amount of $91,173; with $25,200 in state share. The estimated budget impact, for SFY2024 will
be an increase in the total amount of $273,520; with $88,921 in state share.

APA WF # 23-05 Notification of Date of Service (NODOS) Timeframe Change — The proposed
revisions update rules on application procedures for filing a Notification of Date of Service
(NODOS). The current five-day requirement for the hospital to file the electronic NODOS will
remain in effect; however, after the electronic NODOS is filed, the applicant or someone acting
on behalf of the applicant will have 40 days to submit a completed SoonerCare application instead
of the current fifteen 15 days.

Budget Impact: The estimated total cost for SFY 2024 is $420,861 ($284,039 in federal share
and $136,822 in state share). The estimated total cost for SFY 2025 is $561,147 ($378,718 in
federal share and $182,429 in state share).



APA WF # 23-06A&B Transition to SoonerSelect — These changes comply with Oklahoma
Senate Bill SB1337 and Oklahoma Senate Bill 1396 (SB 1396), which directed the Oklahoma
Health Care Authority to transition to a new health care program, called SoonerSelect. Policy will
define terms, processes, and regulations from SB1337 and the published Model
Contract/Request for Proposals (RFP). The proposed rule additions/revisions outline and address
state-sanctions and complementary non-compliance remedies required of the medical contracted
entities (CEs) and dental benefit managers (DBMs). Other rule additions include, but are not
limited to, managed care mandatory and voluntary populations (American Indian/Alaskan Native
(AI/AN) members), processes for network adequacy, provider requirements, termination of
contracts, transition of care policies, medical necessity, required notices and grievances and
appeals.

Budget Impact: The OHCA Board approved expenditure authority for the SoonerSelect RFP at
the January 18, 2023 meeting. The goal of the SoonerSelect delivery model over the term of the
contracts (first year, plus 5 renewal years) is budget neutrality.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 85. ADVANTAGE PROGRAM WAIVER SERVICES

317:30-5-763. Description of services
Services included in the ADvantage program are:
(1) Case management.
(A) Case management services, regardless of payment source, assist a member to gain
access to medical, social, educational, or other services that benefit him or her to
maintain health and safety. Case managers:
(1) Initiate and oversee necessary assessments and
reestablish waiver program eligibility;
(i) Develop the member's comprehensive per
the services necessary to prevent institutio ation of the member, as determined
through the assessments; 4
(iii) Initiate the addition of necessary services'ordeletion of unnecessary services, as
dictated by the member's condition and availabl@support; and
(iv) Monitor the member's condition to ensur livery and appropriateness of
services and initiate person-centered.service plan reviews. Case managers submit an
individualized-Ferm-02CB014; Servi es\Ba‘kup Plan, on all initial service plans,
annually at reassessment, and dates as appropriate throughout the year,
reflecting risk factors and measures in place to minimize risks. When a member
requires hospit:?ur ing facility (INF) services, the case manager:
() Assistsgthe member in accessing institutional care and, as appropriate,
periodicallysmonitorsithe;member's progress during the institutional stay;
(1) Helps the member transition from institution to home by updating the
person-centeredservice plan;
epares services to start on the date the member is discharged from the

ents to establish or

-centered serviceiplan, listing only

ed by an ADvantage provider for the member must not provide case
management or develop the person-centered service plan, except when the ADvantage
Administration (AA) demonstrates the only willing and qualified entity to provide case
management and/or develop person-centered service plans in a geographic area, also
provides other ADvantage services. Prior to providing services to members receiving
Consumer-DirectedConsumer Directed Personal Assistance Services and Supports (CD-
PASS), case manager supervisors, and case managers are required to receive training and
demonstrate knowledge regarding the CD-PASS service delivery model, "Independent
Living Philosophy,” and demonstrate competency _in person-centered planning.

(C) Providers may only claim time for billable case management activities, described as:
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(i) Any task or function, per Oklahoma Administrative Code (OAC) 317:30-5-
763(1)(A) that only an ADvantage case manager—ean—perform—on—behalfof-the
member, because of skill, training, or authority, can perform on behalf of a member;
and
(if) Ancillary activities, such as clerical tasks, including, but not limited to, mailing,
copying, filing, faxing, driving time, or supervisory and administrative activities are
not billable case management activities. The administrative cost of these activities
and other normal and customary business overhead costs are included in the
reimbursement rate for billable activities.
(D) Case management services are prior authorized and billed per fifteen (15) minute unit
of service using the rate associated with the location of residence pf the member served.
(1) Case management services are billed using a standard rate for reimbursement for
billable service activities provided to a member whogf€Sides in a county with a
population density greater than twenty-five (25) persoRs pe are mile.
(ii) Case management services are billed using a very rural/out roviders' service
area rate for billable service activities provided4® a member who Tesides in a county
with a population density equal to, or less twenty-five (25) persons per square
mile. Exceptions are services to membersfho resitle in Oklahoma Department-of
Human Services (OKDHS)_Community ing, Aging_and Protective Services
identified zip codes in Osage County adjacent t@ithe metropolitan areas of Tulsa and
Washington counties. Services to these memt&re prior authorized and billed
using the standard rate.
(iii) The latest United States sus oma counties population data is the
source for determination of whet ember resides in a county with a population
density equal to, or less than twenty-five (25) persons per square mile; or resides in
a county with a ?Iat‘n density greater than twenty-five (25) persons per square
mile.
(2) Respite. ~
(A) Respite services are «pﬁovided to members who are unable to care for themselves.
Services are provided on‘ashort-term basis due to the primary caregiver's absence or need
for relie nt for respite care does not include room and board costs unless more
sare provided in a NF. Respite care is only utilized when other sources
of care.and suppotiare exhausted. Respite care is only listed on the service plan when it
i nt institutionalization of the member. Units of services are limited to
the number of ubtts approved on the service plan.
(B) In-home respite services are billed per fifteen (15) minute unit of service. Within any
one (1) day period, a minimum of eight (8) units [two (2) hours] must be provided with a
maximum of twenty-eight (28) units [seven (7) hours] provided. The service is provided
in the member's home.
(C) Facility-based extended respite is filed for a per diem rate when provided in a NF.
Extended respite must be at least eight (8) hours in duration.
(D) In-home extended respite is filed for a per diem rate. A minimum of eight (8) hours
must be provided in the member's home.
(3) Adult day health (ADH) care.
(A) ADH is furnished on a regularly-scheduledregularly scheduled basis for one (1) or
more days per week in an outpatient setting. It provides both health and social services
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necessary to ensure the member's optimal functioning. Most assistance with activities of
daily living (ADLSs), such as eating, mobility, toileting, and nail care are integral-services
to_ the ADH care service and are covered by the ADH care basic reimbursement rate.
(B) ADH care is a fifteen (15) minute unit of service. No more than eight (8) hours,
[thirty-two (32) units] are authorized per day. The number of units of service a member
may receive is limited to the number of units approved on the member's approved service
plan.
(C) Physical, occupational, and speech therapies are only provided as an enhancement to
the basic ADH care service when authorized by the service plan and are billed as a
separate procedure. ADH care therapy enhancement is a maximum of one (1) session unit
per day of service.
(D) Meals provided as part of this service do not constitute a fu
(1) meal, that contains at least one-third (1/3) of the curren
intake (DRI), as established by the Food and Nutrition Bo
of Sciences, Engineering, and Medicine, is provided to those parti
center for four (4) or more hours per day; and s not constitutesa full nutritional
regimen. Member's access to food at any time also be available in addition to the
required meal and is consistent with an individg@l not reé®iving Medicaid-funded services
and supports.
(E) Personal-carePersonal care service enhancementdm ADH is assistance in bathing, hair
care, or laundry service, authorized by the person&red service plan and billed as
separate procedures. This service isf@utherized when an ADvantage waiver member who
uses ADH requires assistance with bathin Mﬁare, or laundry to maintain health and
safety. Assistance with bathing, hair c laundry-serviee is not a usual and customary
ADH care service. ADH personal carefénhancement is a maximum of one (1) unit per
day of bathing, hair ?or undry servige.
(F) OKDHS Homefand Cemmunity-Based Services (HCBS) waiver settings have
qualities defined in_ Home'and Cemmunity-Based Services: Waiver Requirements, 42
Code of Federal Regulatioﬁs, Section (8) 441.301 (c)(4) based on the individual's needs,
defined in the member's authorized service plan.
center is integrated and supports full access of ADvantage members to
munity, including opportunities to:
ployment and work in competitive integrated ADH Center, not a
t for persons that are retirement age;
ge in community life;
ontrol personal resources; and

(1V) Receive services in the community, to the same degree as individuals not

receiving ADvantage Program or other Medicaid HBCS waiver services.
(i1) The ADH is selected by the member from all available service options and given
the opportunity to visit and understand the options.
(iii) The ADH ensures the member's rights of privacy, dignity, respect, and freedom
from coercion and restraint.
(iv) The ADH optimizes the member's initiative, autonomy, and independence in
making life choices including, but not limited to:

() Daily activities;

(11) The physical environment; and

tritional regimen. One
dietary recommended
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(1) Social interactions.

(v) The ADH facilitates the member's choice regarding services and supports

including the provider.

(vi) Each member has the freedom and support to control his or her own schedules,

activities, and access to food at any time.

(vii) Each member may have visitors whenever he or she chooses.

(viii) The ADH center is physically accessible to the member.
(G) ADH centers that are presumed not to be HCBS settings per 42 C.F.R. §
441.301(c)(5)(v) include, ADH centers:

(1) #aln a publicly- or privately-owned facility providing inpatient treatment;

(ii) enOn the grounds of or adjacent to a public institution; and

(iii) wathWith the effect of isolating individuals from t roader community of

individuals not receiving ADvantage program or anoth dicaid HCBS;
(H) When the ADH is presumed not HCBS, according to@2 C.RR. 8§ 441.301(c)(5)(v),
it may be subject to heightened scrutiny by AA, the Oklahoma h Care Authority
(OHCA), and the Centers for Medicare and Medi Services (CMS)? The ADH must
provide evidence that the ADH portion of the f y has clear administrative, financial,
programmatic, and environmental distinction§ from #ffle institution and comply with
additional monitoring by the AA.

(4) Environmental modifications
(A) Environmental modifications are physical adap%s to the home, required by the
member's person-centered service planithat are necessary to ensure the member's health,
welfare, and safety or enable the mémber to tion with greater independence in the
home, and that without such, the me ould require institutionalization. Adaptations
or improvements to the home-but not irect medical or remedial benefit to the waiver
member are exclude l
(B) All services req[no uthorlzatlon
(5) Specialized medical equipmentand,supplies.
(A) Specialized medical@quipment and supplies are devices, controls, or appliances
specified in the person-centered service plan that enable members to increase their
m ADLSs, or to perceive, control, or communicate with the environment
Necessary items for life support, ancillary supplies, and equipment
necessary for the pfoper functioning of such items, and durable and non-durable medical

benefit to the'waiver member and necessary to prevent institutionalization.

(B) Specialized medical equipment and supplies are billed using the appropriate
HealthCare Common Procedure Code (HCPC). Reoccurring supplies shipped and
delivered to the member are compensable only when the member remains eligible for
waiver services, continues to reside in the home, and is not institutionalized in a hospital,
skilled nursing facility, or nursing home. It is the provider's responsibility to verify the
member's status prior to shipping and delivering these items. Payment for medical
supplies is limited to the SoonerCare (Medicaid) rate when established, to the Medicare
rate, or to actual acquisition cost, plus thirty percent (30%). All services must have prior
authorization.

(6) Advanced supportive/restorative assistance.
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(A) Advanced supportive/restorative assistance services are maintenance services used to
assist a member who has a chronic, yet stable condition. These services assist with ADLs
that require devices and procedures related to altered body functions. These services are
for maintenance only and are not utilized as treatment services.
(B) Advanced supportive/restorative assistance service is billed per fifteen (15) minute
unit of service. The number of units of service a member may receive is limited to the
number of units approved on the person-centered service plan.

(7) Nursing.
(A) Nursing services are services listed in the person-centered service plan that are within
the scope of the state's Nurse Practice Act. These services are provided by a registered
nurse (RN), a licensed practical nurse (LPN), or a licensed vocatiagnal nurse (LVVN) under
the supervision of an RN licensed to practice and in good standifg in the state in which
services are provided. Nursing services may be provided o intermittent or part-time
basis or may be comprised of continuous care. The provisign of th@ursing service works
to prevent or postpone the institutionalization of the member.
(B) Nursing services are services of a maintenancgpor preventative Rature provided to
members with stable, chronic conditions. These Ices are not intended to treat an acute
health condition and may not include services4@imburséble under either the Medicaid or
Medicare home health program. This service primarily provides nurse supervision to the
personal care assistant or to the advanced supportive/restorative assistance aide and
assesses the member's health and prescribed medi(%rvices to ensure they meet the
member's needs as specified ifthe, person-centered service plan. A nursing
assessment/evaluation, on-site visit made\tm@ch member, with additional visits for
members with advanced supportive/r Ive assistance services authorized to evaluate
the condition of the member an@d® medical appropriateness of services. An
assessment/evaluati?o is forwarded,to the ADvantage program case manager and
the skilled nurse infaccordance with review schedule determined between the case
manager and the skilled nurse:andreutlined in the member's person-centered service plan,
to report the member's ‘condition or other significant information concerning each
ADvantage member.

i antage program case manager may recommend authorization of nursing

rt of the interdisciplinary team planning for the member's person-

plan and/or assessment/evaluation of the:

r's general health, functional ability, and needs; and/or

quacy of personal care and/or advanced supportive/restorative

assistance services to meet the member's needs, including providing on-the-job
training and competency testing for personal care or advanced
supportive/restorative care aides per rules and regulations for the delegation of
nursing tasks established by the beard-efnursingBoard of Nursing in the state in
which services are provided.

(i) In addition to assessment/evaluation, the ADvantage program case manager may

recommend authorization of nursing services to:
(1) Prepare a one (1) week supply of insulin syringes for a person who is blind
and has diabetes and can safely self-inject the medication but cannot fill his or
her own syringe. This service includes monitoring the member's continued
ability to self-administer the insulin;




APA WF 22-23A

(11) Prepare oral medications in divided daily compartments for a member who
self-administers prescribed medications but needs assistance and monitoring due
to a minimal level of disorientation or confusion;
(111) Monitor a member's skin condition when a member is at risk for skin
breakdown due to immobility or incontinence or the member has a chronic stage
Il decubitus ulcer requiring maintenance care and monitoring;
(IV) Provide nail care for thea member with diabetes or—member who has
circulatory or neurological compromise; and
(V) Provide consultation and education to the member, member's family, or
other informal caregivers identified in the person-centered service plan,
regarding the nature of the member's chronic condition. Skills training,
including return skills demonstration to establish co ency, to the member,
family, or other informal caregivers as specified i erson-centered service
plan for preventive and rehabilitative care procedlres arehalso provided.
(C) Nursing service includes interdisciplinary team planning and mmendations for
the member's person-centered service plan developgient and/or assessment/evaluation or
for other services within the scope of the nurse'sdi€ense, including private duty nursing.
Nursing services are billed per fifteen (15) mifitite unit®f service. A specific procedure
code is used to bill for interdisciplinary team ‘planning and recommendations for the
member's person-centered service plan, but other pragedure codes may be used to bill for
all other authorized nursing services. A maximum &wt (8) units [two (2) hours], per
day of nursing for service plan devélopment and assessment evaluation are allowed. An
agreement by a provider to perform\a nurse ation is also an agreement to provide
the Medicaid in-home care services ich the provider is certified and contracted.
Reimbursement for a nurse evaluationtis denied when the provider that produced the
nurse evaluation fa:lls”ro ide the nurse assessment identified in the Medicaid in-home
care services for whi€h the provider is certified and contracted.
(8) Skilled nursing serviges. ~~
(A) Skilled nursing serviee/Sﬂ listed in the person-centered service plan, thatare-within
the_state's Nurse Practice Act scope, ofthe-state's-Nurse-Practice-Act-and are ordered by
i ician, osteopathic physician, physician assistant, or ar advanced practice
vided by ara RN, LPN, or LVN under the supervision of ara RN,
nd in good standing in the state irwhichwhere services are provided.
ices provided in the member's home or other community setting are
the specialized skills of a licensed nurse. The scope and nature of these
services are intended for treatment of a disease or a medical condition and are beyond the
scope of ADvantage nursing services. These intermittent nursing services are targeted
toward a prescribed treatment or procedure that must be performed at a specific time or
other predictable rate of occurrence. The RN contacts the member's physician to obtain
necessary information or orders pertaining to the member's care. When the member has
an ongoing need for service activities requiring more or less units than authorized, the
RN must recommend, in writing, that the service plan be revised.
(B) Skilled nursing services are provided on an intermittent or part-time basis, and billed
per fifteen (15) minute unit of service. Skilled nursing services are provided when nursing
services are not available through Medicare or other sources or when SoonerCare plan
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nursing services limits are exhausted. Amount, frequency, and duration of services are
prior-authorized in accordance with the member's person-centered service plan.
(9) Home-delivered meals.
(A) Home-delivered meals provide one (1) meal per day. A home-delivered meal is a
meal prepared in advance and brought to the member's home. Each meal must have a
nutritional content equal to at least one-third (1/3) of the dietary reference intakes as
established by the Food and Nutrition Board of the National Academies of Sciences,
Engineering and Medicine. Home-delivered meals are only provided to members who are
unable to prepare meals and lack an informal provider to do meal preparation.
(B) Home-delivered meals are billed per meal, with one (1) meal equaling one (1) unit of
service. The limit of the number of units a member is allowed to receive is in accordance
with the member's person-centered service plan. The providegmust obtain a signature
from the member or the member's representative at the tim eal is delivered. In the
event the member is temporarily unavailable, such as at a@octo pointment, and the
meal is left at the member's home, the provider must document the n a signature was
not obtained. The signature logs must be available f@¥ review.
(10) Occupational therapy services.
(A) Occupational therapy services are servicesfthat incase functional independence by
enhancing the development of adaptive skills performance capacities of members
with physical disabilities and related psychological cognitive impairments. Services
are provided in the member's home and are intendec&elp the member achieve greater
reside and participate in the community. Treatment
are, Wi and play activities, and may include
modification of the tasks or environ 0 enable the member to achieve maximum
independence, prevent further disability; and maintain health. Under a physician's order,
a licensed occupationalFthesapist evaluates the member's rehabilitation potential and
develops an appr@priate Swritten, therapeutic regimen. The regimen utilizes
paraprofessional, oceupationalitherapy assistant services, within the limitations of his or
her practice, working under the supervision of a licensed occupational therapist. The
regimen includes education and training for informal caregivers to assist with anédferor
maintai iees when appropriate. The occupational therapist ensures monitoring and
he member's rehabilitative progress and reports to the member's case
ian to coordinate the necessary addition or deletion of services, based
dition and ongoing rehabilitation potential.
therapy services are billed per fifteen (15) minute unit of service.
Payment is nat allowed solely for written reports or record documentation.
(11) Physical therapy services.
(A) Physical therapy services are those services that maintain or improve physical
disability through the evaluation and rehabilitation of members disabled by pain, disease,
or injury. Services are provided in the member's home and are intended to help the
member achieve greater independence to reside and participate in the community.
Treatment involves the use of physical therapeutic means, such as massage, manipulation,
therapeutic exercise, cold and/or heat therapy, hydrotherapy, electrical stimulation, and
light therapy. Under a physician's order, a licensed physical therapist evaluates the
member's rehabilitation potential and develops an appropriate, written, therapeutic
regimen. Under the Oklahoma Physical Therapy Practice Act, a physical therapist may

independence, enabling him or her
involves the therapeutic use of sel
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evaluate a member's rehabilitation potential and develop and implement an appropriate,
written, therapeutic regimen without a referral from a licensed health care practitioner for
a period not to exceed thirty (30) calendar days. Any treatment required after the thirty
(30) calendar day period requires a prescription from a physician or the physician's
assistant of the licensee. The regimen utilizes paraprofessional physical therapy assistant
services, within the limitations of his or her practice, working under the_licensed physical
therapist’s supervision-ofthe-Hcensed-physical-therapist. The regimen includes education
and training for informal caregivers to assist with and/or maintain services when
appropriate. The licensed physical therapist ensures monitoring and documentation of the
member's rehabilitative progress and reports to the member's case manager and physician
to coordinate the necessary addition or deletion of services, based on the member's
condition and ongoing rehabilitation potential.

(B) Physical therapy services are-may be authorized as AD
and are a maximum of one (1) session unit per day of se
solely for written reports or record documentation.

(12) Speech and language therapy services.
(A) Speech and language therapy services are tha§e that maintain or improve speech and
language communication and swallowing disod@lers/disability through the evaluation and
rehabilitation of members disabled by pain, diséase; or injury. Services are provided in
the-member's-homean ADH service setting and are #atended to help the member achieve
greater independence to reside and participate in the&wunity. Services involve the use

ation, specialized treatment, or development and
oversight of a therapeutic maintena prog;?a&Under a physician's order, a licensed
speech and language pathologist ev s the ‘member's rehabilitation potential and
develops an appropriate, written, thefapeutic regimen. The regimen utilizes speech
language pathology assistanfiservices within the limitations of his or her practice, working
under the supervisigh” of the licensed speech and language pathologist. The regimen
includes education‘and trainingfesinformal caregivers to assist with; and/or maintain
services when appropriate./ The speech and language pathologist ensures monitoring and
documentation of the member's rehabilitative progress and reports to the member's case
sician to coordinate the necessary addition and/or deletion of services,
er's condition and ongoing rehabilitation potential.

nguage therapy services are authorized as ADH care-therapy

e a maximum of one (1) session unit per day of service. Payment is

for written reports or record documentation.

e therapy enhancement

of therapeutic means, such as ev

(13) Hospice services.
(A) Hospice services are palliative and comfort care provided to the member and his or
her family when a physician certifies the member has a terminal illness, with a life
expectancy of six (6) months or less, and orders hospice care. ADvantage hospice care is
authorized for a six (6) month period and requires physician certification of a terminal
illness and orders of hospice care. When the member requires more than six (6) months
of hospice care, a physician or nurse practitioner must have a face-to-face visit with the
member thirty (30) calendar days prior to the initial hospice authorization end-date, and
re-certify that the member has a terminal illness, has six (6) months or less to live, and
orders additional hospice care. After the initial authorization period, additional periods of
ADvantage hospice may be authorized for a maximum of sixty (60) calendar day
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increments with physician certification that the member has a terminal illness and six (6)
months or less to live. A member's person-centered service plan that includes hospice
care must comply with Waiver requirements to be within total person-centered service
plan cost limits.

(B) A hospice program offers palliative and supportive care to meet the special needs
arising out of the physical, emotional, and spiritual stresses experienced during the final
stages of illness, through the end of life, and bereavement. The member signs a statement
choosing hospice care instead of routine medical care with the objective to treat and cure
the member's illness. Once the member has elected hospice care, the hospice medical
team assumes responsibility for the member's medical care for the illness in the home
environment. Hospice care services include nursing care, physician services, medical
equipment and supplies, drugs for symptom and pain relief#’home health aide and
personal care services, physical, occupational and speec rapies, medical social
services, dietary counseling, and grief and bereavement co@nselingyto the member and/or
the member's family.

(C) A hospice person-centered service plan must
conjunction with the member's ADvantage ca:
provided. The hospice services must be relatefito thegPalliation or management of the
member's terminal illness, symptom control, ort¥0.enable the member to maintain ADL
and basic functional skills. A member who is eligiblesfor Medicare hospice provided as a
Medicare Part A benefit, is not eligible to receive A&lage hospice services.

(D) Hospice services are billed per diem-of service for days covered by a hospice person-
centered service plan and while the h@spice prowider is responsible for providing hospice
services as needed by the member mber's family. The maximum total annual
reimbursement for a member's hospice €are within a twelve (12) month period is limited
to an amount equiva to, eighty-five percent (85%) of the Medicare hospice cap
payment, and must uthorized on the member's person-centered service plan.

(14) ADvantage personal care. ~
(A) ADvantage personal ‘Care is assistance to a member in carrying out ADLs, such as
bathing, grooming, and taileting or in carrying out instrumental activities of daily living

s preparing meals and laundry service, to ensure the member's personal

r to prevent or minimize physical health regression or deterioration.

es do not include service provision of a technical nature, such as

trachealksuctioning; bladder catheterization, colostomy irrigation, or the operation and
maintenance.of@quipment of a technical nature.

(B) ADvantage home care agency skilled nursing staff working in coordination with an
ADvantage case manager is responsible for the development and monitoring of the
member's personal care services.

(C) ADvantage personal care services are prior-authorized and billed per fifteen (15)
minute unit of service, with units of service limited to the number of units on the
ADvantage approved person-centered service plan.
(15) Personal emergency response system (PERS).
(A) PERS is an electronic device that enables members at high risk of institutionalization,
to secure help in an emergency. Members may also wear a portable "help™ button to allow
for mobility. PERS is connected to the person's phone and programmed to signal, per
member preference, a friend, relative, or a response center, once the "help” button is

developed by the*hospice team in
anager before hospice services are
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activated. For an ADvantage member to be eligible for PERS service, the member must
meet all-ef-the service criteria in (i) through (vi). The member:
(i) Has a recent history of falls as a result of an existing medical condition that
prevents the member from getting up unassisted from a fall;
(i) Lives alone and without a regular caregiver, paid or unpaid, and therefore is left
alone for long periods of time;
(iii) Demonstrates the capability to comprehend the purpose of and activate the
PERS;
(iv) Has a health and safety plan detailing the interventions beyond the PERS to
ensure the member's health and safety in his or her home;
(v) Has—has a disease management plan to implement medical and health
interventions that reduce the possibility of falls by aging the member's
underlying medical condition causing the falls; and
(vi) Will likely avoid premature or unnecessary ins
PERS.
(B) PERS services are billed using the appropriate HEPC procedure code for installation,
monthly service, or PERS purchase. All service prior authorized per the ADvantage
approved service plan.
(16) CD-PASS.
(A) CD-PASS are personal services assistance (P and advanced personal services
assistance (APSA) that enables a member in needmsistance to reside in his or her
home and community of choice, ratherithan in an institution; and to carry out functions
of daily living, self-care, and mobilitys CD-P services are delivered as authorized on
the person-centered service plan. T ber becomes the employer of record and
employs the PSA and the APSA. The member is responsible, with assistance from
ADvantage progran?inimtive Finangial Management Services (FMS), for ensuring
the employment pliestwith state and federal labor law requirements. The
member/employer may designatesai,adult family member or friend, who is not a PSA or
APSA to the member; @ an "authorized representative” to assist in executing the
employer functions. The'member/employer:
Q) hires, and, as necessary, discharges the PSA or APSA;
i the PSA or APSA has received sufficient instruction and training. If
mber/employer will work with the consumer-directed agent/case
) to obtain training assistance from ADvantage skilled nurses. Prior
an APSA task for the first time, the APSA must demonstrate
competency in the tasks in an on-the-job training session conducted by the member,
and the member must document the attendant's competency in performing each task
in the APSA's personnel file;
(iii) Determines where and how the PSA or APSA works, hours of work, what is to
be accomplished and, within individual budget allocation limits, wages to be paid for
the work;
(iv) Supervises and documents employee work time; and
(v) Provides tools and materials for work to be accomplished.
(B) The services the PSA may provide include:
(1) Assistance with mobility and transferring in and out of bed, wheelchair, or motor
vehicle, or all;

ization as a result of

10
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(i) Assistance with routine bodily functions, such as:
(1) Bathing and personal hygiene;
(11) Dressing and grooming; and
(1) Eating, including meal preparation and cleanup;
(iii) Assistance with home services, such as shopping, laundry, cleaning, and
seasonal chores;
(iv) Companion assistance, such as letter writing, reading mail, and providing escort
or transportation to participate in approved activities or events. "Approved activities
or events,” means community, civic participation guaranteed to all citizens including,
but not limited to, exercise of religion, voting or participation in daily life activities
in which exercise of choice and decision making is important to the member, and
may include shopping for food, clothing, or other necessiti€s; or for participation in
other activities or events specifically approved on the p
(C) An APSA provides assistance with ADLs to a mémbe
condition, when such assistance requires devices and procedures r
function if such activities, in the opinion of the attending physician or
be performed if the member were physically ¢ e, and the procedure may be safely
performed in the home. Services provided by t PSAgre maintenance services and are
never used as therapeutic treatment. Memberswho develop medical complications
requiring skilled nursing services while receiving A services are referred to his or
her attending physician, who may order home heal rvices, as appropriate. APSA
includes assistance with health maifjtenance activities that may include:
(i) Routine personal care for \persons with ostomies, including tracheotomies,
gastrostomies, and colostomies ell-healed stoma, external, indwelling, and
suprapubic catheters that include changing bags and soap and water hygiene around

the ostomy or cathefer sl?; >
(if) Removing rnal ¢atheters, inspecting skin, and reapplication of same;

(iii)) Administering prescribedsbowel program, including use of suppositories and
sphincter stimulation, and enemas pre-packaged only without contraindicating rectal
or intestinal conditions;
i ing medicated prescription lotions or ointments and dry, non-sterile
broken skin;
for transfers;
ssisting with oral medications;
g passive range of motion (non-resistive flexion of joint) therapy,
delivered'in accordance with the person-centered service plan unless contraindicated
by underlying joint pathology;
(viii) Applying non-sterile dressings to superficial skin breaks or abrasions; and
(ix) Using universal precautions as defined by the Centers for Disease Control and
Prevention.
(D) FMS are program administrative services provided to participating CD-PASS
members/employers by AA. FMS are employer-related assistance that provides Internal
Revenue Service (IRS) fiscal reporting agent and other financial management tasks and
functions, including, but not limited to:
(i) Processing employer payroll, after the member/employer has verified and
approved the employee timesheet, at a minimum of semi-monthly, and associated

11
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withholding for taxes, or for other payroll withholdings performed on behalf of the
member as employer of the PSA or APSA;
(i) Other employer-related payment disbursements as agreed to with the
member/employer and in accordance with the member/employer's individual budget
allocation;
(i1i) Responsibility for obtaining criminal and abuse registry background checks on
prospective hires for PSA or APSA on the member/employer's behalf;
(iv) Providing orientation and training regarding employer responsibilities, as well
as employer information and management guidelines, materials, tools, and staff
consultant expertise to support and assist the member_to successfully perform
employer-related functions; and
(v) Making Hepatitis B vaccine and vaccination series avai
employees in compliance with Occupational Safety
(OSHA) standards.
(E) The PSA service is billed per fifteen (15) minute unit of service:
of PSA a member may receive is limited to the numaber of units appro
centered service plan.
(F) The APSA service is billed per fifteen (18} minutéunit of service. The number of
units of APSA a member may receive is limited¥o.the number of units approved on the
person-centered service plan.
(17) tnstitutionalnstitution transition services.
(A) Hastitutionatinstitution transitiom services are those services necessary to enable a
member to leave the institution and réeeive nwry support through ADvantage waiver
services in his or her home and com ity.
(B) Transitional case management sérfvices are services per OAC 317:30-5-763(1)
required by the merr?n included on the member's person-centered service plan that
are necessary to ensufe the meémber's health, welfare, and safety, or to enable the member
to function with greater independenge in the home, and without which, the member would
continue to require institutionalization. ADvantage transitional case management
services assist institutionalized members who are eligible to receive ADvantage services
i ini s to needed waiver and other State Plan services, as well as needed

le to PSA and APSA
Health Administration

e number of units
on the person-

servicesymay be orized for periodic monitoring of an ADvantage member's progress
during an fastitdtfonal stay and for assisting the member to transition from institution to
home by updating the person-centered service plan, including necessary institutional
institution transition services to prepare services and supports to be in place or to start on
the date the member is discharged from the institution. Transitional case management
services may be authorized to assist individuals that have not previously received
ADvantage services, but were referred by SKBHS-ASCAP to the case management
provider for assistance in transitioning from the institution to the community with
ADvantage services support.
(1) tastitutionatinstitution transition case management services are prior authorized
and billed per fifteen (15) minute unit of service using the appropriate HCPC
procedure code and modifier associated with the location of residence of the member
served, per OAC 317:30-5-763(1){S)-(D).

12
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(i) A unique modifier code is used to distinguish_institution transitional case
management services from regular case management services.
(C) tnstitutionalInstitution transition services may be authorized and reimbursed, per the
conditions in (i) through (iv).
(i) The service is necessary to enable the member to move from the institution to his
or her home.
(if) The member is eligible to receive ADvantage services outside of the institutional
setting.
(iii) dnstitutionalinstitution transition services are provided to the member within
one-hundred and eighty (180) calendar-days of discharge from the institution.
(iv) Services provided while the member is in the institution are claimed as delivered
on the day of discharge from the institution.
(D) When the member receives institutionatinstitution transiti@services but fails to enter
the waiver, any iastitutionalinstitution transition services [ re not reimbursable.
(18) Assisted living services (ALS).
(A) ALS are personal care and supportive servic
reside in a homelike, non-institutional setting th
response capability to meet scheduled or un ictabi® member needs and to provide
supervision, safety, and security. Services @lso’ include social and recreational
programming and medication assistance, to the extént permitted under State law. The
ALS provider is responsible for coordinating serv provided by third parties to
ADvantage members in the assistedifiving center (ALC). Nursing services are incidental
rather than integral to the provision LS. Mtage reimbursement for ALS includes
services of personal care, housekee aundry, meal preparation, periodic nursing
evaluations, nursing supervision duringiaursing intervention, intermittent or unscheduled
nursing care, medicatigi@fadministration, @ssistance with cognitive orientation, assistance
with transfer and a ationyplanned programs for socialization, activities, and exercise,
and for arranging or. coordinatingyiransportation to and from medical appointments.
Services, except for planr@d programs for socialization, activities, and exercise, are to
meet the member's specific needs as determined through the individualized assessment
on the member's person-centered service plan.
e ALS philosophy of service delivery promotes member choice, and
t possible, member control. A member has control over his or her
or her choice of personal amenities, furnishings, and activities in the
vantage member must have the freedom to control his or her schedule
and activities*The ALS provider's documented operating philosophy, including policies
and procedures, must reflect and support the principles and values associated with the
ADvantage assisted living philosophy and approach to service delivery emphasizing
member dignity, privacy, individuality, and independence.
(C) ADvantage ALS required policies for admission and termination of services and
definitions.
(i) ADvantage-certified assisted living centers (ALC) are required to accept all
eligible ADvantage members who choose to receive services through the ALC,
subject only to issues relating to, one (1) or more of the following:
() Rental unit availability;
(1) The member's compatibility with other residents;

cludes twenty-four (24) hour on-site

13
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(111) The center's ability to accommodate residents who have behavior problems,

wander, or have needs that exceed the services the center provides; or

(V) Restrictions initiated by statutory limitations.
(if) The ALC may specify the number of units the provider is making available to
service ADvantage members. At minimum, the ALC must designate ten (10)
residential units for ADvantage members. Residential units designated for
ADvantage may be used for other residents at the ALC when there are no pending
ADvantage members for those units. Exceptions may be requested in writing subject
to the approval of AA.
(i11) Mild or moderate cognitive impairment of the applicant is not a justifiable reason
to deny ALC admission. Centers are required to specify whether they are able to
accommodate members who have behavior problems or w r. Denial of admission
due to a determination of incompatibility must be appro the case manager and
ination by the ALC.

(iv) The ALC is responsible for meeting t
respect, and freedom from coercion andftestrainf® The ALC must optimize the
member's initiative, autonomy, and independence in making life choices. The ALC
must facilitate member choices regarding serviges and supports, and who provides
them. Inability to meet those needs is not recogl& as a reason for determining an
ADvantage member's placemént issinappropriate. The ALC agrees to provide or
arrange and coordinate all erviceSphisted in the Oklahoma State Department
of Health (OSDH) regulations, OAC 310:663-3-3, except for specialized
Services.
(v) In addition, %D tage participating ALC agrees to provide or coordinate the
services listed i thraugh (111).
(I) Provide an emergeneyseall system for each participating ADvantage member.
(1) Provide up/ﬁ) three (3) meals per day plus snacks sufficient to meet
nutritional requirements, including modified special diets, appropriate to the
r's needs and choices; and provide members with twenty-four (24) hour
ood by giving members control in the selection of the foods they eat,
the member to store personal food in his or her room, by allowing
r to prepare and eat food in his or her room, and allowing him or her
when to eat.
rrange or coordinate transportation to and from medical appointments.
The ALC must assist the member with accessing transportation for integration
into the community, including opportunities to seek employment and work in
competitive integrated settings, engage in community life, and control his or her
personal resources and receive services in the community to the same degree of
access as residents not receiving ADvantage services.
(vi) The provider may offer any specialized service or rental unit for members with
Alzheimer's disease and related dementias, physical disabilities, or other special
needs the facility intends to market. Heightened scrutiny, through additional
monitoring of the ALC by AA, is utilized for those ALC's that also provide inpatient
treatment; settings on the grounds of or adjacent to a public institution and/or other

ember's needs for privacy, dignity,
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settings that tend to isolate individuals from the community. The ALC must include
evidence that the ALC portion of the facility has clear administrative, financial,
programmatic and environmental distinctions from the institution.
(vii) When the provider arranges and coordinates services for members, the provider
is obligated to ensure the provision of those services.
(viii) Per OAC 310:663-1-2, "personal care™ is defined as "assistance with meals,
dressing, movement, bathing or other personal needs or maintenance, or general
supervision of the physical and mental well-being of a person [Title 63 of the
Oklahoma Statutes (O.S.), Section (8) 1-1902.17] and includes assistance with
toileting.” For ADvantage ALS, assistance with "other personal needs" in this
definition includes assistance with grooming and transferring, The term "assistance"
is clarified to mean hands-on help, in addition to supervisi
(ix) The specific ALS assistance provided along with
type of assistance is based upon the member's assess
and is specified in the ALC's service plan that is incorporated
into the ADvantage comprehensive person-ce i
case manager in cooperation with ALC
centered service plan to meet member ne
centered service plan is amended consisten
change in services.
(x) Placement, or continued placement of an ABwantage member in an ALC, is
inappropriate when any one (1)ior'mere of the conditions_in | through IV exist.
() The member's needs eed_t vel of services the center provides.
Documentation must suppor efforts to provide or arrange for the required
services to accommodate parti€ipant needs.
(11) The me e>‘ibits behawviors or actions that repeatedly and substantially
interfere the frights or well-being of other residents, and the ALC
documented.efforts torreselye behavior problems including medical, behavioral,
and increased st/a?fing interventions. Documentation must support the ALC's
attempted interventions to resolve behavior problems.
e member-has a complex, unstable, or unpredictable medical condition
ent cannot be developed and implemented appropriately in the
ing environment. Documentation must support the ALC's attempts to
opriate member care.
member fails to pay room and board charges andforor OKDHS
ined vendor payment obligation.
(xi) Termination of residence_ensues when inappropriately placed. Once a
determination is made that a member is inappropriately placed, the ALC must inform
the member, the member's representative, if applicable, the AA, and the member's
ADvantage case manager. The ALC must develop a discharge plan in consultation
with the member, the member's representative, the ADvantage case manager, and the
AA. The ALC and case manager must ensure the discharge plan includes strategies
for providing increased services, when appropriate, to minimize risk and meet the
higher care needs of members transitioning out of the ALC, when the reason for
discharge is inability to meet member needs. When voluntary termination of
residency is not arranged, the ALC must provide written notice to the member and

t and duration of each
or service assistance

ssional staff, develops the person-
. As m@mber needs change, the person-
ith the assessed, documented need for

and t
assisted
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to the member's representative, with a copy to the member's ADvantage case
manager and the AA. The written notice provides intent to terminate the residency
agreement and move the member to an appropriate care provider. The thirty (30)
calendar-day requirement must not apply when emergency termination of the
residency agreement is mandated by the member's immediate health needs or when
the termination of the residency agreement is necessary for the physical safety of the
member or other ALC residents. The written involuntary termination of residency
notice for reasons of inappropriate placement must include:
() A full explanation of the reasons for the termination of residency;
(1) The notice date;
(1) The date notice was given to the member and the mgmber's representative,
the ADvantage case manager, and the AA;
(V) The date the member must leave ALC; and
(V) Notification of appeal rights and the proc€ss
termination of Medicaid ALS to OHCA.
(D) ADvantage ALS provider standards in additio
(i) Physical environment.
(1) The ALC must provide lockable d@ors ondfie entry door of each rental unit
and an attached, lockable compartmentWuithin each member unit for valuables.
Members must have exclusive rights to his@sher unit with lockable doors at the
entrance of the individual or shared rentalxKeys to rooms may be held by
only appropriate ALC staffiasidesignated by the member's choice. Rental units
may be shared only when a féguest toxde,so is initiated by the member. Members
must be given the right to ch IS or her roommate.
(1) The member has a legallyfenforceable agreement, or lease, with the ALC.
The member alist have the same, responsibilities and protections from eviction
as all tenants”underithe landlord-tenant law of the state, county, city, or other
designated entity: ~
(1) The ALC mUst provide each rental unit with a means for each member to
control the temperature in the residential unit through the use of a damper,
thermostat; or other reasonable means under the control of the member
reserves privacy, independence, and safety, provided that the OSDH

bmitting appeal of

licensure stan

(IV)<For ALCs built prior to January 1, 2008, each ALC individual residential
unit must have a minimum total living space, including closets and storage areas,
of two-hundred and fifty (250) square feet; for ALCs built after December 31,
2007, each ALC individual residential unit must have a minimum total living
space, including closets and storage areas, of three-hundred and sixty (360)
square feet.

(V) The ALC must provide a private bathroom for each living unit that must be
equipped with one (1) lavatory, one (1) toilet, and one (1) bathtub or shower
stall.
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(VI) The ALC must provide at a minimum; a Kitchenette, defined as a space
containing a refrigerator, adequate storage space for utensils, and a cooking
appliance. A microwave is an acceptable cooking appliance.
(V1) The member is responsible for furnishing the rental unit. When a member
is unable to supply basic furnishings defined as a bed, dresser, nightstand, chairs,
table, trash can, and lamp, or if furnishings pose a health or safety risk, the
member's ADvantage case manager in coordination with the ALC, must assist
the member in obtaining basic furnishings for the rental unit. The member must
have the freedom to furnish and decorate the rental unit within the scope of the
lease or residency agreement.
(V1) The ALC must meet the requirements of all applicable federal and state
laws and regulations including, but not limited to, statg@nd local sanitary codes,
state building and fire safety codes, and laws and r ions governing use and
access by persons with disabilities.
(IX) The ALC must ensure the design of common areaSjaccommodates the
special needs of the resident population aa@ that the rental accommodates
the special needs of the member in pliance with the Americans with
Disabilities Act accessibility guidelin8 per N@hdiscrimination on the Basis of
Disability By Public Accommodations and.in'in Commercial Facilities, 28 Code
of Federal Regulations, Appendix A, at no@eaditional cost to the member.
(X) The ALC must provide adequate and%opriate social and recreational
space for residents and thef¢ommon space must be proportionate to the number
of residents and appropriateifor the résident population.
(XI) The ALC must provide riately monitored outdoor space for resident
use.
(XI1) The ?m‘ provide the, member with the right to have visitors of his
or her cho@8img at any time. Overnight visitation is allowed as permissible by
the Landlord/Tenant/Agregment.
(XI1) The ALC must be physically accessible to members.
(i) Sanitation.
ALC must'maintain the facility, including its individual rental units in a
, and sanitary manner, ensuring that they are insect and rodent free,
d in good repair at all times.
C must maintain buildings and grounds in a good state of repair, in
d sanitary condition, and in compliance with the requirements of
applicable regulations, bylaws, and codes.
(111) The ALC stores clean laundry in a manner that prevents contamination and
changes linens at time intervals necessary to avoid health issues.
(1V) The ALC must provide housekeeping in member rental units to maintain a
safe, clean, and sanitary environment.
(V) The ALC must have policies and procedures for members' pets.
(iii) Health and safety.
() The ALC must provide building security that protects members from
intruders with security measures appropriate to building design, environmental
risk factors, and the resident population.
(11) The ALC must respond immediately and appropriately to missing members,
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accidents, medical emergencies, or deaths.
(111) The ALC must have a plan in place to prevent, contain, and report any
diseases considered to be infectious or are listed as diseases that must be reported
to the OSDH.
(IV) The ALC must adopt policies for the prevention of abuse, neglect, and
exploitation that include screening, training, prevention, investigation,
protection during investigation, and reporting.
(V) The ALC must provide services and facilities that accommodate the needs
of members to safely evacuate in the event of fires or other emergencies.
(VI) The ALC must ensure staff is trained to respond appropriately to
emergencies.
(V1) The ALC must ensure that fire safety requireme
(VI The ALC must offer meals that provide bal
for members.
(IX) The ALC must adopt safe practices for the meal pre
of-meals.
(X) The ALC must provide a twentyéfour (24) hour response to personal
emergencies appropriate to the needs@f the regitlent population.
(XI) The ALC must provide safe transpertation to and from ALC sponsored
social or recreational outings.

(iv) Staff to resident ratios.
() The ALC must ensure

are met.
and adequate nutrition

tion and delivery

fficient number of trained staff are on duty, awake,
and present at all times, tweRty-four ours a day, and seven (7) days a week,
to meet theresidents’ needs and to carry out all efthe-processes listed
in the ALC's written emergen€y and disaster preparedness plan for fires and
other disa:y ‘e >

(1) The mustiensure staffing is sufficient to meet ADvantage program
members“needs in accordapce with each member's ADvantage person-centered
service plan.

(1) The ALC must have plans in place to address situations where there is a
ion to the ALC's regular work force.

ing and qualifications.

C must ensure staff has qualifications consistent with their job
ities.

aff assisting in, or responsible for, food service must have attended a
food'service training program offered or approved by OSDH.

(1) The ALC must provide staff orientation and ongoing training to develop
and maintain staff knowledge and skills. All direct care and activity staff receive
at least eight (8) hours of orientation and initial training within the first month
of employment and at least four (4) hours annually thereafter. Staff providing
direct care on a dementia unit must receive four (4) additional hours of dementia
specific training. Annual first aid and cardiopulmonary resuscitation (CPR)
certification do not count toward the four (4) hours of annual training.

(vi) Staff supervision.

18
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() The ALC must ensure delegation of tasks to non-licensed staff is consistent
and in compliance with all applicable state regulations including, but not limited
to, the state's Nurse Practice Act and OSDH Nurse Aide Certification rules.

(1) The ALC must ensure that, where the monitoring of food intake or
therapeutic diets is provided at the prescribed services level, a registered dietitian
monitors member health and nutritional status.

(vii) Resident rights.

() The ALC must provide to each member and each member's representative, at
the time of admission, a copy of the resident statutory rights listed in 63 O.S. §
1-1918 amended to include additional rights and the clarification of rights as
listed in the ADvantage member assurances. A copy of resident rights must be
posted in an easily accessible, conspicuous place in th ility. The facility must
ensure that staff is familiar with and observes, the nt rights.

(I1) The ALC must conspicuously post for dis area accessible to
residents, employees, and visitors, the ALC's complaint§procedures and the
name, address, and phone number of a persén authorized to ive complaints.
A copy of the complaint procedure also be given to each member, the
member's representative, or the legél guardi@n. The ALC must ensure all
employees comply with the ALC's conplaint procedure.

(1) The ALC must provide to each memb d member's representative, at the
time of admission, information about MZ&d grievance and appeal rights,
including a description off{thesprocess for submitting a grievance or appeal of
any decision that decreases edicaN/ices to the member.

(viii) Incident reporting.
() The ALC must maintain a Feécord of incidents that occur and report incidents
to the mew ﬁvantage case manager and to the AA, utilizing the AA
Critical Ingident Reporting form. Incident reports are also made to Adult
Protective Services (APS),and to the OSDH, as appropriate, per ALC licensure
rules, utilizing thgspecific reporting forms required.

(1) Incidents requiring report by licensed ALC's are those defined by OSDH,

C 310:663-19-1 and listed on the AA Critical Incident Reporting form.

rts of incidents must be made to the member's ADvantage case

d to the AA via electronic submission within one (1) business day of

the repogtable incident's discovery utilizing the AA Critical Incident Reporting

en required, a follow-up report of the incident must be submitted via
electronic submission to the member's ADvantage case manager and to the AA.

The follow-up report must be submitted within five (5) business days of the

incident. The final report must be filed with the member's ADvantage case

manager and the AA when the investigation is complete, not to exceed ten (10)

business days after the incident.

(1V) Each ALC having reasonable cause to believe that a member is suffering

from abuse, neglect, exploitation, or misappropriation of member property must

make a report to APS as soon as the person is aware of the situation per 43A

0O.S. § 10-104.A. Reports are also made to OSDH, as appropriate, per ALC

licensure rules.

(V) The preliminary incident report must at the minimum, include who, what,
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when, where, and the measures taken to protect the member and resident(s)
during the investigation. The follow-up report must, at the-minimum, include
preliminary information, the extent of the injury or damage, if any, and
preliminary investigation findings. The final report, at & minimum, includes
preliminary and follow-up information, a summary of investigative actions
representing a thorough investigation, investigative findings and conclusions,
and corrective measures to prevent future occurrences. When it is necessary to
omit items, the final report must include why such items were omitted and when
they will be provided.
(ix) Provision of, or arrangement for, necessary health services. The ALC must:
(I) Arrange or coordinate transportation for members,to and from medical
appointments; and
(1) Provide or coordinate with the member and t
manager for delivery of necessary health services: antage case manager
is responsible for monitoring that all health-related ser required by the
member as identified through assessmeafy and documenté@”on the person-
centered service plan, are provided in ppropriate and timely manner. The
member has the freedom to choose anfavailable provider qualified by licensure
or certification to provide necessary health.services in the ALC.
(E) ALCs are billed per diem of service for days red by the ADvantage member's
person-centered service plan and during which tcr&s provider is responsible for
providing ALS for the member. The.perdiem rate for ADvantage ALS for a member is
one (1) of three (3) per diem rate levgls baseﬁ%ﬁ member's need for type of, intensity
of, and frequency of service to addres er ADLs, instrumental activities of-the daily
living (IADLs), and health care neéds. The rate level is based on the Uniform
Comprehensive Assessifientil ool (UCAT) assessment by the member's ADvantage case
manager employed case'management agency independent of the ALS provider. The
determination of the appropriateipes,diem rate is made by the AA clinical review staff.
(F) The ALC must notiﬁ AA ninety (90) calendar days before terminating or not
renewing the ALC's ADvantage contract.
i C must “give notice in writing to the member, the member's
s), the AA, and the member's ADvantage case manager ninety (90)
efore:
ry cessation of the ALC's ADvantage contract; or
re of all or part of the ALC.
tice of closure must include:
() The proposed ADvantage contract termination date;
(11) The termination reason;
(111) An offer to assist the member secure an alternative placement; and
(V) Available housing alternatives.
(iii) The facility must comply with all applicable laws and regulations until the
closing date, including those related to resident transfer or discharge.
(iv) Following the last move to the last ADvantage member, the ALC must provide
in writing to the AA:
() The effective date of closure based on the discharge date of the last resident;

ber's ADvantage case
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(1) A list of members transferred or discharged and where they are relocated;
and
(1) The plan for storage of resident records per OAC 310:663-19-3(g), relating
to preservation of resident records and the name, address, and phone numbers of
the person responsible for the records.
(19) Remote Support (RS) services.
(A) Purpose and scope. RS services are intended to promote a member's
independence and self-direction. RS services are provided in the member's home to
reduce reliance on in person support while ensuring the member's health and safety.
RS services are included in the member's person-centered service plan and
coordination of these services are made through the case man
(i) RS services are:
(1) Based on the member's needs as docume nd supported by the
member's person-centered service plan and pe
(1N Only authorized when submitted on the member's pe
plan with the consent of the member, davolved househ
guardian, as applicable;
(111) The least restrictive option andéfie mendber's preferred method to meet
an assessed need; and
(1V) Provided when the member and thefmember's Interdisciplinary Team
(IDT) agree to the provision of RS servie(&
(i) RS services are not a sys of.surveillance or for provider convenience.
(B) Service description. RS servi€es mon a member by allowing for live, two-
way communication between the m and monitoring staff using one (1) or more
of the following systems:
(i) Live video 1? ) >
(ii) Live audiof€€d;
(iii) Motion-sensor monitoring.
(iv) Radio frequengy identification:
(v) Web-based monitering; or
Vi ositioning system (GPS) monitoring devices.
vider requirements. RS service providers must have a valid
(Medicaid) provider agreement to provide provider-based RS
servicesto ADvalitage HCBS waiver members and be certified by the AA. Requests
for applicationgto provide RS services are made to AA.
(D) Risk assessment. Teams will complete a risk assessment to ensure remote
supports can help meet the member's needs in a way that protects the right to privacy,
dignity, respect, and freedom from coercion. The risk assessment is reviewed, and
any issues are addressed prior to the implementation of remote supports general
provider requirements.
(i) Remote support providers ensure the member's health and safety by contacting a
member’s informal support or activating the member's back-up plan when a health
or safety issue becomes evident during monitoring.
(i) The risk assessment and service plan require the team to develop a specific back-
up plan to address health, safety and behavioral needs while remote supports are
utilized so appropriate assistance can be provided. The RS back-up plan includes

-centered service
members, and

OHCA. SoonerC
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how assistance is provided to the member when equipment or technology fails.
(E) RS guidelines. Devices or monitors are placed at locations based on the member's
individual needs as documented on the member's person-centered service plan and
approved by the member and involved family members and guardian, as applicable.
(i) The use of camera or video equipment in the member's bedroom, bathroom,
or other private area is prohibited.
(ii) When RS involves the use of audio or video equipment that permits RS staff to
view activities or listen to conversations in the residence, the member who receives
the service and each person who lives with the member is fully informed of what RS
entails. The member's case manager documents consent in the member's person-
centered service plan.
(ii1) Waiver members have the ability to turn off the re
equipment if they choose to do so. The RS provider ed
how to turn RS devices off and on at the start of servi
(F) Emergency response staff.
(i) Emergency response staff are employed
with a valid OHCA SoonerCare (Medigatd) contract to provide HCBS to
OKDHS HCBS waiver members. 4
(i) Informal emergency response persons are unpaid family members or other
interested parties who agree to become, a re approved as, an emergency
response person by the member and the merrr:& IDT.
(G) Service limitations. RS servieesiare limited to twenty-four (24) hours per day.
RS services are not provided simUltaneoushs with any other in-home direct care
services. However, services may be ded through a combination of remote and in-
home services dependent on the membeér's needs.
(H) RS service discodtinbation. Thesmember and the member's IDT determine
when it is appropriﬁontinue RS services. When RS services are terminated,
the RS provider coordinates'service termination with the member's case manager to
ensure a safe transition.
(20) Assistive Technology (AT) services.
include devices, controls, and appliances, specified in the member's
vice plan, which enable members to increase their abilities to perform
ing or to perceive, control, or communicate with the environment in

monitoring device or
the member regarding
desired thereafter.

a certified A ntage Provider

activities of daily
which they live.
(B) Devicessma$include communication technology, such as smart phones and tablets,
that allow members to communicate with their providers using video chat to ensure
ongoing maintenance of health and welfare.
(C) Only devices that are not covered under the SoonerCare (Medicaid) or Specialized
Medical Equipment services are included in this service definition.
(D) Service codes and rates vary based on the nature of the AT device;
(E) AT services may include:

(i) Assessment for the need of AT or auxiliary aids;

(i) Training the member or provider regarding use and maintenance of equipment or

auxiliary aids; and

(i1) Repair of adaptive devices; and

(v) Equipment provided may include:
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(1) Video communication technology that allows members to communicate with
providers through video communication. Video communication allows
providers to assess and evaluate their members’ health and welfare or other
needs by enabling visualization of members and their environments. Examples
include smart phones, tablets, audiovisual or virtual assistant technology, or
sensors; and

(1IN The cost of internet services may be augmented through the Emergency
Broadband Benefit which is available to waiver members.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS AND CHILDREN-
ELIGIBILITY

SUBCHAPTER 17. ADVANTAGE WAIVER SERVICES

317:35-17-3. ADvantage program services
(a) The ADvantage program is a Medicaid Home and Community-Based waiver used to finance
non-institutional, long-term care services for the elderly and a targeted group of physically
disabled adults when there is a reasonable expectation that within a thirty (30) calendar day period,
the person's health, due to disease process or disability, would without appropriate services,
deteriorate and require long-term care (LTC) facility care to arrest the @eterioration. Individuals
may not be enrolled in ADvantage for the sole purpose of enabli em to obtain Medicaid
eligibility. Eligibility for ADvantage program services is contingent ividual requiring one
(1) or more of the services offered in the waiver, at least monthly, to avoid IRstitutionalization.
(b) The number of individuals who may receive ADvantage gérvices is limited.
(1) To receive ADvantage program services, individdals must meet one of theecategeriesthe
categories in (A) theughthrough (D) of this paragraph. He offshe must:
(A) Be sixty-five (65) years of age andor older;
(B) Be twenty-one (21) to sixty-four (64) years @fage, physically disabled and not
developmentally disabled; or \
(C) When developmentally disabledyand.twenty-one (21) to sixty-four (64) years of age;
and does not have an intellectual abilitm cognitive impairment related to the
developmental disability;_or
(D) Be twenty-one (21) to sixty-four (64) years of age, not physically disabled but has
clinically documenypro!ressive, degenerative disease process that responds to
treatment and previ@tsly reguired hospital or LTC facility level of care services to
maintain the treatment regimen tosptevent health deterioration.
(2) In addition, the individual’must meet criteria in (A) through (C) of this paragraph. He or

she must:
(A Require long-term care facility level of care, per Oklahoma
Admi e (OAC) 317:35-17-2;

gibility criteria, per OAC 317:35-17-3(f); and

ligibility criteria, per OAC 317:35-17-3(Qg).

(c) ADvantage membersfare eligible for limited types of living arrangements. The specific living

arrangements are set forth in (1) theughthrough (5) of this subsection.
(1) ADvantage program members are not eligible to receive services while residing in an
unlicensed institutional living arrangement, such as a room and board home andferor facility;
an institutional setting including, but not limited to, licensed facilities, such as a hospital, a
LTC facility, licensed residential care facility, or licensed assisted living facility, unless the
facility is an ADvantage assisted living center.
(2) Additional living arrangements in which members may receive ADvantage services are
the member's own home, apartment, or independent-living apartment, or a family or friend's
home or apartment. A hemefapartmenthome or apartment unit is defined as a self-contained
living space having a lockable entrance to the unit and including a bathroom, and-food storage
andferand preparation amenities in addition to_the bedroom anéferor living space.
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(3) ADvantage program members may receive services in a shelter or similar temporary-
housing arrangement that may or may not meet the definition of home and/eror apartment in
emergency situations, for a period not to exceed sixty (60) calendar days during which location
and transition to permanent housing is sought.
(4) For ADvantage members who are full-time students, a dormitory room qualifies as an
allowable living arrangement in which to receive ADvantage services while the member is a
student.
(5) Members may receive ADvantage respite services in an LTC facility for a continuous
period not to exceed thirty (30) calendar days.
(d) Home and Community-Based waiver services are outside of the scope of Medicaid State Plan
services. The Medicaid waiver allows the Oklahoma Health Care Authgrity (OHCGA)-to offer
certain Home and Community-Based services to an annually capped nugber of persons, who are
categorically needy, per Oklahoma Department-ef-Human Servic DHS) Appendix C-1,
instituti he estimated cost of
providing an individual's care outside of the LTC facility cannot exceed the'ahipual cost of caring
for that individual in anra LTC facility. When determining thggADvantage service&plan cost cap for
an individual, the comparable SeenerCareMedicaid co serve that individual in ara LTC
facility is estimated. 4
(e) Services provided through the ADvantage waiver are:

(1) Case management;
(2) Respite;
(3) Adult day health care;

(4) Environmental modifications; \
(5) Specialized medical equipment and suppLi€s;
(6) Physical, occupational, or speech therapy or consultation;

(7) Advanced supportive?or ‘storative assistance;
4

(8) Nursing;

(9) Skilled nursing;

(10) Home-delivered meals; y
(11) Hospice care;

(12) Medica sary prescription drugs, within the limits of the ADvantage waiver;

(13) Perso e Plan, or ADvantage personal care;

(14) A cy Response System (PERS);

(15) Consumer Directed Personal Assistance Services and Supports (CD-

(16) Institution_Transition Services (Transitional Case Management);

(17) Assisted living;-ané

(18) Remote Supports;

(19) Assistive technology; and

{18)(20) SoonerCare medical services for individuals, twenty-one (21) years of age and over,

within the State Plan scope.
(f) The OKDHS area nurse or nurse designee makes—a—determination—efdetermines service
eligibility prior to evaluating the Uniform Comprehensive Assessment Tool (UCAT) assessment
for long-term care facility level of care. The criteria in (1) through (5) of this subsection are used
to make the service eligibility determination, which includes:

(1) An open ADvantage program waiver slot, as authorized by the Centers for Medicare and
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Medicaid Services (CMS), whieh-is available to ensure federal participation in payment for
services to the individual. When the-Oklahoma Department—of-Human Services/Aging
Services (OKDHS/AS)Services Community Living, Aging and Protective Services (CAP)
determines all slots are filled, the individual cannot be certified-by-OKBHS as eligible for
ADvantage services, and his or her name is placed on a waiting list for entry when an open
slot becomes available;.
(2) The ADvantage waiver-targeted service greup—TFhe-target-group-isgroups are individuals,
who:
(A) Are frail and sixty-five (65) years of age and older; or
(B) areAre Twenty-one_(21) to sixty-four (64) years of age and physically disabled; or
(C) When developmentally disabled; and are twenty-one (21) to sixty-four (64) years of
age and do not have an intellectual disability or cognitive igipairment related to the
developmental disability; or
(D) Are twenty-one (21) to sixty-four (64) years of age; ahd
have a clinically documented, progressive, degenerative disease progess that responds to
treatment and previously required hospital or long-tgfim care facility levet of care services
to maintain the treatment reglmen to prevent h deterioration. The individual must
meet criteria, per OAC 317:35-17-3(b)(2)(A) through
(C).
(3) An irehigible-individual beeause-he-or-she-pesesis ineligible when posing a physical threat
to himsel-or-herselself or others, as supported by profeGSSXal documentation.
(4) MembersAn individual is ineligibléiwhen members of the household or persons who
routinely visit the household ion that-de-net pose a
threat of harm or injury to the individ other household visitors, as supported by
professional documentation.
(5) An J}nel-igibleuindividui? inii)gible when his or her living environment poses a physical
threat to hi Self ofothers, as supported by professional documentation where
applicable, and measures to correctthazardous conditions or assist the individual_to move are
unsuccessful or not feasible.
(9) The State, as part of the ADvantage waiver program approval autherizatienprocess, ensures
CMS that each health, safety, or welfare can be maintained in his or her home. When a
member's identi
State Plan services and oth formal or informal services are not in place or immediately available

sically disabled but

service plan approval¥process. An individual is deemed ineligible for the ADvantage program
based on criteria (1) through (8) of this subsection.
(1) The individual's needs, as identified by_the UCAT and other professional assessments,
cannot be met through ADvantage program services, Medicaid State Plan services, or other
formal or informal services.
(2) One (1) or more members of the individual's household pose a physical threat to
themselves, or others as supported by professional documentation.
(3) The individual or other household members use threatening, intimidating, degrading, or
use sexually inappropriate language andferor innuendo or behavior towards service providers,
either in the home or through other contact or communications, and significant efforts were
attempted to correct such behavior, as supported by professional documentation or other
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credible documentation.
(4) The individual, or the individual's authorized agent, is uncooperative or refuses to
participate in service development or service delivery and these actions result in unacceptable
increases of risk to the individual's health, safety, or welfare in his or her home, as determined
by the individual, the interdisciplinary team, or the AA.
(5) The individual's living environment poses a physical threat to self or others, as supported
by professional documentation, and measures to correct hazardous conditions or assist the
person to move are unsuccessful or are not feasible.
(6) The individual provides false or materially inaccurate information necessary to determine
program eligibility or withholds information necessary to determine program eligibility.
(7) The individual does not require at least one ADvantage service manthly.
(8) The individual, his or her family member(s), associate(s), y other person(s) or
circumstances as relates to care and coordination in his-er-herthe li environment produces
evidence of illegal drug activity or substances used illegally as
(A) The use, possession, or distribution of illegal drugs;
(B) The abusive use of other drugs, such as medicatidn prescribed by
(C) The use of substances, such as inhalants inc g, but not limited to:
(i) Typewriter correction fluid,;
(ii) Air conditioning coolant;
(iii) Gasoline;
(iv) Propane; \
(v) Felt-tip markers;

(vi) Spray paint; \

(vii) Air freshener;

(viii) Butane;

(ix) Cooking spra ) >
(x) Paint; and

(xi) Glue; ~~

(D) The observed intoxication, consumption, or sensory indicators, such as smell of the
use of any drug or intoxicant by the individual, family members, associates, or any other
t at the timecare is provided may be construed as evidence indicative of
or intoxication. This includes drug use or intoxicated activity that is
menacing to the ber or staff providing services;

of drug paraphernalia or any instrument used in the manufacturing,
ution, sale, or consumption of drugs or substances including, but not

production, di
limited to:
(i) Smoking pipes used to consume substances other than tobacco;
(if) Roach clips containing marijuana cigarettes;
(iii) Needles and other implements used for injecting drugs into the body;
(iv) Plastic bags or other containers used to package drugs;
(v) Miniature spoons used to prepare drugs; or
(vi) Kits used in the production of synthetic controlled substances including
descriptive materials that accompany the item, describing or depicting its use.
(F) Instructions, verbal or written, concerning the item or device including, but not limited
to, the manner in which the object is labeled and displayed for sale;
(G) The typical use of such items in the community; and/eror
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(H) Testimony of an expert witness regarding use of the item.

() The case manager provides the AA with professional documentation or other credible
documentation to support the recommendation for redetermination of program eligibility. The
service providers continue providing services according to the person-centered service plan as
provider safety permits until the individual is removed from the ADvantage program. As a part of
the procedures requesting redetermination of program eligibility, OKBHS-ASCAP provides
technical assistance to the provider for transitioning the individual to other services.

(1) Individuals determined ineligible for ADvantage program services are notified in writing by
OKBHS-ASCAP of the determination and of the right to appeal the decision.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 41. FAMILY SUPPORT SERVICES

317:30-5-412. Description of services
Family support services include services identified in (1) through (6) of this section.
Providers of any family support service must have an applicable SoonerCare Provider
Agreement for Home and Cemmunity—BasedCommunity-Based Services (HCBS) Waiver
Providers for persons with developmental disabilities.
(1) Transportation services.  Transportation services ar
Administrative Code (OAC) 317:40-5-103.
(2) Assistive technology (AT) devices and services. AT devices and
per OAC 317:40-5-100.
(3) Architectural modification. Architectural modifi€ation services are provided per OAC
317:40-5-101. 4
(4) Family training.

vided per Oklahoma

ices are provided

(A) Minimum qualifications
(i) Individual providers must have a Develop&al Disabilities Services (DDS)
Family Training application @ndutraining curriculum approved by DDS staff.
Individual providers must hol curreftplicensure, certification, or a Bachelor's
DBegreebachelor's degree in a hu ervice field related to the approved training
curriculum, or other bachelor's degree combined with a minimum
of five 5 yearézeri ce in the intellectual disabilities field. Only individuals
named on the erCare Provider Agreement to provide Family Training services
may provide service to membess.
(it) Agency or busifess providers must have a (DDS) Family Training application
and tralnlng curriculum approved by DDS staff. Agency or business provider
i must hold_a current licensure, certification, or a Bachelors-Degree
gree in a human service field related to the approved training
ther Bachelors-Degreebachelor's degree combined with a minimum
gars experience in the intellectual disabilities field. The credentials of
g staff hired by an approved DDS HCBS Family Training agency or
business<provider must be submitted to and approved by the DDS programs
manager for Family Training prior to new staff training members or members'
families.
(B) Description of services. Family Training services include instruction in skills and
knowledge pertaining to the support and assistance of members. Services are:
(i) intendedIntended to allow families to become more proficient in meeting the
needs of members who are eligible;
(i) previdedProvided in any community setting;
(iii) prewidedProvided in either group, consisting of two_(2) to 15fifteen (15)
persons, or individual formats; and
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(iv) ferFor members served through DDS HCBS Waivers and their families. For
the purpose of this service, family is defined as any person who lives with, or
provides care to a member served on the Waiver;
(v) reludedincluded in the member's Individual Plan (Plan) and arranged through
the member's case manager; and
(vi) intendedIntended to yield outcomes as defined in the member's Plan.
(C) Coverage limitations. Coverage limitations for family training are:include (i)
through (iv) of this subparagraph.
(i) The limitation for individual family training;—timitation—$5;500is $6,500 per

Plan of Care (POC) year;.
(ii) The limitation for group family training;—imitation-$5,500is $6,500 per Plan
of Care POC year;.

(iii) sesstonSession rates for individual and group sessi
comparable to rates charged by persons with simila
services:-and.
(iv) ratesRates must be justified based on costspincurred to deli
are evaluated to determine if costs are reasopdble.

(D) Documentation requirements. Provi musfPmaintain documentation fully

disclosing the extent of services furnished that.Specifies: (i) through (ix) of this
subparagraph. Progress reports for each member Sefved must be submitted to the DDS
case manager per OAC 340:100-5-52. \

(i) theThe service date;.

(ii) theThe start and stop time fopeach swel

(iii) theThe signature of the train

(iv) theThe credentials of the trainar;.

(v) theThe speciwsu addresseds.,

(vi) theThe methiods used to address Issues;.

(vii) theThe progress made toward outcomess;.
(viii) theThe member's response to the session or intervention;-and.
(ix) anyAny new issues identified during the session.

do not exceed a range
jals providing similar

the service and

,@. AVA 40-100 L-Tala
N

A TO-IN
v e

(5) Family counseling.
(A) Minimum qualifications. Counseling providers must hold current licensure as
clinical social workers, psychologists, licensed professional counselors—LRGS), or
licensed marriage and family therapists-(MED.
(B) Description of services. Family counseling offered to members and his or her
natural, adoptive, or foster family members, helps to develop and maintain healthy,
stable relationships among all family members.
(i) Emphasis is placed on the acquisition of coping skills by building upon family
strengths.



APA WF 22-24A

(if) Knowledge and skills gained through family counseling services increase the
likelihood the member remains in or returns to his or her own home.
(iii) All family counseling needs are documented in the member's Plan.
(iv) Services are rendered in any confidential setting where the memberfamily
member or family resides or the provider conducts business.
(C) Coverage limitations. Coverage limitations for family counseling are: outlined in
(i) and (ii) of this subparagraph.

400 units per POC year.
(ii) Group counseling, with a six (6) person maximur, i unted for in units of
30 minutes with a limitation of 225 units per POC year.
(D) Documentation requirements. Providers just maintain d
disclosing the extent of services furnished that spé€ifies:

(i) theThe service date; 4
(ii) theThe start and stop time for each session;

(iii) theThe signature of the therapist;

(iv) theThe credentials of the therapist; \

(v) theThe specific issues addréssed;
(vi) theThe methods used to add¢ess 1SSUES;
(vii) theThe progress made towa ving 1ssues and meeting outcomes;
(viii) theThe member's response tosthe session or intervention; and
(ix) aryAny ne;v?xe mesntified during the session.
(E) Reporting re ements. Progress reports for each member served must be
submitted to the DDS case‘managek,per OAC 340:100-5-52.
(6) Specialized medical supﬂies. Specialized medical supplies are provided per OAC
317:40-5-104.

Part 43. Agency C anion, Specialized Foster Care, Daily Living Supports, Group
es, and Community Transition Services

317:30-5-422. Descrip of services
Residential supports include:
(1) ageneyAgency companion services (ACS) per Oklahoma Administrative Code
(OAC)317:40-5;
(2) speeciatizedSpecialized foster care (SFS) per OAC 317:40-5;
(3) dathyDaily living supports (DLS):
(A) Community Waiver per OAC 317:40-5-150; and
(B) Homeward Bound Waiver per OAC 317:40-5-153;
(4) groupGroup home services provided per OAC 317:40-5-152; and
(5) Extensive residential supports per OAC 317:40-5-154; and
5)-community(6) Community transition services (CTS).
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(A) Minimum—guahifications:Minimum_qualifications. The provider must enter into
contractual agreements with the Oklahoma Health Care Authority (OHCA) to provide

ACS, habilitation training specialist {(HFS)-services, or DLS, in addition to a contract to
provide CTS.
(B) Beseription-of-services:Description of services. CTS is a one-time setup expense
for members transitioning from an intermediate care facility for individuals with
intellectual disabilities ({GFHDB) or provider-operated residential setting to the
member's own home or apartment. The cost per member of CTS cannot exceed
limitations set forth by OHCA. The member's name must be on the lease, deed or rental
agreement. CTS:
(i) areAre furnished only when the member is unable to
must be documented in the member's Individual Plan-(4P);
(ii) +neludelnclude security deposits, essential f
appliances, dining table/chairstable and chairs, bedr

coverings, kitchen pets/panspots and pans, dishes, eating ute

bath linens, kitchen dish tewel/petholderstowe
of laundry/cleaninglaundry and cleaning p cts, and setup fees or deposits for

initiating utility service, including phone§telectriity, gas, and water. CTS also
includes moving expenses, servicestitems services and items necessary for the
member's health and safety, such as pest eradi€ation, allergen control, a one-time
cleaning prior to occupancy, flashlight, smoke&tor, carbon monoxide detector,
first aid kit, fire extinguisher§and.a tempering valve or other anti-scald device
when determined by the_Perso am necessary to ensure the member's
safety; and
(iii) deesDo not include:
M reezeaﬁ%ecim items, such as television, cable, satellite, internet,
video cassett€ recorder (VCR), digital video disc (DVD) player, compact disc
(CD) player, MP3playes, gaming system, cell phone or computer used
primarily as'a diversion or recreation;
(1) menthhyMonthly rental or mortgage expenses;
-Food:;
Personal hygiene items;

Disposable items, such as paper platestrapkins plates and
lastic utensils, disposable food storage bags, aluminum foil, and

eet such expense and

bed/bathbed and
e month supply

(VI)y#temsltems that are considered decorative, such as rugs, pictures, bread
box, canisters, or a clock;

(V1) aryAny item not considered an essential, one-time expense; or

(V1) regularReqular ongoing utility charges;

(iv) prierPrior approval for exceptions andfer and questions regarding eligible
items andferand expenditures are directed to the programs manager for community
transition services at_Oklahoma Human Services Developmental Disabilities
Services BHS-DDS-state-officeState Office;

(v) autherizations-are-issued-for-the-date-a-member-transitions;

{vi)—mayMay only be authorized for members approved for the Community
Waiver; and
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{vi—-may(vii) May not be authorized for items purchased more than 36Thursday
(30) calendar days after the date of transition.

PART 55. RESPITE CARE

317:30-5-515. Respite_in Home and Community-Based Services (HCBS) Waivers for
persons with an intellectual disability or certain persons with related conditions
(@) The Oklahoma Health Care Authority(OHCA) administers Heme—and—Community-Based
Services{HCBSYHCBS Waivers for persons with an intellectual disability or certain persons
with related conditions that are operated by the Oklahoma Bepartment—ef—Human Services
(OKDHS) Developmental Disabilities Services Bivision(DDS). Each waiyer allows payment for
respite care as defined in the waiver approved by the Centers for dMledicare and Medicaid
Services.
(b) Respite providers enter into contractual agreements with the” O
services for persons with an intellectual disability or related conditions.
(c) Respite care is included in the member's Individual Rlan (Plan). Arr
service are made through the member's DDS case mana
(d) Respite care is: 4

(1) Available to eligible members not receiving dailyliving supports or group home services

to provide HCBS

ements for this

and who are unable to care for themselves; and
(2) Furnished on a short-term basis due to the absence&eed for relief of those persons
normally providing the care, and includ
(A) Daily respite provided in a grou ome.\
(i) Group homes providing respi st be licensed per Oklahoma Administrative
Code (OAC) 340:100-6.
(ii) Respite care ided in a group home is authorized as respite at the applicable
group home rat identified in the member's Plan; and
(B) Daily respite provideddnamagency companion services (ACS) home.
(i) Respite must beé approved in accordance with the home profile process, per
OAC 317:40-5-40, and.required training, per OAC 340:100-3-38.
rovided in'an ACS home is authorized as respite at the applicable level
OAC 317:40-5-3.
viders are limited to providing 52-calendar days of respite per year
currently provide ACS. Exceptions may be made by the DDS

(C) Daily respite provided in a specialized foster care (SFC) home, member's home, or
any other approved community site.
(i) Respite must be approved in accordance with the home profile process, per
OAC 317:40-5-40, and required training, per OAC 340-100-3-38.
(i1) Respite provided in a SFC or any other approved home other than ACS or a
group _home is authorized as respite at the applicable rate as identified in the
member's Plan.
(iii) The respite provider is at least eighteen (18) years of age.
(3) Not available to members in OKDHS custody and in an out-of-home placement funded
by OKDHS Child Welfare Services; and
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(4) Limited to thirty (30) calendar days or 720 hours annually per member, exceptions may
be made by the DDS director or designee;
(e) Payment is not made for daily respite care and SFC or ACS for the same member on the same
date of service.

317:30-5-516. Coverage [REVOKED]

317:30-5-517. Description of services [REVOKED]

A homamakar racnita nar OA =20 hrodah 0 g
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PART 59. HOMEMAKER SERVICES

317:30-5-535. _Homemaker_ Service in Home and Community-Based Services (HCBS)
Waiver for persons with an intellectual disability or certain persons with related conditions
(@) Introduction to waiver services. The Oklahoma Health Care Authority (OHCA)
administers i i HCBS) Waivers, for persons with an
intellectual disability or certain persons with related conditions thdl” are operated by the
Oklahoma Department—of Human Services (OKDHS) Develop | Disabilities Services
(DDS) Bivisten. Each waiver allows payment for homemaker i i
service as defined in the waiver approved by the Centers for Medicare and
(b) Eligible providers. AH—hememakerHomemaker ices providers
contractual agreements with the OHCA to provide S for persons with an intellectual
disability or related conditions. 4

(1) Providers must complete the OKDHS DDS sanctioned training per Oklahoma

Administrative Code 340:100-3-38.

(2) Homemaker service is included in the member's Indi al Plan (Plan). Arrangements

for this service must be made through thg.member's DDS case manager.

(3) Homemaker service includes genera usehMtivities, such as meal preparation and

routine household care when the regu regiver responsible for these activities is

temporarily absent or unable to manage the'iome and care for others in the home.

(4) Limits are specified in}m%'lber's Plan. ,

317:30-5-536. Coverage [REVOKED] w

icaid Services.

317:30-5-537._Descriptioniof services [REVOKED]

U"".w ". Drovide m omblete the Oklahoma Department o
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 40. DEVELOPMENTAL DISABILITIES SERVICES

SUBCHAPTER 1. GENERAL PROVISIONS

317:40-1-4. Remote support (RS)
(@) General Information. RS services are intended to promote a member's independence. RS
services are provided in the member's home, family home, or employment site to reduce reliance
on in person support while ensuring the member's health and safety. RS services are included in
the member's Individual Plan (Plan) and arrangements for this service are made through the case
manager.__Authorization to provide RS must be obtained from the Developmental Disabilities
Services (DDS) division director or designee.
(1) RS services are:
(A) Based on the member's needs as documented and sup the Plan and Person-
Centered Assessment;
(B) The least-restrictive option and the member's erred method t
need,;
(C) Provided when all adult members of thefbousehdid; his or her guardians, when
applicable; and Personal Support Team (Team) agree to the provision of RS services as

eet an assessed

documented in the Plan; and
(D) Reviewed by the Team after sixty (60) caleh days of initial installation to
determine continued appropriateness.and.approval of services.
(2) RS services are not a system to provi i e or for staff convenience.
(b) Service description. RS is monitoring adult member; allowing for live, two-way
communication with him or her in his or her residence or employment site, by monitoring staff
using one or more of the syst?n (Te (1) through eight (8) that-are: of this subsection.
(1) Live-video feed:.
(2) Live-audio feed;. ~
(3) Motion-sensing momtorm(
(4) Radio- frequency |dent|f|cat|on—

Response System (RERS)-.
(7) Global positioning\8ystem (GRS} monitoring devices;-or.

(8) Any other. devicgtapproved by the Developmental-BDisabilities—Services(BDBS}DDS
director or designe
(c) General providerwrequirements. RS service providers must have a valid Oklahoma Health
Care Authority (OHCA) SoonerCare (Medicaid) provider agreement to provide agency-based RS
services to Oklahoma Human Services (OKDHS) DDS Heme-and-Community-BasedHome and
Community-Based Services (HCBS) Waiver members. Requests for applications to provide RS
are made to and approved by OKDHS DDS state-officeState Office.
(1) An_assessment for RS Assessmentservices is completed:
(A) Annually;
(B) Prior to RS implementation; and
(C) As required by ongoing progress and needs assessments.
(2) Each member is required to identify at least two_(2) emergency response staff. The
member's emergency response staff are documented in his or her Plan.
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(3) RS observation sites are not located in a member's residence.

(4) The use of camera or video equipment in the member's bedroom or other private area is
prohibited.

(5) RS services are provided in real time by awake staff at a monitoring base using the
appropriate connection, not by a recording. While RS is provided the RS staff does not have
duties other than remete-supporsRS.

(6) RS equipment used in the member's residence includes a visual indicator to the member
that the system is on and operating.

(7) RS provider agencies must immediately notify in writing, the member's residential
provider agency, vocational provider agency, assigned DDS case manager, or guardian of
activity in the household—a#he_that could potentially compromise the member's health or
safety.

(8) Emergency response provider agency staff records are
Administrative Code (OAC) 340:100-3-40.
(9) RS provider records are maintained for seven (7) calendar years
litigation involving the service recipient is completed, wihichever occurs |
minimum:

tained, per Oklahoma

ntil any pending
and include at a

(A) The member's name; ’ 4
(B) The staff's name who delivered the service;

(C) Service dates;

(D) Service begin and end times; \

(E) Provider's location;
(F) Description of services provided'@r observation note;
(G) Method of contact with member;
(H) The member's current photograph.
(10) RS providers must ha )1 >
(A) Safeguards in p including, but not limited to:
(i) A battery or generatortonnsure continued coverage during an electrical outage at
the member's homes@nd monitoring facility;
(if) Back-up procedures at the member’'s home and monitoring site for:
onged power outage;

weather;-and
ember's personal emergency-; and
ty to receive alarm notifications, such as home security, smoke, or
carbon monoxide at each residence monitored, as assessed by the teamTeam as
necessary for health and safety-; and
(B) Two-way audio communication allowing staff monitors to effectively interact with,
and address the member's needs in each residence;
(C) A secure Health Insurance Portability and Accountability Act (HIPAA)-compliant
network system requiring data authentication, authorization, and encryption to ensure
access to computer vision, audio, sensor, or written information is limited to authorized
staff or teamTeam members per the Plan;
(D) A current file for each member receiving RS services including:

(i) The member's photograph;

(if) The member's Plan;
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(iii) The member's demographics; and
(iv) Any other pertinent data to ensure the member's safety-; and

(E) Capability to maintain all video and make it available to OKDHS staff upon request

for a minimum of twelve (12) calendar months. OKDHS may require an extended

timeframe when necessary.

(d) RS staff requirements. RS staff:
(1) May not have any assigned duties other than oversight and member support at the time
they are monitoring;
(2) Receive member specific training per the member's Plan prior to providing support to a
member;
(3) Assess urgent situations at a member's home or employment site and call 911 first when
deemed necessary; then contact the member's residential provid ency or employment
provider agency designated emergency response staff; or th ber's natural support
designated emergency response person while maintaining contactmith the member until
persons contacted or emergency response personnel arrive on site;
(4) Implement the member's Plan as written by the Te nd document t
at least hourly;
(5) CompleteCompletes and submitsubmits incid eportsPper OAC 340:100-3-34, unless
emergency backup staff is engaged,;
(6) ProwideProvides simultaneous support to no more th%’ thirty (30) members;
(7) Arels eighteen (18) years of age and older; and
(8) Arels employed by an approved RS @gency.
(e) Emergency response requirement.
(1) Emergency response staff areis emp by a provider agency with a valid OHCA
SoonerCare (Medicaid) provider agreemént to provide residential services, vocational
services or habilitation ?ingipecialist (HTS) services to OKDHS/DBSOKDHS DDS
d:

ember's status

HCBS Waiver members
(A) May not have any. assigned-duties other than oversight and support of members at the
time they are assigned as J@Sponse staff;
(B) ReeeiveReceives all'trainings required, per OAC 340:100-3-38.1, for members in
residenti ings; OAC 340:100-3-38.2 for members in employment settings; or OAC
r members in non-residential settings per the Plan prior to providing

S a response on site at the member’s residence or employment site
within tweqty minutes when contacted by RS staff unless a shorter timeframe is
indicated in the member's Plan;

(D) HaveHas an on-call back-up person who responds when the primary response staff
engaged at another home or employment site is unable to respond within the specified
time frame;

(E) PrevideProvides written or verbal acknowledgement of a request for assistance from
the RS staff;

(F) SompleteCompletes and document emergency drills with the member quarterly when
services are provided in the member's home;

(G) mplementimplements the Plan as written and document each time they are contacted
to respond, including the nature of the intervention and the duration;

(H) SompleteCompletes incident reports, per OAC 340:100-3-34; and
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(1) Axels eighteen (18) years of age and older.
(2) Natural emergency response persons:

(A) Are unpaid family members or other interested parties who agree to become, and are

approved as, an emergency response person by the member’s Team;

(B) Are available to respond in the case of an emergency within twenty (20) minutes from

the time they are contacted by RS staff, unless a shorter response time is indicated in the

Plan;

(C) Have an on-call back-up person who responds when the primary response staff is

unable to respond within the specified time frame;

(D) Provide written or verbal acknowledgement of a request for assistance from the

remote-supportsRS staff; and

(E) Are eighteen (18) years of age and older.
(F) Service limitations. RS is limited to twenty-four (24) hours pg
simultaneously with HT S-serviees, homemaker-serviees, |
services-specializedfostercare; respite, intensive personal supportsse#wees
per OAC 340:100- 5 22. 1 or employment services, per OA 40 100-17 g

. RS ecan-be provided-in-conjunction-with-da

Ieaseel—sewreesmav not be prowded to members receiving spe(:|aI|zed foster care or agency
companion services, per OAC 340:100-5.22.1, or group ho ervices, per OAC 340:100-6.
(1) Services not covered include, but are not limited tor:r\
(A) Direct care staff monitoring;
(B) Services to persons under the ag&ef eigh 18); or
(C) Services provided in any settin r than the member's primary residence or
employment site.
(2) RS services are shared %@KDH%#DQSOKDHS DDS Waiver members of the same
household in a residentlﬁlg RS provider agencies may only bill for one (1) member of
a household at a time. ‘Only one (1) ¥emete-supportsRS provider per household;.
(3) Assistive technology purcl{ses are authorlzed per OAC 317 40-5- 100
(g) RS Discontinuation. Ay

ahile RS ,. he- RS-sta RSserwcescan bedlscontlnued
(1) k‘=l IA‘= = ll = = Q l Qmaea l‘l v a alala Q

(1) When the member and member's Team determine it is appropriate to discontinue RS
services. When RS services are terminated, the RS provider agency coordinates termination
of service with the member's residential or vocational provider agency and Team to ensure a
safe transition. When a member requests the termination of RS services while RS is being
provided, the RS staff:

(A) Notifies the provider to request an emergency response staff;

(B) Leaves the system operating until the emergency response staff arrives; and

(C) Turns off the system once relieved by the emergency response staff; or
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(2) At the discretion of the RS provider when services do not meet the health or behavioral
needs of the individual.
(A) A thirty (30) calendar day termination notice must be provided to the member and
the Team prior to discontinuing services so alternative services can be arranged.
(B) Services must continue to be provided to the service recipient until the Team
confirms all essential services are in place.

SUBCHAPTER 5. MEMBER SERVICES
PART 1. AGENCY COMPANION SERVICES

317:40-5-3. Agency companion services (ACS)
(@) ACS are:
(1) Provided by agencies that have a provider agreement wi lahoma Health Care
Authority{OHCA);
(2) Provider Agency independent contractors and p
developed to meet the member's specific needs that in
and training in daily living skills, and integrates t
family in a home owned or rented by the companion;
(3) Available to members eighteen (18) years of age orjelder who are eligible for services
through Community or Homeward Bound Waivers. Perso*mder eighteen (18) years of age
may be served with approval from the Qklahema Bepartment-of-Human Services (OKDHS)
Developmental Disabilities Services (D direct designee;_ and
(4) Based on the member's need for resideqitiglservices, per Oklahoma Administrative Code
(OAC) 340:100-5-22, and support as described in the member's Individual Plan (Plan), per
OAC 340:100-5-50 throughg8403400-5-58.
(b) An—agency—companten:EHBUseholds are limited to one (1) individual companion provider.
Exceptions for two individual companion previders are allowed in a household when each provides
companion services to differentimembers. Exceptions may be approved by the DDS director or
designee. Agency companions maysnot simultaneously serve more than four (4) members through
any combination anion or respite services. An agency companion:
proved home profile, per OAC 317:40-5-3, and contract with a DDS-
Yi
ion services for one (1) member. Exceptions to serve as companion
ay be approved by the DDS director or designee. Exceptions for up to

ide a shared g arrangement
e supervision, supportive assistance,
embeffinto the shared experiences of a

for two (2) member

two (2) membersimay be approved when members have an existing relationship and to
separate them would be detrimental to their wel—beingwell-being and the companion
demonstrates the skill and ability required to serve as companion for two (2) members.
Exceptions for additional members may be granted when the DDS director or designee
determines an emergency situation exists and there is no other resolution, and the companion

4)-(3) May not provide companion services to more than two (2)_household members at any
time; and
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binati : : . oac
{6)(4) May not have employment, volunteer activities, or personal commitments that prevent
the companion from fulfilling his or her responsibilities to the member, per OAC 317:40-5.
(A) The companion may have employment when:
(i) Employment is approved in advance by the DDS area residential services program

programs manager;
(i1) Gempanion‘'sThe companion's employment does not require on-call duties and

occurs during time the member is engaged in outside activities such as school,
employment or other routine scheduled meaningful activities; and
(iii) Companion-provides-assuranceThe companion ensures the employment is such
that the member's needs wiH-beare met by the compani if the member's
outside activities beare disrupted.
(B) If, after receiving approval for employment, authori
employment interferes with the care, training, or supervision need
companion must terminate, within thirty (30) calendér days:
(i) His or her employment; or
(i1) His or her contract as an agency com
(C) Homemaker, habilitation training specialist,
the companion to maintain employment.
(c) Each member may receive up to sixty (60) calendar days Aear of therapeutic leave without
reduction in the agency companion'’s payme
(1) Therapeutic leave: \
(A) Is a SoonerCare (Medicaid) pay ade to the contract provider to enable the
member to retain services; and
(B) Is claimed whe;\? () >
(i) Member doeginot receéive ACS for twenty-four (24) consecutive hours due to:
() A visitwith family erftiends without the companion;
(1) Vacation without the companion; or
(111) Hospitalizatien regardless of whether the companion is present; or
ion uses authorized respite time; and
more than fourteen (14) consecutive, calendar days per event, not to
exceedsixty (60) €alendar days per Plan of Care (POC) year; and
(D) Cannet be capried over from one (1) POC year to the next.
(2) The therapeuticd@ave daily rate is the same amount as the ACS per diem rate.
(3) The provider agency pays the agency companion the payment he or she would earn if the
member were not on therapeutic leave.
(d) The companion may receive a combination of hourly or daily respite per POC year equal to
seven-hundred and twenty (720) hours.
(1) The daily respite rate is used when respite is provided for a full twenty-four (24) hour
day. A day is defined as the period between 12:00 am and 11:59 pm.
(2) The hourly respite rate is used when respite is provided for a partial day.
(3) The provider may serve more than one (1) member through shared staffing, but may not
bill HTS or the hourly respite rate for multiple members at the same time.

(e) Habilitation Fratnring-Speetahisttraining specialist (HTS) services:

staff determines the
the member, the

ddrespite services are not provided for
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(1) May be approved by the DDS director or designee when providing ACS with additional

support represents the most cost-effective placement for the member when there is an ongoing

pattern of the member not:

(A) Sleeping at night; or
(B) Working or attending employment, educational, or day services; and

(2) May be approved when a time-limited situation exists in which the companion provider is

unable to provide ACS, and the provision of HTS will-maintainmaintains the placement or

provideprovides needed stability for the member, and must be reduced when the situation

changes;

(3) Must be reviewed annually or more frequently as needed, which includes a change in

agencies or individual companion providers; and

(4) Must be documented by the Personal Support Team (Team) an

efforts to resolve the need for HTS.
(F) The contractor model does not include funding for the providéFage
benefits to the companion.
(9) The agency receives a daily rate based on the member's lesel of support. L
the member and corresponding payment are:

(1) Determined by authorized DDS staff per level§idescrifed in (A)}-through(B):—ardOAC

317:40-5-3(9)(2)(A) through (C); and

(2) Re-evaluated when the member has a change in Wndividual companion providers

e Team must continue

for the provision of

Is of support for

A Ntarm an a\V/al Wa alala 3 no aYaRYV.ViaTaTalldaTa

B}A) evel of support Close level of support is authorized when the member
requirés the-levebe hee-outhned-n-{g A}-and-assistance in at least two (2) of
the fellewing:serviges in (|) through (|||) of this subparaqraph

(i) Donyular feanuan nd _comae a on Nt nh istanca_angd nno N

ompleteMinimal to extensive assistance to complete dally living skills, such as
bathing, dressing, eating, and toiletings.
(ii) Extensive assistance with medication administration, money management,
shopping, housekeeping, meal preparation, scheduling appointments, arranging
transportation or other activities;-er.
(iii) Assistance with health, medication, or behavior interventions that may include
the need for specialized training, equipment, and diet.
£€)(B) Enhanced level of support. Enhanced level of support is authorized when the
member requires the level of assistance outlined in (g)(2)B}(A) and_meets at least one
(1) of the foHewingcriteria in (i) through (iii) of this subparagraph. The member:
(1) Is totally dependent on others for:
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(I) Completion of daily living skills, such as bathing, dressing, eating, and
toileting; and
(1) Medication administration, money management, shopping, housekeeping,
meal preparation, scheduling appointments, and arranging transportation or
other activities; or
(it) Demonstrates ongoing complex medical issues requiring specialized training
courses, per OAC 340:100-5-26; or
(iif) Has behavioral issues that regquiresrequire a protective intervention protocol
(PIP) with a restrictive or intrusive procedure, per OAC 340:100-1-2. The PIP must:
(1) Be approved by the Statewide Human Rights Behavior Review Committee
SHRBRG), per OAC 340:100-3-14; or
(1) Have received expeditedt emporary approval, per QAC 340:100-5-57;.
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BHC) Perva3|ve IeveI of support. Perva3|v evel of support regquires—the-level-of
assistance-outhned--{gH2HC)-and is authorized the member_is in OKDHS Child

Welfare Services custody and efforts to place in tradi | foster care have failed due to
the extensive level of support requiked by.the member. It is reevaluated only when the
member is eighteen (18) years of or (Wnd his or her individual companion
provider changes.

(i) This level of support may contifitie to be authorized when the member requires:

1) The level offassistance outlined in (g)(2)(B); and
(1D _Additi professional level support to remain in an agency companion
setting due to pervaswe bgaworal or emotlonal challenges.

dProviders of this level of support:
aliver direct support to the companion by a licensed or certified

health professmnal GGHHSGIGJ’—QEPG—)—GFPFGR‘SSIGH&[ with a minimum

“““ a master s degree; and

ractice approaches in dealing with specific members;-and

(1) AsProvide professional level and ongoing support as part of the ACS and
not billed as a separate service. Waiver services may be authorized for the
development of a PIP, per OAC 340:100-5-57; and

(IV) Market, recruit, screen, and train potential companions for the identified

member.
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(h) Authorization for payment of ACS is contingent upon receipt of:
(1) The applicant's approval letter authorizing ACS for the identified member;
(2) An approved relief and emergency back-up plan addressing a back-up location and
provider;
(3) The Plan;
(4) The POC; and
(5) The date the member is scheduled to move to the eempanionscompanion's home. When
a member transitions from a DDS placement funded by a pier diem the incoming provider
may request eight (8) hours of HTS for the first day of service.
(i) The Plan reflects the amount of room and board the member pay
provider must use the room and board reimbursement payment to me

the companion. The
member's needs. ltems

month of the servicereeipieptsmember's income, up to a magimum of ninety
current minimum Supplemental Security Income (SSH payiment for a single individual.

PART 5. SPECIALIZED FOSTER CARE STANDARDS

317:40- 5 50 Purpose of Specialized Foster Care Seepe(SE
(@) SFC providesup.to 24twenty-four (24) hours per day of in-home
residential habilitation services funded throughthe Cwnlty Waiver or the Homeward Bound
Waiver. SFC serves individuals ages—three ears of age and older. SFC provides an
individualized living arrangement in a family setting including up to 24twenty-four (24) hours per
day of supervision, supportivefist ce, and training in daily living skills.
(b) SFC is provided in a setting thattbest meets the member's specialized needs-ef-the-service
recipient. . ~
(c) Members in SFC have a written plan that addresses visitation, reunification, or permanency
planning, and which may also address guardianship as the member approaches eighteen (18) years
of age.
(d) As per the requirements in (1) through (4) of this subsection, SFC providers:
(1) Are approved throdgh the home profile process described in Oklahoma Administrative
Code (OAC)317:40-5=40;
e and Community-Based Services (HCBS) Waiver contract with the
Oklahoma Health*Care Authority; and
(3) Have a current Fixed Rate Foster Home Contract for room and board reimbursement with
Developmental Disabilities Services (DDS) when:
(A) The SFC member is a child; or
(B) Required by the adult membersSFEC recipient's Personal Support Team (Team).
(e) A child in Oklahoma Human Services (OKDHS) or tribal custody who is determined eligible
for HCBS Waiver services, per OAC 317:40-1-1, is eligible to receive SFC services if the child's
special needs cannot be met in a Child Welfare Services (CWS) foster home.
(1) SFC provides a temporary, stable, nurturing, and safe home environment for the child
while OKDHS plans for reunification with the child's family.




APA WF 22-24B

(2) In the event reunification is not achievable, SFC may be provided on a long-term basis
while other more permanent living arrangements are sought.
(3) When the court has established a specific visitation plan, the CWS specialist informs the
SFC provider, the member, the DDS case manager, and the natural family of the visitation
plan.
(A) The SFC provider cooperates with the visitation plan between the child and family as
prescribed by the court or the member's Team.
(B) The reunification effort is the joint responsibility of the:
(i) CWS worker;
(it) DDS case manager;
(iii) Natural family; and
(iv) SFC family.
(C) For children in OKDHS custody, CWS and DDS work t r to determine the need
for guardianship. When it has been established that a legal’guar is in the child's best
interest, both programs work together to locate a guardian.
(F) SFC is a temporary service provided to children who are not in OKDHS custody when SFC
services are needed to prevent institutionalization.

(1) SF&H an Fthat cannet be satisfied by respite ser
isi SFC is intended®to.allow relief for the member's family
that cannot be satisfied by respite services provisions or@ther in-home supports.
(2) SFC provides a nurturing, substitute home environn&or the member while plans are
made to reunify the family.
(3) Visitation with the family is a part ofithe reu?ﬁi@tion efforts for non-custody children.
Visitation must not be intrusive to the SF e.
(4) Parents of a child receiving SFC services'must comply with the requirements listed in (A)
through (D) of this parag? ) >
(A) Natural or adaeptive parents retain the responsibility for their child's ongoing
involvement and support while'the,child is in SFC.
(i) The parents are re@ired to sign a written agreement allowing OKDHS to serve
as the representative payee for the child's Social Security Administration (SSA)
er government benefits, and court-authorized child support.
ther government benefits, and child support are used to pay for room
BS services do not pay for room and board-matrtenanee.
ibilities of a child receiving voluntary SFC are to:
pite to the SFC provider;
1de transportation to and from parental visitation;
(iii) Provide a financial contribution toward their child's support;
(iv) Provide in kind supports, such as disposable undergarments, if needed, clothing,
recreation, birthday and holiday presents, school supplies, and allowances or
personal spending money;
(v) Follow the visitation plan as outlined by the member's Team, per OAC 317:40-
5-52;
(vi) Maintain ongoing communication with the member and SFC provider by letters,
telephone calls, video conferencing, or email;
(vii) Be available in an emergency;
(viii) Work toward reunification when appropriate;

10
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(ix) Provide written consent for medical treatments as appropriate;
(x) Attend medical appointments, when possible, and keep informed of the member's
health status;
(xi) Participate in the member's education plan per Oklahoma State Department of
Education regulations; and
(xii) Be present for all Team meetings.
(C) When moving out of Oklahoma, parents of a child receiving voluntary SFC are
responsible for taking their minor child with them, since the child is no longer eligible for
services because he or she is no longer an Oklahoma resident.
(D) For children eighteen (18) years of age and younger, the case manager reports to
CWS if the family moves out of Oklahoma without taking their child with them or if the
family cannot be located. )
(g) SFC is an appropriate living arrangement for many adults. The decision to use SFC for an
adult is based on the member's need for residential support as described in the member's Individual

Plan (Plan).
(1) In general, SFC is appropriate for members who haveot experienced family life. A child
served in SFC may continue to receive services i e home indefinitely after turning
18eighteen (18) years of age. 4

(2) The member who receives SFC services lives in the provider's home.
(3) Visitation with the adult member's family is encourdged and arranged according to the
member's preference. Visitation is not intrusive to the &mme.
(h) When natural or other unpaid supports arénotavailable, the SFC provider may request respite
support.
(1) Respite units do not replace the respon 1es of the SFC provider on a reqular basis.
(2) All respite units must be justified in the ember's Plan process.
(3) No more than seven-hua@iredhand twenty (720) hours annually may be authorized unless
approved by the DDS diﬁesiqnee.
(A) The daily respitexate is usedwwhen respite is provided for a full twenty-four (24) hour
day. A day is defined as the period between 12:00 a.m. and 11:59 p.m..
(B) The hourly respite rate.is used when respite is provided for a partial day.
may serve more than one (1) member through shared staffing, but may
n_training specialist (HTS) services or the hourly respite rate for

relief represents the most cost-effective placement for the member and:
(A) There are multiple members living in the home;
(B) The member has an on-going pattern of not sleeping at night; or
(C) The member has an on-going pattern of not working or attending employment
services, in spite of continuing efforts by the Team.
(1) HTS services may be approved by the DDS director or designee when providing SFC with
additional staffing support represents the most cost-effective placement for the member when:
(1) There is an ongoing pattern of not sleeping at night; or
(2) There is an ongoing pattern of not working or attending employment, educational, or day
services;
(3) There are multiple members living in the home;

11
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(4) A time-limited situation exists in which the foster parent is unable to provide SFC, and the
provision of HTS maintains the placement or provides needed stability for the member, and
must be reduced when the situation changes;
(5) Must be reviewed annually or more frequently as needed; and
(6) Must be documented by the Team and the Team must continue efforts to resolve the need
for HTS.
(1) A member may receive therapeutic leave for no more than fourteen (14) consecutive days per
event, not to exceed sixty (60) calendar days per Plan of Care year.
(1) The payment for a day of therapeutic leave is the same amount as the per diem rate for
SFC services.
(2) Therapeutic leave is claimed when the member does not receive SEC services for twenty-
four (24) consecutive hours from 12:00 am to 11:59 pm because of:
(A) A visit with family or friends without the SFC provider;
(B) Vacation without the SFC provider; or
(C) Hospitalization.

317:40-5-60. Rellef support for prowders of SpeC|aI|z oster Care [REVOKED]

PART 9. SERVICE PROVISIONS

317:40-5-100. nology (AT) devices and services
(@) Applicability. tion applies to AT services and devices authorized by Oklahoma
Department-of Human-Services OKBHS(OKDHS) Developmental Disabilities Services (DDS)
through Home and Cemmunity-BasedCommunity-Based Services (HCBS) Waivers.
(b) General information.
(1) AT devices include the purchase, rental, customization, maintenance, and repair of
devices, controls, and appliances. AT devices include:
(A) Visual alarms;
(B) Telecommunication devices (FBBS);
(C) Telephone amplifying devices;
(D) Devices for the protection of health and safety of members who are deaf or hard of
hearing;
(E) Tape recorders;

12
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(F) Talking calculators;
(G) Specialized lamps;
(H) Magnifiers;
(1) Braille writers;
(J) Braille paper;
(K) Talking computerized devices;
(L) Devices for the protection of health and safety of members who are blind or visually
impaired;
(M) Augmentative and alternative communication devices including language board and
electronic communication devices;
(N) Competence-based cause and effect systems, such as switches;
(O) Mobility and positioning devices including:
(i) Wheelchairs;
(it) Travel chairs;
(iii) Walkers;
(iv) Positioning systems;
(v) Ramps;
(vi) Seating systems; 4
(vii) Standers;

(viii) Lifts;
(ix) Bathing equipment; \
(x) Specialized beds;-and
(xi) Specialized chairs;_and
(P) Orthotic and prosthetic devices, i g:

(i) Braces;

(ii) Precribed modi dfoes;and >
(iii) Splints;_an

(Q) Environmental'centrols ordeviges;
(R) Items necessary for Iiﬁf?support, and devices necessary for the proper functioning of
such items, including durable and non-durable medical equipment not available through

(it) Smoke and carbon monoxide alarms;

(iii) Bed andfer or chair sensors;

(iv) Door and window sensors;

(v) Pressure sensors in mats on the floor;

(vi) Stove guards or oven shut off systems;

(vii) Live web-based remote supports;

(viii) Cameras;

(ix) Autemated-medicationMedication dispenser systems;

(x) Software to operate accessories included for environmental control;
(xi) Software applications;

(xii) Personal Emergency Response Systems {RERS) or MebHe;mobile;

13
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(xiii) Emergency Response Systems (MER);

(xiv) Global positioning system {GPS} monitoring devices;
(xv) Radio frequency identification;

(xvi) Computers, smart watches and tablets; and

(xvii) Any other device approved by the Developmental—andDDS director or
designee;

(T) Eye glasses lenses, frames or visual aids.
(2) AT services include:

(A) Sign language interpreter services for members who are deaf;

(B) Reader services;

(C) AuxiHaryAuxiliary aids;

(D) Training the member and provider in the use and mai nce of equipment and

auxiliary aids;

(E) Repair of AT devices; and

(F) Evaluation of the member's AT needs:; and

(G) Eye examinations.
(3) AT devices and services must be included in memfer's Individual Plan {P)(Plan),
prescribed by a physician,_or appropriate medical proféssional with a SoonerCare (Medicaid)
contract, and arrangements for this HCBS service must@e, made through the member's case
manager. \
(4) AT devices are provided by vendor
medical equipment or other appropriate
(OHCA).
(5) AT devices and services are authorize ithper requirements of Fhethe
Oklahoma Central Mct, other' japplicable statutory provisions, Oklahoma
Administrative Code AC)880:15 and OKDHS-approved purchasing procedures.
(6) AT services are provided by anvappropriate professional services provider with a current
HCBS contract with OHCAf@and current, unrestricted licensure and certification with their
professional board, when applicable.
ices may beauthorized when the device or service:
part from the needs of the person receiving services;
available through SoonerCare (Medicaid) an AT retrieval program,
HitativeRehabilitation Services, or any other third

ith.a durable

tra tWhe Oklahoma Health Care Authority

mmunity resource;
S expensive equivalent that meets the member's needs;

(D) Is not solely for family or staff convenience or preference;

(E) Is based on the assessment and Personal Support Team (Team) consideration of the
member's unique needs;

(F) Is of direct medical or remedial benefit to the member;

(G) Enables the member to maintain, increase, or improve functional capabilities;

(H) Is supported by objective documentation included in a professional assessment,
except as specified, per OAC 317:40-5-100;

(1) Is within the scope of assistive-technelogy AT, per OAC 317:40-5-100;
(J) Is the most appropriate and cost effective bid, when applicable; and or

14
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(K) Exceeds a cost of seventy-five dollars ($75) AT devices or services with a cost of
seventy-five dollars ($75) or less, are not authorized through DDS HCBS Waivers.
(8) The homeowner must sign a written agreement for any AT equipment that attaches to the
home or property.
(c) Assessments._Recommendations for enabling technology devices are completed by the DDS
programs manager for remote supports or their designee. Assessments for AT devices or services
are performed by a licensed, professional service provider and reviewed by other providers whose
services may be affected by the device selected. A licensed, professional service provider must:
(1) Determine if the member's identified outcome can be accomplished through the creative
use of other resources, such as:
(A) Household items or toys;
(B) Equipment loan programs;
(C) Low-technology devices or other less intrusive options;
(D) A similar, more cost-effective device; and
(2) Recommend the most appropriate AT based on the member's:
(A) Present and future needs, especially for membeg$with degenerative’conditions;
(B) History of use of similar AT, and his or hergirrent ability to use the deviceand-for
the-pextfive(5)-years; and 4
(C) Outcomes; and
(3) Complete an assessment, including a decision makin iew and device trial that provides
supporting documentation for purchase, rental, customizqm&or fabrication of an AT device.
Supporting documentation must include:
(A) A device review;
(B) Availability of the device rental cussion of advantages and disadvantages;
(C) How frequently and in what situations the device wit-beis used in daily activities and
routines; l ‘ >
(D) How the membeffiand caregiver(s) wibeare trained to safely use the AT device; and
(E) The features and,specifications,of the device necessary for the member, including
rationale for why other alternatives are not available to meet the member's needs; and
(4) Upon DDS staff's request, provide a current, unedited video or photographs of the member
using the dew uding recorded trial time frames.
part authorization. AT device repairs or parts replacements, do not
ment or recommendation. DDS resource development staff with
rience may authorize repairs and replacement of parts for previously

recommended AT.
(e) AT device retrie
retrieve the device.
(f) Team decision-making process. The member's Team reviews the licensed professional's
assessment and decision-making review. The Team ensures the recommended AT:
(1) Is needed by the member to achieve a specific, identified functional outcome.
(A) A functional outcome, in this Section, means the activity is meaningful to the
member, occurs on a frequent basis, and would require assistance from others, if the
member could not perform the activity independently, such as self-care, assistance with
eating, or transfers.
(B) Functional outcomes must be reasonable and necessary given a member's age,
diagnosis, and abilities; and

I. When a member no longer needs an AT device, OKDHS DDS staff may

15
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(2) Allows the member receiving services to:
(A) Improve or maintain health and safety;
(B) Participate in community life;
(C) Express choices; or
(D) Participate in vocational training or employment; and
(3) Wilbels used frequently or in a variety of situations;
(4) WiHlIs easily fit into the member's lifestyle and work place;
(5) Is specific to the member's unique needs; and
(6) Is not authorized solely for family or staff convenience.
(9) Requirements and standards for AT devices and service providers.
(1) Providers guarantee devices, work, and materials for one (1) calendar year, and supply
necessary follow-up evaluation to ensure optimum usability.
(2) Providers ensure a licensed occupational therapist, physical
rehabilitation engineer evaluates the need for AT, and individuatly c
(h) Services not covered through AT devices and services. AT device
include:
(1) Trampolines;
(2) Hot tubs; 4
(3) Bean bag chairs;
(4) Recliners with lift capabilities;
(5) Computers, except as adapted for individual needSpas a primary means of oral
communication, and approved, per OAG317:40-5-100;
(6) Massage tables;
(7) Educational games and toys; or
(8) Generators.
(i) AT approval or denial. ?ap oval, conditional approval for pre-determined trial use, or
denial of the purchase, rentalgor lease/or purchase of the AT is determined, per OAC 317:40-5-
100. ~
(1) The DDS case manager sénds the AT request to designated DDS AT-experienced resource
development staff. The request.must include:
(A) Thei professional's assessment and decision making review;
lan of Care{ROC);
Documentation of the current Team consensus, including
es, per OAC 317:40-5-100; and
documentation to support the AT device or service need.
AT-experienced resource development staff approves or denies the AT
request when the device costs less than $5000.
(3) The State Office programs manager for AT approves or denies the AT request when the
device has a cost of $5000 or more._When authorization of an AT device of $5000 or more is
requested:
(A) The AT-experienced resource development staff:
(i) Solicits three (3) AT bids; and
(i) Submits the AT request, bids, and other relevant information identified in (1) of
this subsection to the State Office DDS AT programs manager or designee within
five (5) business days of receipt of the required bids; and

ist, speech therapist, or
mizes AT devices.
d services do not
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(B) The State Office DDS AT programs manager or designee issues a letter of
authorization, a written denial, or a request for additional information within five (5)
business days of receipt of all required AT documentation.
(4) Authorization for purchase or a written denial is provided within ten (10) business days of
receipt of a complete request:.
(A) If the AT is approved, a letter of authorization is issued;.
(B) If additional documentation is required by the AT-experienced resource development
staff, to authorize the recommended AT, the request packet is returned to the case
manager for completion;.
(C) When necessary, the case manager contacts the licensed professional to request the
additional documentation;-and

D) The-authorization-of-an-AT-deviceof $500
-
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(1) Vehicle approval adaptations. Vehicle adaptations are ssed and approved, per OAC
317:40-5-100. In addition, the requirements@n (L).through (3) of this subsection must be met.
(1) The vehicle must be owned or in the proces Sf‘bg'mg purchased by the member receiving
services or his or her family in order to be
(2) The AT request must include a certi

d mechanic's statement that the vehicle and

adaptations are mechani%o d. >
(3) Vehicle adaptations limited to one vehicle in a ten (10) year period per member.
Authorization for morethan one vehiele,adaptation in a ten (10) year period must be approved
by the DDS director or designe@.
(k) Eye glasses and eye exams. Routine eye examination or the purchase of corrective lenses for
members twenty- years of age and older, not covered by SoonerCare (Medicaid), may be
authorized for f prescribing glasses or visual aids, determination of refractive state,
treatment of refractive erroks, or purchase of lenses, frames, or visual aids. Payment can be made
to a licensed optemetrist who has a current contract on file with OHCA for services within the
scope of Optometriciprabtice as defined by the appropriate State law: provided, however, that
services performed by out-of-state providers are only compensable to the extent that they are
covered services.
@) AT denial. Procedures for denial of an AT device or service are described in (1) through
(3) of this subsection.
(1) The person denying the AT request provides a written denial to the case manager citing
the reason for denial, per OAC 317:40-5-100.
(2) The case manager sends OKDHS Form 06MPOO4E, Notice of Action, to the member and
his or her family or guardian.
(3) AT service denials may be appealed through the OKDHS hearing process, per OAC 340:2-
5.

17
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(m) AT device returns. When, during a trial use period or rental of a device, the therapist or
Team including the licensed professional who recommended the AT and, when available,
determines the device is not appropriate, the licensed professional sends a brief report describing
the change of device recommendation to the DDS case manager. The DDS case manager forwards
the report to the designated resource development staff, who arranges for the equipment return to
the vendor or manufacturer.
)(n) AT device rental. AT devices are rented when the licensed professional or AT-
experienced resource development staffdeterminesstaff determines rental of the device is more
cost effective than purchasing the device or the licensed professional recommends a trial period to
determine if the device meets the member's needs.
(1) The rental period begins on the date the manufacturer or vendor delivers the equipment to
the member, unless otherwise stated in advance by the manufactur vendor.
(2) AT-experienced resource development staff monitor use of gguipment during the rental
agreement for:
(A) Rental time frame cost effectiveness;
(B) Renewal conditions; and
(C) The Team's, including the licensed profession@ls re-evaluation of the member's need
for the device, per OAC 317:40-5-100. 4
(3) Rental costs are applied toward the purchase price of the device when the option is
available from the manufacturer or vendor.
(4) When a device is rented for a trial-use period, the Team Me@juding the licensed professional,
decides within ninety (90) calendar day§whether the device:
(A) Meets the member's needs; and
(B) SheuldNeeds to be purchased or d.
) (0) AT committee. The AT committee reviews equipment requests when deemed necessary
by the OKDHS DDS State O?A rograms manager.
(1) The AT committee isggomprised of:
(A) DDS professional staff membess, of the appropriate therapy;
(B) DDS State Office AT/ﬁrograms manager;
(C) The DDS area field administrator or designee; and

(D) An rt, not employed by OKDHS.
(2) The A erforms a paper review, providing technical guidance, oversight, and
consultation.
(3) The A ay endorse or recommend denial of a device or service, based on

s Section. Any endorsement or denial includes a written rationale for
the decision and, when necessary, an alternative solution, directed to the case manager within
twenty (20) business days of the receipt of the request. Requests reviewed by the AT
committee result in suspension of time frames specified, per OAC 317:40-5-100.

317:40-5-102. Nutrition Servieesservices

(a) Applicability. The rules in this Section apply to nutrition services authorized for members
who receive services through Home and Community-Based Services (HCBS) Waivers operated
by the Oklahoma Bepartment-of-Human Services (OKDHS) Developmental Disabilities Services
Bivision (BBSB)(DDS).

(b) General information. Nutrition services include nutritional evaluation and consultation to
members and their caregivers, are intended to maximize the member's health and are provided in
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any community setting as specified in the member's Individual Plan ¢4P}(Plan). Nutrition services
must be prior authorized, included in the member's trdividual-Plan (#R)} and arrangements for this
service must be made through the member's case manager. Nutrition service contract providers
must be licensed in the state where they practice and registered as a dietitian with the Commission
of Dietetic Registration. Each dietitian must have a current provider agreement with the Oklahoma
Health Care Authority (OHCA)-to provide Heme-and-Community-Based-ServicesHCBS, and a
SoonerCare_(Medicaid) provider agreement for nutrition services. Nutrition Servieesservices are
provided per Oklahoma Administrative Code (OAC) 340:100-3-33.1. In order for the member to
receive Waiver-funded nutrition services, the requirements in this Section must be fulfilled.
(1) The member must be assessed by the case manager to have a possible eating problem or
nutritional risk.
(2) The member must have aphysician's
an order for nutrition services current within one (1) year signe
physician, physician assistant, or other licensed health care
authority.
(3) Per OAC 340:100-5-50 through 58, the teamPersonalé@upport Team (
addresses member needs.
(4) Nutrition services may include evaluation, plan , congfiftation, training and monitoring.
(5) A legally competent adult or legal guardian has been informed of the risks and
benefits of the service has the right to refuse nutriti ervices per OAC 340:100-3-11.
Refusal of nutrition services must be documented in theMPlan.
(6) A minimum of 45fifteen (15) minute§forencounter and record documentation is required.
(7) A unit is 45fifteen (15) minutes.
(8) Nutrition services are limited to 1920 dred ninety-two (192) units per Plan of Care
year.
(c) Evaluation. When arraWby e case manager, the nutrition services contract provider
evaluates the member's nutriti s and completes the Level of Nutritional Risk Assessment.
(1) The evaluation mustnclude, butisyaot limited to:
(A) health;Health, diet, ar/behaworal history impacting on nutrition;
(B) ehmealCllnlcal measures including body composition and physical assessment:;
(C) dieta ary assessment, including:
rient needs;

medical or osteopathic
al with prescriptive

) identifies and

Nutritional intake; and

Drug-nutrient interactions; and

ationsRecommendations to address nutritional risk needs, including:
(|) euteemeerutcomes

(i) strategies;Strateqgies;

(iii) staffStaff training; and

(iv) pregramProgram monitoring and evaluation.

(2) The nutrition services contract provider and other involved professionals make
recommendations for achieving positive nutritional outcomes based on the risks identified on
the OKDHS Form 06HMO40E, Level of Nutritional Risk Assessment.

(3) The nutrition services contract provider sends a copy of the Level of Nutritional Risk
Assessment to the case manager within ten_(10) werking-days of receipt of the authorization.
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(4) If the evaluation shows the member rated as High Nutritional Risk, the nutrition services
contract provider sends a copy of the Level of Nutritional Risk Assessment to the BBSBDDS
area nutrition therapist or BBSBDDS area professional support services designee as well as
the case manager within 18-werkingten (10) business days of receipt of the authorization.
(d) Planning. The BBSBDDS case manager, in conjunction with the Team, reviews the identified
nutritional risks that impact the member's life.

(1) Desired nutritional outcomes are developed and integrated into the ladividual-Plan using
the least restrictive, least intrusive, most normalizing measures that can be carried out across
environments.
(2) The Team member(s) identified responsible in the tadividual-Plan develops methods to
support the nutritional outcomes, which may include:

(A) Stragegies;Strategies;

(B) Staff training; or

(C) Program monitoring.
(3) When the member has been receiving nutrition services and nutritionahstatus is currently
stable and the Team specifies that nutrition services no longer needed, the Team wil
dentifyidentifies individual risk factors for the me that would indicate consideration of
the resumption of nutrition services and assigns r nsibidity to a named Team Member(s)
for monitoring and reporting the members status regarding these factors.
(4) Any member who receives paid 24twenty-four (24)éhour per day supports and requires
constant physical assistance and mealtime intervention tz)&afely, or is identified for risk of
choking or aspiration must have an individualized mealtime assistance plan developed and
reviewed at least annually by the Team embe?(’swentified responsible in the nadividual
Plan. Team members may include a nutrit rvices contract provider and a speech therapy
contract provider or occupational therap contract provider with swallowing expertise

Do latlon should-delineatedelineates responsibilities to insure
there is no dupllcatlon rvices! The mealtime assistance plan includes but is not limited
to:

(A) aA physician ordered diet;
(B) eLretDlet mstructrons

(C) pe

ommunication needs;
Sistance techniques;

(H) smentationDocumentation requirements;
(1) meniteringMonitoring requirements; and
(J) tralningTraining and assistance.
(5) For those members receiving paid 24twenty-four (24) hour per day supports and nutrition
through a feeding tube, the Team develops and implements strategies for tube feeding
administration that enables members to receive nutrition in the safest manner and for oral care
that enables optimal oral hygiene and oral-motor integrity as deemed possible per OAC
340:100-5-26. The Team reviews the member's ability to return to oral intake following
feeding tube placement and annually thereafter in accordance with the member's needs.
(e) Implementation, Consultation and Training. Strategies are implemented by the assigned
person within a designated time frame established by the Team based on individual need(s).
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(1) Direct support staff members are trained per the tndividual-Plan and OAC 340:100-3-38.
(2) All special diets, nutritional supplements, and aids to digestion and elimination must be
prescribed and reviewed at least annually by a physician.
(3) Consultation to members and their caregivers is provided as specified in the RPPlan.
(4) Program documentation is maintained in the member's home record for the purpose of
evaluation and monitoring.
(5) The contract professional provider(s) sends documentation regarding the member's
program concerns, recommendations for remediation of any problem area and progress notes
to the case manager per OAC 340:100-5-52.

(A) The designated professional(s) reviews the program data submitted for:

(i) completeness;completeness;

(i1) eonsisteneyConsistency of implementation; and
(iii) pesitivePositive outcomes.

(B) When a member is identified by the Level of Nutriti
high nutritional risk, he or she receives increased monitoring by nutrition services
contract provider and health care coordinator, as deiésmined necessar the Team.
(C) Significant changes in nutritional status mu reported to the case manager by the
health care coordinator. g
(D) The Level of Nutritional Risk Assessment:
(1) #sls used by the nutrition services contract ider to reassess members at high
risk on a quarterly basis; and p&
(if) mustMust be submitted the nutrition services contract provider to the
BBSBDDS area nutrition therapist or DDS% area professional support services
designee within 45fifteen (15) ca days Tollowing the end of each quarter.

317:40-5-103. Transportat? Sl >

(a) Applicability. The rulesdir'this Section apply to transportation services provided through the

Oklahoma Bepartment-ef-Human Services-(PDHS), Developmental Disabilities Services (DDS);

Home and Gemm&n#y—BasedCowﬁunitv-Based Services (HCBS) Waivers.

(b) General Information. Transportation services include adapted, non-adapted, and public

transportation.
(1) Trans

transportation
(2) Services include, but are not limited to, transportation to and from medical appointments,
work or employment services, recreational activities, and other community activities within
the number of miles authorized in the Plan of Care (POC).
(A) Adapted or non-adapted transportation may be provided for each eligible person.
(B) Public transportation may be provided up to a maximum of $5;0600$15,000 per Plan
of CarePOC year. The DDS director or designee may approve requests for public
transportation services totaling more than $5,000$15,000 per year when public
transportation_promotes the member's independence, is the most cost-effective option or
only service option available for necessary transportation. For the purposes of this
Section, public transportation is defined as:
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(i) services;Services, such as an ambulance when medically necessary, a bus, or a
taxi; or
(i) aA transportation program operated by the member's employment services or day
services provider.
(3) Transportation services must be included in the member's Individual Plan (Plan) and
arrangements for this service must be made through the member's case manager.
(4) Authorization of Transportation Services is based on:
(A) Personal Support Team (Team) consideration, per Oklahoma Administrative Code
(OAC) 340:100-5-52, of the unique needs of the person and the most cost effective type
of transportation services that meets the member's need, per (d) of this Section; and
(B) theThe scope of transportation services as explained in this Section.
(c) Standards for transportation providers. All drivers employed b tracted transportation
providers must have a valid and current Oklahoma driver license, e vehicle(s) must meet
applicable local and state requirements for vehicle licensure, inspe ance, and capacity.
(1) The provider must ensure that any vehicle used to transport membe
(A) meetsMeets the member's needs;
(B) isls maintained in a safe condition;
(C) hasHas a current vehicle tag; and
(D) isls operated in-accordance—withper local, State, and federal law, regulation, and
ordinance.
(2) The provider maintains liability insurance in an amo ufficient to pay for injuries or
loss to persons or property occasioned bynegligence or malfeasance by the agency, its agents,
or employees.
(3) The provider ensures all members wea y belts during transport.
(4) Regular vehicle maintenance and repairs are the responsibility of the transportation
provider. Providers of a f nsportationyservices are also responsible for maintenance
and repairs of modificati to vehicles. Providers of non-adapted transportation with
a vehicle modification Tfunded throughsHCBS assistive technology services may have repairs
authorized per OAC 317:40-5-100
(5) Providers must maintain documentation, fully disclosing the extent of services furnished

(C) rameName of the member transported; and

(D) purposePurpose of the trip.
(6) A family member, including a family member living in the same household of an adult
member may establish a contract to provide transportation services to:

(A) werkWork or employment services;

(B) medicalMedical appointments; and

(C) etherOther activities identified in the Plan as necessary to meet the needs of the

member, per OAC 340:100-3-33.1.
(7) Individual transportation providers must provide verification of vehicle licensure,
insurance and capacity to the DDS area office before a contract may be established and
updated verification of each upon expiration. Failure to provide updated verification of a
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current and valid Oklahoma driver license andfer or vehicle licensure may result in
cancellation of the contract.
(d) Services not covered. Services that cannot be claimed as transportation services include:
(1) servicesServices not approved by the Team;
(2) servieesServices not authorized by the Plar-ef-CarePOC;
(3) tripsTrips that have no specified purpose or destination;
(4) tripsTrips for family, provider, or staff convenience;

(5) transpertationTransportation provided by the member;
(6) transportationTransportation provided by the member's spouse;

(7) transpertationTransportation provided by the biological, step or adoptive parents of the
member or legal guardian, when the member is a minor;

(8) tripsTrips when the member is not in the vehicle;

(9) transpertationTransportation claimed for more than one_(1
same time or for the same miles, except public transportation;

(10) transpertationTransportation outside Oklahoma unless:
(A) theThe transportation is provided to access@the nearest avadable medical or
therapeutic service; or
(B) advaneeAdvance written approval is give the RS area manager or designee;
(11) servicesServices that are mandated to be provided.by the public schools pursuant to the
Individuals with Disabilities Education Act;
(12) transpertationTransportation that occurs during th%ormance of the member's paid
employment, even when the employer i§@ ¢ontract provider; or
(13) transpertationTransportation when aieloser Mriate location was not selected.
(e) Assessment and Team process. At | nually, the Team addresses the member's
transportation needs. The Team determines thedmost appropriate means of transportation based
on the:
(1) presentPresent need the)nember. Wﬁen addressing the possible need for adapted
transportation, the Team enly considers,the member's needs. The needs of other individuals
living in the same household are considered separately;
(2) membersMember's ability to access public transportation services; and
(3) availabili ilability of other transportation resources including natural supports, and

(f) Adapted transportati Adapted transportation may be transportation provided in modified
vehicles with wheelchair gF'stretcher-safe travel systems or lifts that meet the member's medical
needs that cannot ith the use of a standard passenger vehicle, including a van when the
modification to the icle was not funded through HCBS assistive technology service and is
owned or leased by the DDS HCBS provider agency, family of an adult member, agency
companion provider or specialized foster care provider.
(1) Adapted transportation is not authorized when a provider agency leases an adapted vehicle
from a member or a member's family.
(2) Exceptions to receive adapted transportation services for modified vehicles other than
those with wheelehai/stretcherwheelchair or stretcher safe travel systems and lifts may be
authorized by the DDS programs manager for transportation services when documentation
supports the need, and there is evidence the modification costs exceeded $10,000. All other
applicable requirements of OAC 317:40-5-103 must be met.

ber per vehicle at the
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(3) Adapted transportation services do not include vehicles with modifications including, but
not limited to:
(A) restraintRestraint systems;

(B) plexi-glassPlexi-glass windows;
(C) barriersBarriers between the driver and the passengers;

(D) turneyTurney seats; and
(E) seatSeat belt extenders.
(4) The Team determines if the member needs adapted transportation according to:
(A) theThe member's need for physical support when sitting;
(B) theThe member's need for physical assistance during transfers from one surface to
another;
(C) theThe portability of the member's wheelchair;
(D) asseciatedAssociated health problems the member may . and
(E) dessLess costly alternatives to meet the need.
(5) The transportation provider and the equipment vendor ensure tha Americans with
Disabilities Act requirements are met.
(6) The transportation provider ensures all staff ting with transportation is trained
according to the requirements specified by the Te nd thefequipment manufacturer.
(9) Authorization of transportation services. The limitations in this subsection include the total
of all transportation units on the Plap-e¥GarePOC, not only units authorized for the identified
residential setting. '\
(1) Up to 12,000 units of transportation
POC per OAC 340:100-3-33 and OAC 3 :
(2) When there is a combination of non-a transportation and public transportation on a
Plan-of-CarePOC, the total cost for transp@rtation cannot exceed the cost for non-adapted
transportation services %he urrent nomsadapted transportation reimbursement rate
multiplied by 12,000 milgs for the'RPlan-of CarePOC year.
(3) The DDS area manager or designee,mpay approve:
(A) #pUp to 14,400 mileszﬁar Plan-of CarePOC year for people who have extensive needs
for transportation services;and
(B) 2A ion of non-adapted transportation and public transportation en-a-Plan-of
al cost for transportation does not exceed the cost for non-adapted
transportation seryices at the current, non-adapted transportation reimbursement rate
multiplied by 14,400 miles for the RPlan-of-CarePOC year.
(4) The DDS divisiairdirector or designee may approve:
(A) tenTransportation services in excess of 14,400 miles per Plan-efCarePOC
year in extenuating situations when person-centered planning identified specific needs
that require additional transportation for a limited period; or
(B) anyAny combination of public transportation services with adapted or non-adapted
transportation_when the total cost for transportation exceeds the cost for non-adapted
transportation services at the current, non-adapted transportation reimbursement rate
multiplied by 14,400 miles for the POC year; or
(C) publicPublic transportation services in excess of $5;000$25,000, when it_promotes
the member's independence, is the most cost effective_or only service option_available for
necessary transportation.

vices may be authorized in a member's Plan-efCare
:100-3=

24



APA WF 22-25

TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES

PART 6. INPATIENT PSYCHIATRIC AND SUBSTANCE USE DISORDER SERVICES

317:30-5-95.4. Individual plan of care for adults aged twenty-one (21) to sixty-four (64)
(a iccion 0—a '.' .-_ 3 .._..n-.'-'_-'...
Before or immediately after admission to a psychiatric unit of a general hospital or psychiatric
hospital, the attending physician or staff physician must establish a written plan of care for each
member aged twenty-one (21) to sixty-four (64). The plan of care must ifi€lude:
(1) Diagnoses, symptoms, complaints, and complications indicati e need for admission;
(2) A description of the functional level of the individual,
(3) Objectives;
(4) Any order for medication, treatments, restorative rehabilitative ices, activities,
therapies, social services, diet, and special procedures@lecommended for the health and safety
of the member;
(5) Plans for continuing care, including review and ification to the plan of care; and
(6) Plans for discharge.
(b) The attending or staff physician and other treatment team&onnel involved in the member's
care must review each plan of care at least everyiseven (7) days.
(c) All plans of care and plan of care review ::Nwly identified as such in the member's
medical records. All must be signed and dated physician, RN, LBHP or licensure candidate,
member, and other treatment team members thatjprovide individual, family, and group therapy in
the required review interval.{s candidate'signatures must be co-signed. All plans of care

and plan of care reviews mustfbe signéd by the member upon completion, except when a member
is too physically ill or his or'her acuity-levelpgrecludes him or her from signing. If the member has
designated an advocate, the advocate's signature is also required on all plans of care and plan of
care reviews. If the member was too,physically ill or his or her acuity level precluded him or her
from signing the are and/or the plan of care review at the time of completion, the member

317:30-5-95.41.1 Documentation of records for adults receiving inpatient services
(a) All documentation for services provided under active treatment must be documented in an
individual note and reflect the content of each session provided. Services documentation must
include, at a minimum, the following:

(1) Date;

(2) Start and stop time for each session;

(3) Dated signature of the therapist and/or staff that provided the service;

(4) Credentials of the therapist;

(5) Specific problem(s) addressed (problems must be identified on the plan of care);

(6) Method(s) used to address problems;

(7) Progress made towards goals;

(8) Member's response to the session or intervention; and

1
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(9) Any new problem(s) identified during the session.

(b) Signatures of the member, legal guardian (if applicable), physician, LBHP, and registered nurse
(RN) are required on the individual plan of care (IPC) and all plan of care reviews. The IPC and
plan of care review are not valid until signed and separately dated by the member, legal guardian
(if applicable), physician, RN, LBHP, and all other requirements are met. All treatment team staff
providing therapy services must sign the IPC and all plan of care reviews. All plans of care and
plan of care reviews must be signed by the member upon completion, except when a member is
too physically ill, or the member's acuity level precludes him/her from signing. If the member is
too physically ill or the member's acuity level precludes him/her from signing the plan of care
and/or the plan of care review at the time of completion, the member must sign the plan when
his/her condition improves but before discharge. Documentation should indicate the reason the
member was unable to sign and when the next review will occur to obtaidthe signature.

(c) Candidates for licensure for licensed professional counselor, so ork (clinical specialty
only), licensed marital and family therapist, licensed behavioral pr licensed alcohol and
drug counselor, and psychology (mental health specialty only) can ide assessments,
psychosocial evaluations, individual therapy, family therapy erapy as long as
they are involved in supervision that complies with their r ctive, approved licensing regulations
i and dated by a fully-licensed
LBHP in good standing, who is a member on the treatmentiteam. Individuals who have met their
supervision requirements and are waiting to be licensed in onex(1) of the areas of practice in OAC
317:30-5-240.3(a)(2) must have their work co-signed by a fu&ensed LBHP in good standing,
ignatures by fully-licensed LBHPs in good
ignature was made. Documentation of the
ted by a fully-licensed LBHP in good

who is a member on the treatment team.
standing, must be accompanied by the date th
service is not considered complete until it is s

standing.

substance use disorder (SUD) facilitie

(@ The SQR conducted by thet OHCA or its designated agent meets the utilization control
requirements as set forth in 42 C.F.R. Part 456.

of each In=state psychiatric facility and residential SUD facility that
are members which will be performed by the OHCA or its designated
that provide services to SoonerCare members will be reviewed
according to the'procedurgs’outlined in the Medical Necessity Manual. Ad hoc reviews may be
conducted at the discreti@n of the agency.

(c) The OHCA will designate the members of the SQR team. The SQR team will consist of one
(1) to three (3) team members and will be comprised of LBHPs or registered nurses (RNs).

(d) The SQR will include, but not be limited to, review of facility and clinical record
documentation and may include observation and contact with members. The clinical record review
will consist of records of members currently at the facility as well as records of members for which
claims have been filed with OHCA for acute, PRTF, or residential SUD levels of care. The SQR
includes validation of compliance with policy, which must be met for the services to be
compensable.

(e) Following the SQR, the SQR team will report its findings in writing to the facility. A copy of
the final report will be sent to the facility's accrediting agency, as well as the State Survey Agency,
if applicable, and any licensing agencies.

317:30-5-95.42.  Service gity view (SQR) of psychiatric facilities and residential

agent. Out-of-state facilit
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(F) Deficiencies identified during the SQR may result in full or partial recoupment of paid claims.
The determination of whether to assess full or partial recoupment shall be at the discretion of the
OHCA based on the severity of the deficiencies.
(9) Any days during which the facility is determined to be out of compliance with Federal
Conditions of Participation, excluding residential SUD facilities, or in which a member does not
meet medical necessity criteria may result in full recoupment. Full recoupment may also result
from a facility's failure to provide requested documentation within the timeframes indicated on
requests for such documents or if the SQR team is denied timely admittance to a facility and/or
access to facility records during any on-site portion of the SQR.
(h) Items which may result in full or partial recoupment of paid claims shall include, but not be
limited to:
(1) Assessments and evaluations. Assessments and evaluations
dated signature(s), by qualified staff within the timefra
Administrative Code (OAC) 317:30-5-95.6, 317:30-5-95.37,
(2) Plan of care. Plans of care must be completed, with all required d signatures within
the timeframes described in OAC 317:30-5-95.4, 317:3045-96.33, and 317%80-5-95.47(2).
(3) Certification of need (CON). CONs for psychi facilities must be completed by the
appropriate team and in the chart within the tim es o‘lined in 42 C.F.R. 88 441.152,
456.160, and 456.481.
(4) Active treatment. Treatment must be documented athe chart at the required frequency
by appropriately qualified staff as described in OAC 317:3055-95.5, 317:30-5-95.7, 317:30-

5-95.8, 317:30-5-95.9, 317:30-5-95.10, 817:80-5-95.34, and 317:30-5-95.46(b).

(5) Documentation of services. Servic Mocumented in accordance with OAC

317:30-5-95.4, 317:30-5-95.5, 317:30-5- 317:30-5-95.10, 317:30-5-95.41, 317:30-5-

95.41.1 and 317:30-5-95.47 and 42 C.F.R. 88 412.27(c)(4) and 482.61. Documentation with

missing elements or g?en ion that does not clearly demonstrate the therapeutic
0

t be completed, with
utlined in Oklahoma
-5-95.47(1).

appropriateness and be f the'service may result in recoupment.

(6) Staffing. Staffing must meetthewratigs described in OAC 317:30-5-95.24(b)-(d) & (h) and

OAC 317:30-5-95.38 per unit/per shift; and credentialing requirements as outlined in OAC

317:30-5-95.8, 317:30-5-95.9,5317:30-5-95.35, 317:30-5-95.36, 317:30-5-95.46 (b) and 42

C.F.R. 884 441.153, 441.156, and 482.62.

[ . Orders for restraint and seclusion must be completely and thoroughly

ired elements as described in OAC 317:30-5-95.39 and 42 C.F.R. §
482.13(e) & () and 42°C.F.R. Part 483. Documentation must support the appropriateness and
necessity for the usgfof restraint/seclusion. For PRTFs, documentation must include evidence
that staff and resident debriefings occurred as required by OAC 317:30-5-95.39 and 42 C.F.R.
Part 483. For residential SUD facilities, restraint may only be used when less restrictive
interventions, according to facility policy, have been attempted or when an immediate
intervention is required to protect the resident, a staff member, or others. A written incident
report must be completed within twenty-four (24) hours following each use of physical
restraint.

(i) If the review findings have resulted in a recoupment, the days and/or services involved will be

reported in the notification.

() In the event that CMS recoups from OHCA an amount that exceeds the provider's liability for

findings described in this Section, the provider will not be held harmless and will be required to

reimburse OHCA the total federal amount identified by CMS and/or its designated audit

contractor, limited to the amount of the original paid claim less any previously recouped amounts.

3

documented with all r
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(k) Penalties of non-compensable days which are the result of the facility's failure to appropriately
provide and document the services described herein, or adhere to applicable accreditation,
certification, and/or state licensing standards, are not compensable or billable to the member or the
member's family.

() Facilities that are determined to owe recoupment of paid claims will have the ability to request
a reconsideration of the findings. Details and instructions on how to request a reconsideration will
be part of the report documentation sent to the facility.

(m) Facilities that are determined by the SQR process to be out of compliance in significant areas
will be required to submit a Corrective Action Plan (CAP) detailing steps being taken to bring
performance in line with requirements. Facilities that are required to submit a CAP may be further
assessed through a formal, targeted post-CAP review process.

317:30-5-95.45. Residential substance use disorder (SUD) - Cove

(a) Adults. Members age twenty-one (21) to sixty-four (64) wh

criteria may receive medically necessary residential treatment for SUD.
(1) The member must meet residential level of care as rmined through*€ompletion of the
designated ASAM level-ef-care-placement tool no than seven (7) days prior to a SUD
admission and/or extension request and as requir the ’(Iahoma Department of Mental
Health and Substance Abuse Services (ODMHSAS)Rrior Authorization Manual.
(2) Each presenting member for SUD treatment shall be assessed, according to ASAM criteria,
which includes a list of symptoms for all six (6) dimensior&i each level of care to determine
a clinically appropriate placement in the\leasiyestrictive level of care.

y category
igibility and clinical

(b) Children. hildren are covered according to their
age group as described in OAC 317:30-5- and "317:30-5-95.47 and as specified by
ODMHSAS.

(c) Individuals with depend ren. Coverage for individuals with dependent children is
the same as adults and/or chi

317:30-5-95.46. Residential substance use disorder (SUD) - Covered services and medical
necessity criteria

(@) In order fort ices described'in this Section to be covered, individuals shall:

n SUD as described in the most recent edition of the DSM; and

eI of care in-accordance with the American Society of Addiction

as determined by-the- ASAM-evel-of care-determination through
completion of the gnated ASAM placement tool as desigratedrequired by the Oklahoma

Department of Mental Health and Substance Abuse Services (ODMHSAS).

(3) For additional medical necessity criteria, refer to the ODMHSAS Prior Authorization

Manual available at http://www.odmhsas.org/arc.htm.

(b) Coverage includes the following services:
(1) Clinically managed low intensity residential services (ASAM Level 3.1).
(A) Halfway house services B Individuals age thirteen (13) to seventeen (17).

(1) Service description. This service places a major emphasis on continuing SUD
care and community ancillary services in an environment supporting continued
abstinence. The facility shall have scheduled services to assess and address the
individual needs of each member. Services include individual, family, and/or group
therapy, individual and/or group rehabilitation services, care management, crisis
intervention, and for members age sixteen (16) and older, community recovery

4
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support services. Group therapy is limited to a total of six (6) individuals.
Rehabilitation services shall not exceed a staffing ratio of eight (8) individuals to one
(1) qualified provider.
(i) Staffing requirements. A licensed physician must be available by telephone
twenty-four (24) hours a day, seven (7) days a week. A minimum of two (2) direct
care and/or clinical staff must be on-site and awake twenty-four (24) hours a day,
seven (7) days a week. Staffing ratios shall not exceed those specified in OAC
340:110-3-153.2. All staff who provide treatment services shall meet qualifications
in accordance with the Oklahoma Medicaid State Plan and OAC 450:18.
(iii) Treatment hours. A minimum of six (6) treatment hours per week shall be
provided. A week begins on Sunday and ends on Saturday.
(B) Halfway house services B Individuals age eighteen (18)
(1) Service description. This service places a major e
care and community ancillary services in an envi
abstinence. The facility shall have scheduled services to as and address the
individual needs of each member. Services incl@de individual, famtly, and/or group
therapy, individual and/or group rehabilit services, care management, crisis
intervention, and community recovery sugport ser@es. Group therapy is limited to
atotal of eight (8) individuals. Rehabilitatiorservices shall not exceed a staffing ratio
of fourteen (14) individuals to one (1) qualifiedgovider.
(i) Staffing requirements. A licensed physic&wus‘r be available by telephone

twenty-four (24) hours a day, saven &%Week. Additional clinical and/or direct
ent

Ixty-four (64).
sis on continuing SUD
pporting continued

care staff must be on-site and awake tw our (24) hours a day, seven (7) days a
week. All staff who provide ervices shall meet qualifications in
accordance with the Oklahoma Megicaid State Plan and OAC 450:18.
(iii) Treatment rsHA minimum of six (6) treatment hours per week shall be
provided. A w@gin on Sunday and ends on Saturday.
(C) Halfway house'services Bilmiyiduals with minor dependent children or women
who are pregnant.
(i) Service descripti&}\T his service provides a planned regimen of twenty-four (24)

directed evaluation, care, and treatment. The facility shall have
ices to assess and address the individual needs of each member.
e individual, family, and/or group therapy, individual and/or group
services, care management, crisis intervention, and community
recovery support services. Group therapy is limited to a total of eight (8) individuals
for adults a total of six (6) individuals for children. Rehabilitation services shall not
exceed a staffing ratio of fourteen (14) individuals to one (1) qualified provider for
adults and eight (8) individuals to one (1) qualified provider for children.

(i) Staffing requirements. A licensed physician must be available by telephone
twenty-four (24) hours a day, seven (7) days a week. Additional clinical and/or direct
care staff must be on-site twenty-four (24) hours a day, seven (7) days a week. All
staff who provide treatment services shall meet qualifications in accordance with the
Oklahoma Medicaid State Plan and OAC 450:18.

(iii) Treatment services for dependent children. Services are available to the child
when provided to address the impacts related to the parent's addiction, including, but
not limited to, individual and family therapy. Compliance with separate provider

5
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qualifications, in accordance with OAC 317:30-5-240.2, is required for other
treatment services provided to dependent children by the residential SUD provider.
Provision of such treatment services shall be provided in accordance with OAC
317:30-5, Part 21.
(iv) Treatment hours. A minimum of six (6) treatment hours per week shall be
provided to the individual with minor dependent children and women who are
pregnant. A week begins on Sunday and ends on Saturday. Dependent children shall
be provided treatment services in accordance with the child's service plan if services
are provided by the residential SUD provider.
(2) Clinically managed, population specific, high intensity residential services (ASAM
Level 3.3). This service includes residential treatment for adults Wlth 0-occurring disorders.
(A) Service description. This service provides a planned re n of twenty-four (24)
hours, seven / (7) days a week, structured evaluation, care, a atment. Daily treatment
service shall be provided to assess and address individual e member. Services
include individual, family, and group therapy, individual and/o up rehabilitation
services, crisis intervention, care management, and munity recoveryisupport services.
Psychiatric and/or psychological and/or mental h evaluations shall be completed on
all members. In addition to the requirements 4fi. OAC17:30-5-95.47, the service plan
shall address the member's mental health négds’ and medications. The member's
medications shall be re-assessed a minimum ofgence every thirty (30) days and
monitoring of medications shall be provided. Group thesapy is limited to a total of eight
(8) individuals. Rehabilitation servicesishall not exceed a staffing ratio of fourteen (14)
er #Ng

individuals to one (1) qualified pro nt services must address both mental
health and SUD needs as identified in rvice plan.
(B) Staffing requirements. A licensedl psychiatrist must be available by telephone
twenty-four (24) hoursga day, seven (7) days a week. Additional staff must be on-site
twenty-four (24) h a day, seven (7) days a week. All staff who provide treatment
services shall meet qualificationsyi,accordance with the Oklahoma Medicaid State Plan
and OAC 450:18.
(C) Treatment hours. Aweekly minimum of twenty-four (24) service hours shall be
provide shaII include a minimum of one (1) hour of individual, group, or family
thera um of seven (7) hours of individual or group rehabilitation services.
A week begins on'Sunday and ends on Saturday. A maximum of seven (7) hours per week
of community (pgeér) recovery support services may count toward the weekly required
treatment hour:
(3) Clinically managed medium and high intensity (ASAM Level 3.5).
(A) Residential treatment, medium intensity - individuals age thirteen (13) to
seventeen (17).
(1) Service description. This service provides a planned regimen of twenty-four (24)
hours / seven (7) day a week, professionally directed evaluation, care, and treatment.
A multidisciplinary team approach shall be utilized in providing daily treatment
services to assess and address the individual needs of each member, including
individual, family, and/or group therapy, individual and/or group rehabilitation
services, care management, crisis intervention, and, for members age sixteen (16) or
older, community recovery support services. Group therapy is limited to a total of
six (6) individuals. Rehabilitation services shall not exceed a staffing ratio of eight
(8) individuals to one (1) qualified provider.

6
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(if) Staffing requirements. A licensed physician must be available by telephone
twenty-four (24) hours a day, seven (7) days a week. A minimum of two (2) direct
care and/or clinical staff must be on-site and awake twenty-four (24) hours a day,
seven (7) days a week. Staffing ratios shall not exceed those specified in OAC
340:110-3-153.2. All staff who provide treatment services shall meet qualifications
in accordance with the Oklahoma Medicaid State Plan and OAC 450:18.

(iii) Treatment hours. A weekly minimum of fifteen (15) treatment hours for
members attending academic training and twenty-four (24) treatment hours for
members not attending academic training shall be provided. Weekly treatment hours
shall include a minimum of one (1) hour of individual, family and/or group therapy
and a minimum of seven (7) hours of individual or group rehabilitation services. A
maximum of seven (7) hours per week of communitypeer) recovery support
services may count toward the weekly required treatm urs. A week begins on
Sunday and ends on Saturday.

(B) Residential treatment, high intensity B adults.
(i) Service description. This service provides
hours / seven (7) day a week, professionally,
Daily treatment service shall be provide assesﬁnd address individual needs of
each member. Services include individual, ily, and/or group therapy, individual
and/or group rehabilitation services, crisis Ingervention, care management, and
community recovery support services. Group the is limited to a total of eight (8)

individuals. Rehabilitation ser ess&a%xceed a staffing ratio of fourteen (14)
Vider.
d physician must be available by telephone

individuals to one (1) qualified
(ii) Staffing requirements. A |

twenty-four (24) hours a day, seveni(/) days a week. Additional clinical and/or direct
care staff mustﬁ{x-s twenty-four (24) hours a day, seven (7) days a week. All

anned regimen enty-four (24)
ected evaluation, care, and treatment.

staff who provide'treatment services shall meet qualifications in accordance with the

Oklahoma Medigaid StatéPlagand OAC 450:18.

(iii) Treatment hours. A weekly minimum of twenty-four (24) service hours shall

be provided, whichshall include a minimum of one (1) hour of individual, family,

therapy and a minimum of seven (7) hours of individual or group

ervices. A maximum of seven (7) hours per week of community (peer)

rt services may count toward the weekly required treatment hours. A

Sunday and ends on Saturday.

(C) Intensive gésidential treatment, high intensity B adults.
(i) Service description. This service provides a planned regimen of twenty-four (24)
hours / seven (7) day a week, professionally directed evaluation, care, and treatment.
Daily treatment service shall be provided to assess and address individual needs of
each member. Services include individual, family, and/or group therapy, individual
and/or group rehabilitation services, crisis intervention, care management, and
community recovery support services. Group therapy is limited to a total of eight (8)
individuals. Rehabilitation services shall not exceed a staffing ratio of fourteen (14)
individuals to one (1) qualified provider.
(i) Staffing requirements. A licensed psychiatrist must be available by telephone
twenty-four (24) hours a day, seven (7) days a week. Additional clinical and/or direct
care staff must be on-site twenty-four (24) hours a day, seven (7) days a week. All
staff who provide treatment services shall meet qualifications in accordance with the
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Oklahoma Medicaid State Plan and OAC 450:18.
(i) Treatment hours. A weekly minimum of thirty-seven (37) service hours shall
be provided, which shall include a minimum of four (4) hours of individual, family,
and/or group therapy and a minimum of seven (7) hours of individual or group
rehabilitation services. A maximum of eleven (11) hours per week of community
(peer) recovery support services may count toward the weekly required treatment
hours. A week begins on Sunday and ends on Saturday.

(D) Intensive residential treatment, high intensity B individuals age thirteen (13) to

seventeen (17).
(i) Service description. This service provides a planned regimen of twenty-four (24)
hours / seven (7) day a week, professionally directed evaluatign, care, and treatment.
Daily treatment service shall be provided to assess and address individual needs of
each member. Services include individual, family, and/ rapy, individual and/or
group rehabilitation services, crisis intervention, care nt, and, for members
age sixteen (16) or older, community recovery support servi Group therapy is
limited to a total of six (6) individuals. Rehalihitation services Shall not exceed a
staffing ratio of eight (8) individuals to one /) qualified provider.
(ii) Staffing requirements. A licensed hiatrWust be available by telephone
twenty-four (24) hours a day, seven (7) daysaweek. Additional clinical and/or direct
care staff must be on-site twenty-four (24) hamgs a day, seven (7) days a week.
Staffing ratios shall not exceed those specified IN®AC 340:110-3-153.2. All staff

who provide treatment servic shﬂ%}ualiﬁcaﬁons in accordance with the
OA

Oklahoma Medicaid State Plan :18.
(iii) Treatment hours. A weeklyimimum of thirty-seven (37) service hours shall
be provided, which shall include a'minimum of four (4) hours of individual, family,
or group therapygand®a minimum of seven (7) hours of individual or group
rehabilitation %es. maximum of eleven (11) hours per week of community
(peer) recovery: support'serviggs may count toward the weekly required treatment
hours. A week begins on Sunday and ends on Saturday.

(E) Residential treatmen}\fgr individuals with minor dependent children and women

cription. This service provides a planned regimen of twenty-four (24)
hours / seven(¥) day a week, professionally directed evaluation, care, and treatment.
The facility shall provide SUD treatment services to assess and address individual
needs of member. Services include individual, family, and/or group therapy,
individual and/or group rehabilitation services, crisis intervention, care management,
and community recovery support services. Group therapy is limited to a total of eight
(8) individuals for adults a total of six (6) individuals for children. Rehabilitation
services shall not exceed a staffing ratio of fourteen (14) individuals to one (1)
qualified provider for adults and eight (8) individuals to one (1) qualified provider
for children.

(i) Staffing requirements. A licensed physician must be available by telephone
twenty-four (24) hours a day, seven (7) days a week. Additional staff must be on-site
twenty-four (24) hours a day, seven (7) days a week. All staff who provide treatment
services shall meet qualifications in accordance with the Oklahoma Medicaid State
Plan and OAC 450:18.

(iii) Treatment services for dependent children. Services are available to the child
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when provided to address the impacts related to the parent's addiction, including but
not limited to individual and family therapy. Compliance with separate provider
qualifications, in accordance with OAC 317:30-5-240.2, is required for other
treatment services provided to dependent children by the residential SUD provider.
Provision of such treatment services shall be provided in accordance with OAC
317:30-5, Part 21.
(iv) Treatment hours. A minimum of twenty-four (24) service hours shall be
provided to the individual with minor dependent children and women who are
pregnant. Treatment hours shall include a minimum of one (1) hour of individual,
family, and/or group therapy and a minimum of seven (7) hours of individual or
group rehabilitation services. A maximum of seven (7) hours per week of community
(peer) recovery support services may count toward the ly required treatment
hours. A week begins on Sunday and ends on Saturday ndent children shall be
provided treatment services in accordance with the chi ice plan if services are
provided by the residential SUD provider.

(F) Intensive residential treatment for individ

women who are pregnant.
(i) Service description. This service provi@es a pl*ed regimen of twenty-four (24)
hours / seven (7) day a week, professionall ected evaluation, care, and treatment.
The facility shall provide SUD treatment serviges to assess and address individual
needs of each member. Services include indivi family, and/or group therapy,

individual and/or group rehabilitation.services, crisis intervention, care management,
and community recovery suppo eorwup therapy is limited to a total of eight
(8) individuals for adults a total (6) Individuals for children. Rehabilitation

services shall not exceed a staffiRg ratio of fourteen (14) individuals to one (1)
qualified provi?r Tlts and eight (8) individuals to one (1) qualified provider

s with depen children and

for children.

(i) Staffing re irementhensed psychiatrist must be available by telephone

twenty-four (24) hours a day, seven (7) days a week. Additional clinical and/or direct

care staff must be on\-s'Qg twenty-four (24) hours a day, seven (7) days a week. All
ovide treatment services shall meet qualifications in accordance with the

services for dependent children. Services are available to the child
to address the impacts related to the parent's addiction, including but
individual and family therapy. Compliance with separate provider
qualifications, in accordance with OAC 317:30-5-240.2, is required for other
treatment services provided to dependent children by the residential SUD provider.
Provision of such treatment services shall be provided in accordance with OAC
317:30-5, Part 21.

(iv) Treatment hours. A weekly minimum of thirty-five (35) service hours shall be
provided to the individual with minor dependent children and women who are
pregnant. Treatment hours shall include a minimum of four (4) hours of individual,
family, and/or group therapy and a minimum of seven (7) hours of individual and/or
group rehabilitation services. A maximum of eleven (11) hours per week of
community (peer) recovery support services may count toward the weekly required
treatment hours. A week begins on Sunday and ends on Saturday. Dependent
children shall be provided treatment services in accordance with the child's service
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plan if services are provided by the residential SUD provider.
(4) Medically monitored high intensity withdrawal management (ASAM Level 3.7).

(A) Medically supervised withdrawal management B individuals age thirteen (13) to

seventeen (17).
(i) Service description and requirements. This service is provided under the
direction of a licensed physician and a licensed registered nurse supervisor, for
members who are withdrawing or are intoxicated from alcohol or other drugs.
Members shall be assessed as currently experiencing no apparent medical or
neurological symptoms that would require hospitalization. Daily SUD withdrawal
management treatment services shall be provided, which include, but are not limited
to, taking of vital signs (temperature, pulse, respiration rate, blood pressure),
documentation of fluid and food intake a minimum of 1) time every six (6)
hours or more often as indicated by the member's co . Medications shall be
prescribed if needed during withdrawal management. ications are to include
those needed for physical health issues and mental impairment quired during the
withdrawal process.
(it) Staffing requirements. A license ysician providing supervision of
withdrawal management must be availabl€©n siteﬁ on call twenty-four (24) hours
a day, seven (7) days a week. A licensed n must provide twenty-four (24) hours
a day, seven (7) days a week monitoring statutorily approved personnel
administer medication. A minimum of two (Zmical and/or clinical/direct care
staff must be on-site and awakegwenty-four (24) hours a day, seven (7) days a week.
Staffing ratios shall not exceed SZQSN in OAC 340:110-3-153.2.

(B) Medically supervised withdraw nagement B adults.
(i) Service description and requirements. This service is provided under the
direction of a?e hysician and a licensed registered nurse supervisor, for

I

members who withdrawing or are intoxicated from alcohol or other drugs.
Members shalloe assessétmas currently experiencing no apparent medical or
neurological symptoms that would require hospitalization. Daily SUD withdrawal
management treatmentservices shall be provided, which include, but are not limited

of fluid and food intake a minimum of one (1) time every six (6)
ften as indicated by the member's condition. Medications prescribed
g withdrawal management. The medications are to include those
ysical health issues and mental impairment if acquired during the
withdrawal process.

(if) Staffing requirements. A licensed physician providing supervision of
withdrawal management must be available on site or on call twenty-four (24) hours
a day, seven (7) days a week. A licensed nurse must provide twenty-four (24) hours
a day, seven (7) days a week monitoring and statutorily approved personnel
administer medication.

317:30-5-95.47. Residential substance use disorder (SUD) - Individualized service plan
requirements

All SUD services provided in residential treatment facilities are rendered as a result of an
individual assessment of the member's needs and documented in the service plan.

(1) Assessment. A biopsychosocial assessment shall be completed for members receiving

10
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ASAM Level 3.1, 3.3, or 3.5 services, including dependent children receiving services from
the residential SUD provider, to gather sufficient information to assist the member in
developing an individualized service plan. The assessment must also list a diagnosis that
corresponds to current Diagnostic and Statistical Manual of Mental Disorders (DSM)
standards and the member's past and current psychiatric medications. The assessment must be
completed by an LBHP or licensure candidate. Licensure candidate signatures must be co-
signed by a fully-licensed LBHP in good standing. Assessments for ASAM Level 3.7 services
shall be completed in accordance with (E) below.
(A) Assessments for adolescents. A biopsychosocial assessment using the Teen
Addiction Severity Index (T-ASI) shall be completed. A physical examination shall be
conducted by a licensed physician to include, at a minimum, a physical assessment, health
history, immunization status, and evaluation of motor develop and function, speech,
hearing, visual, and language functioning.
(B) Assessments for adults. A biopsychosocial assessme
Index (ASI) shall be completed.
(C) Assessments for dependent children.
assessmentsAssessment of children (including i
treatment and receiving services from the r
following items:

(1) Parent-child relationship; \

(i) Physical and psychological development;
(iii) Educational needs;
(iv) Parent related issues; and \
(v) Family issues related to the c
(D) Assessments for parents/pregna omen. ;

assessmentsAssessmentfof the parent and/or pregnant women bringing their children into
treatment shall include the fallowing items:

(i) Parenting skihls; ~~y

(if) Knowledge of age appropriate behaviors;
(iii) Parental coping skills;

(iv | issues related to parenting; and

e Addiction Severity

nts) accompanying their parent into
entialg8UD provider shall include the

be completed documented by a licensed physician during the admission process. The

assessment shall provide a diagnosis that corresponds to current DSM standards.

(F) Assessment timeframes. Biopsychosocial assessments shall be completed within two

(2) days of admission or during the admission process for medically supervised

withdrawal management.
(2) Service plan. Pursuant to OAC 450:18-7-81, a service plan shall be completed for each
member receiving ASAM Level 3.1, 3.3, or 3.5 services, including dependent children
receiving services from the residential SUD provider. The service plan is performed with the
active participation of the member and a support person or advocate, if requested by the
member. In the case of children under the age of sixteen (16), it is performed with the
participation of the parent or guardian, if allowed by law, and the child as age and
developmentally appropriate. Service plans for ASAM Level 3.7 services shall be developed
in accordance with (D) below.
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(A) Service plan development. The service plan shall:
(1) Be completed by an LBHP or licensure candidate. Licensure candidate signatures
must be co-signed by a fully-licensed LBHP in good standing.

(i1) Provide the formation of measurable service objectives and reflect ongoing
changes in goals and objectives based upon member's progress or preference or the
identification of new needs, challenges, and problems.

(iii) Be developed after and based on information obtained in the assessment and
includes the evaluation of the assessment information by the clinician and the
member.

(iv) Have an overall general focus on recovery which, for adults, may include goals
like employment, independent living, volunteer work, or training, and for children,
may include areas like school and educational concerns aa@"assisting the family in
caring for the child in the least restrictive level of care.

(B) Serwce plan content Serwce plans must include d

and—thepnmaey—semeep;aemrenee[lf aqe fourtee 4) or older], the pa

required by law), and the LBHP or licensure cam@iidate. Licensure candidate signatures
must be co-signed by a fully-licensed LBHP i@ good @dinq. If the member is eligible
to self-consent to treatment pursuant to state £ a parent/quardian _signature is not
required. Signatures must be obtained after the servige plan is completed. The contents
of a service plan shall address the followmg r\ﬂ

(i) Member strengths, needs, ahilities,.and preferences;

(ii) Identified presenting challernges, neNd diagnosis;

(iii) Goals for treatment with speeific, measurable, attainable, realistic, and time-

limited objectives;

(iv) Type and frequencypof services to be provided,;

(v) Descriptio member's involvement in, and response to, the service plan;
(vi) The service providerwheywill be rendering the services identified in the service
plan; and

(vu) Discharge criteria that are individualized for each member and beyond that
pe stated in'the ASAM criteria.

pdates. Service plan updates shall occur a minimum of once every
ile serV|ces are provided. Service plan updates must include dated

thirty (30) days
signatures, for th

(14) or older] the parent/quardlan (|f requwed by law), and the LBHP or licensure

candidate. Licensure candidate signatures must be co-signed by a fully-licensed LBHP in
good standing. If the member is eligible to self-consent to treatment pursuant to state law,
a parent/guardian signature is not required. Signatures must be obtained after the service
plan is completed. Service plan updates shall address the following:

(i) Progress on previous service plan goals and/or objectives;

(i) A statement documenting a review of the current service plan and an explanation

if no changes are to be made to the service plan;

(i) Change in goals and/or objectives based upon member's progress or

identification of new needs and challenges;

(iv) Change in frequency and/or type of services provided,;

12
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(v) Change in staff who will be responsible for providing services on the plan; and

(vi) Change in discharge criteria.
(D) Service plans for medically supervised withdrawal management. Pursuant to OAC
450:18-7-84, a service plan shall be completed for each member receiving ASAM Level
3.7 services that addresses the medical stabilization treatment and services needs of the
member. Service plans shall be completed by a licensed physician or licensed registered
nursing staff_and must include a dated signature of the member [if age fourteen (14) or
older], the parent/guardian (if required by law), and the primary service practitioner. The
service plan shall provide a diagnosis that corresponds to current DSM standards.
(E) Service plan timeframes. Service plans shall be completed within four (4) days of
admission, except for service plans for individuals receiving .medically supervised
withdrawal management services, which must be completed in three (3) hours of
admission.

(3) Progress notes. Progress notes shall chronologically des
member's response to the services provided, and the member's progress
(A) Content. Progress notes shall address the following:

(i) Date;

(it) Member's name;

(iii) Start and stop time for each timed treatment session or service;

(iv) SignatureDated signature of the service provader

(v) Credentials of the service provider;

(vi) Specific service plan needs, goals.and/or objectives addressed;
(vii) Services provided to addreSs\needs, s, and/or objectives;

(vii) Progress or barriers to progr de intreatment as it relates to the goals and/or

objectives;

(ixX) Member (an , when applicable) response to the session or service

provided; and

(X) Any new needs, goalsiandiy objectives identified during the session or service.
(B) Frequency. Progress notes shall be completed in accordance with the following
timeframes:

notes for therapy, crisis intervention and care management must be
an individual note and reflect the content of each session provided.
(ii) Documen ion for rehabilitation and community recovery support services must

progress note weekly.
(4) Transition/discharge planning. All facilities shall assess each member for
appropriateness of discharge from a treatment program. Each member shall be assessed using
the ASAM eriteriaplacement tool to determine a clinically appropriate ptacementsetting in the
least restrictive level of care.
(A) Transition/discharge plans. Transition/discharge plans shall be developed with the
knowledge and cooperation of the member. The transition/discharge plan shall be
included in the discharge summary. The discharge plan is to include, at a minimum,
recommendations for continued treatment services and other appropriate community
resources. Appointments for outpatient therapy and other services, as applicable, should
be scheduled prior to discharge from residential care. Development of the
transition/discharge plan shall begin no later than two (2) weeks after admission.
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(B) Discharge summary. The discharge summary shall document the member's progress
made in treatment and response to services rendered. A completed discharge summary
shall be entered in each member's record within fifteen (15) days of the member
completing, transferring, or discontinuing services. The summary must be signed and
dated by the staff member completing the summary.

317:30-5-95.51. Residential substance use disorder (SUD) — Reporting of suspected child
abuse/neglect

Instances of child abuse and/or neglect are to be reported in accordance with state law,
including, but not limited to, Section (8) 1-2-101 of Title 10A of the Oklahoma Statutes and 43A
0.S. 8§ 10-104. Any person suspecting child abuse or neglect shall immediately report it to the
Oklahoma Department of Human Services (OKDHS) hotline, at 1-8 22-3511; any person
suspecting abuse, neglect, or exploitation of a vulnerable adult shall dmmediately report it to the
local DHS County Office, municipal or county law enforcement aut: r, if the report occurs
after normal business hours, the OKDHS hotline. Health care professionals are requested to
report incidents of domestic abuse by adult victims with legal capacity shallSgromptly make a
report to the nearest law enforcement agency, per 22 O.S 8.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 21. OUTPATIENT BEHAVIORAL HEALTH AGENCY SERVICES

317:30-5-241.4 Crisis Intervention
(a) Onsite and Mobile Crisis Intervention Services (CIS).
(1) Definition. GCrisistnatervention-ServicesCIS are face-to-face services for the purpose of
responding to acute behavioral or emotional dysfunction as evidenced, by psychotic, suicidal,
homicidal severe psychiatric distress, and/or danger of AOD rel . The crisis situation
including the symptoms exhibited and the resulting intervention ommendations must be
clearly documented.
(A) Onsite CIS is the provision of CIS to the member at the treat
person or via telehealth.
(B) Mobile CIS is the provision of CIS by at le ne (1) professional at the location of
a member who is not at the treatment facility@(e.qg. ices provided at the member's
home).
(2) Limitations. CIS aregnot compensable for SoonerCare
members who reside in ICF/IID facilities, or who rec RBMS in a group home or
Fherapeutic-FosterHoemetherapeutic foster e. CIS is also not compensable for members
who experience acute behavioral or em@ti nction while in attendance for other
behavioral health services; unless there is attempt of placement in a higher level
of care. The maximum is eight (8) units pefimonth; established mobile crisis response teams

can bill a maximum of f(?) howrs per month, and ten_(10) hours each +2twelve (12) months

facility, either in-

per member.
(3) Qualified professionals. SW must be provided by an LBHP or Licensure
Candidatelicensure candidate.
(b) Facility Based Crisis Stabilizét@ln (FBCS). FBCS services are emergency psychiatric and
substance abuse imed at reselving crisis situations. The services provided are emergency
stabilization, s a protected environment, chemotherapy, detoxification, individual
and group treatment, and ical assessment.
(1) Qualified practitigners. FBCS services are provided under the supervision of a physician
aided by a licens urse, and also include LBHPs and Licensure—Candidateslicensure
candidates for the provision of group and individual treatments. A physician must be
available. This service is limited to providers who contract with or are operated by the
ODMHSAS to provide this service within the overall behavioral health service delivery
system.
(2) Limitations. The unit of service is per hour. Providers of this service must meet the
requirements delineated in the OAC 450:23. Documentation of records must comply with
OAC 317:30-5-248.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE
SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES

PART 2. PHYSICIAN ASSISTANTS

A arvicac nrovdided-h hyveician A Nt m
\/ SIRSAERCivao m S e v c v

Eligible providers shall:
(1) Have and maintain current license by t lahoma State Board of Medical Licensure and
Supervision as specified in Section 519.6 of Title 59 of the Oklahoma Statutes;

(2) Have a current contrac h the OklahomaHealth Care Authority (OHCA); and

(3) Have a practice agreeffent with a SoonerCare contracted delegating physician(s) (who is
licensed and in good standi i State Board of Medical Licensure and Supervision or the
State Board of Osteopat aminers) concerning the scope of practice of the physician
assistant (PA). If at any time the.delegating physician(s) change, an updated copy of the practice
agreement bmitted

317:30-5-31.“General-coverage-by-categeryCoverage

The OHCA covers’medical services (as described in OAC 317:30-5, Part 1, Physicians) by a
physician assistant (PA) when rendered within the licensure and scope of practice of the PA.
Services must be in compliance with the state-specific statutes including Title 59 O.S. §519.2, rules

and requlations of the applicable practice act.

day-

(a) Payment for services within the physician assistant's scope of practice shall be made when

1
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ordered or performed by the eligible physician assistant if the same service would have been covered
if ordered or performed by a physician.

(b) Payment is not made to physician assistant when a service(s) is (are) performed simultaneously
with the delegating physician and billed by the physician on the same day.
(c) Payment is made per the methodology established in the Oklahoma Medicaid State Plan.

317:30-5-33. Post payment utilization review [Re

voked]
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 21. OUTPATIENT BEHAVIORAL HEALTH AGENCY SERVICES

317:30-5-241.7. Medication-assisted treatment (MAT) services for eligible individuals

with opioid use disorder (OUD)

(a) Definitions. The following words and terms, when used in this section, shall have the

following meaning, unless the context clearly indicates otherwise:
(1) ""Medication-assisted treatment (MAT)"™ means an e
approved by the Food and Drug Administration (FDA) to
including methadone and all biological products license
purpose. MAT also includes the provision of counseling and behav
(2) "Office-based opioid treatment (OBOT)" me a fully contr
provider that renders MAT services in OBOT ngs. OBOT providers must have
capacity to provide all drugs approved by th A the treatment of opioid use
disorder, directly or by referral, including for maintenance, detoxification, overdose
reversal, and relapse prevention, and appropriate ‘caunseling and other appropriate
ancillary services. &

(3) "Opioid treatment program (OT eans a program or provider:
(A) Registered under federal law;
(B) Certified by the Substance Ab d tal Health Services Administration

ence-based practice
opioid use disorder,
deral law for such

(SAMHSA);

(C) Certified by OD S, unlesstdeemed an exempted entity as defined by
federal law;

(D) Registered by Dru ment Agency (DEA);

(E) Registered by ‘the Oklahoma Bureau of Narcotics and Dangerous Drugs
(OBNDD); and \ﬂ
(3] En 3 in. opioid tr ent of individuals by use of an opioid agonist treatment

sorder (OUD)" means a cluster of cognitive, behavioral, and
s in which the individual continues use of opioids despite

at—Leaet—weéé)—elays—a—weekthe frrst nrnetv (90) davs of treatment

(6) "Phase II" means the pha

(90) davs of treatment.
(7) ""Phase 111" means the phs

days of treatment.
(8) "Phase IV" means the pha

(90) davs of the flrst year of treatment
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(9) "Phase V' means the phase of treatment for members who have been
admittedreceiving continuous treatment for more than one (1) year.

(10) "Phase VI" means the phase of treatment for members Who velﬂﬂtacﬂly—seek

precesshave been receiving continuous treatment for more than two (2) years.
(b) Coverage. The SoonerCare program provides coverage of medically necessary MAT
services in OTPs, including but not limited to, methadone treatment, to eligible individuals
with OUD. An OTP must have the capacity to provide the full range of services included in
the definition of MAT and must document both medication dosing and supporting behavioral
health services, including but not limited to, individual, family and group therapy and
rehabilitation services. MAT services and/or medications may als provided in OBOT
settings per OAC 317:30-5-9(b)&A(16).
(c) OTP requirements. Every OTP provider shall:
(1) Have a current contract with the OHCA as an OTP provider;
(2) Hold a certification as an OTP from ODMHSAS dnless deemed a
as defined by federal law;
(3) Hold a certification from the Substanc busegand Mental Health Services
Administration (SAMHSA);
(4) Be appropriately accredited by a SAMHSA-approved accreditation organization;
(5) Be registered with the DEA and the OBNDD; and
(6) Meet all state and federal opioid ent standards, including all requirements
within OAC 450:70.
(d) Individual OTP providers. OTP provi
(1) MAT provider who is a physician, physician's assistant (PA), or advanced practice
registered nurse (APRN) avholmay prescribe, dispense, and administer medications in
accordance with state fede I law and the Oklahoma Medicaid State Plan.
(2) OTP behavioral health ser actitioner who is a practitioner that meets the
qualifications in OAC 31%:30-5-240.3, except for family support and training providers,
qualified behavioral therapyfaide providers, multi-systemic therapy providers, and case

xempted entity

inclu

manager | p ers, for the prevision of outpatient behavioral health services.
(e) Intake an ent. OTPs shall conduct intake and assessment procedures in
accordance witk 70-3-5 through OAC 450:70-3-7.

(f) Service phases. gecordance with OAC 450:70-6-17.2 through OAC 450:70-6-17.8,
the OTP shall have tured phases of treatment and rehabilitation to support member
progress and to establish requirements regarding member attendance and service
participation. The OTP shall utilize ASAM criteria to determine the appropriate level of care
during each phase of treatment. Treatment requirements for each phase shall include, but not
limited to, the following:
(1) During phase I, the member shall participate in a minimum of four (4) treatment
sessions per month—mela&mg—bu%ne%e*elusa% Available services shall include, but
not be limited to, therapy, rehabilitation, case management, and peer recovery support
services.
(2) During phase 11, the member shall participate in at least two (2) treatment sessions
per month Mmg%he—ﬂps{—nme%y—@@)—days—meludmg—bu{—net—exel%% Available
services shall include, but not be limited to, therapy, rehabilitation, case management,
and peer recovery support services.-After-the-initial-ninety—{90)-days-in-PhaseH-the
membershatbparticipate-inat-teast ene {-treatment sesstonpermonth-

2




(g) Service plans. In accordance with OAC 450:70-3-8, a servi
for each member upon completion of the admission evaluati
based on the patient's presenting problems or diagnosis, intake assessm
assessment, and expectations of their recovery.
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(3) During phase Il1, phase 1V and phase V, the member shall participate in at least one
(1) treatment session per month+reludingbutrotexelusivete,. Available services shall
include, but not be limited to, therapy, rehabilitation, case management, and peer
recovery support services.

(4) During phase VI, the LBHP, licensure candidate or certified alcohol and drug
counselor (CADC) determines the frequency of therapy or rehabilitation service sessions
with input from the member.

(5) If an OTP is providing MAT medications to members receiving residential substance
use disorder services, the required minimum services for the OTP may be delivered by
the residential substance use disorder provider. The OTP provider shall document the
provision of these services and the provider delivering such seryices in the member's
service plan.

an shall be completed
rvice plan shall be
biopsychosocial

(1) Service plan development.

Service plans
licensure candidate. Serviceplan M

all be completed by an LBHP or

ans¢ including updates, must include
dated signatures of the person served [if age fourteen (44) or older], the parent/guardian
(if required by law), and the LBHP or licensure candi If a minor is eligible to self-

consent to treatment pursuant to state arent/guardian signature is not required.
Service plans completed by a licensure €andi st be co-signed and dated by a fully-
licensed LBHP. Signatures must be obt after the service plan is completed.

(2) Service plan content. Service plans Shall address, but not limited to, the following:

(A) Presenting problems
(B) Strengths, need§; abili
(C) Goals for treatment

iagnosis;
s, and preferences of the member;
ific, measurable, attainable, realistic and time-

limited;
(D) Type and frequenc services to be provided,;
(E) Datg pature of primary service provider;

of member's involvement in, and responses to, the service plan and
his orfer signatUre and date;
(G) Indmmidualizgd discharge criteria or maintenance;
s gth of treatment;
(1) Measurable long and short term treatment goals;
(J) Primary and supportive services to be utilized with the patient;
(K) Type and frequency of therapeutic activities in which patient will participate;
(L) Documentation of the member's participation in the development of the plan;
and
(M) Staff who will be responsible for the member's treatment.
(3) Service plan updates. Service plan updates shall be completed by an LBHP or
licensure candidate. Service updates completed by a licensure candidate must be co-
signed and dated by a fully-licensed LBHP. Service plan review and updates shall occur
no less than every six (6) months and shall occur more frequently if required based upon
the service phase or certain circumstances:
(A) Change in goals and objectives based upon member's documented progress, or
identification of any new problem(s);

3
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(B) Change in primary therapist or rehabilitation service provider assignment;
(C) Change in frequency and types of services provided;
(D) Ceritical incident reports; and/or
(E) Sentinel events.
(4) Service plan timeframes. Service plans shall be completed by the fourth visit after
admission.
(h) Progress notes. Progress notes shall be completed in accordance with OAC 317:30-5-
248(3).
(i) Discharge planning. All members shall be assessed for biopsychosocial appropriateness
of discharge from each level of care using ASAM criteria that includes a list of symptoms
for all six (6) dimensions and each of the levels of care, to determine aclinically appropriate
placement in the least restrictive level of care. This organized proces olves a professional
determination by an LBHP or licensure candidate for appropri acement to a specific
level of care based on the following symptoms and situations:
(1) Acute intoxication and/or withdrawal potential;
(2) Biomedical conditions and complications;
(3) Emotional, behavioral or cognitive conditions complications;
(4) Readiness to change; (
(5) Relapse, continued use or continued problem I; and
(6) Recovery/living environment.
() Service exclusions. The following services are exclud(&om coverage:

(1) Components that are not provided t xclusively for the treatment of the eligible
individual;

(2) Services or components of servi h the basic nature is to supplant
housekeeping or basic services for the\@onvenience of a person receiving covered
services;

(3) Telephone calls or ronic contacts (not inclusive of telehealth);
(4) Field trips, social, hyS| ise activity groups;
(k) Reimbursement. To be |g|ble for payment, OTPs shall:
(1) Have an approved pr er agreement on file with the OHCA. Through this
agreement, tk P assures that they are in compliance with all applicable federal and
S!eaieestat law and regulations, including, but not limited to, OHCA
DMHSAS administrative rules, and the Oklahoma Medicaid State

(2) Obtain pric orization for applicable drugs and services by the OHCA or its
designated agent before the service is rendered by an eligible provider. Without prior
authorization for applicable drugs and services, payment is not authorized.

(3) Record the National Drug Code (NDC) number for each drug used in every encounter
at the time of billing.

(4) Be reimbursed pursuant to the methodology described in the Oklahoma Medicaid
State Plan.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES

PART 1. PHYSICIANS
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For laboratory policies pleasexrefer to Part 7, Laboratories (Independent, Physician, And

Hospital), of this Siiapter.
<9

317:30-5-20.1, Drug screening and testing
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For policy regarding drug screening and testing, please refer to Okla Administrative
Code (OAC) 317:30-5-101.
y 4

A
317:30-5-20.2. Molecular diagnostic testing utilizingwmer¥e chain reaction for infectious
diseases
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For policy regarding molecular diagnostic testing utiliging polymerase GRain reaction for
infectious diseases, please refer to Oklahoma Administrati¥€ Code (OAC) 317:30-5-102.

€ &

PART 3. HOSPITALS'

317:30-5-42.10. Laboratory A 4
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For laboratory policies please refer to Part 7, Laboratories (Independent, Physician, And
Hospital), of this Chapter.

PART 7. em& DL ABORATOR LABORATORIES (INDEPENDENT,
PHYSICIAN, AND HOSPITAL)

!lllg. Aaman ?= =1a ar\, Q Mage N a organece A'.




APA WF 22-29

This Part covers the guidelines for payment of laboratory services by a provider in his/her
office, a certified hospital or independent laboratory, and for a pathologist's interpretation of
laboratory procedures.

(1) Physician and clinic provider laboratories. Physician and clinic_providers may be

reimbursed for compensable clinical diagnostic laboratory services only when they personally

perform or supervise the performance of the test. If a physician or clinic provider refers
specimen to a certified laboratory or a hospital laboratory serving outpatients, the certified
laboratory or the hospital must bill for performing the test.

(2) Independent and hospital laboratories. Independent and hospital laboratories will be

required to submit a letter to OHCA Provider Enrollment along with their other required

contracting documents. The reference laboratory must be identified on the claim as well as
the following information for any and all reference laboratories:
(A) Name;
(B) Address; and
(C) Clinical Laboratory Improvement Amendment of 1988 (CLIA
(3) Compensable services for independent, physician an spital laborat
(A) Reimbursement for lab services is made in acgdrdance with CLIA. These requlations
provide that payment may be made only for s shed by a laboratory that meets
CLIA conditions, including those furnished in physicians' offices. Regulations specify
that any and every facility which tests human speelimens for the purpose of providing
information for the diagnosis, prevention, or treatm&‘ any disease, or impairment of,
an.beings is subject to CLIA. All facilities which
ion fo?cgification by CMS. Eligible SoonerCare
providers must be certified under t A program and have obtained a CLIA ID
number from CMS and have a current contract on file with the OHCA. Providers
performing laboratory vi%s must havesthe appropriate CLIA certification specific to
the level of testing ﬁme
(B) Only medically necessary-laberatory services are compensable.

(i) Testing must bexmedically indicated as evidenced by member-specific indications
in the medical record.

ii is only compensable if the results will affect member care and are

lagnose conditions and illnesses with specific symptoms.

nly compensable if the services are performed in furtherance of the
diagnosis andler treatment of conditions that are covered under SoonerCare.

(C) Laborator ting must be ordered by the physician or non-physician provider and

must be individualized to the member and the member's medical history, or assessment

indicators as evidenced in the medical documentation.

(D) Laboratory testing for routine diagnostic or screening tests following clinical

guidelines such as those found in the American Academy of Pediatrics (AAP) Bright

Futures' periodicity schedule, the United States Preventive Services Task Force

(USPSTF) A and B recommendations, the American Academy of Family Practitioners

(AAFP), or other nationally recognized medical professional academy or society

standards of care, is compensable. Additionally, such sources as named in this

subdivision should meet medical necessity criteria _as outlined in Oklahoma

Administrative Code (OAC) 317:30-3-1(f).

(2) Non-compensable laboratory services.

or the assessment of the health of
perform these tasks must make appli

(i) Testing
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(A) Laboratory testing for routine diagnostic or screening tests not supported by the
clinical guidelines of a nationally recognized medical professional academy or society
standard of care, and/or testing that is performed without apparent relationship to
treatment or diagnosis of a specific illness, symptom, complaint or injury is not covered.
(B) Non-specific, blanket panel or standing orders for laboratory testing or lab panels
which have no impact on the member's plan of care are not covered.
(C) Split billing or dividing the billed services for the same member for the same date of
service by the same rendering laboratory into two (2) or more claims is not allowed.
(D) Separate payment is not made for blood specimens obtained by venipuncture or urine
specimens collected by a provider who is also performing the laboratory testing as these
services are considered part of the laboratory analysis.
(E) Claims for inpatient full-service laboratory procedures ar
considered a part of the hospital rate.
(F) Billing multiple units of nucleic acid detection for in@tvid
when testing for more than one (1) infectious organism in a speci
Instead, OHCA considers it appropriate to bill a single unit of a proce
for multiple organism testing.
(G) Billing multiple Current Procedural Termi T) codes or units for molecular
pathology tests that examine multiple genes of incorporate multiple types of genetic
analysis in_a single run or report is not permissible. Instead, OHCA considers it
appropriate to bill a single CPT code for such test. sI&ppropriate code does not exist,
then one (1) unit for an unlisted molecular. pathology procedure may be billed.

(3) Covered services by a pathologist. \
(A) A pathologist may be paid for terpretation of inpatient surgical pathology
specimen when the appropriate CPT procedure code and modifier is used.
(B) Full service or i ion of surgical pathology for outpatient surgery performed
in an outpatient hosxr bulatory surgery center setting.

(4) Non-compensable services bysawpathologist. The following are non-compensable

pathologist services:

covered since this is

infectious organisms
is not permissible.
code indicated

(A) Experlmental or investigational procedures. For more information regarding
: |nvest|qat|onal including clinical trials, see OAC 317:30-3-57.1.

(a) Purpose. Drug testlnq is performed for undlsclosed druq use and/or abuse, and to verify
compliance with treatment. Testing for drugs of abuse to monitor treatment compliance should be
included in the treatment plan for pain management when chronic opioid therapy is involved.
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(1) Qualitative (presumptive) drug testing may be used to determine the presence or absence
of a drug or drug metabolite in the sample and is expressed as a positive or negative result.
Qualitative testing can be performed by a Clinical Laboratory Improvement Amendment of
1988 (CLIA) waived or moderate complexity test, or by a high complexity testing method.
(2) Quantitative (definitive) drug testing is specific to the drug or metabolite being tested and
is expressed as a numeric result or numeric level which verifies concentration.
(3) Specimen validity testing is used to determine if a specimen has been diluted, adulterated,
or substituted. Specimen validity tests include, but are not limited to, creatinine, oxidants,
specific gravity, urine pH, nitrates, and alkaloids.
(b) Eligible providers. Providers performing drug testing should have CLIA certification specific
to the level of testing performed as described in Oklahoma Administrative Code (OAC) 317:30-
5-100(1)(A).
(c) Compensable services. Drug testing must be ordered by the
provider and must be individualized to the member and the me
assessment indicators as evidenced in the medical documentation.

(1) Compensable testing must be medically indica?s evidenced by%fhember specific

ician or non-physician
dical history and/or

indications in the medical record. .
(A) Testing is only compensable if the results affe€t member care.
(B) Drugs or drug classes being tested should reflect only those likely to be present.
(2) The frequency of drug screening and/or testing is mined by the member's history,
member's physical assessment, behaviqral assessment, risk*assessment, treatment plan and
medication history.
(3) Quantitative (definitive) drug testing indi€ated for the following:
(A) To identify a specific substanc metabolite that is inadequately detected or
undetectable by a qualitative (presumptive) test; or
(B) To definitively Wecific drugs’in a large family of drugs; or
(C) To identify drugs when_a_definitive concentration of a drug is needed to guide
management; or 4

(D) To identify a negative, or confirm a positive, gualitative (presumptive) result that is
inconsist ith a member's self-report, presentation, medical history or current

contlﬁled substanges.

(d) Non-compensable sef¥ices. The following tests are not medically necessary and therefore not
covered by the OHCA:
(1) Specimen validity testing is considered a quality control measure and is not separately
compensable;
(2) Drug testing for member sample sources of saliva, oral fluids, or hair;
(3) Testing of two (2) different specimen types (urine and blood) from the same member on
the same date of service;
(4) Drug testing for medico-legal purposes (court-ordered drug screening) or for employment
pUrposes;
(5) Non-specific, blanket panel or standing orders for drug testing, routine testing of
therapeutic drug levels, or drug panels which have no impact to the member's plan of care;
(6) Scheduled and routine drug testing (i.e., testing should be random);
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(7) Reflex testing for any drug is not medically indicated without specific documented
indications;
(8) Confirmatory testing exceeding three specific drug classes at an interval of greater than
every thirty (30) days will require specific documentation in the medical record to justify the
medical necessity of testing; and
(9) Quantitative (definitive) testing of multiple drug levels that are not specific to the member's
medical history and presentation are not allowed. Justification for testing for each individual
drug or drug class level must be medically indicated as reflected in the medical record
documentation.
(e) Documentation requirements. The medical record must contain documents to support the
medical necessity of drug screening and/or testing. Medical records must be furnished on request
and may include, but are not limited to, the following: )
(1) A current treatment plan;
(2) Member history and physical;
(3) Review of previous medical records if treated by a different sician_for pain
management;
(4) Review of all radiographs and/or laboratory studigs’pertinent to the member's condition;
(5) Opioid agreement and informed consent of dru stinq,& applicable;
(6) List of prescribed medications;
(7) Risk assessment, as identified by use of a validate% assessment tool/questionnaire,
with appropriate risk stratification noted and utilized;

(8) Office/provider monitoring protocolsasuchsas random pill counts; and
(9) Review of prescription drug monitoring data or macy profile as warranted.
317:30-5-102. Geve#age—fepehnd#enMolecula,diaqnostic testing utilizing polymerase chain

reaction for infectious diseas v

I . FF w7 bl I EFEEI.

(a) Definitions. The following words and terms, when used in this Section, shall have the

following meaning, unless the context clearly indicates otherwise.
(1) "Amplified probe technique' means technigue without quantification, a detection
method in which the sensitivity of the assay is improved over direct probe techniques.
(2) "Direct probe technique' means detection methods where nucleic acids are detected
without initial amplification processing.
(3) "Polymerase chain reaction (PCR)" means a biochemical laboratory technique used to
make thousands or even millions of copies of a segqment of DNA. It is commonly used to
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amplify a small amount of specifically targeted DNA from among a mixture of DNA samples.
It is also known as Nucleic Acid Amplification Test (NAAT).
(4) "Probe with quantification technique' means methods used to report absolute or relative
amounts of nucleic acid sequences in the original sample.

(b) Medical necessity.
(1) PCR testing for infectious diseases, following clinical guidelines such as those set forth by
the Infectious Disease Society of America's (IDSA) or other nationally recognized medical
professional academy or society standards of care, may be compensable.
(2) For the full PCR guideline which includes medical necessity and prior authorization
criteria, and a list of codes that require authorization, please refer to
https://oklahoma.gov/ohca/mau. -

(c) Documentation. y 4
(1) The medical record must contain documentation that the te is expected to influence
treatment of the condition towards which the testing is directed.
(2) The laboratory or billing provider must have on file the physician r
forth the diagnosis or condition that warrants the test(s
(3) Examples of documentation requirements for t dering provider include, but are not
limited to, history and physical exam findi that ﬁjpport the decision making,
problems/diagnoses, relevant data (e.q., lab testing results).
(4) Documentation requirements for the performing Iabom/ include, but are not limited to,
lab accreditation, test requisition, test records, preliminary final report, and quality control
record.
(5) Documentation requirements for tests/protocols include diagnostic
test/assay, lab manufacturer, names of co le assays/services (if relevant), descriptions
of assay, analytical validity evidence, clinical validity evidence, and clinical utility.
(6) Billing providers aree?re 0 code specificity; however, if an unlisted or not otherwise
specified Current Proce@tiral Terminology (CPT) code is used, the documentation must
clearly identify the unique proceduresperformed. When multiple procedure codes are
submitted (unique, unlisted, and/or not otherwise specified), the documentation supporting
each code should be easily uidentifiable. If the billed code cannot be linked to the
documentati review, the service may be denied.
(7) When docu ation does not meet the criteria for the service rendered/requested or
the documentation doesinot establish the medical necessity for the service, the service may be
denied as not.reason and necessary.

9
317:30-5-103. WCoveraqe and payment

(a) Payment eligibility. To be eligible for payment as a laboratory/pathology service, the service
must be:
(1) Ordered and provided by or under the direction of a physician or other licensed practitioner
within the scope of practice as defined by state law;
(2) Provided in a hospital, physician, or independent laboratory;
(3) Directly related to the diagnosis and treatment of a medical condition;
(4) Authorized under the laboratory's Clinical Laboratory Improvement Amendment of 1988
(CLIA) certification; and

isition which sets

10
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(5) Considered medically necessary as defined in Oklahoma Administrative Code 317:30-3-
1(f) and 317:30-5-100.
(b) Payment for inpatient/outpatient services. Payment is made to laboratories for medically
necessary services to children and adults as follows:
(1) Inpatient services.
(A) Claims for inpatient anatomical pathology must be billed by the individual
pathologist performing the examination.
(B) Inpatient consultations by pathologists are compensable. Claim form must include
referring physician, diagnosis, and test(s) for which the consultation was requested.
(2) Outpatient services.
(A) For children, payment is made for medically necessary outpatient clinical laboratory
services which are provided in conjunction with physiciag”office visits that are
compensable under EPSDT.
(B) For adults, payment is made for medically necessary o
(c) Payment rates. Payment will be made for covered laboratory service
methodology approved under the Oklahoma Medicaid State
(d) Vocational rehabilitation. Payment for laboratory
rehabilitation services which are preauthorized by the m
(e) Individuals eligible for Part B of Medicare. Pa
allowable for comparable services.

317:30-5-104.

eNon-covered procedures
ay adey ; 3 0 tces-The following
procedures by laboratories are not covered:
(1) Tissue examinations of teeth and foreigriiobjects.
(2) Tissue examination of Ir aﬁf cataract surgery except when the member is under twenty-
one (21) years of age.
(3) Charges for autopsy-. ~
(4) Hair analysis for trace metal analysis.
(5) Procedures deemed experimental or investigational. For more information regarding
stigational including clinical trials, see Oklahoma Administrative Code

317:30-3-5#71.
(6) Professional comp@nent charges for inpatient clinical laboratory services.

11
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 3. GENERAL PROVIDER POLICIES

PART 1. GENERAL SCOPE AND ADMINISTRATION

317:30-3-3. L Medlcald Income Deferral Program [REVOKED]

4
SUBCHAPTERADl)IDUAL PROVIDERS AND SPECIALTIES

o
/ISART 5.PHARMACIES

317:30-5-70.4. Fg tate cost share- optlonal program [REVOKED]

ha NMadie O-Nnre o [TaYaWa alaldala N-O0PbHOA rog aa alala a\ a a¥a
v S 1 TR, C v v v v v,

a . A F alallaldala 1 elnn Aran MO
a

. ;
a an a N
vime v v
C n
v

PART 6. INPATIENT PSYCHIATRIC AND SUBSTANCE USE DISORDER SERVICES
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317:30-5-95.43. Residential substance use disorder treatment
(a) Purpose. The purpose of sections OAC 317:30-5-95.43 - 317:30-5-95.49 is to establish the
procedures and requirements for residential treatment facilities providing SUD treatment services.
(b) Definitions. The following words and terms, when used in the aforementioned sections, shall
have the following meanings unless the context clearly indicates otherwise.
(1) "ASAM'™ means the American Society of Addiction Medicine.
(2) "ASAM criteria™ means the most recent edition of the American Society of Addiction
Medicine's published criteria for admission to treatment, continued services, and discharge.
(3) ""ASAM levels of care’ means the different options for treatment as described below and
in the current edition of the ASAM criteria that vary according to the intensity of the services
offered. Each treatment option is a level of care.
(A) "ASAM level 3" means residential and inpatient services
levels 3.1, 3.3, 3.5 and 3.7.
(B) ""ASAM level 3.1" means clinically managed low-in
adolescents and adults. This level of care typically provides at | five (5) hours of
clinical services a week and provides a twenty-four f&4) hour living support and structure
with trained personnel. The corresponding servi€e description for this level of care is
halfway house services.
(C) "ASAM level 3.3" means clinically managed population-specific high-intensity
residential services. This level of care is for adults and typically offers twenty-four
(24) hour care with trained personnel and is design(&accommodate individuals with
cognitive or other impairments. The earresponding service description for this level of
care is residential treatment for adultSyvith co\ﬁjrring disorders.
(D) ""ASAM level 3.5 means clinic naged medium-intensity residential services
for adolescents and clinically managed Wigh-intensity residential services for adults. This
level of care provid?nt four (24) hour care and offers a wide range of therapeutic
services. The corregponding service descriptions for this level of care are residential
treatment and intensive residentiaktreatment.
(E) "ASAM level 3.7* means medically monitored high-intensity inpatient services for
adolescents and medically, monitored intensive inpatient withdrawal management for
adults. | of care provides twenty-four (24) hour nursing care with physician

encompasses ASAM

idential services for

super. dication availability. This level of care is appropriate for individuals
wit i alcohol or other drugs with subacute biomedical and emotional,
behavi itive problems severe enough to require inpatient treatment but for
whom hospitalization is not necessary. The corresponding service description for this

level of careis medically supervised withdrawal management.
(4) ""Care management services' means an assessment of a member, development of a care
plan, and referral and linkage to SUD community supports and community-based or lower
level of care services to promote continued recovery after the individual discharges from the
treatment facility.
(5) ""Co-occurring disorder (COD)" means any combination of mental health symptoms and
SUD symptoms or diagnoses that affect a member and are typically determined by the
Diagnostic and Statistical Manual of Mental Disorders (DSM).
(6) ""DSM™ means the most recent edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSM) published by the American Psychiatric Association.
(7) "ODMHSAS" means the Oklahoma Department of Mental Health and Substance Abuse
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Services (ODMHSAS).

(8) ""Per diem"* means an all-inclusive rate for covered SUD treatment services provided each
day during a facility stay.

£8)}(9) ""Rehabilitation services™ means face-to-face individual or group services provided
by qualified staff to develop skills necessary to perform activities of daily living and
successful integration into community life. Rehabilitation services for substance use disorders
are also referred to as skill development services.

£9)(10) "Service plan™ means the document used during the process by which an LBHP or a
licensure candidate and the member together and jointly identify and rank problems, establish
agreed-upon immediate short-term and long-term goals, and decide on the treatment process
and resources to be utilized.

0)(11) "Substance use disorder (SUD)"™ means alcohol
psychoactive SUD as defined by the most recent DSM criteria.
£1)(12) "Therapeutic services' means professional services
in identifying, addressing and/or resolving issues identified in the mem
&2)(13) "Treatment hours B residential™ means the sifuctured hours in
involved in receiving professional services to assist igfaChieving recovery.

rug dependence, or

ich members engage
service plan.
ich a member is

317:30-5-95.50. Residential substance use disorder (SUD)~ Reimbursement

(@) In order to be eligible for payment, residential treatment@koviders of SUD treatment services
must have an approved provider agreement on file with the (&A Through this agreement, the
residential provider assures that they are ifjycompliance with all applicable federal and State
Medicaid law and regulations, including, Qut n t\l"m@ed to, OHCA administrative rules,
ODMHSAS administrative rules, and the Okla Medicaid State Plan.

(b) Covered SUD treatment services for adolesceénts and adults in SUD residential treatment shall
be reimbursed utilizing the perdiemycates for each level of care. All SUD residential treatment
services must be prior authaffzed bythe OHCA or its designated agent before the service is
rendered by an ellglble prowder Wlthout pﬂer authorization, payment is not authorlzed

Separate payment may be made
jan services, and treatment services provided to dependent children in

accordance wi
follow existi prlor authorization requwements if appllcable
(d) Treatment
reimbursed on a
Outpatient services rendered to dependent children may be provided by the residential facility if
appropriately certified or a separate outpatient provider. Such services shall not duplicate any
services provided by the residential provider that are reimbursed through the residential per dime
rate.
(e) The following services are excluded from coverage/reimbursement:

(1) Room and board;

(2) Services or components that are not provided to or exclusively for the treatment of the

member;

(3) Services or components of services of which the basic nature is to supplant housekeeping

or basic services for the convenience of a member receiving covered services;

(4) Physician directed services and medications (these services are reimbursed outside of the
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residential SUD per diem);
(5) Telephone calls or other electronic contacts (not inclusive of telehealth); and
(6) Field trips, social, or physical exercise activity groups.

PART 33. TRANSPORTATION BY AMBULANCE

317:30-5-336.3. Destination and transport outside of locality

(a) Transportation is covered from the point of origin to the Hospital, Critical Access Hospital or
Nursing Facility that is capable of providing the required level and type of care for the member.
(b) Ambulance transportation from a hospital with a higher level of care to a hospital with a lower
level of care in the locality is covered, provided all other criteria are met and approved by the
OHCA.

(c) Non-emergency transportation to the outpatient facilities o
Ambulatory Surgery Center (ASC), Independent Diagnostic Testin
office or other outpatient facility is compensable if the member's condition n
or stretcher transportation and all other conditions are met.

(d) Ambulance Transportation to a Veteran's Administrai®n (VVA) Hospital is covered when the
trip has not been authorized by the VA.

(e) If ambulance transportation is provided out of the¥transport locality, the claim must be
documented with the reason for the transport outside of the Sekvice area.
(f) If it is determined the member was transported out of Iocal&d the closest facility could have
cared for the member, payment will be made@nly:for the distance to the nearest medical institution
with the appropriate facilities.

(9) Any transportation which begins or ends outside of the Oklahoma geographic border requires
prior authorization. The exception to this rule is iftransportation begins or ends within one hundred
(100) miles of Oklahoma's q%border, no'prior authorization is required.

ospital, free-standing
(IDTF), Physician's
sitates ambulance

317:30-5-336.4. Transportoutside ofilocality [REVOKED]

PART 61. HOME HEALTH AGENCIES

317:30-5-547. Reimbursement_and procedure codes

(a) Nursing services and home health aide services are covered services on a per visit basis. Thirty-
six (36) visits per calendar year of nursing and/or home health aide services for any member do
not require prior authorization; however, any visit surpassing the thirty-sixth (36) visit will require
prior authorization and medical review.

(b) Reimbursement for durable medical equipment and supplies will be made using the amount
derived from the lesser of the Oklahoma Health Care Authority (OHCA) fee schedule or the
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provider's usual and customary charge. When a procedure code is not assigned a maximum
allowable fee for a unit of service, a fee will be established. Once the service has been provided,
the supplier is required to include a copy of the invoice documenting the supplier's cost of the item
with the claim.
(c) Reimbursement for oxygen and oxygen supplies is as follows:
(1) Payment for oxygen systems (stationary, liquid and oxygen concentrators) is based on
continuous rental, i.e., a continuous monthly payment is made as long as it is medically
necessary. The rental payment includes all contents and supplies, i.e., regulators, tubing,
masks, etc. Portable oxygen systems are also considered continuous rental. Ownership of the
equipment remains with the supplier.
(2) Separate payment will not be made for maintenance, servicing, deli
to pick up the equipment when it is no longer medically necessary.
(3) Payment for oxygen and oxygen equipment and supplies wil ceed the Medicare fee
for the same procedure code. The fee schedule will be reviewed ann and adjustments to
the fee schedule may be made at any time based on efficiency, budgeti@onsiderations, and

quality of care as determined by the OHCA.
(4) Physical therapy, occupational therapy, and/or spéech pathology and audiology services,
are not covered when provided by a home health agency.

(d) All home health services are billed using Healthcafé:x@ommon Procedure Coding System
(HCPCS) codes.

ery, or for the supplier
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 17. MEDICAL SUPPLIERS

317:30-5-211.10. Medical supplies, equipment, and appliances
(@) Medical supplies, equipment, and appliances. See the definition for medical supplies,
equipment, and appliances at Oklahoma Administrative Code (OAC) 317:30-5-211.1.

(b) Certificate of medical necessity (CMN). Certain items of medical g@ipplies, equipment, and
appliances require a CMN/OHCA CMN which should be submitte th the request for prior
authorization. These items include, but are not limited to:

(1) BExternabinfusionpumps;Enteral and parenteral nutrition; and
(2) Hespital-beds;Support surfaces.

(595%99%%&695;—
; | it

{H-Osteagenesis-stimulator:
(c) Rental. Several medical supplies, equipme d appllance products are classified as either a
capped rental or a continuous rental. Payment{or a rental is capped at thirteen (13) months
and a continuous rental is paid monthly for g as 1t is medically necessary. Both require
documentation showing that the product is medi€ally necessary.

(d) Purchase. Medical supplies;equipment, and appliances may be purchased when a member
requires the product for an eriod of time. During the prior authorization review, the
Oklahoma Health Care A may change the authorization from a rental to a
purchase or a purchase to a rental based on the documentation submitted.

(e) Backup equment Backup equipment is considered part of the rental cost and is not a covered
service W|thout P horlzatlon.

Services Waivers, including the ADvantage Waiver.

317:30-5-211.11. Oxygen and oxygen equipment
(a) Medical necessity. Oxygen and oxygen supplies are covered when medically necessary.
Medical necessity is determined from results of arterial blood gas analysis (ABG) or pulse
oximetry (Sa0O2) tests. ABG data are not required for children, but may be used if otherwise
available. The test results to document Medical Necessity must be within 30thirty (30) days of the
date of the qualified medical practitioner's Certificate—ef—Medical—Necessityorder. Prior
authorization is required after the initial three (3) months of billing whether qualifying tests were
done at rest, during sleep, or during exercise. Appropriate documentation of ABG or SaO2 data
from the member's chart should be attached to the prior authorization request (PAR).

(1) The ABG or oximetry test used to determine medical necessity must be performed by a

1



APA WF 22-31
medical professional qualified to conduct such testing. The test may not be performed or paid
for by a DMEPOS supplier, or a related corporation. A referring qualified medical practitioner
may perform the test in his/her office as part of routine member care.

(2) In addition to ABG data, the following three (3) tests are acceptable for determining
medical necessity for oxygen prescription:
(A) At rest and awake "spot oximetry."
(B) During sleep:
(i) Overnight Sleep Oximetry done inpatient or at home.
(ii) Polysomnogram, which may be used only if medically necessary for concurrent
evaluation of another condition while in a chronic stable state.
(C) During exercise with all three (3) of the following perfo
session.
(i) At rest, off oxygen showing a non-qualifying res
(i) During exercise, off oxygen showing a qualifying event.
(iii) During exercise, on oxygen showing improgement over test
(3) Certification criteria:
(A) All qualifying testing must meet the follo
(B) Adults. Initial requests for oxygen must in ABG or resting oximetry results. At
rest and on room air, the arterial blood saturation (Sa©2) cannot exceed 89%eighty-nine
percent (89%) or the pO2 cannot exceed 59mm Hg.

(C) Children. Members 20twent ears of age or less must meet the following
requirements:
(i) birth through three (3) years, equal®o or less than 94%ninety-four percent

d in the same testing

ii above.

(94%); or
(i) ages four (4) andakove, SaO2" level equal to or less than 98%ninety percent
(90%).

(iii) Requests the edical practitioner for oxygen for children who do

not meet these requirements should include documentation of the medical necessity
based on the child's wcal condition. These requests are considered on a case-by-
case aasi
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(b) Guidelines. For full quidelines, please refer to www.okhca.org/ma

317:30-5-211.22. Pulse oximeter

(a) Pulse oximeter. Pulse oximeter is a device used for measuring blood o n levels in a non-
invasive manner.

(b) Medical necessity. Pulse oximeters must be detergdihed by a provider to be medically
necessary and documented in the member’s plan of as ically necessary and used for
medical purposes. A request by a qualified provider for g oximeters in and of itself shall not
constitute medical necessity. The Oklahoma Health Care Authority (OHCA) shall serve as the
final authority pertaining to all determinations of medic&ecessity. Refer to Oklahoma
Administrative Code (OAC) 317:30-5-211« OAC 317:30-3-1(f) for policy on medical
necessity.

(c) Documentation. All documentation subm 0 request services must demonstrate, through
adequate objective medical records, evidence Sufficient to justify the member's need for the

service, in accordance with OACG31%:30-3-1(f)(2)..Documentation must include:
(1) A current oxygen or i and dated by an OHCA-contracted provider—aleng-with-a

(2) Pertinent information rélating to the'member's underlying diagnosis and condition which
results in the need for the oximeter and supplies, including documentation of unstable airway
events and doeamentation of curfent monitor readings if available; and

an available trained caregiver in the home who is able to intervene and
ember's oxygen saturation levels in a medically safe and appropriate

manner.
(4) For full guideli
(d) Reimbursement.
(1) Temporary probe covers are not reimbursed separately for rented oximeters as they are
included in the price of the rental.
(2) Pulse oximeters are not reimbursed in conjunction with apnea monitors.

g5, please refer to www.okhca.org/mau.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS AND CHILDREN-
ELIGIBILITY

SUBCHAPTER 16. STATE PLAN PERSONAL CARE SERVICES FOR EXPANSION
ADULTS, TEFRAELIGIBLE CHILDREN AND CERTAIN MAGI POPULATIONS

317:35-16-1. State Plan Personal Care Services (SPPC)
(a) The State Plan Personal Care services described in this subchapter are available to the
following:
(1) Expansion adults;
(2) TEFRA children; and
(3) Certain MAGI populations (children) who gualify under the EPSDT program.
(b) SPPC services assist a member in carrying out Activities of Daily Living (ADLS) or
Instrumental Activities of Daily Living (IADLSs) directly related to the member's personal care
needs. SPPC services prevent or minimize physical health regression or deterioration. SPPC
services require a skilled nursing assessment to:
(1) Assess a member's needs;
(2) Develop a care plan to meet the member's identified personal care needs;
(3) Manage care plan oversight; and
(4) Periodically reassess and update the care plan when necessary.
(c) SPPC services do not include technical services, such as:
(1) Suctioning;
(2) Tracheal care;
(3) Gastrostomy-tube feeding or care;
(4) Specialized feeding due to choking risk;
(5) Applying compression stockings;
(6) Bladder catheterization;
(7) Colostomy irrigation;
(8) Wound care;
(9) Applying prescription lotions or topical ointments;
(10) Range of motion exercises; or
(11) Operating equipment of technical nature, such as a patient lift or oxygen equipment.
(d) SPPC members may receive services in limited types of living arrangements as per (1) through
(5) of this subsection.
(1) SPPC members are not eligible to receive services while residing in an institutional setting
including, but not limited to:
(A) Licensed facilities, such as a:
(i) Hospital;
(i1) Nursing facility;
(ii1) Licensed residential care facility; or
(iv) Licensed assisted living facility; or
(B) In an unlicensed institutional living arrangement, such as a room and board home or

facility.
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(2) SPPC is not approved when the member lives in the personal care assistant's (PCA)
home, except with approval of the OHCA supervisor overseeing SPPC. For approval, a
clinical evaluation of the household composition must be conducted and reviewed. The
clinical evaluation shall include, but is not limited to, the following:
(A) Informal supports available;
(B) All legal obligations of the household member, including the individual who is a
legally responsible family member such as a spouse, legal quardian, or parent of a
minor child as defined per OAC 317:35-16-7(3);
(C) Urgency of the services; and
(D) Any other factors that may arise warranting approval as determined by the OHCA
Supervisor.
(3) Members may receive SPPC services in the member's own home, apartment, or a family
member's or friend's home or apartment. A home or apartment unit is defined as a self-
contained living space having a lockable entrance to the unit including a bathroom and food
storage and preparation amenities in addition to bedroom and living space.
(4) For SPPC members who are full-time students, a dormitory room qualifies as an allowable
living arrangement to receive SPPC services.
(5) With prior approval from an OHCA supervisor overseeing SPPC, services may be
provided in an educational or employment setting to assist the member to achieve vocational
goals identified in the care plan.
(e) SPPC services eligibility is contingent on a member requiring one (1) or more of the services
offered at least monthly including personal care, meal preparation, housekeeping, laundry,
shopping or errands, or specified special tasks to meet ADL or IADL assessed needs.

317:35-16-2. Determination _of medical eligibility for State Plan Personal Care (SPPC)
services for Expansion Adults, TEFRA, and certain MAGI populations
(a) Eligibility. The OHCA Clinical Review team (OHCA nurse) determines medical eligibility
for SPPC services based on the Uniform Comprehensive Assessment Tool (UCAT) Part 11l and
the determination that the member has unmet care needs that require personal care assistance.
SPPC services are initiated to support the reqular care provided in the member's home. SPPC
services are not intended to take the place of regular care, general maintenance tasks, or meal
preparation provided by natural supports, such as spouses or other adults who live in the same
household. Additionally, SPPC services are not furnished when they principally benefit the family
unit. To be eligible for SPPC services, the applicant:
(1) Has adequate informal supports. This means there is adult supervision that is present or
available to contribute to care, or decision-making ability, as documented on the UCAT Part
I11. To remain in his or her home without risk to his or her health, safety, and well-being, the
applicant:
(A) Must have the decision-making ability to respond appropriately to situations that
jeopardize his or her health and safety, or has available supports that compensate for his
or her lack of ability as documented on the UCAT Part IlI; or
(B) His or her decision-making ability, lacks the physical capacity to respond
appropriately to situations that jeopardize health and safety, and an OHCA nurse has
informed his/her of potential risks and consequences of remaining in the home.
(2) Requires a care plan for planning and administering services delivered under a professional
personnel's supervision;
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(3) Has a physical impairment or combination of physical and mental impairments as
documented on the UCAT Part 11l. An applicant who poses a threat to himself or herself or
others, as supported by professional or credible documentation, may not be approved for
SPPC services. An individual who is actively psychotic or believed to be in danger of potential
harm to himself or herself or others may not be approved:;
(4) Does not have household members or persons who routinely visit the household who, as
supported by professional or credible documentation, pose a threat of harm or injury to the
applicant or other household visitors;
(5) Lacks the ability to meet personal care needs without additional supervision or assistance,
or to communicate needs to others; and
(6) Requires assistance, not of a technical nature, to prevent or minimize physical health
regression and deterioration.
(b) Definitions. The following words and terms, when used in this subsection, shall have the
following meaning, unless the context clearly indicates otherwise:
(1) "Activities of Daily Living" (ADL) means activities that reflect the applicant's or
member's ability to perform self-care tasks essential for sustaining health and safety, such as:

(A) Bathing;

(B) Eating;

(C) Dressing;

(D) Grooming;

(E) Transferring, including activities such as getting in and out of a tub or moving from

bed to chair;

(F) Mobility;

(G) Toileting; and

(H) Bowel or bladder control.
(2) ""ADLs score of three (3) or greater™ means the applicant or member cannot do at least
one (1) ADL at all or needs some help with two (2) or more ADLSs.
(3) ""Applicant or Member support very low' means the applicant's or member's UCAT
Part 11l Support score is zero (0), this indicates, in the UCAT Part Ill assessor's clinical
judgment, the formal and informal sources are sufficient for the applicant's or member's
present need level in most functional areas.
(4) ""Applicant or Member support low' means the member's UCAT Part 11l Support score
is five (5), this indicates, in the UCAT Part Il assessor's clinical judgment, the support from
formal and informal sources are nearly sufficient for the applicant's or member's present need
level in most functional areas. The applicant or member, family, or informal supports are
meeting most needs typically expected of family or household members to share or do for one
another, such as general household maintenance. There is little risk of institutional placement
with loss of current supports.
(5) "Applicant or Member support moderate' means the UCAT Part 11l applicant or
member score is fifteen (15), this indicates, in the UCAT Part 111 assessor's clinical judgment,
the formal and informal support is available, but overall, it is inadequate, changing, fragile, or
otherwise problematic. The applicant or member requires additional assistance that usually
includes personal care assistance with one (1) or more ADLSs not available through Medicare,
the Veterans Administration, or other federal entitlement programs. Informal caregiver
support is considered questionable or unreliable due to one (1) or more criteria in (A) through
(D) of this paragraph:
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(A) Care or support is required continuously with no relief or backup available;

(B) Informal support lacks continuity due to conflicting responsibilities such as work or

child care;

(C) Persons with advanced age or disability provide care; or

(D) Institutional placement can reasonably be expected with any loss of existing support.
(6) ""Applicant or Member support high' means the applicant or member score is twenty-
five (25) this indicates, in the UCAT Part |11 assessor's clinical judgment, the formal and
informal supports are not sufficient as there is very little or no support available to meet the
applicant's or member's high degree of need.
(7) ""Community Services Worker'' means any non-licensed health professional employed
by or under contract with a community services provider who provides, for compensation or
as a volunteer, health-related services, training, or supportive assistance to frail elderly,
disabled person(s), or person(s) with developmental disabilities.
(8) ""Community Services Worker Registry' means aa registry established by the OKDHS
per Section (8) 1025.1 of Title 56 of the Oklahoma Statutes (O.S.) to list community services
workers who have a final investigative finding of abuse, neglect, or exploitation, per 43A O.S.
§ 10-103, involving a frail elderly, disabled person(s), or person(s) with developmental
disabilities was made by OKDHS or an administrative law judge; and amended in 2002, to
include the listing of SoonerCare (Medicaid) personal care assistants (PCASs) providing
personal care services.
(9) "Instrumental Activities of Daily Living (IADL)" means those daily activities that
reflect the applicant or member's ability to perform household chores and tasks within the
community essential for sustaining health and safety, such as:

(A) Shopping;

(B) Cooking;

(C) Cleaning;

(D) Managing money;

(E) Using a phone;

(F) Doing laundry;

(G) Taking medication; and

(H) Accessing transportation.
(10) ""IADLs score is at least six (6)"" means the applicant or member needs some help with
at least three (3) IADLSs or cannot do two (2) IADLSs at all.
(11) ""IADLs score of eight (8) or greater' means the applicant or member needs some help
with at least four (4) IADLs or the member cannot do two (2) IADLSs at all and needs some
help with one (1) or more other IADLS.
(12) ""MSQ'" means the Mental Status Questionnaire.
(13) ""MSQ moderate risk range' means a total weighted-score of seven (7) to eleven (11)
that indicates an orientation-memory-concentration impairment or memory impairment.
(14) ""Nutrition moderate risk' means a total weighted UCAT Part Ill Nutrition score is
eight (8) or greater that indicates poor appetite or weight loss combined with special diet
requirements, medications, or difficulties in eating.
(15) ""Social Resource score is eight (8) or more' means the applicant or member lives
alone, has no informal support when he or she is sick or needs assistance, or has little or no
contact with others.

(c) Medical eligibility minimum criteria for SPPC. The medical eligibility minimum criteria
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for SPPC services are the minimum UCAT score criteria that an applicant or member meets for
medical eligibility and are:
(1) ADLs score is five (5) or greater; or has an IADLs score of eight (8) or greater; or Nutrition
score is (8) or greater; or the MSQ score is seven (7) or greater; or the ADLS score is three (3)
and IADLSs score is at least six (6); and
(2) Applicant or Member Support score is fifteen (15) or more; or Applicant or Member
Support score is five (5) and the Social Resources score is eight (8) or greater.
(d) Medical eligibility determination. Medical eligibility for personal care is determined by the
OHCA. The medical decision for personal care is made by the OHCA supervisor, overseeing SPPC
services, utilizing the UCAT Part 11l. The member will be notified prior to UCAT 11l assessment
that the result could indicate a need for disability review.
(1) Referrals will be made to the OKDHS if the applicant requires a disability review based
on information obtained in referral and/or UCAT Part IlI.
(2) Upon receipt of the referral the OHCA nurse is responsible for completing the UCAT Part
I11 assessment visit within ten (10) business days of the personal care application for the
applicant who is SoonerCare eligible at the time of the request. The OHCA nurse completes
the assessment visit within twenty (20) business days of the referral for the applicant not
determined SoonerCare eligible at the time of the request. When the application indicates the
request is from an individual who resides at home and an immediate response is required to
ensure the applicant's health and safety, to prevent an emergency situation, or to avoid
institutional placement, the UCAT Part |11 assessment visit has top-scheduling priority.
(3) During the assessment visit, the OHCA nurse completes the UCAT 111 and reviews rights
to privacy, fair hearing, provider choice, and the pre-service acknowledgement agreement
with the member. The OHCA nurse informs the applicant of medical eligibility criteria and
provides information about OHCA long-term care service options. The OHCA nurse
documents if the member wants to be considered for nursing facility level of care services or
if the member is applying for a specific service program on the UCAT Part I1l. When, based
on the information obtained during the assessment, the OHCA nurse determines if the member
may be at risk for health and safety, an immediate referral is made to Adult Protective Services
or Child Protective Services, as applicable. The referral is documented on the UCAT Part IlI.
(A) When the applicant's needs cannot be met by personal care services alone, the OHCA
nurse provides information about other community long-term care service options. The
OHCA nurse assists in_accessing service options the applicant or member selects in
addition to, or in place of, SPPC services.
(B) When multiple household members are applying for SoonerCare SPPC services, the
UCAT Part Il assessment is done for all the household members at the same time.
(C) The OHCA nurse provides the applicant or member with information about the
gualified agencies in his or her local area that provide services and obtains the applicant's
or member's primary and secondary agency choice. When the applicant or family declines
to choose a primary personal care service agency, the round-robin rotation system is used
for agency selection. The OHCA nurse documents the selected personal care provider
agency's name.
(4) The OHCA nurse completes the UCAT Part 111 and sends it to an alternate OHCA nurse
for medical eligibility determination. SPPC services eligibility is established on the date
medical eligibility is approved and financial eligibility is established. This date serves as the
certification date for services to be initiated.
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(A) When the time length from the initial assessment to the date of service eligibility
determination exceeds ninety (90) calendar days, a new UCAT Part Ill assessment is
required.
(B) The OHCA nurse assigns a medical certification period of not more than thirty-six
(36) months for persons eighteen (18) years of age and older or not more than twelve (12)
months for persons younger than eighteen (18) years of age. The service plan period is
for twelve (12) months and is provided by the OHCA nurse.
(5) Upon establishing SPPC certification, the OHCA nurse notifies the applicant's or member's
preferred provider agency, or when necessary, the secondary provider agency or the provider
agency selected by the round robin rotation system. Within one (1) business day of provider
agency acceptance, the OHCA nurse submits the information via electronic system to the
provider agency for plan development. Refer to OAC 317:35-15-8(a).
(6) Following the provider agency's SPPC plan development, and within three (3) business
days of receipt from the provider agency, the OHCA nurse reviews the documentation to
ensure agreement with the plan. Once agreement is established, the plan is submitted to OHCA
Personal Care Supervisor for review and then the plan is authorized.
(7) Within one (1) business day of knowledge of the authorization, the OHCA nurse submits
the plan authorization to the provider agency via electronic system.

317:35-16-3. General financial eligibility requirements for State Plan Personal Care
Financial eligibility for SPPC is determined using the rules on income and resources according
to the eligibility group the member is related to

317:35-16-4. Determining financial eligibility of categorically needy individuals
Financial eligibility for State Plan Personal Care (SPPC) services for categorically needy
individuals is determined as follows:
(1) Financial eligibility for Modified Adjusted Gross Income (MAGI) eligibility groups.
See MAGI eligibility rules in Subchapter 6 of this Chapter to determine financial eligibility.
(2) Determining financial eligibility for State Plan Personal Care (SPPC). For individuals
determined categorically needy for SPPC, the member will not pay a vendor payment for
SPPC services.

317:35-16-5. Certification for State Plan Personal Care

(a) State Plan Personal Care (SPPC) certification period. The first month of the SPPC
certification period is the first month the member is determined financially and medically eligible
for SPPC. When eligibility or ineligibility for SPPC is established, OHCA updates the computer-
generated notice and the appropriate notice is mailed to the member.

(b) Financial certification period. The financial certification period for SPPC services is twelve
(12) months. Eligibility redetermination is completed according to the categorical relationship.
(c) Medical certification period. A medical certification period of not more than thirty-six (36)
months is assigned for a member who is approved for SPPC. The certification period for SPPC
services is based on the Uniform Comprehensive Assessment Tool evaluation and clinical
judgment of the OHCA nurse.

317:35-16-6. Agency State Plan Personal Care (SPPC) service authorization and monitoring
(a) Within ten (10) business days of referral receipt for SPPC services, the personal care provider
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agency nurse completes an assessment of the member's personal care service needs and completes
and submits a person-centered plan based on the member's needs to the OHCA nurse. The plan
includes the:
(1) Adv/SPPC-Nurse Evaluation;
(2) SPPC-Service Planning; and
(3) SPPC Member Service Agreement.
(b) When more than one (1) person in the household is referred to receive SPPC or ADvantage
services, all household members' plans are discussed and developed with the eligible members so
service delivery is coordinated to achieve the most efficient use of resources. The number of SPPC
service units authorized for each individual is distributed between all eligible family members.
This ensures one (1) family member's absence does not adversely affect the family member(s)
remaining in the home. When one (1) or more persons in the same household with a SPPC member
is referred to or receives other formal services, such as ADvantage or Developmental Disability
Services, then those services are coordinated as well.
(c) The personal care provider agency receives documentation from the OHCA nurse for
authorization to begin services. The agency provides a copy of the plan to the member upon
initiating services.
(d) Prior to the provider agency placing a Personal Care Assistant (PCA) in the member's home or
other service-delivery setting, an Oklahoma State Bureau of Investigation background check, an
Oklahoma State Department of Health Registry check, and an OKDHS Community Services
Worker Registry check is completed per Sections 1-1944 through 1-1948 of Title 63 of the
Oklahoma Statutes. Payment is made for PCAs who provide SPPC services and meet criteria
Oklahoma Administrative Code (OAC) 317:35-15-2(c) (1) through (8).
(e) The provider agency nurse monitors the member's care plan.
(1) The personal care provider agency nurse or staff contacts the member within five (5)
business days of authorized document receipt in order to ensure services are implemented
according to the authorized care plan.
(2) The provider agency nurse makes a monitoring visit using the Adv/SPPC Nurse Evaluation
at least every six (6) months to assess the member's satisfaction with his or her care and to
evaluate the care plan for adequacy of goals and authorized units. Whenever a monitoring
visit is made, the provider agency nurse documents findings in the electronic system. The
provider agency submits monitoring documentation to OHCA nurse for review within five (5)
business days of the visit. A registered nurse (RN) conducts the monitoring visit when the
PCA is performing hands-on personal care. A licensed practical nurse may only conduct the
monitoring visit when the PCA is not performing hands-on personal care. An RN also co-
signs the progress notes.
(3) The provider agency nurse's requests to change the number of authorized units in the SPPC
plan are submitted via the electronic system to the OHCA nurse to approve or deny prior to
changed number of authorized units implementation.
(4) Annually, or more frequently when the member's needs change, the provider agency nurse
re-assesses the member's needs and develops a new plan to meet the member's needs. The
provider agency nurse completes and submits the annual reassessment documents to the
OHCA nurse no sooner than sixty (60) calendar days before the existing service plan end-
date, and no later than fourteen (14) calendar days prior to service.
(5) When the member is unstaffed, the provider agency nurse or staff communicates with the
member and makes efforts to re-staff. When consecutively unstaffed for seven (7) calendar
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days, or fewer depending on the member's needs, the provider agency nurse or staff contacts
the unstaffed member weekly by phone to actively monitor the member's health and safety
and documents ongoing efforts to provide staff using the electronic system. When the member
is unstaffed for thirty (30) days, the provider agency notifies the OHCA nurse. The OHCA
nurse contacts the member and when the member chooses, initiates a member transfer to
another provider agency that can provide staff.

317:35-16-7. Agency State Plan Personal Care services; billing, and problem resolution
The ADvantage Administration (AA) certifies qualified personal care provider agencies and
facilitates the execution of the agencies' SoonerCare (Medicaid) contracts on the Oklahoma Health
Care Authority's (OHCA) behalf. OHCA checks the list of providers barred from
Medicare/SoonerCare (Medicaid) participation to ensure that the personal care services agency is
not listed.
(1) Payment for State Plan Personal Care (SPPC). Payment for SPPC services is made for
care provided in the member's own home or in other limited living arrangement types, per
Oklahoma Administrative Code (OAC) 317:35-15-2(b) (1 through 4).
(A) Provider agency use. To provide SPPC services, an agency must be licensed by the
Oklahoma State Department of Health, meets certification standards identified by
Oklahoma Human Services (OKDHS), and possesses a current SoonerCare (Medicaid)
contract.
(B) Reimbursement. SPPC services payment on a member's behalf is made according
to the service type and number of authorized service units.
(i) The amount paid to provider agencies for each service unit is determined
according to established SoonerCare (Medicaid) rates for the personal care services.
Only authorized units contained in each eligible member's individual plan are eligible
for reimbursement. Provider agencies serving more than one member residing in the
same residence ensure the members' plans combine units in the most efficient manner
to meet the needs of all eligible persons in the residence.
(i1) SPPC services payment is for tasks performed in accordance with the authorized
care plan per OAC 317:30-5-951. Payment for personal care skilled nursing service
is made on the member's behalf for assessment, evaluation, and associated service
planning per nursing Vvisit.
(iii) SPPC service time is documented through Electronic Visit Verification System
(EVV), previously known as Interactive Voice Response Authentication (IVRA)
system, when services are provided in the home.
(2) Issue resolution.
(A) The provider agency provides a written copy of their grievance process to each
member at service commencement. The written grievance process includes the name and
phone number of a provider agency contact person who is responsible for responding to
such complaints and grievances. When the member is dissatisfied with the SPPC provider
agency or the assigned PCA and has exhausted attempts to work with the agency's
grievance process without resolution, the member is referred to the OHCA team to
attempt to resolve the issue(s). The member has the right to appeal to OHCA per OAC
317:2-1-2.
(B) When a PCA performance issue is identified, provider agency staff conducts a
counseling conference with the member or the PCA as appropriate. Provider agency staff
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counsels the PCA regarding problems with his or her performance.
(3) Persons ineligible to serve as a PCA. Payment from SoonerCare funds for SPPC services
may not be made to an individual who is a legally responsible family member of the member,
such as a spouse, legal guardian, or parent of a minor child, when he or she is providing SPPC
services.

317:35-16-8. Financial eligibility redetermination for State Plan Personal Care

The OHCA nurse reviews the electronic system to confirm member eligibility before the end
of the certification period. A notice is generated only if there is a change affecting the member's
financial eligibility.

317:35-16-9. Medical eligibility redetermination for State Plan Personal Care (SPPC)
services

(a) Medical eligibility redetermination. The OHCA nurse completes a medical redetermination
before the end of the SPPC certification period.

(b) Recertification. The OHCA nurse re-assesses the SPPC service members eighteen (18) years
of age and older, for medical re-certification based on the member's needs and level of caregiver
support required, using the Uniform Comprehensive Assessment Tool (UCAT) at least every
thirty-six (36) months. Members younger than eighteen (18) years of age, are re-evaluated by the
OHCA nurse using the UCAT on a twelve (12) month basis or sooner when needed. During this
re-certification assessment, the OHCA nurse informs the member of the state's other SoonerCare
(Medicaid) long-term care options. The OHCA nurse submits the re-assessment to the OHCA
nurse for recertification. Documentation is sent to the OHCA nurse no later than the tenth (10"
calendar day of the month certification expires. When the OHCA nurse determines medical
eligibility for SPPC services, a recertification review date is entered on the system.

(c) Change in amount of units or tasks. When the SPPC provider agency determines a need for
a change in the amount of units or tasks in the service, a care plan is completed and submitted to
the OHCA nurse within five (5) business days of identifying the assessed need. The OHCA nurse
approves or denies the change prior to implementation.

(d) SPPC services voluntary closure. When a SPPC member decides personal care services are
no longer needed to meet his or her needs, a medical decision is not needed. The member is sent a
Voluntary Withdrawal Request for confirmation and signature, and the request is entered into the
electronic system upon receipt. A closure notification is submitted to the provider agency.

(e) Resuming personal care services. When a SPPC member approved for SPPC services is
without services for less than ninety (90) calendar days, but the member has current medical and
SoonerCare (Medicaid) financial eligibility approval, SPPC services may be resumed using the
member's previously approved care plan. The personal care provider agency nurse contacts the
member to determine when changes in health or service needs occurred. When changes are
identified, the provider agency nurse completes an assessment visit and submits a SPPC services
skilled nursing need re-assessment within ten (10) business days of the resumed plan start date.
When the member's needs dictate, the personal care provider agency may submit a request for a
change in authorized SPPC service units. When no changes occur, the OHCA agency nurse
documents the contact in the electronic system for the OHCA ten (10) business days of the resumed

plan start date.
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(f) Financial ineligibility. When the OHCA nurse determines the member has lost SoonerCare
eligibility, they notify the member of the determination and his or her right to appeal the decision
in writing. A closure notification is also submitted to the provider agency.
(q) Closure due to medical ineligibility. When the OHCA determines a member to be medically
ineligible for SPPC services, they notify the member of the determination, and his or her right to
appeal the decision, in writing. When medical eligibility redetermination is not made prior to
current medical eligibility expiration, the existing medical eligibility certification is automatically
extended until care level redetermination is established. For members:
(1) Who are not hospitalized or in an extended medical care facility, the existing medical
eligibility certification is extended for a maximum sixty (60) calendar days from the date of
the previous medical eligibility expiration date;
(2) Who are hospitalized or in an extended medical care facility, the existing medical
eligibility certification is extended for thirty (30) calendar days from the date of discharge
from the facility or for sixty (60) calendar days from the date of previous medical eligibility
expiration date, whichever is longer;
(3) Whose medical eligibility redetermination is not made by applicable extended deadline,
the member is determined to be medically ineligible; or
(4)  Who no longer meet medical eligibility or cannot be located to complete the
redetermination assessment, the OHCA nurse notifies the OHCA personal care supervisor.
The OHCA personal care supervisor updates the system's medical eligibility end date and
notifies the OHCA nurse of effective end date. A closure notification is submitted to the
provider agency.
(h) State Plan Personal Care services termination.
(1) State Plan Personal Care (SPPC) services may be discontinued when:
(A) Professional documentation supports the member poses a threat to self or others;
(B) Other household members or persons who routinely visit the household who, as
professional or credible documentation supports, pose a threat to the member or other
household visitors;
(C) The member or the other household members use threatening, intimidating,
degrading, or sexually inappropriate language or innuendo or behavior towards service
providers, either in the home or through other contact or communications. Efforts to
correct such behavior are unsuccessful as professional or credible documentation
supports;
(D) The member or family member fails to cooperate with SPPC service delivery or to
comply with Oklahoma Health Care Authority (OHCA) or OKDHS rules as professional
or credible documentation supports;
(E) The member's health or safety is at risk as professional or credible documentation
supports;
(F) Additional services, either "formal™ such as, paid by Sooner Care (Medicaid) or some
other funding source or "informal” such as, unpaid are provided in the home. This
eliminates the need for SoonerCare SPPC services;
(G) The member's living environment poses a physical threat to self or others as
professional or credible documentation supports, and measures to correct hazardous
conditions or assist the person to move are unsuccessful or are not feasible; or
(H) The member refuses to select or accept a provider agency or Personal Care Assistant
(PCA) service for ninety (90) consecutive days as professional or credible documentation
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supports.
(2) For members receiving SPPC services, the provider agency submits documentation with

the recommendation to discontinue services to the OHCA. The OHCA nurse reviews the
documentation and submits it to the OHCA personal care supervisor for determination. The
personal care provider agency or PCA is notified of the decision to terminate services via the
electronic system. The member is sent an official closure notice informing him or her of
appropriate member rights to appeal the decision to discontinue services.

317:35-16-10. Case changes

(a) Any time there are changes affecting the State Plan Personal Care case eligibility, computer
generated notices are issued.

(b) A member has the right to withdraw their request for SPPC services at any time during the
process, but if the member is determined to meet eligibility under another aid category based on
information available to the agency during this time (as referenced under 317:35-6-60.1), we are
required to take action on this regardless of the withdrawal of the request for SPPC services.

317:35-16-11. Billing procedures for State Plan personal care

Billing procedures for State Plan Personal Care (SPPC) services are contained in the
Oklahoma Medicaid Management Information Systems (OKMMIS) Billing and Procedure
Manual. Questions regarding billing procedures that cannot be resolved through studying the
manual are referred to the Oklahoma Health Care Authority (OHCA). SPPC contractors bill on
CMS-1500 claim form. The contracted provider submits a claim for each member. The contracted
provider prepares claims for services provided and submits the claims to the fiscal agent
responsible for ensuring claims are properly completed. All personal care contractors must have a
unigue provider number. New contracted providers are mailed the provider number after being
placed on the claims processing contractor's provider file. All services provided in the member's
home, including Personal Care and Nursing, and all work completed in the provider's office, are
documented through the Electronic Visit Verification (EVV) system. The EVV system provides
alternate backup solutions if the automated system is unavailable; however, in the event of an EVV
system failure, the provider documents time in accordance with internal provider agency policy
and procedures backup plan. This documentation is sufficient to account for both in-home and in-
office services. The provider agency's backup procedures are only permitted when the EVV system
is unavailable.

317:35-16-12. Social services referral

In many situations, members receiving medical services through SoonerCare (Medicaid) need
social services. If a member, who is eligible for State Plan Personal Care Services through this
Subchapter, has a need for social services, the OHCA will process those necessary referrals.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS AND CHILDREN-
ELIGIBILITY

SUBCHAPTER 6. SOONERCARE FOR PREGNANT WOMEN AND FAMILIES WITH
CHILDREN

PART 3. APPLICATION PROCEDURES

317:35-6-15. SoonerCare application for pregnant women, families with children, and
expansion adults; forms
(a) Application. An application for pregnant women, families with chi
consists of the SoonerCare application. The application form is si
spouse, guardian, or someone else acting on the individual's behalf. An in ual does not have
to have received a medical service nor expect to receive @pe to be certifiedpfor SoonerCare.
Individuals who wish to use a paper application form to applyfor coverage under a MAGIModified
Adjusted Gross Income (MAGI) eligibility group m ubrrvthe federal Single Streamlined
Application to apply for SoonerCare.

(1) An application may be made in a variety of Iocations,gexample, a physician's office, a

n, and expansion adults
e individual, parent,

hospital or other medical facility, Oklahoma Department ealth, in the individual's county
Oklahoma Department of Human Serv OKDHS) office, or online. A face-to-face
interview is not required. Applications\are to the OHCGAOklIahoma Health Care
Authority (OHCA) Eligibility Unit. Whe individtal indicates a need for SoonerCare, the
physician or facility may forward an application to the OHCA Eligibility Unit for processing.
If the applicant is unable tossigmthe application, someone acting on his/her behalf may sign
the application. An appli€ation for SoonerCare may also be submitted through the Health
Insurance Exchange.
(2) OKDHS form 08MAOQQSE, Notification of Needed Medical Services, is required only for
preauthorization of medical segvices. Although not required, the form may be submitted by
the physiciang ility as notifieation of a need for medical services. The form also may be
as erification of pregnancy.

completed, receipt®of OKDHS form 08MAOO5SE constitutes an application which must be
registered and subsequently denied. The applicant and provider are notified by computer-
generated notice.
(5) A hospital providing services may file an electronic Notification of Date of Service
(NODOQS) form with OHCA up to five (5) days from the date services are rendered. The
hospital, applicant, or someone acting on the applicant's behalf has fifteen-(15)forty (40) days
from the date the NODOS form was received by OHCA to submit a completed SoonerCare
application. Filing a NODOS does not guarantee coverage and if a completed application is
not submitted within fifteen{15)forty (40) days, the NODOS is void.
(b) Date of application. When an application is made online, the date of application is the date
the application is submitted online. The date of application for a paper application is the date a
signed application is received and stamped in by contracted agency partners or OHCA. When a

1
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request for SoonerCare is made orally, and that request is followed within twenty (20) days by a
signed application, the documented date of the oral request is the date of application. When
OKDHS form 08MAOOSE is received by OKDHS, or received by OHCA and forwarded to
OKDHS, the earliest of the date stamps is considered the date of request and should be honored
when followed within twenty (20) days by a signed application for SoonerCare.
(c) Other application and signature requirements. For additional rules regarding other
application and eligibility determination procedures, see Part 7 of Subchapter 5 of this Chapter.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 2. GRIEVANCE PROCEDURES AND PROCESS

SUBCHAPTER 1. ADMINISTRATIVE APPEALS

317:2-1-2. Appeals

(a) Request for appeals.
(1) For the purpose of calculating the timeframe for requesting an administrative appeal of an
ageneyAgency action, the date on the written notice shall not be included. The last day of the
timeframe shall be included, unless it is a legal holiday as defined by Title 25 of the Oklahoma
Statutes (O.S.) Section (8) 82.1, or any other day the Oklahoma Healti#Care Authority (OHCA)
is closed or closes early, in which case, the timeframe runs uniilithe close of the next full
business day.
(2) An appeals request that an aggrieved member or provider sends via
the date that the ageneyAgency receives it.

(b) Member process overview.
(1) The appeals process allows a member to appedla decisi®n relating to program benefits.
Examples are decisions involving medical services, prior.authorizations for medical services, or
discrimination complaints.
(2) In order to initiate an appeal, the member must filea L Member Complaint/Grievance
Form) within thirty (30) calendar days ofitheidate the OHCA sends written notice of its action,
in accordance with Oklahoma Administratie C deISQC) 317:2-1-2(a), above, or, in mattersin
which a formal notice is not sent by the gency, within thirty (30) days of the date on
which the member knew or should have known the facts or circumstances serving as the basis
for appeal. / ¢
(3) If the LD-1 form is received timely, the OHCA administrative law judge (ALJ) will
cause to be issued a letter statingithesappeal will not be heard. In the case of tax warrant
intercept appeals, if the LD=1 form is not received by OHCA within the timeframe pursuant to
68 O.S. § 205.2, OHCA similarly will cause to be issued a letter stating the appeal will not be

is deemed filed on

T the member's appeal, a fair hearing before the OHCA ALJ will be
scheduled. The member will be notified in writing of the date and time of the hearing. The
member, and/or his/her designated authorized representiverepresentative, must appear at the
hearing, either in person or telephonically. The preferred method for a hearing is telephonically,
requests for an in-person hearing must be received in writing on OHCA's Form LD-4 (Request
for In-Person Hearing) no later than ten (10) calendar days prior to the scheduled hearing date.
(7) The hearing shall be conducted according to OAC 317:2-1-5. The OHCA ALJ's decision
may in certain instances be appealed to the CEO of the OHCA, or his or her designated
independent ALJ, which is a record review at which the parties do not appear (OAC 317:2-1-
13).

(8) Member appeals are ordinarily decided within ninety (90) days from the date on which the
member's timely request for a fair hearing is received, unless:
(A) The appellant was granted an expedited appeal pursuant to OAC 317:2-1-2.5;

1
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(B) The OHCA cannot reach a decision because the appellant requests a delay or fails to
take a required action, as reflected in the record;
(C) There is an administrative or other emergency beyond OHCA's control, as reflected in
the record; or
(D) The appellant filed a request for an appeal of a denied step therapy exception request,
pursuant to OAC 317:2-1-18.
(9) Tax warrant intercept appeals will be heard directly by the OHCA ALJ. A decision is
normally rendered by the OHCA ALJ within twenty (20) days of the hearing.
(c) Provider process overview.
(1) The proceedings as described in this subsection contain the hearing process for those appeals
filed by providers. These appeals encompass all subject matter cases ained in OAC 317:2-1-
2(d)(2).
(2) All provider appeals are initially heard by the OHCA ALJ
(A) In order to initiate an appeal, a provider must file the appropriate @R form within thirty
(30) calendar days of the date the OHCA sends writtén notice of its actién, in accordance
with OAC 317:2-1-2(a), above. LD-2 forms sh be used for Program Integrity audit
appeals; LD-3 forms are to be used for all othefprovidePappeals.
(B) Except for OHCA Program Integrity audit appeals, if the appropriate LD form is not
received timely, the OHCA ALJ will cause a letter t issued stating that the appeal will
not be heard.
(C) A decision ordinarily will be is by the OHCA ALJ within forty-five (45) days of
the close of all evidence in the appe \
(D) Unless otherwise limited by OAC -1-7 or 317:2-1-13, the OHCA ALJ's decision
is appealable to OHCA's CEO, or his ofher designated independent ALJ.
(d) OHCA ALJ jurisdiction? OI‘CA ALJ hagyjurisdiction of the following matters:
(1) Member appeals.
(A) Discrimination‘cemplaintsiregakding the SoonerCare program;
(B) Appeals which relate to the scope of services, covered services, complaints regarding
service or care, enrollment, disenrollment, and reenrollment in the SoonerCare

C 317:2-1-2(d)(2).

e appeals regarding the furnishing of services, including prior

relate to the tax warrant intercept system through the OHCA. Tax

appeals will be heard directly by the OHCA ALJ. A decision will be

rendered by the OHCA ALJ within twenty (20) days of the hearing;

(E) Proposed administrative sanction appeals pursuant to OAC 317:35-13-7. Proposed
administrative sanction appeals will be heard directly by the OHCA ALJ. A decision by the
OHCA ALJ will ordinarily be rendered within twenty (20) days of the hearing. This is the
final and only appeals process for proposed administrative sanctions;

(F) Appeals which relate to eligibility determinations made by OHCA,

(G) Appeals of insureds participating in Insure Oklahoma which are authorized by OAC
317:45-9-8;

(H) Appeals which relate to a requested step therapy protocol exception as provided by 63
0.S. § 7310; and

() Requests for Statestate fair hearing arising from a member's appeal of a managed
careCE or DBM adverse benefit determination.

(2) Provider appeals.
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(A) Whether Pre-admission Screening and Resident Review (PASRR) was completed as
required by law;
(B) Denial of request to disenroll member from provider's SoonerCare Choice panel;
(C) Appeals by long-term care facilities for administrative penalty determinations as a
result of findings made under OAC 317:30-5-131.2(b)(5)(B) and (d)(8);
(D) Appeals of Professional Service Contract awards and other matters related to the
Central Purchasing Act pursuant to Title 74 O.S. § 85.1 et seq.;
(E) Drug rebate appeals;
(F) Provider appeals of OHCA Program Integrity audit findings pursuant to OAC 317:2-1-
7. This is the final and only appeals process for appeals of OHCA Program Integrity audit
findings;
(G) Oklahoma Electronic Health Records Incentive prog ppeals related only to
incentive payments, incentive payment amounts, provider@gi
demonstration of adopting, implementing, upgrading, and meanin
incentives;
(H) Supplemental Hospital Offset Payment Rf@gram (SHOPP) annual assessment,
supplemental payment, fees, or penalties as speificallyfovided in OAC 317:2-1-15; and
(1) Appeals from any adjustment made to a long-term/care facility's cost report pursuant to
OAC 317:30-5-132, including any appeal followingia request for reconsideration made
pursuant to OAC 317:30-5-132.1. \
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317:2-1-2.6. Continuation of fits or servicesypending appeal

(@) In accordance with Secti@n 431.230 of Title 42 of the Code of Federal Regulations, if an
AppeHantappellant submits‘awritten request, for a hearing within tep-{108)sixty (60) days of the
notice of the adverse ageneyAgeney action, the AppeHantappellant may also request that existing
benefits or services (hereinafter, collectively referred to as "services™) be continued or reinstated
until the earlier issal of the appeal, AppeHant'sappellant's withdrawal of the appeal, or an

initial hearing rse to the AppeHantappellant.
(b) If the fails to indicate a preference as to continuation or reinstatement of

services in a written request for hearing made within ter-{28)sixty (60) days of the notice of the
adverse ageneyA on, services shall be continued or reinstated. Provided, however, that a

SoonerCare member Shall not be entitled to continuation or reinstatement of services pending an
appeal related to the following:
(1) When a service is denied because the member has exceeded the limit applicable to that
service;
(2) When a request for a prior authorization is denied for a prescription drug. However:
(A) The Oklahoma Health Care Authority (OHCA) may authorize a single seventy-two
(72) hour emergency supply of the drug, in accordance with Oklahoma Administrative
Code (OAC) 317:30-5-77.2;
(B) A SoonerCare provider may initiate a step therapy exception request on behalf of a
member, in accordance with OAC 317:30-5-77.4;
(3) When coverage of a prescription drug or service is denied because the requested drug or
service is not a category or class of drugs or services covered by OHCA,;
(4) When coverage for a prescription drug is denied because the enroHeeEnrollee has been
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locked into one (1) pharmacy and the member seeks to fill a prescription at another pharmacy;
or
(5) When a physician or other licensed health care practitioner has failed to prescribe or order
the service or level of service for which continuation or reinstatement is requested.

(c) If services are continued or reinstated during the appeals process and the hearing is not decided in
the AppeHantsappellant's favor, OHCA may seek to recover reimbursement of all services received
pending the hearing decision.

SUBCHAPTER 3. MEMBER GRIEVANCES AND APPEALS, PROVIDER
COMPLAINTS, AND STATE FAIR HEARINGS IN
CGARESOONERSELECT

317:2-3-1. Definitions

The following words or terms used in the Subchapter shall have the follo meaning, unless
the context clearly indicates otherwise:

"Adverse benefit determination™ means a determi n by a health carrier or its designee
utilization review organization that an admission, availaigility of eére, continued stay, or other health
care service that is a covered benefit has been reviewed and;based upon the information provided,
does not meet the health carrier's requirements for medical negessity, appropriateness, health care
setting, level of care or effectiveness, and the requested ser or payment for the service is
therefore denied, reduced or terminated and ifg@ceerdance with Title 36 of Oklahoma Statute (O.S.)
§ 6475.3. ~
"Appeal” means a review of an adverse b determination performed by a managed-care
entityCE or DBM or according to managed careflaw, regulations, and contracts.

"C.F.R." means the Cod gil Regulations.
""Contracted entity'" o y NS an organization or entity that enters into or will enter into

a capitated contract with the Oklahoma Health Care Authority (OHCA) for the delivery of services
that will assume financial risk, opérational accountability, and state-wide or regional functionality in
this act in_managing comprehenswe health outcomes of Medicaid members. This includes an
accountable care tion, a provider-led entity, a commercial plan, a dental benefit manager, or
any other entit

"'Dentalhenefits ma
Ambulatory Health.Plan (

er' or "DBM' means an entity that meets the definition of a Prepaid
HP) as per 42 C.F.R. § 438.2 and is under contract with the OHCA to
manage and deliverall ices described in this SoonerSelect Dental Contract and who handles
claims payment and prior authorizations and coordinates dental care with participating providers and
Enrollees. Also referred to as a "Contractor".

"Exigent circumstances" means a situation in which a reasonable person applying the
appropriate standard would consider amember's health condition to be urgent with identifiable harm
that could reasonably be expected to occur if the requested health care service is not provided
promptly. The appropriate standard requires the assessment of a member's health condition through
application, at minimum, of established, accepted standards of medical practice. Evidence of the
member's condition may be demonstrated by indications from the treating provider or from the
member's medical record, including but not limited to such information as the member's diagnosis,
symptoms, or test results.

"Grievance" means a member's expression of dissatisfaction about any managed-care-program
matter other than an adverse benefit determination and may include, but is not limited to, the quality
of care or services provided, aspects of interpersonal relationships such as rudeness of a managed
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earecontracted entity employee or contracted provider, or failure to respect the membersEnrollee's
rights regardless of whether remedial action is requested. A grievance includes a membersEnrollee’s
right to dispute an extension of time to make an authorization decision when proposed by the
managed-care-entityContractor.

"Health plan™ means any person or entity that is licensed as a health maintenance organization
(HMO) by the State of Oklahoma to provide or arrange for the delivery of basic health care services
to enroHeesEnrollees on a prepaid basis, except for copayments or deductibles for which
enreleeEnrollee is responsible, or both, that meets the definition of an HMO as delineated in the
Oklahoma State Medicaid Plan and that contracts with the Statestate to provide services to
enrolleesEnrollees. "Health plan™ is synonymous with "health carrier".
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Medicaid in the State of Oklahoma, eligible for a

"Member" means an individual eligibl
managed care program, and enrolled ina CE or DBM. "Member" is synonymous

with "health-plan-enreleeEnrollee”.

"OAC" means the Oklahoma Administrative Code.

"OHCA" means the OW’!& ealth Care Authority.

"0.S." means the Oklah@ma Statutes.

"Prepaid ambulatory healthp/lan" or~-RAHP" means the same in these rules as defined at 42
C.F.R. §438.2.

"Prepaid inpatient health plan™ or "PIHP" means the same in these rules as defined at 42
C.F.R. 8438.2.

"Primary.
C.F.R. 8438

"Primary care case
defined at 42 C.F.

"Prior authoriz
obtain the managed-care-entity’sCE or DBM approval before a requested medical service is provided
or before services by a non-participating provider are received. Prior authorization is not a guarantee
of claims payment; however, failure to obtain prior authorization may result in denial of the claim or
reduction in payment of the claim. For purposes of these rules, "prior authorization™ is included as a
determination of health care services within the term "adverse benefit determination™.

"Provider' means a health care or dental provider licensed or certified in this state.

317:2-3-2. Timeframes
(a) For the purpose of calculating a timeframe in this Subchapter, the date on the written notice is not
included. The last day of the timeframe is included, unless the last day is a legal holiday, as defined

by 25 Oklahema-Statutes{O-S)0.S. § 82.1, or any other day OHCA is closed or closes early, in
which case, the timeframe runs until the close of the next full business day.

5
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(b) A grievance or appeal a member sends via mail is deemed filed on the date the MCE receives
request.
(c) A request for reconsideration or appeal a provider sends via mail is deemed filed on the date the
MCE receives the request.
(d) A request for Statestate fair hearing by a member or provider is deemed filed on the date the
OHCA receives the request.

317:2-3-3. Grievance and appeals system

In accordance with state and federal law, including but not limited to 63 Oklahoma-Statutes
{6-S)0.S. § 7310 and 42 Code-ofFederal-Regulations{G-F-R)C.F.R. 8§ 438.210, 431.213-14,
438.402, 438.404, 438.408, and 438.410, each MCE_and DBM will hav established grievance
and appeals system by which to receive, process, and resolve griev and appeals, including
requests for extensions of relevant timeframes, and by which to aff proper notice.

317:2-3-4. Member grievances
(@) Filing.
(1) Filing with managed-care-entitya CE or DB xceptd®described in this sectionSection,
when the member is enrolled in a managed care program,the member initially files a grievance
with the managed-care-entityCE or DBM in which the ber is enrolled.
(2) Exception: Filing with OHCA. When the memBer is enrolled in a managed
eareSoonerSelect program and the griedance.deals with direct interaction with OHCA or its
employees or officers, the member first files the grievance with OHCA as an administrative
appeal pursuant to applicable rules set fo Oldahoma-Administrative-Code (OACHOAC
317:2-1-2 et seq.
(b) Timing. A member may fil ri‘ance, orallyor in writing, at any time.
(c) Provider's and authori representative’s right to file a grievance. A provider or an
authorized representative may:file agrievanee,on behalf of a member, provided that the provider or
authorized representative has abtained the member's written consent to do so. The authorized
representative of a deceased member's estate may also be a party to the ltigatienresolution of a
grievance, as apph
(d) Clinical ex grievance decision. When a grievance involves clinical issues or is
related to a dénial of an expgdlited resolution of an appeal, the decision maker(s) of such a grievance
will have cI|n|c expertls discussed at OAC 317:2-3-6.
ation in an appeal decision. The decision maker(s) for any appeal will
take into account all comments, documents, records, and other information submitted without regard
to whether such information was submitted or considered in the initial determination.
(F) OHCA-established timeframes for grievance decisions. A grievance related in any way to the
member's health condition will be resolved, with notice provided, as expeditiously as the member's
health condition requires.
(1) Per 42 Code-of Federal Regulations{CFR-)C.F.R. § 438.408, the standard resolution of a
grievance will occur within ninety (90) calendar days after the managed-care-entityyCE or DBM
receives the grievance. The OHCA may choose to adopt a shorter timeframe for the grievance
resolution. The CE and DBM must adhere to such timeframes that are described within the
Contract.

3)(2) The MCE and DBM may extend the timeframe--F{2) up to fourteen (14) days if:
6
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(A) The member requests the extension; or

(B) The MCE_and DBM shows (to the OHCA's satisfaction upon OHCA's request) that

there is need for additional information and how the delay is in the member's interest.
4)(3) If the MCE_and DBM extends the timeframes not at the request of the member, it must
complete all of the following:

(A) Make reasonable efforts to give the member prompt oral notice of the delay; and

(B) Within two (2) calendar days give the member written notice of the reason for the

decision to extend the timeframe and inform the enroHeeEnrollee of the right to file a

grievance if he or she disagrees with that decision; and
{5)(4) The MCE_and DBM will adhere to all OHCA rules related to grievances, including but
not limited to:

(A) Observing the timeframe for standard resolution of a gri

(C) Sending written notice conforming with this

parties within three (3) calendar days following lution of the grievance.

' 4
317:2-3-5. Member appeals
(a) Filing.
(1) Filing with managed-care-entitya CE or DBM. Exc% described in this Section, when
the member is enrolled in a managed car@program, the member initially files an appeal with the
is enrolled.
the ‘member is enrolled in a managed
eareSoonerSelect program, the member initially flles admlnlstratlve appeals with OHCA and
follows the appeals rules seigorthyat OAC 317:2-1-2 et
seqg. whenever the ap coneerns a decision the Oklahema—Health—Care—Authority
OHCSA)YOHCA made regarding: ~

(A) Eligibility for Oklahema Medicaid,;

(B) Eligibility for a managed-careSoonerSelect program;
into Oklahoma Medicaid;

(2) Exception: Filing with OHCA.

(1) Per OAC 317:2-3-4(b), a member may file a grievance at any time. If the grievance decision

is adverse to the member, the member may file an appeal. The member has sixty (60) days from
the adverse decision notice to file an appeal.

(2) An administrative appeal or state-fair hearing request made to OHCA shall conform with the
requirements of OAC 317:2-1-2 et seq. in terms of the manner and timing of any such filing.

(c) Levels of appeals. The managed—care—entityCE or DBM will use only one_(1) level of
appealsappeal, in accordance with 42 Cede-of Federal-Regulations{C-FR)C.F.R. § 438.402.

(d) Provider's and authorized representative's right to file an appeal. A provider or an
authorized representative may file an appeal on behalf of a member, provided that the provider or
authorized representative has obtained the member's written consent to do so. The authorized

7
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representative of a deceased member's estate may also be a party to the litigation of an appeal, as
applicable.

(e) Clinical expertise in an appeal decision. When an appeal involves clinical issues or is related to
a denial based on lack of medical necessity, the decision maker(s) of such an appeal will have
clinical expertise as discussed at OAC 317:2-3-6.

() Consideration of information in an appeal decision. The decision maker(s) for any appeal will
take into account all comments, documents, records, and other information submitted without regard
to whether such information was submitted or considered in the initial determination.

(g) OHCA-established timeframes for appeals decisions. An appeal related in any way to the
member's health condition will be resolved, with notice provided, as expeditiously as the member's
health condition requires.

-----

resolutions.
(i) An expedited appeal resolution should occur i standard resolution timeframe
could jeopardize the Enrollee'silife or health or ability to attain, maintain, or regain
maximum function. \
(ii) Per 42 C.F.R. § 438.408(b)(2)yifsthe CE or DBM denies a request for expedited
appeal resolution, the CE or DB ust transfer the appeal to the standard appeal
resolution timefraa@. ) ¢

(C) Inexigent circur%es esolution of a step therapy request appeal will occur within

twenty-four (24) clock-hoursafterthe MCE receives the appeal; and

(D) Inall other circumstances, resolution of a step therapy request appeal will occur within

seventy-two (72) clock-hours after the MCE receives the appeal.

M may extend the timeframes in (g){2(1)(A) or (B) up to fourteen (14)

uests the extension; or
(B) ThadMCE_and DBM shows (to the OHCA's satisfaction upon OHCA's request) that
there is n dditional information and how the delay is in the member's interest.
(4) If the MCE_and DBM extends the timeframes not at the request of the member, it must
complete all of the following:
(A) Make reasonable efforts to give the member prompt oral notice of the delay;
(B) Within two (2) calendar days give the member written notice of the reason for the
decision to extend the timeframe and inform the-enreHeeEnrollee of the right to file a
grievance if he or she disagrees with that decision; and
(C) Resolve the appeal as expeditiously as the member's health condition requires and no
later than the date the extension expires.
(5) The MCE_and DBM will adhere to all OHCA policies related to appeals, including but not
limited to:
(A) Observing the timeframes for resolving appeals, including standard resolution,
expedited resolution, and resolution of step therapy appeals (in both exigent and other
circumstances);
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(B) Sending acknowledgement of receiving the appeal in writing to the member or the
member's authorized representative within five (5) calendar days of receipt;
(C) Sending written notice conforming with this subehapterSubchapter to the affected
parties within three (3) calendar days following resolution of the appeal; and
(D) Sending documentation, in conformance with OAC 317:2-3-12(d) and any established
OHCA forms or processes, to OHCA within fifteen (15) calendar days after a request for
Statestate fair hearing.

317:2-3-5.1. Continuation of benefits pending appeal and state fair hearing
(a) Per OAC 317:2-1-2.6 and 42 C.F.R. § 438.420, the CE or DBM shall continue a member's
benefits under the plan when all of the following occur:
(1) The member files the request for an appeal within sixty (60
date _on the adverse benefit determination notice in ac
438.402(c)(1)(ii) and (c)(2)(ii):
(2) The appeal involves the termination, suspension, eduction of pre
Services;
(3) The services were ordered by an authorized profiider; 4
(4) The period covered by the original authorization Ras.not expired; and
(5) The member timely files for continuation of benefits, dmeaning on or before the later of the
following:
(A) Within ten (10) calendar days o CE or DBM sending the notice of adverse benefit
determination; or
(B) The intended effective date o CE or DBM's proposed adverse benefit
determination.
(b) If the member fails to ianerence as'te continuation or reinstatement of services in a
written _request for hearin ade within sixty (60) calendar days of the adverse benefit
determination, services shall'be continuedorteinstated. Notwithstanding the foregoing, continuation
or reinstatement of benefits shallot occur under the following circumstances:
(1) The member has exceeded the limit applicable to the services; or
has failed t0 prescribe or order the service or level of service for which
ment is requested.
tinue or reinstate benefits if the member:
tate fair hearing within one hundred twenty (120) days of the adverse

dar days following the
with 42 C.F.R. §

usly authorized

continuati
(c) The CE or"DBM shall
(1) Files a request for
resolution notieexa
(2) Files a requestfor continuation of benefits within thirty (30) calendar days of the adverse
resolution notice.
(d) If the CE or DBM continues or reinstates the member's benefits at the member's request while the
appeal or state fair hearing is pending, the benefits must be continued until one (1) of the following
occurs:
(1) The member withdraws the appeal or request for state fair hearing;
(2) The member fails to request a state fair hearing and continuation of benefits within ten (10)
calendar days after the CE or DBM sends the notice of an adverse resolution to the member's
appeal under 42 C.F.R. 88 438.420 (c)(2) and 438.408 (d)(2); or
(3) A state fair hearing officer issues a hearing decision adverse to the member.

317:2-3-6. External medical review and clinical expertise

(a) No-externalExternal medical review. The OklahomaHealth-Care-Authority (OHCA)OHCA
9
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will not offer an external medical review for the purposes of grievances or appeals.
(b) Clinical expertise standards. Individuals making the decision for a grievance or appeal
regarding an adverse benefit determination will be unbiased with appropriate clinical expertise in
treating the member's condition or disease.
(1) Medical review staff of the MCE_and DBM will be licensed or credentialed health care
clinicians with relevant clinical training and/or experience.
(2) All MCE_and DBM will use medical review staff for such appeals and shall not use any
automated claim review software or other automated functionality for such appeals.
(3) Bias is deemed to exist if an individual making a decision on a grievance or appeal was
involved in, or a subordinate of any individual involved in, any previous level of review or
decision regarding the subject matter of the grievance or appeal.
(4) Clinical expertise is deemed necessary for decisions makers
(A) The denial is based on a lack of medical necessity;
(B) The grievance is regarding a denial of an expedited resolution
(C) The grievance or appeal involves clinical issue

317:2-3-7. Obligation to pay costs of services ’ 4
(a) Inaccordance with 42 i +FR)C.F.R. 8 438.420(d), the MCE_and
DBM may recover from the member the costs of services provigled to the member while an appeal or
Statestate fair hearing is pending:
(1) To the extent the services were co ed.solely due to the requirements set forth in 42
C.F.R. 88 438.420 or 431.230(b); and
(2) The final resolution of the appeal or ate fair hearing upholds the MCE_or DBM's
adverse benefit determination.
(b) If OHCA or the MCE or Dr réverses a decision to deny, limit, or delay services and these
services were not furnished e the'appeal or Statestate fair hearing was pending, the MCE_or
DBM will authorize or provide the disputedssesvices promptly and as expeditiously as the member's
health condition requires.
(c) If OHCA or the MCE_or DBMreverses a decision to deny, limit, or delay services and the
member receive isputed services while the appeal or Statestate fair hearing was pending, the
MCE_or DBM i

(a) The MCE_or D provide timely written notices per OAC 317:2-3-4 and 317:2-3-5.
(b) Each notice will conform to the provisions of 42 Cede-of Federal-Regulations{CFRIC.F.R. 8§
438.10 related to information provided from an MCE_or DBM to a member.
(c) At minimum, each notice will:
(1) Be written in a manner and format, as outlined in the Contract, that may be easily
understood and is readily accessible by members;
(2) Use OHCA-developed definitions for terms as those terms are defined in the Medel
MemberEnrollee Handbook related to the eentractContract;
(3) Use a font size no smaller than twelve-point (12-point);
(4) Be made available in alternative formats and through the provision of auxiliary aids and
services in an appropriate manner that takes into consideration the special needs of members
with disabilities or limited English proficiency; and
(5) Include a large-print tagline, in minimum eighteen-point (18-point) font, and information on
how to request auxiliary aids and services, including the provision of materials in alternative

10
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formats.
(d) Per the delegation choice of 42 C.F.R. 8 438.228, OHCA does not delegate responsibility to the
MCE_or DBM for timely notices of action under 42 C.F.R. Part 431, Subpart E.
(1) OHCA retains all responsibility for timely notices of action under 42 C.F.R. Part 431,
Subpart E, including:
(A) A termination, suspension of, or reduction in covered benefits or services, when
termination, suspension, or reduction is determined by OHCA,;
(B) A termination, suspension of, or reduction in Medicaid eligibility, when termination,
suspension, or reduction is determined by OHCA,; and
(C) An increase in beneficiary liability, including determination_that a beneficiary will
incur a greater amount of medical expenses in order to establisfifincome eligibility or is
subject to an increase in premiums or cost sharing char. when such increase is
determined by OHCA.
(2) The foregoing (d)(1) does not apply to:
(A) Any grievance notice required to be sent by the
42 C.F.R. § 438.408;
(B) Any adverse benefit determination noticed@ased ofPthe termination, suspension, or
reduction of authorized covered services, payment denial, or standard, expedited, or
untimely service authorization denial or limitation aSyequired to be sent by the MCE _or
DBM by contract or 42 C.F.R. § 438.404;
(C) Any appeal resolution notice reduired.to be sent by the MCE_or DBM by contract or 42
C.F.R. 8 438.404 or 438.408; or
(D) Any other notice required to be se he MICE_or DBM by eentractContract or any
state or federal law or regulation.

(3) OHCA's decision not elegate the notices of action required by 42 C.F.R. Part 431
Subpart E applies to HyCE or DBM under any—managed—care
eentractContract for professi%ervie@ unless and until this seetionSection is revoked.

(4) The random review system required of a state by 42 C.F.R. 8 438.228 does not apply to
OHCA, because OHCA has not.delegated responsibility for the relevant notices of action.
action for which OHCA retains responsibility under this sectionSection,

E or DBM by

permitted when;
(A) OHCA has factual information confirming the death of a beneficiary;
(B) OHCA receives a clear written statement signed by a member that they no longer wish
to receive services or that gives information that requires termination or reduction of
services and indicates that the member understands that supplying the information will
result in termination or reduction of services;
(C) The member has been admitted to an institution where they are ineligible for further
services;
(D) The member's whereabouts are unknown and the post office returns, indicating no
forwarding address, OHCA mail sent directly to the member; ardor
(E) The MCE_or DBM establishes the fact that the member has been accepted for Medicaid
services by another local jurisdiction, state, territory, or commonwealth.
(6) For any notices of action for which OHCA retains responsibility under this Section, OHCA
will ensure the notice contains:

11
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(A) A statement of the action OHCA intends to take and the effective date of such action;
(B) A clear statement of the specific reasons supporting the intended action, the specific
regulations that support or require the action, and an explanation of the member's rights to
request a hearing; and
(C) An explanation of the circumstances under which benefits continue if a hearing is
requested.
(7) For any notices of action for which OHCA retains responsibility under this seetienSection,
OHCA will allow the member a reasonable time, not to exceed ninety (90) days from the date
the notice is mailed, to request a Statestate fair hearing.

317:2-3-9. Exhaustion of managed-care-entityCE or DBM appeals
(a) Deemed exhaustion of MCE_or DBM appeals. If the MCE _or

timing or notice requirements as detailed in 42 C.F.R. § 438.408, t
exhausted the MCE's_or DBM's appeal process, and the member or the
representative may request a Statestate fair hearing.

(b) Actual exhaustion of MCE_or DBM appeals. Excgpt as allowed in (a), a member or the
member's authorized representative may request a Statesfate fair iaring only after receiving notice
from the MCE_or DBM upholding an adverse benefit determination and only within one hundred
twenty (120) days after the date of the notice of appeal resolution.

(c) Exhaustion of MCE_or DBM appeals, determination. A has sole authority to decide
whether MCE_or DBM appeals have been exRauisted for any member. Documentation, as submitted
to OHCA by the MCE_or DBM within fifteeni(15) alénd@ days of the request for Statestate fair
hearing, will serve as evidence to deemed exh n, actual exhaustion, or no exhaustion of the
MCE _or DBM appeals process.

fails to adhere to any
r is deemed to have
ber's authorized

317:2-3-10. Provider complé&int systém_and appgal requests
(a) A participating provider-or nor;ggtticipa{-ing provider may file a complaint whenever:
(1) The provider is not satisfied with the MCE_or DBM's policies and procedures; or
(2) The provider is not satisfied with a decision made by the MCE_or DBM that does not impact

the provisio ices to members.

(b) The MCE stablish and operate a provider complaint system. Such system will:
(1) Use nd procedures for receiving, tracking, dating, storing, responding to,
reviewing, resolving provider complaints;

(2) Track rece solution of provider complaints, including requests for reconsideration
or appeals;

(3) Demonstrate sufficient ability to receive provider complaints by telephone, in writing, or in
person;

(4) Designate staff to receive, process, and resolve provider complaints;

(5) Thoroughly investigate each provider complaint;

(6) Ensure an escalation process for provider complaints;

(7) Furnish the provider timely written notification of resolution or results; and

(8) Maintain a tracking system capable of generating reports to OHCA on provider complaint

volume and resolution.
(c) The MCE_or DBM will operate a reconsideration process whereby providers may request the
MCE_or DBM reconsider a decision the MCE_or DBM has made or intends to make that is adverse
to the provider, including, at minimum, reconsiderations of provider audit findings, reconsiderations
of provider agreement termination, and reconsiderations of denied claims.

12
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(1) Request for reconsideration, denied claims. The MCE_or DBM will ask that the provider
submits a request for reconsideration of a denied claim within six (6) months after the provider
receives notice of the denied claim.
(2) Request for reconsideration, all other reasons. The MCE_or DBM will ask that the
provider submits a request for reconsideration within fifteen (15) days after the date the
provider receives notice of audit findings, termination of provider agreement, or other actions
the MCE_or DBM permits for reconsideration requests.
(3) Desk review. The MCE_or DBM will conduct the reconsideration through a desk review of
the request and all related and available documents.
(4) Reconsideration resolution. The MCE or DBM will resolve all requests for reconsideration

reconsideration resolution notice to the provider within three ;
resolutionfive (5) calendar days of resolution of the con3|derat|0n
(5) Notice of ReconsiderationReselutionreconsideration resolution. TheWACE or DBM will
send a reconsideration resolution notice that contain a minimum:

(A) The date of the notice; ! 4

(B) The action the MCE has made or intends to make;

(C) The reasons for the action;

(D) The date the action was made or will be made;

(E) The citation to statute, regulati olicy, or procedure, if any, upon which the action

was based,;

(F) An explanation of the provider's to submit an appeal request to the MCE_or

DBM within thirty (30) calendar days of the date recorded on the notice;

(G) The address and comtactiinformation for submitting an appeal;

(H) The procedures hichithe provider may request an appeal regarding the MCE'sCE's

or DBM's action; ~

(1) The specific change |{ deral or state law, if any, that requires the action;

(J) The prowder s ability'tosubmit a Statestate fair hearing request following completion of

eal process, or, in cases of an action based on a change in law, the
r which a Statestate fair hearing will be granted; and
ation required by state or federal statute or regulation, by contract, or
anual.
(d) The MCEor D perate an appeals process whereby a provider may request an appeal of
a reconsideration resolution when the underlying matter is based on the MCE'SCE or DBM's
provider audit findings; or for-cause or immediate termination of the provider agreement;-ora-denied
elaim,

(1) Request for appeal. The MCE_or DBM will require the provider to submit a request for

appeal in writing within thirty (30) calendar days after the provider receives notice

reconsideration resolution.

(2) Panel review. The MCE _or DBM will conduct the appeal through a panel review including

a hearing and review of the request, all related and available documents, and all documents

created for or used in connection with the request for reconsideration.

(A) The panel will consist of three (3) or five (5) reviewers, who are employees or officers
of the MCE_or DBM.

(B) Panel members will not have been directly involved with the reconsideration desk
review and will not be a subordinate of someone involved directly with the reconsideration

13
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desk review.
(C) The panel review hearing will provide the provider or an authorized representative of
the provider with a reasonable opportunity to be heard in person or by telecommunications.
(D) The review panel will accept and document any exhibit offered prior to the hearing or
during the hearing, so long as the exhibit directly relates to the matter of the appeal.
(E) When the appeal is based on a claim denied on the basis of medical necessity, the
following requirements apply:
(i) Medical or dental review staff of the MCE or DBM will be licensed or credentialed
health care clinicians with relevant clinical training or experience; and
(if) All MCEs_or DBMs will use medical or dental review staff for such appeals and
will not use any automated claim review software or other ated functionality for
such appeals.
(3) Appeal resolution. The MCE _or DBM DBM will resolve all ithin forty-five—{45)
i es established by
n notice to the pravider within three
inalizing the resolution.
he M@E or DBM will send an appeal

the OHCA. The MCE _or DBM will send an appeal resol
3)-businessfive (5) calendar days of the MCE or DB
(4) Notice of AppealReselutionappeal resoluti
resolution notice that contains, at a minimum:

(A) The date of the notice;

(B) The date of the appeal resolution; and

(C) For decisions not wholly in the rovider's favor:

i AVaWa\Via N lll ha nrovida hilitvita ro
ct V1 O y—CC

( |) An explanatlon of the prowder S abllltv to request and OHCA administrative appeal

(30) calendar days of the date recorded on the notice;

uest an OHCA administrative appeal, including the OHCA address and
“eontact inforMation for submitting a request;

i the right to be represented by counsel at the OHCA administrative

(D) Any otherinformation required by state or federal statute or requlation, by Contract, or
by Contract-related manual.
(5) Documentation. The MCE_or DBM will furnish to OHCA documentation including all
information specified atOAC317:2-3-13(e}{2within the Contract within fifteen (15) calendar
days of a provider's request for a-State-fairhearingan OHCA administrative appeal.
(6) State fair hearing for providers. There are no state fair hearings provided for providers
under a CE or DBM, per OAC 317:2-3-13.

317:2-3-11. Recordkeeping

In compliance with 42 C.F.R. 8 438.3(h) and (u), the MCE_or DBM will maintain records of each
grievance and appeal for ten (10) years after the later of the final date of the contract period or the
date of completion of any MCE or DBM audit by the State, the Centers for Medicare and Medicaid
Services (CMS), the Office of the Inspector General, or the Comptroller General. Such records will
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be part of OHCA's ongoing monitoring and will be used to update and revise OHCA's managed
eareSoonerSelect quality strategy. The record will conform with the content requirements at 42
C.F.R. §438.416.

317:2-3-12. State fair hearing for members

(a) Right to Statestate fair hearing. With regard to grievances or appeals first filed with the MCE
or DBM, a member may request a Statestate fair hearing under 42 C.F.R. 431 Subpart E only after
receiving notice from the MCE _or DBM upholding an adverse benefit determination. The member
will have one-hundred twenty (120) days from the date of the adverse benefit determination notice to
request a Statestate fair hearing. Refer to 42 C.F.R. 88 438.402(c)(1)(i) and 438.408(f)(1).

(b) MCE_or DBM policies and procedures. The MCE or DBM will implement established policies
and procedures that allow a member described in (a) to initiate a State air hearing process after
having exhausted the MCE'sCE or DBM's appeals process or after er is deemed to have
exhausted the process due to the MCESCE or DBM's failure to adhere otice and timing
requirements. o
(c) Member's request for a Statestate fair hearing. TWE or DBM will allow the member to

request a Statestate fair hearing either through an establghed MG@E or DBM process or through an
established OHCA process. Any MCE_or DBM process Willéensure that notice of the request for
Statestate fair hearing is communicated in writing to the OHGA contracting officer within twenty-
four (24) clock-hours of receiving the request.
(d) MCE_or DBM documentation obligati@n:“The MCE_or DBM will provide documentation to
the member, the member's authorized representati e,wA, and the Office of Administrative
Hearings.
(1) Timing. The MCE_or DBM will prdVide the deeumentationsupport documentation
(summary) described in thigfstubsection: withimfifteen (15) calendar days after notification of
the request for state fairdi€aring.

(2) Information. tonSupport documentation (summary) will include, at minimum,
thefolloMg informatign:

(A) The“aame ,address of the member and, if applicable, the member's authorized
representative;

(B) A summary statement concerning why the member has filed a request for Statestate fair
hearing;

(C) A brief chronological summary of the MCE'sCE or DBM's action in relationship to the
matter underlying the member's request for Statestate fair hearing;

(D) The member's appeal request, along with any supporting documentation, if received by
the MCE_or DBM;

(E) Any applicable correspondence between the MCE or DBM and the member, including
system notes entered by one_(1) or more MCE_or DBM employees based on one_(1) or
more telephone conversations with the member;

(F) All exhibits offered at any hearing held with the MCE_or DBM,;

(G) All documents the MCE_or DBM used to reach its decision;

(H) A statement of the legal basis for the MCE'SCE or DBM's decision;
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APA WF 23-06A
(1) A citation of the applicable policies and/or legal authorities relied upon by the MCE or
DBM in making its decision;
(J) A copy of the notice which notified the member of the decision in question;
(K) The names and titles of any MCE_or DBM employees who will serve as witnesses at
the Statestate fair hearing; and
(L) Any other information requested by the member, the member's authorized
representative, OHCA, or the Office of Administrative Hearings when the information
relates to the Statestate fair hearing or any matter giving rise to the Statestate fair hearing.
(e) MCE_or DBM staffing. The MCE_or DBM will maintain a sufficient level of staffing to
competently perform the functions, requirements, roles, and duties involved in Statestate fair hearing
support, including but not limited to documentation, summarization of the@rguments presented, and
ensuring timely notice and delivery of documents to all parties.
(F) Performance targets. OHCA may set performance targets rel
requests that are resolved upholding the MCE'sCE or DBM's original deter
OHCA deems necessary or appropriate.
(g) Post-transition obligations. After termination expiration of the managed—care
eoentractContract, the MCE_or DBM will remain respo le forﬁa&e@ fair hearings related to
dates of service prior to the eentractContract termination or expiration, including but not limited to
the provision of records and representation at Statestate fair ings.
(h) Cost of services. If the Statestate fair hearing officer reverseSithe MCE'sCE or DBM's decision
to deny authorization of services and the meaned the disputed services while the Statestate

fair hearing was pending, the MCE_or DBM Wil p fBthse disputed services.

317:2-3-13. State fair hearing for providers ¥
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APA WF 23-06A

(a) There are no state fair hearings provided for providers under a NM. The CE or DBM
shall provide the following:
(1) A provider complaint system;
(2) A provider reconsideration system whereby provi may request the CE or DBM to
reconsider the decision the CE or DBM has made tends to make that is adverse to the
provider. This shall include, at minimum, reconsidefations for Program Integrity provider audit
findings and provider agreement termination.
(3) Provider appeal to the CE or DBM: \
(A) The CE or DBM shall implementand operate a systéh for provider appeals of the CE
or DBM's audit findings related to ramulntegrity efforts and for cause and immediate
provider agreement termination.
(B) The CE or DBM shall operate a pr s whereby providers may appeal a decision the
CE or DBM has made ot.intends to make.that is adverse to the provider.
(b) For decisions not wholl thelprovider's favor an OHCA administrative appeal will be
provided, per OAC 317:2-3-10 (d)(4)(C).

317:2-3-14. Administrative Law Judge (ALJ) jurisdiction
The ALJ has jugisdiction of the fellowing matters:
(1) Membef'Statestate fair hearing. The ALJ has jurisdiction to hear any Statestate fair
hearing arising from ajmember's MGECE or DBM appeal of an adverse beneflt determlnatlon

(2) ovide a rhoarina Tha A a A on-to-he N a haaring ing

'3' ;'\M,'=."= lel. 5 .. : l'- .l.lll -l-l' l' .'l. :ll l"ll
ontract-with w’- —or-claims-denial. Provider OHCA administrative appeal. The ALJ
has jurisdiction to hear any OHCA administrative appeal arising from a decision that was not

wholly in the provider's favor.

17



TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 55. MANAGED CARE

SUBCHAPTER 1. GENERAL PROVISIONS

317:55-1-1. Purpose; use of manuals

The purpose of this Chapter is to provide detailed rules which govern the delivery of health care
services provided by managed-care-organizationscontracted entities or dental benefits managers as
required by the "Ensuring Access to Medicaid Act", 2021-Okla—Sess—Law-Serv-Ch-542(S-B-131),
Title 56 of the Oklahoma Statutes, Sections 4002-4004 and 42 Code of Federal Regulations (C.F.R.),
Part 438. The Oklahoma Health Care Authority may also develop manuals afé medical guidelines that
formalize terms, conditions, and applicable policy of awarded contract:

317:55-1-2. Monitoring system for all managed care programs [REVORK
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The following'words'and terms, when used in this Chapter, shall have the following meaning,

unless the context cleaely indicates otherwise:

"1115 waiver" means the demonstration waiver, as amended and including all active special
terms and conditions (STCs) at a specific point in time, that authorizes Oklahoma Health Care
Authority (OHCA) to operate a program in which one (1) or more requirements of Title XIX of the
Social Security Act (Act) are waived based on the waiver authority of Section 1115 of the Act.

"1915(c) waiver" means any waiver, authorized by Section 1915(c) of the Act, that allows
specific coverage of home and community-based services to a limited group of Medicaid-Eligible
individuals as an alternative to institutional care.

""Abuse' means provider practices that are inconsistent with sound fiscal, business, or medical
practices, and result in an unnecessary cost to the Medicaid program, or in reimbursement for
services that are not medically necessary or that fail to meet professionally recognized standards for
health care (as defined at 42 C.F.R. § 455.2). It also includes Eligible and Health Plan Enrollee
practices that result in unnecessary cost to the Medicaid program.
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"Accountable care organization” or ""ACQO"" means a network of physicians, hospitals, and
other health care providers that provide coordinated care to Medicaid members.

"'Accrediting entity'" means an entity recognized by CMS under 45 C.F.R. 8§ 156.275. Current
CMS-recognized accrediting entities include Accreditation Association for Ambulatory Health Care
(AAAHC), National Committee for Quality Assurance (NCQA) and Utilization Review
Accreditation Commission (URAC). To the extent CMS recognizes additional accrediting entities,
OHCA will also permit the CE or DBM to achieve accreditation from such entity to meet the
requirements.

"Act" means the Social Security Act.

""Activities of daily living (ADL)"" means activities that reflect the
ability to perform self-care tasks essential for sustaining health and safety#stich as: bathing; eating;
dressing; grooming; transferring (includes getting in and out of the tub to chair, etc.); mobility;
toileting and bowel/bladder control. The services help with proper i re, self-maintenance
skills, personal hygiene, adequate food, shelter, and protection.

""Administrative remedies’’ means an action taken by
failure to comply with a requirement or performance stan . Remedies, include but are not limit
to, liquidated damages, capitation payment suspensi
termination, and any other remedies outlined in the Contract.

"Adult" means an individual twenty-one (21) years of agéer older, unless otherwise specified
by statute, requlation, and/or policy adopted by the OHCA. For ibility criteria policy for children
and adults, please refer to Oklahoma Admin tive Code (OAC) 317:35-5-2.

"American Indian/Alaska Native'" or "ANAN" means any individual as defined in 25 U.S.C.
88 1603(13), 1603(28) or 1679(a) or who has b ermined Eligible as an Indian under 42 C.F.R.
§136.12.

"Appeal” means a review byfan €E or DBMof an adverse benefit determination.

"Applicant™ means an id@ividuallwho seeks SoonerCare coverage.

"Authorized representative" meansa.competent adult who has the Enrollee's signed, written
authorization to act on the Enrollee's behalf during the grievance, appeal, and state fair hearing
process. The written authority to act.will specify any limits of the representation.
ervices' means a wide range of diagnostic, therapeutic and rehabilitative
t of mental illness, substance abuse, and co-occurring disorders.
Monday through Friday and is exclusive of weekends and State of

ealth Plan Enrollee's

""Business days' me

Oklahoma holia&%‘s

""Calendar days"' ns all seven (7) days of the week, including State of Oklahoma holidays.

"'Capitated contract’’ means a contract between OHCA and a contracted entity for the delivery
of services to Medicaid members in which OHCA pays a fixed, per-member per-month rate based on
actuarial calculations.

""Capitation payment' means a payment OHCA will make periodically to the CE or DBM on
behalf of each Health Plan Enrollee enrolled under the SoonerSelect program and based on the
actuarially sound capitation rate for the provision of services under the State Plan. OHCA shall make
the payment regardless of whether the Health Plan Enrollee receives services during the period
covered by the payment.

"'Capitation rate' means the per Health Plan Enrollee, per-month amount, including any
adjustments, that is paid by OHCA to the CE or DBM for each Health Plan Enrollee enrolled in the
SoonerSelect program for the provision of services during the payment period.

""Care coordination/care management' means a process that assesses, plans, implements,
coordinates, monitors, and evaluates the options and services required to meet the Health Plan
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Enrollee's needs using advocacy, communication, and resource management to promote quality and
cost-effective interventions and outcomes. Based on the needs of the Health Plan Enrolleg, the care
manager arranges services and supports across the continuum of care, while ensuring that the care
provided is person-centered.

"'Care manager'" means the CE's staff primarily responsible for delivering services to Health
Plan Enrollees in accordance with its OHCA-approved risk stratification level framework, and meets
the qualifications specified in the Contract.

""Care plan' means a comprehensive set of actions and goals for the Health Plan Enrollee
developed by the care manager based on the unique needs of Health Plan Enrollee(s). The CE shall
develop and implement care plans for all Health Plan Enrollees with a special health care need
determined through the comprehensive assessment to need a course of tment or regular care
monitoring and in accordance with Section 1.8.3: ""Care Plans" of th tract.

""Case file" means an electronic record that includes Enrol ation regarding the
management of health care services including but not limited to: En e demographics;
comprehensive assessment (if applicable); care plan; reassessments; referrals and@uthorizations and
Enrollee case notes.

"CDT"" means current dental terminology (dental gfoceduréfeodes).

"CEQO™" means Chief Executive Officer.

""Certified community behavioral health clinic (C C)"" means entities designed to
provide a comprehensive range of mental health and substan e disorder services as defined
under the Excellence in Mental Health Act certified by the Oklahoma Department of Mental
Health and Substance Abuse Services. ~N

"C.F.R." means the Code of Federal Reg S.

"Child"" means an individual under twenty-one (21) years of age, unless otherwise specified by
statute, regulation, and/or de by the OHCA. For eligibility criteria policy for children
and adults, please refer to O 17:35-5-2.

"Children's Health InsuranceProgram’ or ""CHIP'" means a Medicaid program authorized
under Title XXI of the Social Secufity Act.

""Children's Specialty Plan'"or.""Children's Specialty Program'* means the single statewide
health care plan ers all Medicaid services other than dental services and is designed to
provide care to oster care children, former foster care children up to twenty-five (25)
years of age, Juvenile justiGé involved children, and children receiving adoption assistance.

"'Child welfare services' means the Oklahoma Human Services (OKDHS) division responsible
for administering Oklahafna's child welfare services.

"Choice counseling" means the provision of information and services designed to assist
Eligibles in making enrollment decisions as described in 42 C.F.R § 438.2.

"Chronic condition" means a condition that is expected to last one (1) year or more and
requires ongoing medical attention and/or limits activities of daily living (ADL).

"Civil monetary damage" means a damage imposed by OHCA which the CE must pay for
acting or failing to act in accordance with 42 C.F.R. § 438.700 et seq. Amounts may not exceed
those specified in 42 C.F.R. § 438.704.

"Clean claim" means a properly completed billing form with coding based on Current
Procedural Terminology (CPT), fourth edition or a more recent edition, the tenth revision of the
International Classification of Diseases (ICD) or a more recent revision, or Healthcare Common
Procedure Coding System (HCPCS), where applicable, to provide information specifically required
in the OHCA Provider Billing and Procedure Manual.

"Clinical practice guidelines' means systematically developed statements to assist practitioner
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and patient decisions about appropriate health care for specific clinical circumstances. The CE or
DBM shall adopt clinical practice guidelines in accordance with 42 C.F.R. § 438.236, ensuring they
are based on valid and reliable clinical evidence or a consensus of providers in the particular field;
consider the needs of Enrollees; are adopted in consultation with participating providers; and are
reviewed and updated periodically as appropriate.

"CMS'" means Centers for Medicare & Medicaid Services.

""Commercial plan'" means an organization or entity that undertakes to provide or arrange for
the delivery of health care services to Medicaid members on a prepaid basis and is subject to all
applicable state and federal laws and requlations.

""Continuity of care period' means the ninety (90) day period immediately following an
Enrollee's enroliment with the CE or DBM whereby established Enrollee provider relationships,
current services and existing prior authorizations and care plans shal in in place.

"Contract” As a result of receiving an award from OHCA essfully meeting all
Readiness Review requirements, the agreement between the Contractor aRGWOHCA where the
Contractor will provide Medicaid services to SoonerSelect Engallees, comprising'@Ff the Contract and
any Contract addenda, appendices, attachments, or amen ts thereto, and be paid by OHCA as
described in the terms of the agreement. Lg

""Contract year' means the period during which the*Coentract is in effect. The initial Contract
year shall be from date of award through the end of the state fiscal year. Each subsequent Contract
year shall be based on state fiscal year.

""Contracted entity'" or ""CE'" means a

anization or entity that enters into or will enter into
a capitated contract with the Oklahoma Healthi€are Autherity (OHCA) for the delivery of services
that will assume financial risk, operational acco ity, and statewide or regional functionality in
this act in_managing comprehensive health out€omes of Medicaid members. This includes an
accountable care orqanizationf/_i‘?r-led entityya commercial plan, a dental benefit manager, or
any other entity as determined’by the ©OHCA.

"Contractor" means ‘a_contracted entity with which OHCA has entered into a binding
agreement for the purpose of procuring services to SoonerSelect program Enrollees as specified in
the Contract. The term "Contractorincludes all such Contractor's affiliates, agents, subsidiaries, any
person with an o ip or control'interest, officers, directors, manager, employees, independent
contractors, an ies working for or on behalf of the Contractor and other parties.

"Copayment" means @fixed amount that an Enrollee pays for a covered health care service
when the Enrollegireceivesithe service.

"'Corrective astionglan’ or ""CAP"" means the detailed written plan that may be required by
OHCA to correct or resolve a deficiency, event, or breach.

""Cost sharing" means the state's requirement that an Enrollee bear some of the cost of their
care through mechanisms such as copayments, deductibles, and other similar charges.

""Credibility adjustment’ means an adjustment to the medical loss ratio (MLR) for a partially
credible CE or DBM to account for a difference between the actual and target MLRs that may be due
to random statistical variation.

"'Crisis intervention services' means face-to-face services for the purpose of responding to
acute behavioral or emotional dysfunction as evidenced by psychotic, suicidal, homicidal severe
psychiatric distress and/or danger of alcohol or drug relapse.

""Critical incident' means any actual or alleged event or situation that creates a significant risk
of substantial or serious harm to the physical or mental health, safety, or well-being of a
SoonerSelect program Health Plan Enrollee.

"Deemed newborn" means children born to SoonerCare enrolled mothers and determined
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Eligible under 42 C.F.R. § 435.117.

"Dental benefits manager" or "DBM'" means an entity that meets the definition of a Prepaid
Ambulatory Health Plan (PAHP) as per 42 C.F.R. 8§ 438.2 and is under contract with the OHCA to
manage and deliver all services described in this SoonerSelect Dental Contract and who handles
claims payment and prior authorizations and coordinates dental care with participating providers and
Enrollees. Also referred to as a "Contractor".

""Dental related emergency services' means services provided to a SoonerSelect Dental
Enrollee that are necessary for the treatment of any condition requiring immediate attention for the
relief of pain, hemorrhage, acute infections, or traumatic injury to the teeth, supporting structures
(periodontal membrane, gingival, alveolar bone), jaws, and tissue of the oral cavity.

"DIR" means direct and indirect remuneration.

"'Disclosing entity'* means a Medicaid provider (other than an indi
of practitioners) or a fiscal agent pursuant to 42 C.F.R. § 455.101.

"Disenrollment"” means OHCA's removal of an Enrollee from participa
DBM or from participation in the SoonerSelect program.

"DSH'" means disproportionate share hospital.

""Dual eligible individuals" means individuals eligille for#th Medicaid and Medicare.

""Early and Periodic Screening, Diagnostic and Treatment (EPSDT)"' means screening and
diagnostic services to determine physical or mental defects #mEligibles or Health Plan Enrollees
under age twenty-one (21) and health care, treatment, and othe asures to correct or ameliorate
any existing defects and/or chronic conditionsdi

""Electronic Visit Verification (EVV) s
time that providers begin and end the delivery ices to Health Plan Enrollees and the location
of services. The EVV system shall comply with¥Section 12006 of the 21% Century Cures Act and
associated CMS requirementv l) ¢

"Eligible" means an indivddual who has been deemed Eligible for the SoonerSelect program but
who is not yet enrolled in a'CE or DBMww,

"'Emergency medical condition' means a medical condition, including injury, manifesting
itself by acute symptoms of sufficient severity, including severe pain, that a prudent layperson who
POSSESSES an ave wledge of health and medicine could reasonably expect the absence of
to result in placing the individual's health, or the health of an unborn
rious impairment to bodily functions or serious dysfunction of any

al practitioner or group

in a specific CE or

child, in seridus. jeopardy,
bodily organs orparts.

"Emergency Senvi means medical services provided for a medical condition, including
injury, manifesting itself by acute symptoms of sufficient severity, including severe pain, that a
prudent layperson who possesses an average knowledge of health and medicine could reasonably
expect the absence of immediate medical attention to result in placing the individual's health, or the
health of an unborn child, in serious jeopardy, serious impairment to bodily functions or serious
dysfunction of any bodily organs or parts.

"Encounter data'" means information relating to the receipt of any item(s) or service(s) by an
Enrollee under the Contract that is subject to the requirements of 42 C.F.R. 88 438.242 and 438.818.

"Enrollee" means an individual who has been deemed Eligible for Medicaid in the State of
Oklahoma, who has been deemed Eligible for enrollment in the SoonerSelect program, and who is
currently enrolled in the SoonerSelect program.

"Enrollee handbook" means a guidebook that explains the SoonerSelect program that the
Contactor shall distribute to every Enrollee. It shall be designed to help the Enrollee understand the
CE or DBM, the SoonerSelect program and the rights and responsibilities that come with
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membership in the program.

"Enrollment’ means the OHCA process by which an Eligible becomes an Enrollee with an CE
or DBM.

"EOB"" means explanation of benefits.

"Essential community provider" means a provider defined by 45 C.F.R. 8§ 156.235.

"Essential hospital services" means tertiary care hospital services to which the CE must
provide access, including but not limited to neonatal, perinatal, pediatric, trauma and burn services.

"Excluded benefits" means Medicaid-covered services that are not the responsibility of the
CE.

"Expansion adult” means an individual nineteen (19) or older and under age sixty-five (65),
with income at or below one hundred thirty-eight percent (138%) of the federal poverty level (FPL)
determined Eligible in accordance with 42 C.F.R. § 435.119}, and wh ot categorically related
to the aged, blind, and disabled.

"Excluded populations' means populations that are excluded fro
SoonerSelect program as specified in the Contract.

"Exploitation" means an unjust or improper use of thé¥esources of a vulnerable Enrollee for
the profit or advantage, pecuniary or otherwise, of a g€fson otffer than the vulnerable Enrollee
through the use of undue influence, coercion, harassment, dliress, deception, false representation or
false pretense.

""External Quality Review (EQR)" means the analysis and@valuation by an External Quality
Review Organization (EQRO), of aggregate@nfermation on quality, timeliness and access to the
health care services that the CE or DBM furn

"Family planning services and suppli eans services and supplies described in §
1905(a)(4)(C) of the Act, including contraceptives and pharmaceuticals for which OHCA claims or
could claim federal match at Hed rate under § 1905(a)(5) of the Act.

""Federally Qualified He@lth Center (FOHC)" "or ""Health Centers'" or ""Centers'" means an
organization that qualifies forreimbursement.under Section 330 of the Public Health Service Act.
FQHCs qualify to receive enhanced reimbursements from Medicare and Medicaid, must serve an
underserved population or area, offer a sliding fee scale, provide comprehensive services, have an
ongoing quality program, and have a governing board of directors.

""Former children" or "FFC" means individuals under age twenty-six (26)
determined Elgible in accordance with 42 C.F.R. 8§ 435.150 who were in foster care under the
responsibility of\the State @F an Indian Tribe within Oklahoma and enrolled in SoonerCare on the
date of attaining age eighfeen (18) or aging out of foster care.

""Foster care"' ns planned, goal-directed service that provides twenty-four (24) hour a day
substitute temporary care and supportive services in a home environment for children birth to
eighteen (18) years of age in OKDHS custody.

"Foster children (FC)'" means children in foster care under the responsibility of the State,
including children and youth who are in State custody due to abuse or neglect.

"FPL" means federal poverty level.

"Fraud" means intentional deception or misrepresentation made by a person with the
knowledge that the deception could result in some unauthorized benefit to himself or some other
person. It includes any act that constitutes fraud under applicable federal or state law.

"Grievance" means an Enrollee's expression of dissatisfaction about any matter other than an
adverse benefit determination. Grievances may include, but are not limited to, the quality of care or
services provided, aspects of interpersonal relationships such as rudeness of a provider or employee
or failure to respect the Enrollee's rights regardless of whether remedial action is requested. A
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grievance includes an Enrollee's right to dispute an extension of time proposed by the CE or DBM to
make an authorization decision.

"Grievance and appeal system" means the processes the CE or DBM must implement in
accordance with 42 C.F.R. Part 438, Subpart F, to handle Enrollee grievances and appeals, as well as
the processes to collect and track information about them.

"Health care services" means all services outlined in the Oklahoma Medicaid State Plan, the
Alternative Benefit Plan, and the 1115 IMD Waiver that are provided, according to contract, by the
CE or DBM in any setting. Health care services may include but are not limited to medical care,
behavioral health care, dental care, and pharmacy services.

"Health plan" means the same in these rules as at 36 O.S. § 4405.1.

"Health risk screening' means a screening tool developed by
approved by the OHCA, to obtain basic health and demographic infor
needs a Health Plan Enrollee may have and assist the contracted enti
Health Plan Enrollee to determine the level of care management needed.

""Hospitalization"" means care in a hospital that requires
requires an overnight stay.

"Implementation" means the process by which O anddhe CE or DBM performs actions
and responsibilities to actively implement a managed careprogram or contract for the first time.
Implementation also means, depending on its use, the m nt in time that such actions and
responsibilities are fully completed.

"Indian health care provider" or "IH
Health Service (IHS) or by an Indian Tribe,
(otherwise known as an I/T/U) as those terms
Improvement Act (25 U.S.C. § 1603).

“Initial enrollment" m%aniliqible's entollment in an CE or DBM during the initial
enrollment period.

"Intermediate sanction(s)’ m;@gs the.sanctions described in 42 C.F.R § 438.702, which the
OHCA may impose for the contracted entities non-compliance for any of the conditions in 42 C.F.R.

contracted entity, and
identify any immediate
ign a risk level for the

eans a health care program operated by the Indian
ibal Orqanvization, or Urban Indian Organization
fined in Section 4 of the Indian Health Care

§ 438.700.
"Juvenile j involved' means any person in custody or under the supervision of the
Oklahoma Offi Affairs (OJA) for whom OJA is required to provide services by law or

court order.

""Local Oklahoma pravider organization' means any state provider association, accountable
care organization, ‘Gertified Community Behavioral Health Clinic, Federally Qualified Health
Center, Native Amerisan tribe or tribal, association, hospital or health system, academic medical
institution, currently practicing licensed provider, or other local Oklahoma provider organization as
approved by the Authority.

"Manual" or "guide" means any document, outside of the Medicaid State Plan, any Medicaid
waiver, and the rules, that is created by or for OHCA for use in interpreting or implementing
contractual terms. "Manual™ is synonymous with guide, guidebook, companion guide, manual,
reference book, dictionary, handbook, model, instructions, primer, workbook, or any other words
denoting a document that is handled as a matter of convenience.

"Medical necessity" or "medically necessary' means a standard for evaluating the
appropriateness of services as established under OAC 317:30-3-1.

""National provider identifier (NP1)" means a unique identification number for covered health
care providers. Covered health care providers and all CEs, DBMSs, and health care clearinghouses
must use an NP1 in the administrative and financial transactions adopted under the Health Insurance
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Portability and Accountability Act (HIPAA). The NPI is a ten-position, intelligence-free numeric
identifier (ten-digit number). This means that the numbers do not carry other information about
healthcare providers, such as the state in which they live or their medical specialty. The NP1 must be
used in lieu of legacy provider identifiers in the HIPAA standards transactions.
""Non-compliance remedy’* means an action taken by OHCA in response to the Contractor's
failure to comply with a contract requirement or performance standard.
"Non-participating provider" means a physician or other provider who has not contracted with
or is not employed by the CE or DBM to deliver services under the SoonerSelect program.
""Non-urgent sick visit" means medical care given for an acute onset of symptoms which is not
emergent or urgent, but which requires face-to-face medical attention within seventy-two (72) hours
of Enrollee notification of a non-urgent condition, as clinically indicate amples of non-urgent
sick visits include cold symptoms, sore throat, and nasal congestion.
"OAC" means Oklahoma Administrative Code.
"ODMHSAS" means the Oklahoma Department of Mental Health
Services.
"OHCA" means the Oklahoma Health Care Authori
"OJA" means the Office of Juvenile Affairs. Se’
"OKDHS" means the Oklahoma Department of HumansServices which is also referenced in
rules as Department of Human Services (DHS) and Office 0 man Services (OHS).
"Open enrollment period” means the annual period of , as defined by contract, when
Enrollees and Eligibles can enroll in and sel n.CE or DBM for the SoonerSelect program.
"0.S." means Oklahoma Statutes. N
"OSDE"" means the Oklahoma State Dep t of Education.
"Parent and caretaker relative" means anWndividual determined Eligible under 42 C.F.R. §
435.110. j S‘ '\
"Participating provide eansa physician or other provider who has a contract with or is
employed by a CE or DBM to provide health care services to Enrollees under the SoonerSelect
Medical or Dental program.
"'Patient-centered medical home" or ""PCMH"" means, in this Chapter, the care coordinated
delivery system ined within the contract between OHCA and a CE.
""Pharma nager'' means a third-party responsible for operating and administering
the CE's phafmacy progra
"'Post-stabiization care services" means covered services related to an emergency medical
condition that are provi after a Health Plan Enrollee is stabilized to maintain the stabilized
condition or under the'eircumstances described in 42 C.F.R. § 438.114(e), to improve or resolve the
Health Plan Enrollee's condition.
"Pregnant women" means women determined Eligible for SoonerCare under 42 C.F.R. §
435.116.
"Prepaid Ambulatory Health Plan"" or ""PAHP" means a DBM and/or an entity as per 42
C.F.R. 8§ 438.2 that:
(A) Provides services to Enrollees under contract with the state, and on the basis of
capitation payments, or other payment arrangements that do not use State Plan payment
rates;
(B) Does not provide or arrange for, and is not otherwise responsible for the provision of
any inpatient hospital or institutional services for its Enrollees; and
(C) Does not have a comprehensive risk contract.
""Prepaid dental plan’" means a contractual arrangement in accordance with 36 O.S. § 6142,
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whereby any prepaid dental plan organization undertakes to provide payment of dental services
directly, or to arrange for prepaid dental services, or to pay or make reimbursement for any dental
services not provided for by other insurance.

""Prepaid dental plan organization' means any person who undertakes to conduct one (1) or
more prepaid dental plans providing only dental services in accordance with 36 O.S. § 6142.

"Presumptive eligibility” means a period of temporary SoonerCare eligibility for individuals
who are categorically related to certain eligibility groups listed in OAC 317:35-6-38(a)(1)(A)(i)
through (vi) and are also determined by a qualified entity, on the basis of applicant self-attested
income information, to meet the eligibility requirements for a Modified Adjusted Gross Income
(MAGI) eligibility group.

"Primary care' means the provision of integrated, equitable, a
services by clinicians who are accountable for addressing a large maj
needs, developing a sustained partnership with patients, and practicifig i
community.

"Primary care dentist” or "PCD" means a dental care
dental care for a Dental Health Plan Enrollee.

"Primary care provider" or "PCP" means the fol

(A) Family medicine physicians in an outpatien{*setti
care;
(B) General pediatric physicians and adolescent me@i@ine physicians in an outpatient
setting when practicing general pri
(C) Geriatric medicine physicians in
care;
(D) Internal medicine physicians in an otitpatient setting when practicing general primary
care (excludes internistg@vhosubspecializgin areas such as cardiology, oncology, and other
common internal m ine sbspecialties beyond the scope of general primary care);
(E) Obstetrics and gynecologyiphysicians in an outpatient setting when practicing general
primary care;
(F) Providers such as nurseipractitioners and physicians' assistants in an outpatient setting
when pr general primary care; or
i alth providers, including psychiatrists, providing mental health and
er services when integrated into a primary care setting.

"Prior autherization0r "PA" means a requirement that an Enrollee, through the Enrollee's
provider, obtain the CEs BM's approval before a requested medical service is provided or before
services by a non-partieipating provider are received. Prior authorization is not a guarantee of claims
payment; however, failure to obtain prior authorization may result in denial of the claim or reduction
in payment of the claim.

""Protected health information®' or ""PHI"" means information considered to be individually
identifiable health information, per 42 C.F.R.§ 160.103.

"Provider" means a health care services provider licensed or certified in this State.

"Provider agreement” means an agreement between the CE or DBM and a participating
provider that describes the conditions under which the participating provider agrees to furnish
covered health care services to Enrollees.

""Provider-led entity'" means an organization or entity that meets the criteria of at least one (1)
of the following:

(A) A majority of the entity's ownership is held by Medicaid providers in this state or is held by

an _entity that directly or indirectly owns or is under common ownership with Medicaid
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providers in the state; or
(B) A majority of the entity's governing body is composed of individuals who:
(i) Have experience serving Medicaid members and:
(1) Are licensed in the state as physicians, physician assistants, nurse practitioners,
certified nurse-midwives, or certified registered nurse anesthetists;
(1N At least one (1) board member is a licensed behavioral health provider; or
(111) Are employed by a hospital or other medical facility licensed by the state and
operating in the state or an inpatient or outpatient mental health or substance abuse
treatment facility or program licensed or certified by the state and operating in the
state.
(ii) Represent the providers or facilities including, but not limited to, individuals who are
employed by a statewide provider association; or
(ii1) Are nonclinical administrators of clinical practices serving Medicaid members.
""Quality Assessment and Performance Improvement'’ or "QAPI" mNprocess designed
to address and continuously improve CE and DBM quality rics.
""Quality Improvement Committee" or "QIC"" meaiiS'a committee within the CE or DBM's
organizational structure that oversees all QAPI functio a/g
"Risk contract” means a contract between OHCA ‘and E, prepaid inpatient health plan
(PIHP), or prepaid ambulatory health plan (PAHP), as those tefms are defined at 42 C.F.R. § 438.2,
under which the Contractor assumes risk for the cost of the ser covered under the contract and
incurs loss if the cost of furnishing the serviégsexceeds the payments under the Contract.
"Rural area’" means a county with a po I s than fifty thousand (50,000) people.
"Rural Health Clinic" or ""RHC" mean s meeting the conditions to qualify for RHC
reimbursement as stipulated in Section 330 of the Public Health Services Act.
"SoonerCare" means the homa Medicaidyprogram.
""SoonerSelect' means xgs d DBMs with whom the OHCA contracts with to provide
SoonerCare covered medical, dental, pharmacy, and behavioral health benefits.
"Soon-To-Be-Sooner" means Oklahoma's separate CHIP providing coverage to unborn children
of families earning up to and including one hundred eighty-five percent (185%) of the FPL.
an_agreement between OHCA and CMS describing how Oklahoma
administers its icai CHIP programs.
"Steady State operati@ns" or "steady state" means the time period beginning ninety (90) days
after initial program implementation.
e practice of health care delivery, diagnosis, consultation, evaluation and
treatment, transfer of medical data or exchange of medical education information by means of a two-
way, real-time interactive communication, not to exclude store and forward technologies, between a
patient and a health care provider with access to and reviewing the patient's relevant clinical
information prior to the telemedicine visit. In accordance with Oklahoma law, including OAC
317:30-3-27 and 59 O.S. § 478, telehealth shall not include consultations provided by telephone
audio-only communication, electronic mail, text message, instant messaging conversation, website
guestionnaire, nonsecure videoconference, or facsimile transmission.
"Third party liability" or "TPL" means all or part of the expenditures for an Enrollee's medical
or dental assistance furnished under the Oklahoma Medicaid State Plan that may be the liability of a
third-party individual, entity, or program.
"Urban area' means a county with a population of fifty thousand (50,000) people or more.
"U.S.C." means United States Code.
"Value-added benefit" means any benefit or service offered by a CE or DBM when that
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benefit, or service is not a covered benefit per the State Plan. These benefits are subject to change
annually as determined by the CE or DBM and OHCA.

"Value-based payment arrangement” means a payment arrangement between a CE or DBM
and its participating providers when payment is intentionally aligned with quality measures OHCA
applies to the CE or DBM.

"Waste' means the overutilization of services, or other practices that, directly or indirectly,
result in unnecessary costs to the Medicaid program; generally, not considered to be caused by
criminally negligent actions but rather the misuse of resources.

317:55-1-4. Eligible entities
(a) Eligible entities. The OHCA shall enter into a capitated contract fo
Medicaid services. Eligible entities include an accountable care organi
commercial plan, or any other entity as determined by OHCA. The'C
following requirements:
(1) Licensure and certificate of authority.
(A) The CE must be licensed as a Health Maintea@nce Organization (HMO) pursuant to
36 O.S. § 6901 et seq. af
(B) The CE must furnish OHCA with a certificaté of authority, to operate as an HMO,
prior to contract implementation.
(C) The DBM must be licensed and authorized, as prepaid dental health plan, and able
to transact dental business in the State.of . Oklahoma in accordance with 36 O.S. § 6141

delivery of statewide
,aprovider-led entity, a
BM shall meet the

et seq. ~N
(D) The DBM must furnish OHCA ertificate of authority for accident and health
insurance or pre-paid dental prior to contract implementation in accordance with 36

0.S.8703. ! l ¢

(E) Any changes to certificate of authority, for CE and DBM, must be reported

immediately to the OHCAL = v,
(2) Accreditation. The CE{er DBM shall seek accreditation from a private independent
accrediting entity, as well as, earn a National Committee for Quality Assurance (NCQA) Health
Equity Accr, ien in the State of Oklahoma, within eighteen (18) months of initial
tion. When undergoing accreditation, the CE or DBM shall submit
status of the accreditation process as required in the Contract and

reports decumenting
reporting manual.
A) Accredita
provide the
including:
(i) Accreditation status, survey type, and level (as applicable);
(i1) Accreditation results, including recommended actions or improvements, corrective
action plans, and summaries of findings; and
(iii) Expiration date of the accreditation.
(B) Reaccreditation. The CE and DBM shall undergo reaccreditation in accordance with
the timeframes required by the accrediting entity and federal requlations.
(C) Failure to achieve or maintain accreditation for a CE. Failure to achieve or maintain
accreditation shall be considered a breach of the CE Contract and may result in
intermediate sanctions/penalties or termination in accordance with OAC 317:55-5-10(¢)
(D) Failure to achieve or maintain accreditation for a DBM. Failure to achieve or
maintain accreditation shall be considered a breach of the DBM Contract and may result in
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administrative remedies, including liquidated damages or termination, in accordance with
OAC 317:50-5-11 and 317:55-5-12.

317:55-1-5. Program administration requirements
(a) Compliance. The CE or DBM shall comply with all applicable state and federal laws and
regulations, including, but not limited to, 42 C.F.R. Part 438, and HIPAA privacy and security law,
as defined in Section 3009 of the Public Health Service Act.
(b) Subcontracting. The CE or DBM shall seek approval from the OHCA prior to the effective date
of any subcontract for performance of certain Contract responsibilities.
(1) The CE or DBM shall maintain ultimate responsibility for adhering to and otherwise fully
complying with all terms and conditions of its Contract with O , hotwithstanding any
relationship(s) with any subcontractors. The CE or DBM shall acti monitor subcontractors
to ensure their compliance with the Contract and verify the quality o ir services.

duty under the Contract in which such services are to be
United States.
(c) Staffing. The CE or DBM shall have sufficient staff
obligations and standards. Additionally, the CE or DBM sure staff and subcontractor staff
receive detailed training on the requirements, policies, and pr ures of the SoonerSelect program.
All CE or DBM staff, including subcontractor staff, shall receivéinitial and ongoing training and
education necessary to fulfill their job respofisiilities under the Contract.
(d) Policies and procedures. The CE or DBMhand nvsggcontractor shall:
(1) Develop and maintain written policies rocedures describing in detail how the CE or
DBM and any subcontractor will fulfill the ¥ésponsibilities outlined in the Contract.
(2) Submit all policies arw*res for OHCA's review and approval prior to adoption and
implementation.
(3) Submit an annual certificationiinwhich the CE or DBM attests to the creation of updated
policies and procedure.
(e) Readiness review.

ith 42 C.F.R. § 438.66(d)(1), the CE or DBM is required to participate,

and satisfactorily pass the readiness review process in the following
situationss
(A) Priorito initi plementation;

(B) When'the ific CE or DBM has not previously contracted with the state; or
(C) When the CE or DBM, which is currently contracted with the state, will begin to
provide, or arrange for covered benefits to new eligibility groups.
(2) All readiness review activities shall be completed to the satisfaction of OHCA and CMS
pursuant to the Contract and/or any other policy guidelines/memorandum before being eligible
to receive enrollment of Eligibles.
(3) Additionally, the state will conduct a desk review / optional on-site review of new
subcontracts executed during the Contract term, or when the subcontract undertakes new
eligibility groups or services. CEs, DBMs, and their subcontractors must adhere to all the
contractual obligations found at 42 C.F.R. Part 438.
(f) Marketing. The CE or DBM must provide each Enrollee with an Enrollee handbook within ten
(10) days and identification card within seven days (7) days after receiving notice of the Enrollee's
enrollment or within ten (10) days of the Enrollee's request for the Enrollee handbook. The CE or
DBM shall not falsify or misrepresent information that furnishes to an Enrollee, Eligible or provider.
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All marketing activities and materials shall comply with applicable laws and requlations regarding
marketing by the Contractor and Contract terms. The OHCA shall approve all marketing materials,
which must comply with federal funding requirements, including 42 C.F.R. §438.10 and 42 C.F.R.
§ 438.104.
(a) Accessibility. The CE or DBM shall ensure Enrollees and providers have continuous access to
information as determined by OHCA and that complies with the requirements at Section 508 of the
Rehabilitation Act of 1973, Pub. L. No. 93-112, and the Oklahoma Electronic and Information
Technology Accessibility law, 2004 HB 2197. To ensure ongoing accessibility standards are met, the
CE or DBM shall:
(1) Provide its URL to the OHCA and any changes to the URL shall be
(2) Assign and maintain a point of contact to assist the OHCA with i
in the CE's or DBM's system.
(h) Disaster preparation and data recovery. The CE and DBM §
maintain a written disaster plan for information resources that will ensure
required by the Contract.
(i) System performance. The CE and DBM shall meet pefférmance requirements pursuant to the
Contract.
(1) Call center standards. The CE and DBM shall provide.assistance to Enrollees and providers
through a toll-free call-in system that meets the performance dards and requirements outlined in
the Contract.
(k) Failure to comply. If the CE or DBM f o.comply with OAC 317:55-1-5, the OHCA may
impose any or all the CE intermediate sanction§ifound al*QéC 317:55-5-10 and the CE Contract, or
DBM administrative remedies, found at OAC -5-11 and the DBM Contract.

proved by the OHCA.
acing/exchanging data

it to the OHCA and
vice continuity as

SUBCHAPT?. CfNERAL PROGRAM INFORMATION

PART 1. ELIGIBILITY@%MENT AND CONTINUITY OF CARE

317:55-3-1. lensMandatory, voluntary, and excluded populations
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(a) Mandatory populations. The following SoonerCare Eligibles will be mandatorily enrolled with
a CE and DBM under the SoonerSelect Dental and Medical pgogram:

(1) Expansion adults;

(2) Parents and caretaker relatives;

(3) Pregnant women;

(4) Deemed newborns;

(5) Former foster children;

(6) Juvenile justice involved children;

(7) Foster care children; ~N

(8) Children receiving adoption assistance

(9) Children.
(b) Voluntary populations. SogiérCare Eligible individuals may voluntarily choose to enroll in the
SoonerSelect Dental and Medi€al program through an opt-in process if they are American Indians

and/or Alaskan Natives. AITAN p[ogygtionsyill have the option to:
(1) Voluntarily enroll in the M and/or CE through an opt-in process;
(2) Enroll in a DBM and/or CE at each open enrollment period, regardless of initial selection or

ast disenro om the DBM and/or CE;
N populations shall:

(A) Receive services from an IHCP;
(B) Chogse the | as the Enrollee's provider, if the provider has the capacity to provide

such serviees;
(C) Obtain services covered under the Contract from out-of-network IHCPs when the
Enrollee is otherwise Eligible to receive the IHCP's services;
(D) Self-refer for services provided by IHCPs to AI/AN Enrollees;
(E) Obtain services covered under the Contract from out-of-network IHCPs when the
Al/AN Enrollee is otherwise Eligible to receive the IHCP's services; and
(F) Disenroll from any DBM and/or CE at any time without cause.
(c) Excluded populations. The following individuals are excluded from enrollment in the
SoonerSelect program:
(1) Dual-eligible individuals;
(2) Individuals enrolled in the Medicare Savings Program, including Qualified Medicare
Beneficiaries (QMB), Specified Low Income Medicare Beneficiaries (SLMB), Qualified
Disabled Workers (QDW) and Qualified Individuals (QD);
(3) Persons with a nursing facility or ICF-IID level of care, except for Enrollees with a pending
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level of care determination;

(4) Individuals during a period of presumptive eligibility;

(5) Individuals infected with tuberculosis Eligible for tuberculosis-related services under 42

C.F.R. §435.215;

(6) Individuals determined Eligible for SoonerCare on the basis of needing treatment for breast

or cervical cancer under 42 C.F.R. § 435.213;

(7) Individuals enrolled in a 8 1915(c) Waiver;

(8) Undocumented persons Eligible for emergency services only in accordance with42 C.F.R. §

435.139;

(9) Insure Oklahoma Employee Sponsored Insurance (ESI) dependent children in accordance

with the Oklahoma Medicaid State Plan;

(10) Coverage of Pregnancy-Related Services under Title XXI for

('Soon- to-be-Sooners"), as allowed by 42 C.F.R. § 457.10; and

(11) Individuals determined Eligible for Medicaid on the basis of age, b ess, or disability.
(d) Additional eligibility criteria. For additional eligibilityrsiteria, refer to pter 35 Medical
Assistance for Adults and Children Eligibility Manual, chapter 5 Eligibility and Countable

nefit of unborn children

Income.
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(a) Enrollment process. The OHCA benef|C|a V port system will provide choice counseling to
all potential Enrollees at the time of initial enrollment, during the annual open enrollment period and
for Enrollees who disenroll from@ CE.or DBM forgood cause as described in the Contract and in
this Section. The OHCA, or ﬁsiq e, will provide information about individual CE or DBM
benefit structures, services, and networkspreyviders, as well as information about other Medicaid
programs as requested by the Eligible to assist the Eligible in making an informed selection.

(1) Selection/auto assignment. During the application process, at OHCA's discretion, an
i up to sixty (60) days to select a contracted CE and DBM of their choice.

is due next tgreceive
(2) Exemptionsito
(A) The OHGA will not make auto-assignments to the CE if:
(i) The CE's maximum enrollment has been capped and actual enrollment has reached
ninety-five percent (95%) of the cap;
(i1) The CE has been excluded from receiving new enrollment due to the application of
non-compliance remedies; or
(iii) The CE has failed to meet readiness review requirements.
(B) The OHCA will not make auto-assignments to the DMB if:
() The DBM's maximum enrollment has been capped and actual enrollment has
reached ninety-five percent (95%) of the cap;
(i) The DBM has been excluded from receiving new enrollment due to the imposition
of administrative remedies; or
(iii) The DBM has failed to meet readiness review requirements.
(3) Enrollment effective date
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(A) Eligibles, with the exception of deemed newborns, who select or are assigned to a CE
and/or DBM from the first day of the month through the fifteenth day of the month shall be
enrolled effective on the first day of the following month.
(B) Eligibles who select or are assigned to a CE and/or DBM on the sixteenth (16" day of
the month through the last day of the month will be enrolled effective on the first day of the
second following month.
(C) Prior to these enrollment dates, most Eligibles will be covered by a fee-for-service
payment structure administered by OHCA.
(D) Deemed newborns eligible for the CE and/or DBM shall be enrolled effective as of the
date of birth, if the newborn's mother also is enrolled in the SoonerSelect program.
(E) Notwithstanding the foregoing, the effective date of enroll with the CE or DBM
shall be the date recorded on the outbound ANSI ASC X 12 8 ectronic transaction sent
by OHCA.
(4) Enrollment lock-in period. An Enrollee may, within the first ninetya(90) days of initial
enrollment, request to change enrollment without cause f the CE and/or BBM, or during the
ninety (90) days following the date OHCA sends t nrollee notice of initial enrollment,
whichever is later. Enrollees will also be permitted angef@Es and/or DBMSs, without cause,
at _least once every twelve (12) months during open enrollment period. After the
disenrollment period from the CE or DBM has lapsed, t nrollee will remain enrolled with
the CE or DBM until the next annual open enrollment per unless:
(A) The SoonerSelect Medical Enr
(i) Is disenrolled due to loss of
(i1) Becomes a foster child under X
(iii) Becomes juvenile justice involWed under the custody of the state;
(iv)Isa formerH or child regeiving adoption assistance and opts to enroll in
the SoonerSeleefChildrén's Specialty program;
(v) Demonstrates good causesunder the following conditions:
(1) The Enrollee’'moves out of the service area;
(1N The Enrollee requires specialized care for a chronic condition and the Enrollee
llee's representative, the CE, OHCA and receiving CE agree that
t to the receiving CE is in the Enrollee's best interest;

(¢°)

nrollee needs related services to be performed at the same time; not all
related services are available within the CE's network; and the Enrollee's primary
care provider or another provider determines that receiving the services separately
would subject the Enrollee to unnecessary risk;
(V) For other reasons, including a filed and prevailed grievance related to poor
guality of care, lack of access to services covered under the Contract, or lack of
access to providers experienced in dealing with the Enrollee's oral health care
needs or other matters deemed sufficient to warrant disenrollment; and
(V1) The Enrollee has been enrolled in error, as determined by the OHCA.
(vi) Experiences a temporary loss of eligibility or enrollment which caused the
Enrollee to miss the annual disenrollment period, then the Enrollee may disenroll
without cause upon reenrollment; or
(vii) The OHCA has imposed intermediate sanctions on the CE and allows Enrollees to
disenroll without cause.
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(B) The SoonerSelect Dental Enrollee:
(i) Is disenrolled due to loss of SoonerCare eligibility;
(i) Demonstrates good cause under the following conditions:
(1) The Enrollee moves out of the service area;
(1N The plan does not cover the service the Enrollee seeks, because of moral or
religious objections;
(111) The Enrollee needs related services to be performed at the same time; not all
related services are available within the DBM's network; and the Enrollee's
primary care dental provider or another provider determines that receiving the
services separately would subject the Enrollee to unnecessary risk;
(1) For other reasons, including a filed and prevaile evance related to poor
guality of care, lack of access to services covered the Contract, or lack of
access to providers experienced in dealing with ee's oral health care
needs or other matters deemed sufficient to warrant disen ent; and
(V) The Enrollee has been enrolled in errogas determined bysthe OHCA.
(iii) Experiences a temporary loss of eligigtity or enrollment which caused the
Enrollee to miss the annual disenrollmenfperiodgthen the Enrollee may disenroll
without cause upon reenrollment; or
(iv) The DBM is terminated.
(5) Annual and special enrollment periods. Sixty (60) daySprior to the start of the Enrollee's
annual open enrollment period, the Efikellee shall be notified of the option to maintain
enrollment with the current CE and/or M 0o tO\eqoll with a different CE and/or DBM.
OHCA, at its sole discretion, may sche special open enrollment period, under the
following circumstances:
(A) In the event of th?ﬂ;‘mination of.a CE or DBM under the process described in the
Contract; or
(B) The loss of a majer participatingprovider(s) places the CE or DBM at risk of failing to
meet service accessibility’Standards and the CE or DBM does not have an acceptable plan
for mitigating the loss orfinding of non-compliance.
. OHCA, at'its sole discretion, may impose a cap on the CE or DBM's

(1) CE or DBM-requested disenrollment. Pursuant to 42 C.F.R. § 438.56(b)(2), the CE or
DBM cannot request a disenrollment based on adverse change in the member's health status or
utilization of medically necessary services, diminished mental capacity, or uncooperative or
disruptive behavior resulting from their special needs, except when their continued Enrollment
with the Contractor seriously impairs the Contractor's ability to furnish services to either this
particular Enrollee or other Enrollees.
(A) The CE may only request disenrollment of the Enrollee only for good cause. The
following actions, if found by OHCA, comprise good cause:
(i) The Enrollee requires specialized care for a chronic condition and the Enrollee or
Enrollee's representative, the CE, OHCA and receiving CE agree that assignment to
the receiving CE is in the Enrollee's best interest;
(i1) The Enrollee has been enrolled in error, as determined by OHCA;
(iii) The Enrollee has exhibited disruptive behaviors to the extent the CE cannot
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effectively manage their care, and the CE has made all reasonable efforts to
accommodate the Enrollee; or
(iv) The Enrollee has committed fraud, including but not limited to, loaning an
identification (ID) card for use by another person.
(B) The DBM may only request disenrollment of the Enrollee only for good cause. The
following actions, if found by OHCA, comprise good cause:
(i) The Enrollee has been enrolled in error, as determined by OHCA;
(ii) The Enrollee has exhibited disruptive behaviors to the extent the DBM cannot
effectively manage their care, and the DBM has made all reasonable efforts to
accommodate the Enrollee; or
(iii) The Enrollee has committed fraud, including but not li
for use by another person.
(2) Enrollee-requested disenrollment. Enrollees shall seek redféss t
grievance process before OHCA will make a determination on an
disenrollment. The CE or DBM shall accept Enrollee r
writing. The CE or DBM shall complete a review o request within ten (10) days of the
Enrollee filing the grievance. If the Enrollee remai ssatisfied with the result of the grievance
process, the CE or DBM shall refer the disenrollmentteguest to OHCA. The Contractor shall
send records gathered during the grievance process to A to facilitate OHCA's decision-
making process. Disenrollment requests will be adjudicatediy OHCA and, if approved, will
become effective on a date established HCA.
(A) The Enrollee may request disenr en from.Lhe CE or DBM as allowed by 42 C.F.R.
8§ 438.56(c).
(B) An Enrollee may request disenroll t from the CE or DBM at any time based on any
cause listed at 42 C.F.R#8 488.56(d)(2)."»
(C) An Enrollee may#equestdisenrollment at any time in accordance with (a)(4)(A)(v)(1)-
(V1) and (B)(ii)(1)-(\M) of this:Section and the applicable Contract.
(3) Disenrollment by OHCAThe CE or DBM shall report to OHCA, within five (5) business
days of learning of any changeiin an Enrollee's status affecting the Enrollee's eligibility.
will initiate disenrollment of SoonerSelect Medical Enrollees under the

d to, loaning an ID card

h the CE's or DBM's
llee's request for
ent orally or in

(iii) Enrollee becomes enrolled in Medicare;
iv) Death;
(v) Enrollee becomes a foster child under the custody of the state;
(vi) Enrollee becomes juvenile justice involved under the custody of the state;
(vii) The Enrollee becomes an inmate of a public institution;
(viii) The Enrollee commits fraud or provides fraudulent information; or
(ix) Disenrollment is ordered by a hearing officer or court of law.
(B) The OHCA will initiate disenrollment of SoonerSelect Dental Enrollees under the
following circumstances:
(1) Loss of eligibility for Medicaid;
(ii) Transition to a SoonerCare eligibility group excluded from the SoonerSelect
Dental program;
(iii) Enrollee becomes enrolled in Medicare;
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(iv) Death;

(v) The Enrollee becomes an inmate of a public institution;
(vi) The Enrollee commits fraud or provides fraudulent information; or
(vii) Disenrollment is ordered by a hearing officer or court of law.
(4) Disenrollment effective date. Consistent with 42 C.F.R. § 438.56(e), except as provided for
below, and unless OHCA determines that a delay would have an adverse effect on an Enrollee's
health, it is OHCA's intent that a disenrollment shall be effective on the first day of the second
following month.
(A) Grievance resolution for poor quality of care, lack of access to services covered under
the Contract or lack of access to providers experienced in dealing with the Enrollee's health
care needs or other matters deemed sufficient to warrant disenr ent under (b)(2) of this
Section must be completed within this timeframe. If the CE fai complete the grievance
process in time to permit disenroliment by OHCA, the dis t shall be considered
approved for the effective date that would have been established ha CE complied with
this timeframe. Disenrollment for any of the followig reasons shall begffective as of the
date that the Enrollee's SoonerSelect Medical pr m eligibility status changes:
(i) Loss of eligibility for Medicaid:; D}
(ii) Transition to a SoonerCare eligibility ‘group excluded from the SoonerSelect
program;
(iii) Enrollee becomes a foster child under the cust@ey of the state;
(iv) Enrollee becomes JJ Invol under the custody of the state;
(v) Enrollee becomes eligible f ed'care'\
(vi) Death;
(vii) Enrollee becomes an inmate of a public institution;
(viii) Enrollee c?itsiaud or provides fraudulent information;,
(ix) Disenrollmeit is ordered by a hearing officer or court of law; or
|

(x) Enrollee reguiring ong-=term care.
(1) Enrollees‘requiring long-term care in a nursing facility or ICF-11D shall be

disenrolled from the CE when the level of care determination is finalized.
additional information regarding nursing facility and ICF-I11D stays, refer

tion for poor quality of care, lack of access to services covered under
the Contract or lagk of access to providers experienced in dealing with the SoonerSelect
Dental Enrollee®§ oral health care needs, or other matters deemed sufficient to warrant
disenrollmentunder (b)(2) of this Section must be completed within this timeframe. If the
Contractor fails to complete the grievance process in time to permit disenrollment by
OHCA, the disenrollment shall be considered approved for the effective date that would
have been established had the Contractor complied with this timeframe. Disenrollment for
any of the following reasons shall be effective as of the date that the SoonerSelect Dental
Enrollee's SoonerSelect Dental program eligibility status changes:

(i) Loss of eligibility for Medicaid:;

(i) Transition to a SoonerCare eligibility group excluded from the SoonerSelect

Dental program;

(ii1) SoonerSelect Dental Enrollee becomes eligible for Medicare;

(iv) Death;

(v) SoonerSelect Dental Enrollee becomes an inmate of a public institution;

(vi) SoonerSelect Dental Enrollee commits Fraud or provides fraudulent information;
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(vii) Disenrollment is ordered by a hearing officer or court of law; or
(viii) SoonerSelect Dental Enrollees requiring long-term care in a nursing facility or
ICF-11D shall be disenrolled from the Contractor when the level of care determination
being done by the SoonerSelect or SoonerSelect Children's Specialty CEs is complete.
(C) Notwithstanding the foregoing, the effective date of disenroliment from the Contractor shall
be the date recorded on the outbound ANSI ASC X 12 834 electronic transaction sent by
OHCA.
(c) Retroactive dual eligibility. Dual eligibles are excluded from the SoonerSelect program.
SoonerSelect Enrollees who become dual eligible individuals will be disenrolled as of their Medicare
eligibility effective date.
(1) In the event a SoonerSelect Enrollee becomes retroactively M
DBM shall recover claims payments made to providers duri
Medicare eligibility.
(2) The CE or DBM shall also notify the provider of the requirement
Medicare for reimbursement.
(3) OHCA will recoup the capitation payments paid™for months of retroactive Medicare
eligibility. wif
(d) Re-enrollment following loss of eligibility. Enrollegésawho lose and regain eligibility for
SoonerSelect Medical or Dental program within a period of si 60) days or less will be re-enrolled
automatically with their prior CE and/or DBM unless the CE an DBM is otherwise suspended or
excluded from receiving new Enrollees. rolled Enrollees will have the right to change
CE/DBM in accordance with this Section andithe Cont
(e) Eligibles voluntarily opting out of Soon ct Children's Specialty program. FFC and
children receiving adoption assistance shall be enrolled in the SoonerSelect Children's Specialty
program. These Eligibles ma\?ou f enrollment in the Children's Specialty program; however,
the legal quardian of the Eligite will'Be required to enroll the Eligible with a CE.
(f) Non-discrimination. The CE or DBMuimay not refuse an assignment or seek to disenroll an
Enrollee or otherwise discriminate against Eligible to enroll on the basis of race, color, national
origin, sex, sexual orlentatlon gender identity, health status, need for medical services, or disability
and may not use or practice that has the effect of discriminating on the basis of race, color
or national origify; sex, s | orientation, gender identity, or disability. The Contractor also may not
discriminate a%i\rgan Enrellee on the basis of expectations that the Enrollee will require frequent
or high-cost carexor on the Basis of health status or need for health care services or due to an adverse
change in the Enrollee'sdf€alth in enroliment, disenrollment, or re-enroliment. If the CE or DBM
fails to comply with ©AC 317:55-3-2, the OHCA may impose any or all the CE intermediate
sanctions, found at OAC 317:55-5-10 and the CE Contract, or DBM administrative remedies, found
at OAC 317:55-5-11 and the DBM Contract.

re eligible, the CE or
months of retroactive

bmit the claim to

Enrollee rights
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(a) In accordance with 42 C.F.R. § 438.100, state and federal regulations, and all contractual
requirements, the CE and DBM shall allow the Enrollee the right to:

(1) Receive information on the SoonerSelect program and the CE or

(2) Receive information on all available treatment options and alter,

(3) Participate in decisions regarding their healthcare;

(4) Free from any form of restraint or seclusion used as a

convenience, or retaliation; and

(5) Request and receive a copy of their medical records
(b) Each Enrollee is free to exercise their rights without t
(c) The CE or DBM may not otherwise discriminate agdinst Eni@tlees on the basis of race, color,
national origin, sex, sexual orientation, gender identity, health'status, need for medical services, or
disability and may not use any policy or practice that has the ct of discriminating on the basis of
race, color or national origin, sex, sexual orientation, gender ide , or disability. If the CE or DBM
fails to comply with OAC 317:55-3-3, the CA may impose any or all the CE intermediate
sanctions, found at OAC 317:55-5-10 and the €k Contraet,.or DBM administrative remedies, found
at OAC 317:55-5-11 and the DBM Contract.

PART 3. ACCESS TO COVERED SERVICES AND
P IDER NETWORK STANDARDS

BM:
VES;

coercion, discipline,

accordance with@ll HIPAA rules.
E or DBM treating them adversely.

(a) Amount, duration, and scope of services. The CE or DBM must ensure members have timely

access to all medically necessary services, as applicable, covered by SoonerCare under the Medicaid
State Plan, the Alternative Benefit Plan (ABP), and the 1115 IMD Waiver. The CE or DBM must
ensure:
(1) Services are sufficient in amount, duration, and scope to reasonably be expected to achieve
the purpose for which the services are provided;
(2) The amount, duration, and scope of a required service is not arbitrarily denied or reduced
solely because of the diagnosis, type of illness, or condition;
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(3) PA is available for services on which the CE or DBM has placed a pre-identified limitation
to ensure the limitation may be exceeded when medically necessary.
(A) The CE or DBM may propose to impose alternative PA requirements, subject to
OHCA's review and approval, except for those benefits identified as exempt from PA. The
CE or DBM may be less restrictive on the requirements of a PA than OHCA but may not
impose greater restrictions.
(B) PA shall be processed in accordance with timeliness requirements specified in the
Contract.
(4) Coverage decisions are based on the coverage and medical necessity criteria published in
Title 317 of the Oklahoma Administrative Code and practice guidelines/manual; and
(5) If amember is unable to obtain medically necessary services off y SoonerCare from a
CE or DBM network provider, the CE or DBM must adequately imely cover the services
out of network, until the CE or DBM is able to provide the ser a network provider.
(b) Emergency services. The CE or DBM shall provide emergency se s to Enrollees in
accordance with the respective CE or DBM Contract.
(c) Post-stabilization services. In accordance with t rovisions set forth at 42 C.F.R. 8§
422.113(c), the CE shall provide post-stabilization car vicesdre:
(1) Obtained within or outside the CE network that
(A) Pre-approved by a CE or representative; or
(B) Not pre-approved by a CE or representative but administered to maintain the Enrollee's

stabilized condition within one (1) of a request to the CE for pre-approval of further
post-stabilization care services.
(2) Administered to maintain, improve, 0 e the Enrollee's stabilized condition without

preauthorization, and regardless of whethefthe Enrollee obtains the services within the CE
network when the CE: i >

(A) Did not respon!areqx st for pre-approval within one (1) hour;

(B) Could not be contacted; Or v,

(C) Representative andithe treating physician could not reach agreement concerning the

Enrollee's care and a CE physician was not available for consultation.
ith 42 C.F.R. 88 438.114(e) and 422.113(c)(2)(iv), the CE shall limit
post-stabilization care services to an amount no greater than what the
rollee if they obtained the services through the CE. Additionally, the
lity for post-stabilization care services if not pre-approved ends when:
n with privileges at the treating hospital assumes responsibility for the

CE would charge the
CE's financiabresponsi
(A) A CE physi
Enrollee's care;
(B) A CE physician assumes responsibility for the Enrollee's care through transfer;
(C) A CE representative and the treating physician reach an agreement concerning the
Enrollee's care; or
(D) The Enrollee is discharged.
(d) Continued services to Enrollees. The CE and DBM shall take all the necessary steps to ensure
continuity of care when Enrollees transition to the CE or DBM from another CE/DBM or
SoonerCare program. The CE and DBM shall ensure that established Enrollee and provider
relationships, current services and existing PAs and care plans will remain in place during the
continuity of care period in accordance with the requirements outlined in this Section.
(1) Transition to the CE/DBM shall be as seamless as possible for Enrollees and their providers.
(2) The CE shall take special care to provide continuity of care for newly enrolled Enrollees
who have physical health conditions, behavioral health conditions and/or functional needs and
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are under the care of existing treatment providers and whose health could be placed in jeopardy,
or who could be placed at risk of hospitalization or institutionalization, if covered services are
disrupted or interrupted.
(3) The DBM shall take special care to provide continuity of care for newly enrolled
SoonerSelect Dental Enrollees who have oral health care needs and are under the care of
existing treatment providers and whose health could be placed in jeopardy, or who could be
placed at risk of hospitalization, if covered services are disrupted or interrupted.
(4) The DBM shall work with SoonerSelect and SoonerSelect Children's Specialty CEs to
transition and coordinate care after a dental related emergency service pursuant to the Contract.
(5) The CE/DBM shall make transition of care policies available to_ Enrollees and provide
instructions to Enrollees on how to access continued services durig the continuity of care
period.
(6) The CE/DBM shall ensure that all Enrollees are held harmlessby
any existing covered services, other than required cost sharing, during
period.
(e) Non discrimination. The CE or DBM shall not discgffinate an Enrollee on the basis of the
Enrollee's health or need for medical services. Q’
(f) Failure to comply. If the CE or DBM fails to comply Witht OAC 317:55-3-10, the OHCA may
impose any or all the CE intermediate sanctions, found at OA 7:55-5-10 and the CE Contract, or
DBM administrative remedies, found at OAC 317:55-5-11 an DBM Contract.

iders for payment for
continuity of care

317:55-3-11. lntermediate-sanctionsCost sharing
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The CE or DBM shall ensure that all Enrollees are held harmless by providers for payment for

any existing covered services, other than required cost sharing, during the continuity of care period.
The CE or DBM shall not impose premiums or charges on Enrollees that are in excess of those
permitted in the SoonerCare program in accordance with OAC 317:30-3-5 and the Oklahoma
Medicaid State Plan. If the CE or DBM fails to comply with OAC 317:55-3-11, the OHCA may
impose any or all the CE intermediate sanctions, found at OAC 317:55-5-10 and the CE Contract, or
DBM administrative remedies, found at OAC 317:55-5-11 and the DBM Contract.

317:55-3-12. Non-compliance-damages-and-remediesProvider contracting and network
requirements
e




(a) Provider contracts. A CE or DBM must provide or arrange for the delivery of covered health

care services described in OAC 317:55-3-5 through a provider agreement with SoonerCare-
contracted providers. All provider agreements must be in writing and in accordance with the
Contract and 42 C.F.R. 88 434.6 and 438.6. The CE's or DBM's execution of a provider agreement
does not terminate the CE's or DBM's legal responsibility to the OHCA to ensure all the CE's and
DBM's activities and obligations are performed in accordance with Okla. Admin. Code § 317, as
applicable, the CE's or DBM's Contract with the OHCA, and all applicable federal, state, and local
requlations. The CE or DBM shall maintain, and have available, written ies and procedures on:
(1) Participating provider selection;
(2) Retention and termination of a provider's participation withthe
(3) Responding to changes in the CE'S or DBM'S network of participatin
access and ability to deliver services in a timely mannergand
(4) Access standards.
(b) Provider network. ;yg
(1) The CE and DBM must maintain, in accordance 42 C.F.R. §438.206(b)(1), a network
of appropriate participating providers that is supported signed provider agreement and is

r DBM;
oviders that affect

sufficient to provide adequate access and availability to all ices covered under the Contract
with the OHCA, including those with€limited English proficiency or physical or mental
disabilities. ~N

(2) The CE and DBM must ensure that all ements found at 42 C.F.R. § 438.3(q)(1) and
(0)(3) are met.

(3) The CE and DBM ml{sfet d require its participating providers to meet state standards
for timely access to carefand sefvices, in accordance with 42 C.F.R. § 438.206(c) and all
contractual requirements. -

(4) The OHCA shall monitor mwew the CE's and DBM's compliance with all standards as
part of all ongoing oversightactivities.

(c) Credentialin credentialing.
(1) All CEénd DB st utilize the same single Credential Verification Organization (CVO)
that is certified by a CMS-approved accrediting organization and approved by OHCA as part of
its provider eredentialifig and recredentialing process. The CE and DBM credentialing and re-
credentialing proce shall comply with relevant state and federal requlations, including, but
not limited to, 42°€.F.R. §§ 438.12, 438.206(b)(6), and 438.214, and all applicable contractual
requirements.

(2) The CE and DBM must ensure that providers have been properly credentialed to ensure
provider facilities, organizations, and staff meet all qualifications and requirements for
participation in the Oklahoma Medicaid program. All applications must be credentialed and the
CE's or DBM's claim systems must be able to recognize the provider as a SoonerSelect program
network provider, within all applicable timeframes as outlined within the Contract with the
OHCA.

(3) The recredentialing process must take into consideration provider performance data
including Enrollee grievance and appeal, guality of care, and utilization management.

(4) The CE and DBM must review and approve the credentials of all applicable licensed and
unlicensed participating and contracted providers who participate in the CE's or DBM's provider
network at least once every three (3) years.
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(5) If the CE or DBM fails to comply with the credentialing and recredentialing standards per
OAC 317:55-5-12(c), the OHCA may impose any or all the CE intermediate sanctions, found at
OAC 317:55-5-10 and the CE Contract, or DBM administrative remedies, found at OAC
317:55-5-11 and the DBM Contract.

(d) Non-discrimination against providers.
(1) The CE's and DBM's written policies and procedures shall not discriminate against providers
that serve high-risk populations or specialize in conditions that require costly treatment, per 42
C.F.R. 88 438.12(a)(2) and 438.214(a).
(2) In accordance with 56 O.S. § 4002.4(B), shall not exclude essential community providers,
providers who receive directed payments in accordance with 42 C.F.R. Part 438, and such other
providers, as directed by OHCA from execution of provider agree S.
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() The CE and DBM must meet all time and dlstance standard$yas established by the OHCA in

accordance with 42 C.F.R. § 438.68. The ti nd.distance standards will apply to all geographic

areas in which the CE or DBM operates, with dardswvakying for urban and rural areas, which will
include, at a minimum:

(1) Anticipated enrollment

(2) Expected utilization o |gi4
(3) Characteristics and h needs of aII covered populations;

(4) Provider-to-Enrollee ratlos

(5) Travel time or distance to provi ders,

(6) Percentage of contracted previders that are accepting new patients;

7) Ability t nicate with-limited English proficiency Enrollees;

sical access, reasonable accommodations, and accessible equipment for
r mental disabilities;

;and

EnrolleeSwith physic
(9) Maximumwait ti
(10) Hours ofgper S.

(b) The standards listedin (2)(1) — (10) of this Section apply to the following medical provider types,

in accordance with 42 C.F.R. § 438.68(b) and specified in the Medical and Children's Specialty

Contract:

(1) Adult and pediatric PCPs;

(2) Obstetrics and Gynecology (OB/GYN) providers;

(3) Adult and pediatric mental health providers;

(4) Adult and pediatric substance use disorder (SUD) providers;
(5) Adult and pediatric specialists;

(6) Hospitals;

(7) Pharmacies; and

(8) Essential community providers.

(c) The standards listed in (a)(1) — (10) of this Section apply to the following dental provider types,

in accordance with 42 C.F.R § 438.68(b) and specified in the DBM Contract:
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(1) General dentistry providers;

(2) Pediatric specialty dental providers;

(3) Specialty dental providers; and

(4) Essential community providers.
(d) If the CE or DBM fails to comply with the standards as set forth in this Section, the OHCA may
impose any or all the CE intermediate sanctions, found at OAC 317:55-5-10 and the CE Contract, or
DBM administrative remedies, found at OAC 317:55-5-11 and the DBM Contract.

317:55-3- 14 ReeeFd—Feten%lenPrlmarv care requwements
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(a) Primary care spendlnq/expenses No Iater than the end of theffourt th) year of the initial
contracting period, each CE shall be currently spending not less than elevenipercent (11%) of its
total health care expenses on primary care Services.

(b) Primary care expenditure reporting requirements
(1) The CEs must submit a primary care imple
strateqgies for increasing the percentage of total medi
over the initial four (4) year contract period.

(2) The plan shall include target annual percentage increa ver the previous year baseline
data that demonstrate the CEs ability to @chieve eleven percent (11%) by the end of year four
(@) N

(c) Primary care expenditure calculations.

(1) CEs shall submit data on an annual basis for primary care and total medical expenditures

made through paid claims iand non-claims payments to the OHCA, in the manner and

timeline prescribed in thefSoonerSelect Contract.

(2) The OHCA will consider non-claims=pased investments into primary care including but not

limited to investments in eleetronic health record (EHR) systems, health information exchange

(HIE) costs, care coordmatlon activities and systems, and recruitment/retention incentives for
rs in rural and medically underserved areas.

sed investments may be reviewed and approved by the OHCA.

se a cap on the amount of non-claims-based investments considered in

iture calculation.
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lan which describes the CEs
expenditures allocated to primary care

(3) Other

317:55-3-15. Providex agreement/contract termination
(a) The CE and DBM and all participating providers have the right to terminate the Contract entered
into with each other via a provider agreement.
(b) The CE and DBM and all participating providers may terminate the provider agreement for cause
with thirty (30) days advance written notice and without cause with sixty (60) days advance written
notice to the other party.
(c) The CE and DBM shall terminate its provider agreement with a participating provider
immediately if any of the following circumstances occur:
(1) In order to protect the health and safety of all Enrollees;
(2) If a credible allegation of fraud results in a conviction of credible allegation on the
participating provider;
(3) When the participating provider's licenses, certifications and/or accreditations are modified,
revoked or in any other way making it unlawful for the provider to provide services under the
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Contract; or

(4) If requested by the OHCA.
(d) The OHCA reserves the right to terminate a provider from SoonerCare participation. The OHCA
will notify the CE or DBM regarding any termination. The CE and DBM shall be responsible for
monitoring all state registries to review any participating providers that are terminated by OHCA and
excluded from participation in the CE's or DBM's participating provider network.

317:55-3-16. Non-licensed providers
(a) The CE and DBM must ensure that all non-licensed providers are educated, trained, and qualified
to perform all job responsibilities.

(b) Background checks and database screening in accordance with state
completed to ensure the non-licensed provider has not been excluded
in Medicare, Medicaid, or any federal health care program.
(c) All applicable state and federal regulations and contractual requirements
employing non-licensed providers.

federal laws must be
arred from participation

be followed when

PART 5. EVANCE, APPEAL AND

PROVIDER COMPLAINFSYSTEM

317: 55 3-20. Au%he%&a%lensSoonerSelect enrollee quevar&d appeal system
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(a) The CE or DBM shaII have wrltten_quevagpe and appeal poI|C|es and procedures for an Enrollee,
or an Enrollee's authorized represéntative, to appeal a CE's or DBM's action and/or file a grievance.
The policies must address contractual requirements, including performance standards, and federal
funding require including 42 C.F.R. § 438 Subpart F and OAC 317:2-3-3.

(1) Timefrdmes, pu nt to OAC 317:2-3-2;

(2) Grievances, pursudnt to OAC 317:2-3-4;

(3) Appealsipursuant 0 OAC 317:2-3-5;

(4) Grievance and al notices, pursuant to OAC 317:2-3-8;

(5) State fair hearings, pursuant to OAC 317:2-3-12:

(6) Recordkeeping, pursuant to OAC 317:2-3-11; and

(7) Continuation of benefits, pursuant to OAC 317:2-1-2.6 and 317:2-3-5.1.
(b) If the CE or DBM fails to meet performance standards, the OHCA may impose any or all the CE
intermediate sanctions, found at OAC 317:55-5-10 and the CE Contract, or DBM administrative
remedies, found at OAC 317:55-5-11 and the DBM Contract.

317:55-3- 21 IrmmgtProwder complalnt svstem

The CE or DBM shall have ertten prowder complalnt poI|C|es and procedures for an Enrollee,

or an Enrollee's authorized representative, to appeal a CE's or DBM's action and/or file a grievance.
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The policies must address contractual requirements, including performance standards, and federal
funding requirements, including 42 C.F.R. Part 438 Subpart F and OAC 317:2-3-10.

(1) Timeframes, pursuant to OAC 317:2-3-2;

(2) Notices, pursuant to OAC 317:2-3-8; and

(3) Recordkeeping, pursuant to OAC 317:2-3-11.

SUBCHAPTER 5. REQUIREMENTS FOR MANAGED-CARE-ORGANIZATHONS
CONTRACTED ENTITIES AND DENTAL BENEFITS MANAGERS

PART 1. ACCREBDHAHON-ANDREADINESSMONITORING, PROGRAM
INTEGRITY, DATA, AND REPORTING

317:55-5-1. MG@-GFDBM—aeeFed#aHenMomtormq system for@l SodherSelect programs
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(a) In accordance with 42 C.F.R. § 438.66, the OHCA willmonitor each CE or DBM to assess |ts
ability and capacity to comply with program and Contr@€t-specific requirements and to assess its
ability to perform satisfactorily in all major operational aréas:

(b) The CE or DBM shall have a reporting monitoring process for ensuring compliance with all
Contract requirements, implementation deadlines for mandateSt@nd/or laws as directed by CMS,
CDC, or other federal or state government €ntity.. The CE or DBM shall report monthly on its
compliance monitoring activities as required

teqrity; data and reporting

(a) Program integrity standards. The CE and DBM shall comply with all state and federal laws,

regulations, and mandates including but not limited to 42 C.F.R. § 438.608. The CE and DBM shall
have and implement written policies and procedures that are designed to detect and prevent fraud,
waste, and abuse pursuant to the Contract and federal requlations. The CE and DBM shall:
(1) Provide a monthly report (by close of the last calendar day of each month), of all open
Program Integrity related audits and investigations related to fraud, waste, and abuse activities
for_identifying and collecting potential overpayments, utilization review, and provider
compliance.
(2) Refer credible allegations of fraud to OHCA's Legal Division in writing within three (3)
business days of discovery.
(3) Suspend all payments to the provider when a credible allegation of fraud exists.
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(4) Participate in good faith at monthly Program Integrity meetings held jointly with MFCU and
OHCA.
(5) Participate in _good faith at monthly meetings with OHCA Program Integrity and
Accountability Unit.
(6) Disclose any change in ownership and control information to OHCA within thirty-five (35)
calendar days.
(7) Submit to OHCA or HHS, within thirty-five (35) days of request, full and complete
information about:
(A) The ownership of any subcontractor with whom the CE/DBM has had business
transactions totaling more than twenty-five thousand dollars ($25,000) during the twelve
(12-month) period ending on the date of the request; and
(B) Any significant business transactions between the CE/ and any wholly owned
supplier, or between the provider and any subcontractor, in five (5-year) period
ending on the date of request.
(b) Data and reporting standards.
(1) The CE and DBM shall:
(A) Provide information responsive to specifi uestsdfrade by OHCA, MFCU, or other
authorized state and federal authorities (including; butnot limited to, requests for records of
Health Plan Enrollee and provider interviews), within three (3) business days of said
request, unless otherwise agreed upon by OHCA.
(B) Submit weekly encounter data edeadline established by OHCA and in accordance
with OHCA accuracy standards.
(C) Submit a required report timely a ccurately.
(2) The CE or DBM shall not falsify or mistepresent information that it furnishes to CMS or
OHCA. l E) ¢
(c) Request for informationdPhe CE:or DBM shall provide and prioritize requests for information
made by OHCA, MFCU, or other authorized.state and federal authorities. The CE or DBM shall
respond to urgent reguests from @HCA within twenty-four hours (24-hours) and according to
guidance and timelines provided byaxOHCA.
(d) Record retentd e CE or DBM shall retain records for a period of ten (10) years as well as
comply with al deral regulations and contractual requirements.
(e) Non-compliance actioRs. If the CE or DBM fails to submit any OHCA-requested materials, as
specified in this Section, out cause as determined by OHCA, on or before the due date, OHCA
may impose any oralkt E sanctions, found at OAC 317:55-5-10 and the CE Contract, or DBM
administrative penalties, found at OAC 317:55-5-11 and the DBM Contract.

317:55-5-3. Critical incident reporting system
(a) The CE shall ensure that any serious incident that harms or potentially harms the Enrollee’s
health, safety, or well-being, including incidents of seclusion and restraint, are immediately
identified, reported, reviewed, investigated, and corrected, in compliance with state and federal law.
(b) When the Enrollee is in the care of a behavioral health inpatient, PRTF, or crisis stabilization
unit, critical incidents shall include, but are not limited to the following:

(1) Suicide death;

(2) Non-suicide death;

(3) Death-cause unknown;

(4) Homicide;

(5) Homicide attempt with significant medical intervention;
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(6) Suicide attempt with significant medical intervention;
(7) Allegation of physical, sexual, or verbal abuse or neglect;
(8) Accidental injury with significant medical intervention;
(9) Use of restraints/seclusion (isolation);
(10) AWOL or absence from a mental health facility without permission; or
(11) Treatment complications (medication errors and adverse medication reaction) requiring
significant medical intervention.
(c) The CE shall develop and implement a critical incident reporting and tracking system for
behavioral health adverse or critical incidents and shall require participating providers to report
adverse or critical incidents to the CE, OHS, and the Enrollee’s parent or legal guardian.
(d) Participating providers shall contact the CE by phone no later than 5:@0pm Central time on the
business day following a serious occurrence and disclose, at a mini
(1) The name of the Enrollee involved in the serious inciden
(2) A description of the occurrence; and
(3) The name, street address, and telephone number ghthe facility.
(e) The participating provider must, within three (3) days e serious occurrence, submit a written
facility critical incident report to the CE. V?
(1) The facility critical incident report must include speeific information regarding the incident
including the following:
(A) All information listed in OAC 317:55-5-3 (d)(1) gh (3);
(B) Available follow-up informati garding the Enrollee's condition;
(B) Debriefings; and
(C) Any programmatic changes that plemented.
(2) A copy of this report must be maintained’in the Enrollee’s record, along with the names of
the persons at the CE anrys to,.whom the ogcurrence was reported.
(3) A copy of the report t alsoe maintained in the incident and accident report logs kept by
the facility. -
(4) The CE shall review the pafi(ci;ating provider’s report and follow up with the participating
provider as necessary to ensure that an appropriate investigation was conducted, and corrective
actions were ented withinapplicable timeframes.
ropriate training and take corrective action as needed to ensure its staff
as applicable, comply with all critical incident requirements, in the
n the reporting manual.

and participating provider
manner and foMoutlin

PART 3. NON-COMPLIANCE OF A CE AND/OR DBM
AND NOTIFICATIONS

317:55-5-10. Previder-contractsand-credentialing-standardsNon-compliance of contracted

entities




(a) Failure to comply. If the CE fails to fulfill its duties and obligations or meet performance

standards under 42 C.F.R. Part 438, 42 U.S.C. 8 1396b(m), 42 U.S.C. 8§ 1396u-2, Title 317 of the

Oklahoma Administrative Code, or the CE Contract, OHCA will notify the CE of unmet

performance expectations, violations or deficiencies, and may impose gorrective actions or any

sanctions in addition to or instead of any actions or sanctions specifi the Contract.

(b) Non-material compliance deficiencies.
(1) If OHCA determines that unmet performance expectations, violations; eficiencies do not
result in a material deficiency or delay in the implementation or operation ervices, the CE
will have five (5) business days (or the date specified HCA) of receipt of notice to provide
the OHCA with a written response that:

(A) Explains the reasons for the deficiency;

(B) The CE's plan to address or cure the deficiency<and

(C) The date and time by which the deficiency will b ed.

(D) _If the CE disagrees with OHCA'sufindings, the CE shall provide its reasons for

disagreeing with OHCA's findings.
(2) The CE's proposed cure of a non-mate
(3) The CE's repeated commission of non-

iciency is subject to the approval of OHCA.
terial deficiencies or repeated failure to resolve

any such deficiencies may ded by OHCA as a material deficiency and entitle OHCA to
pursue any other remedy4rovidedin the Contract or any other appropriate remedy OHCA may
have at law or equity. -

(c) Material compliance deficien@
(1) An item of material non campliance means a specific action of the CE that:
A) Vio bstantive term of the Contract;
agreed upon measure of performance; or
(C) Represents a failure of the CE to be reasonably responsive to a reasonable request of
OHCAYelating todhe Services for information, assistance, or support within the timeframe
specified By OHEA.
(2) If OHCA determines that unmet performance expectations, violations, or deficiencies result
in a material deficiency, The CE may be required to submit a written CAP under the signature
of the CE's CEO to correct or resolve a material breach of the Contract.
(A) The CAP must:
(i) Be submitted by the deadline set forth in the OHCA's request for a CAP.
(ii) Be reviewed and approved by the OHCA.
(B) Following the approval of the CAP, the OHCA may:
(i) Condition such approval on completion of tasks in the order or priority that the
OHCA prescribes;
(i1) Disapprove portions of the CE's proposed CAP; or
(iii) Require additional or different corrective action(s) or timelines/time limits.
(C) The CE remains responsible for achieving the established performance criteria.
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(3) OHCA may apply one (1) or more of the following non-compliance remedies for each item
of material non-compliance listed in (2) of this Section.
(A) Conduct accelerated monitoring of the CE;
(B) Require additional, more detailed, financial and/or programmatic reports to be
submitted by the CE;
(C) Decline to renew or extend the Contract;
(D) Require forfeiture of all or part of the CE's performance bond or other substitute; or
(E) Terminate the Contract in accordance with OAC 317:55-5-14.
(4) In addition to the non-compliance remedies, the OHCA may impose tailored remedies,
including liquidated damages pursuant to (e) of this Section.
(d) Imposition of intermediate sanctions. In accordance with 42 C.
determines the CE is non-compliant and 42 C.F.R. 8§ 438.700(b) i
determination, OHCA may impose the following intermediate sancfions:
(1) Imposition of civil money penalties in the amounts specified in 42
(2) Grant Enrollee(s) the right to terminate enrollment without cause and no
Enrollees of their right to disenroll;
(3) Suspend all new enrollment of Enrollee(s), i
OHCA notifies the CE of a determination of a violati
§ 1932 of The Act;
(4) Suspend or recoup capitation pavments to the CE for lees enrolled after the effective
date of the sanction and until OHCA is s led that the reason for imposition of the sanction no
longer exist and is not likely to recur;
(5) Impose additional sanctions provide nder State statutes or regulations to address
noncompliance in accordance with 42 C.F.R. 8 438.702(b); and
(6) Appoint temporary n?gr_:int in accordance with 42 C.F.R. § 438.706. The CE shall
comply with the contractu@! requirements found in Section 1.26.3.5 "Intermediate Sanctions" of
the Contract.
(7) The CE shall be responmbl@ll reasonable expenses related to the direct operation of the
SoonerSelect program, including but not limited to attorney fees, cost of preliminary or other
audits of the xpenses related to the management of any office or other assets of the CE.
HCA may impose actual, consequential, and liguidated damages in
21, resulting from the CE's failure to comply with any of the terms of
the Contract, Chw55, or an¥ applicable state or federal regulations. Consequential and liquidated
damages will be asSessed@#if OHCA determines such failure is the fault of the CE, including the CE's
subcontractors and/or‘eonsultants, and is not materially caused or contributed to by OHCA or its
agents.
(f) Other provisions. The CE shall be responsible for all reasonable expenses related to the direct
operation of the SoonerSelect Medical program, including but not limited to attorney fees, cost of
preliminary or other audits of the CE and expenses related to the management of any office or other
assets of the CE.

. § 438.702, if OHCA
basis for the Agency's

. §438.704;
ing the affected

ding_d@fault enrollment, after the date
of a/rﬁ/ requirement under 8 1903(m) or
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(a) Failure to comply. If the DBM fails to fulfill its duties and obligations or meet performance
standards under 42 C.F.R. Part 438, 42 U.S.C. § 1396b(m), 42 U.S.C. § 1396u-2, Title 317 of the
Oklahoma Administrative Code, or the DBM Contract, OHCA will notify the DBM of unmet
performance expectations, violations, or deficiencies, and may impose corrective actions or any
sanctions in addition to or instead of any actions or sanctions specified in the Contract.
(b) Non-material compliance deficiencies.
(1) If OHCA determines that unmet performance expectations, violations, or deficiencies do not
result in a material deficiency or delay in the implementation or operation of services, the DBM
will have five (5) business days (or the date specified by OHCA) of receipt of notice to provide
the OHCA with a written response that:
(A) Explains the reasons for the deficiency;
(B) The DBM's plan to address or cure the deficiency; and
(C) The date and time by which the deficiency will be curéd; or
(D) If the DBM disagrees with OHCA's findings, the DBM shall ide its reasons for
disagreeing with OHCA's findings.
(2) The DBM's proposed cure of a non-material defici is subject to the approval of OHCA.
(3) The DBM's repeated commission of non-materialideficied@ies or repeated failure to resolve
any such deficiencies may be regarded by OHCA as a'material deficiency and entitle OHCA to
pursue any other remedy provided in the Contract or any @ther appropriate remedy OHCA may
have at law or equity.
(c) Material compliance deficiencies.
(1) An item of material non compliance Mmeans a specific action of the DBM that:
(A) Violates a substantive term of the act:
(B) Fails to meet an agreed upon measure of performance; or
(C) Represents a fail WBM to be reasonably responsive to a reasonable request of
OHCA relating to thefServiceSfor information, assistance, or support within the timeframe
specified by OHCA. -
(2) If OHCA determines that u@ performance expectations, violations, or deficiencies result
in a material deficiency, the DBIM may be required to submit a written CAP under the signature
of the DBM' correct orresolve a material breach of the Contract.

by the deadline set forth in OHCA's request for a CAP.
and approved by OHCA.
approval of the CAP, the OHCA may:
(i) Condition such approval on completion of tasks in the order or priority that the
OHCA prescribes;
(ii) Disapprove portions of the DBM's proposed CAP; or
(iii) Require additional or different corrective action(s) or timelines/time limits.
(C) The DBM remains responsible for achieving the established performance criteria.
(3) OHCA may apply one (1) or more of the administrative remedies found in (f) of this Section
for each item of material non-compliance listed in (c)(2) of this Section.
(d) Liquidated damages. OHCA may impose actual, consequential, and liguidated damages in
accordance with 23 O.S. 8 21, resulting from the DBM's failure to comply with any of the terms of
the Contract, Ch. 55, or any applicable state or federal regulations. Consequential and liquidated
damages will be assessed if OHCA determines such failure is the fault of the DBM, including the
CE's subcontractors and/or consultants, and is not materially caused or contributed to by OHCA or

its agents.
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(e) Administrative remedies. OHCA may impose the following remedies:
(1) Conduct accelerated monitoring of the DBM;
(2) Require additional, more detailed, financial and/or programmatic reports to be submitted by
the DBM;
(3) Decline to renew or extend the Contract;
(4) Require forfeiture of all or part of the DBM's performance bond or other substitute; or
(5) Terminate the Contract in accordance with OAC 317:55-5-14.
(6) Grant Enrollee(s) the right to terminate enrollment without cause and notifying the affected
Enrollees of their right to disenroll;
(7) Suspend all new enrollment of Enrollee(s), including default enrollment, after the date
OHCA noatifies the CE or DBM of a determination of a violation of requirement;
(8) Suspend or recoup capitation payments to the DBM for Enroll rolled after the effective
date of the sanction and until OHCA is satisfied that the reason f ition of the sanction no
longer exist and is not likely to recur; and
(9) Appoint temporary management in accordance with 42 C.F.R. 8§ 438.706> The DBM shall
comply with the contractual requirements found in th ntract at Section 1.26.3.5 "Imposition
of Liguidated Damages".
(f) Other provisions. The DBM shall be responsible for all reasonable expenses related to the direct
operation of the SoonerSelect Dental program, including b t limited to attorney fees, cost of
preliminary or other audits of the DBM and expenses related e management of any office or
other assets of the DBM.

317:55-5-12. Prier-authorizationrequirementsenerally Termination of contract

specified in this.Section.
(1) Termination for puitual consent. OHCA and the CE or DBM may terminate the contract
by mutual written agfeement.
(2) Termination for convenience. The OHCA may terminate the contract, in whole or in part,
for convenience if it is determined that termination is in the state's best interest.
(3) Termination for default. OHCA may, at its election, assign Enrollees to another DBM/CE
or provide benefits through other State Plan authority if the DBM/CE has breached this contract
and is unable or unwilling to cure such breach within the period of time as specified in writing
by OHCA.
(4) Termination for unavailability of funds. If state, federal, or other funding is not
sufficiently appropriated, or is withdrawn, reduced, or limited in any way after the effective date
of the contract, OHCA may terminate this contract immediately, effective on the close of
business on the day specified. OHCA shall be the final authority as to the availability of funds.
(5) Termination for lack of authority. If any necessary federal or state approval or authority to
operate the SoonerSelect Medical or Dental program is not granted, or the Oklahoma
Legislature prohibits OHCA from contracting with a CE or DBM for the provision of health

43




care for Eligibles or Enrollees, OHCA may terminate this contract immediately, effective on the
close of business on the day specified.
(6) Termination for financial instability. If the OHCA deems, in its sole discretion, that the
CE or DBM is financially unstable to the point of threatening the ability of OHCA to obtain the
services provided for under this contract, ceases to conduct business in the normal course,
makes a general assignment for the benefit of creditors or suffers or permits the appointment of
a receiver for its business or its assets, then OHCA may, at its option, immediately terminate
this Contract effective on the close of business on the date specified.
(7) Termination for debarment. The CE or DBM will not knowingly have a relationship with
an individual or affiliate, as defined in 42 C.F.R. § 438.610.
(b) Transition period requirements. A transition period begins upon nofd
intent to terminate the contract, notice by the CE or DBM or OHC
contract for a subsequent extension period, or if the CE or DBM has

ation by the OHCA of
intent not to extend the
ing extension periods.

317:55-5-13. Notification of material change
Ar-MCOA CE or DBM will promptly, within one (1) ness day, notify OHCA of all changes
materially affecting the delivery of care or the administ@tion ofdie MCPRplan.

317:55-5-14. Patient data

Ar-MCOA CE or DBM will provide patient data to a pr@wider upon request to the extent
allowed under federal or Statestate laws, rule regulations, including but not limited to the Health
Insurance Portability and Accountability Act @f 1996. T

PART 5. FINANCE
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The CE or DBM shall comply with Oklahoma Insurance Department
net worth and risk- based capital in accordance with applicable
Title 36 Insurance.

Oklahoma Statutes found |
(b) Insolvency pretectioniln accordance with the requirements found at 42 C.F.R. §§ 438.106,
438.116, 36 O.S. 5690 seq., and all contractual requirements, the CE and DBM will provide
satisfactory assurancesto the OHCA to ensure that neither Enrollees nor the OHCA is held liable or
responsible for any of the following:

(1) Any debts obtained by the CE or DBM;

(2) Covered services that are provided to the Enrollee for which the OHCA does not pay the CE

or DBM; or

(3) Payment for covered services that are in excess of the amount that the Enrollee would owe

the CE or DBM if those services were covered directly.
(c) Medical loss ratio. A CE or DBM will have a medical loss ratio that, at minimum, meets the
standards provided by 42 C.F.R. 88 438.8, 438.74, and applicable Contract. OHCA will monitor
compliance with this requirement. If CE or DBM are not compliant with submission of MLR
reporting, OHCA will evaluate the CE's or DBM's status for penalties or termination. Monitoring
procedures to ensure compliance with MLR reporting include review of timeliness and completeness
of reporting requirement and audit of date contained within the report.
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(d) Third-party liability. Medicaid should be the payer of last resort for all covered services
pursuant to federal regulations including but not limited to 42 C.F.R. 433 Subpart Dand 42 C.F.R. §
447.20. The OHCA will notify the CE and DBM for any known third-party resources identified or
made available to OHCA at the time of an Applicant's or Eligible's eligibility determination or re-
determination. The CE or DBM shall make every reasonable effort to:

(1) Determine the liability of third parties to pay for services rendered to Enrollees;

(2) Avoid costs which may be the responsibility of third parties;

(3) Reduce payments based on payments by a third-party for any part of a service;

(4) Recover any liability from responsible third-party sources, except for estate recovery and

third-party subrogation which will remain OHCA's responsibility:;

(5) Treat funds recovered from third parties as reductions to claims ents as required in the
Contract; and
(6) Report all third-party liability collections as specified byhe , the Contract, and

reporting manual.

317:55-5-21. MedicalHossratioPayment to CEs and DB

(a) Capitation rates. In consideration for all services rendereehby a CE or DBM under a contract
with the OHCA, the CE and DBM will receive a monthly capitation payment for each Enrollee
pursuant to 42 C.F.R. 88 438.3(c), 438.4 an other applicable state and/or federal requlation.
(b) Capitation reconciliation. The CE and DBM shall pesform monthly reconciliation of enrollment
roster data against capitation payments and no crepancies to the OHCA on schedule and as
defined by the OHCA.

(c) Denial of payment. Capitatigh payments to the,CE or DBM will be denied for new Enrollees
when, and for so long as, pﬁnt r those Enrollees is denied by CMS under 42 C.F.R. §
438.730(e). CMS may deny payment tos©ECA for new Enrollees if its determination is not
contested timely by the CE. OHGA will define in writing to the CE the conditions for lifting the
payment denials.
(d) Recoupment
Medicare eligigle,
months of retroactive Me
requirement to submit the
payments paid for mont

icare eligible Enrollees. In the event an Enrollee becomes retroactively
r DBM shall recover claims payments made to providers during the
re eligibility. The CE or DBM shall also notify the provider of the
im to Medicare for reimbursement. OHCA will recoup the capitation
f retroactive Medicare eligibility.

(a) Provider payment.

(1) The CE and DBM shall establish rates for participating providers are reasonable to cover
access to services.

(2) The CE and DBM shall abide by state and federal requirements related to payment of
specific provider types as described in the Contract.

(3) Pursuant to 56 O.S. § 4002.12, the OHCA shall establish minimum rates of reimbursement
from CEs to providers who elect not to enter into a value-based payment arrangement or other
alternative payment arrangements for health care services rendered to Enrollees.
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(4) Applicable exceptions to OAC 317:55-5-22(3) can be found at 56 O.S. § 4002.12(1).

(b) Non-participating provider payment. If the CE or DBM is unable to provide covered services
to an Enrollee within its network of participating providers, the CE or DBM must adequately and
timely arrange for the provision and payment of these services by non-participating providers.
Except as otherwise provided by law and/or specified for IHCPs, FQHCs, RHCs, and CCBHs, the
CE or DBM will reimburse non-participating providers for covered services provided to Enrollees at
a minimum of ninety percent (90%) of the current Medicaid fee schedule, unless the CE or DBM
and the non-participating provider has agreed to a different reimbursement amount.

(c) Value-based payments. The CE and DBM shall implement value-based payment strategies and
guality improvement initiatives to promote better care, better health outcomes, and lower spending
for publicly funded health care services. OHCA will follow the withh ayment schedule and
perform annual assessments to ensure CEs and DBMs are adhering to BP target requirements
in accordance with the Contract. Pursuant to 42 C.F.R. § 438.10( e CE uses physician
financial incentive plans, the Contractor must make available informatio out the incentive
program. The CE shall also provide information about any physician incentive plans to OHCA prior
to its initial use and prior to any subseguent revisions, and rt information to OHCA as specified
in the reporting manual. Any such incentive plans must ply with all applicable laws, including,
without limitation 42 U.S.C. § 1395mm(i)(8) and 42 C.F.R.§417.479.

317:55-5-23. i isi imely claims filing and
processing

timely filing limits specified in OAC 317:30-3-11.
(b) Timely payment. The CE or DBM shall meet timely claims payment standards specified in the
Contract and 42 C.F.R § 447.45.
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317:55-5-24. Hospital readmission damages

The OHCA will establish a hospital readmission damage program to reduce potentially
preventable readmissions. The program will use a nationally recognized tool to establish a base
measurement year and a performance year and will provide for risk-adjustment based on the
population of the state Medicaid program covered by the MCOs-erBBMsCEs. The program will be
fully described in the managed-care—contractContract so that the program will be founded on
contract-current tools, populations, and other factors.

317:55-5-25. Claims processing and methodology; post payment audits
(a) Claims payment systems. The MCOCE or DBM will maintain a claims payment system capable
of processing and adjudicating claims for payment in an accurate and tiely manner and in full
compliance with all State-and-Federalstate and federal laws.
(b) Claim filing. A claim that is filed by a provider within six (6)
service was furnished will be considered timely, per
3-11.
(c) Clean claims. The MSOCE or DBM will process a cle aim within the time frame outlined in
36 O.S. § 12109.
(1) The MCSOCE or DBM will ensure that at least ninetypercent (90%) of clean claims received
from all providers are paid within fourteen (14) days of ipt.
(2) A clean claim that is not processed within the time fr will bear simple interest at the
monthly rate of one and one-half perce 5%), which is payable to the provider.
(d) Additional documentation. After a claimfias beenipaid but not prior to payment, the MGOCE
or DBM may request medical records; if additi cumentation is needed to review the claim for
medical necessity.

(e) Claim denials. I—) ¢
(1) A claim denial will irﬁet following information:
(A) Detailed explanation ?Ile basis for the denial; and
(B) Detailed descriptionof the additional information necessary to substantiate the claim.
2) The MGQCE or DBM will establish a process for all claim denials by which the provider
vide additional information to substantiate the claim.

six (6) months from the receipt of a claim denial to file an appeal per

the date the item or
OAC) 317:30-

(1) In accordanhce OAC 317:30-5-70.2, the MSOCE or DBM will comply with the post
payment audit proeess established by OHCA.

(2) The MCOCE or DBM will adhere to limits set forth by OHCA regarding the percentage of
claims that can be subjected to post payment audits.

(3) Ar MCOA CE or DBM who has a claims denial error rate of greater than five percent (5%)
will be subject to damages as set forth by OHCA in the managed-care-contractContract.

317:55-5-26. Prohibited payments

(a) Overpayment. The CE or DBM shall report overpayments to OHCA and promptly recover
identified overpayments.

(b) Suspension of payments. The CE or DBM shall suspend payments to providers for which the
state determines there is a credible allegation of fraud in accordance with the Contract and 42 C.F.R.
§ 455.23.

(c) Providers ineligible for payment. The CE or DBM shall ensure that no Medicaid funds are
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reimbursed to a provider whose payments are suspended or that has been terminated by the OHCA.
(d) Provider-preventable conditions. In accordance with 42 C.F.R. 88 438.3(q), 434.6(a)(12)(i)
and 447.26(b), the CE or DBM shall not make any payment to a provider for provider-preventable
conditions as defined at 42 C.F.R. 8§ 447.26(b). A list of provider-preventable conditions including
health care-acquired conditions (HCACSs) and other provider-preventable conditions (OPPCs) for
which payment shall not be made can be found at OAC 317:30-3-62 and 30-3-63.

PART 7. THE MANAGED CARE QUALITY ADVISORY COMMITTEE

317:55-5-30. Managed-careSoonerSelect quality advisory committee
(@) The Chief Executive Officer (CEO) of OHCA will establish an
MECMedicaid Delivery System Quality Advisory Committee (Com
serve without compensation and at the pleasure of the CEO. The Cammi
(1) Participating providers as a majority of the Committee members;
(2) Representatives of hospitals and health systems;
(3) Members of the health care community; and
(4) Members of the academic community with an eXpertisedn health care or other applicable
field.
(b) The primary power and duty of the Committee is set forthjat 56 O.S. § 4002.13.
(c) Committee meetings will be subject to the Oklahoma Open*Weeting Act.
(d) The Committee will select from among itS'membership a chair and vice chair.
(e) The Committee may meet as often as may big\requirechia-erder to perform the duties imposed on
it.
(f) A quorum of the Committee will be required t@approve any final actierrecommendations of the
Committee. A majority of they\bef of the Committee will constitute a quorum.

oint members to the
. Committee members
will consist of:

317:55-5-31. Quality scorécard -

(a) Within one (1) year of beginni@ady state operations of any MCPplan, OHCA will create a
quality scorecard, in accordance with 56 O.S. § 4002.11, that compares MEOsCESs to one another
and DBMs to on :

(c) OHCA will provide themost recent quarterly scorecard to all enreHeesEnrollees at the beginning
of each open enro
(d) OHCA will publislkeach quarterly scorecard on its website.
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