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I. Welcome, Roll Call, and Dr. Crawford’s Comments 
 
II. Approval of Minutes of the November 21, 2013 Medical Advisory Committee Meeting  
 
III. Public Comments (2 minute limit) 
 
IV. MAC Member Comments/Discussion 
 
V.    Financial Report: Gloria Hudson, Director of General Accounting 
 

A. November Financial Summary 
B. November Financial Detail Report 

 
VI.   SoonerCare Operations Update: Becky Pasternik-Ikard, Deputy State Medicaid Director 
 
VII.  Action Items: Joseph Fairbanks, Policy Development Coordinator  
  
 A. Discussion on Proposed Rules  
 B. Vote on Proposed Rules 
 
VIII.  Informational Items (No Discussion): Joseph Fairbanks, Policy Development Coordinator 
 
IX.     New Business 
 
X.      Adjourn 
 
 
Next Meeting:  Wednesday, March 26, 2014 
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JOEL NICO GOMEZ  MARY FALLIN 
CHIEF EXECUTIVE OFFICER  GOVERNOR 
  
  
 

 STATE OF OKLAHOM A 

 OKLAHOM A HEALTH CARE AUTHORITY 

 
MEDICAL ADVISORY COMMITTEE MEETING 

MINUTES 
NOVEMBER 21, 2013 

 
 
Members present: Ms. Bierig, Ms. Brinkley, Ms. Case, Dr. Cavallaro, Dr. Crawford, Ms. Felty, Ms. Fritz, 
Mr. Raybern for Ms. Galloway/Mr. Lake, Dr. Gastorf, Dr. Grogg, Dr. Hamil for Dr. Bourdeau, Ms. 
Holiman-James, Mr. Jones, Ms. Mays, Ms. Moore, Dr. Rhynes, Dr. Simon, Mr. Rains for Ms. Slatton-
Hodges/Ms. White, Mr. Snyder, Mr. Tallent, Dr. Wells, Ms. Wheaton, Dr. Woodward, Dr. Wright 
 
Members absent: Ms. Bellah, Mr. Goforth, Dr. McNeill, Ms. Moran, Mr. Patterson, Dr. Post, Dr. 
Rhoades 
 
I. Welcome, Roll Call, and Public Comment Instructions 
 
II. Approval of minutes of the September 11, 2013 Medical Advisory Committee Meeting  
  
 Dr. Grogg approved. Mr. Tallent seconded. Motion carried. 
 
III. MAC Member Comments/Discussion 
 

Chairman Crawford called the meeting to order. There were no public comments. Chairman 
Crawford acknowledged Ms. Holiman-James for her service to the MAC. Debra Booten-Hiser will 
replace Ms. Holiman-James for the ONA.  
 
Dr. Lopez announced the selection of Emily Stacey as her Administrative Support Officer, and 
the staff coordinator of the MAC. Dr. Lopez thanked Kay Davis for her assistance and support of 
the MAC in the interim.  
 

IV. Financial Report: Gloria Hudson, Director, General Accounting 
A. September Summary 
B. September Detail 

 
         Ms. Hudson reviewed the financial reports. There were no questions. 
 
V. FY’15 FMAP Reduction: Carter Kimble, Government Relations Director 
  

Mr. Kimble noted that Dr. Gastorf and her husband were the first practice in the nation to receive 
the payment for Electronic health record incentive program. Mr. Kimble reviewed the FY’15 FMAP 
reduction. Mr. Kimble noted that the FMAP is based on a 3 year rolling average of per capita 
income relative to other states. Mr. Kimble noted that for the upcoming year the per capita income 
has grown considerably. Mr. Kimble noted that higher wage earners are driving the per capita 
growth to the point of covering up some of the growth of the lower wage earners. Mr. Kimble 
noted that there would be a statewide reduction of $65-70 million, and the impact to the OHCA 
would be $44 million. Mr. Kimble added that he would be coming back to the MAC with 
recommendations and to seek input. There were no questions.  
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VI.   SoonerCare Operations Update: Becky Pasternik-Ikard, Deputy State Medicaid Director 
 

Ms. Pasternik-Ikard presented the update. Ms. Pasternik-Ikard focused on daily operations of the 
Behavioral Health Unit, Member Services, Population Care Management and Provider Services. 
Ms. Pasternik-Ikard noted that 4,000 PAs were reviewed by the Behavioral Health Unit. Ms. 
Pasternik-Ikard noted that Member Services call volume for Tier 2 calls decreased markedly in 
the second quarter due to relocation of online enrollment call center staff into Member Services. 
Ms. Pasternik-Ikard noted that Member Services produces surveys and outreach letters on a 
weekly basis mainly to newly enrolled pregnant women. Ms. Pasternik-Ikard noted that 
Population Care Management consists of three areas: Case Management (acute cases), Chronic 
Care Unit (conditions), and Health Management (highest level of needs). Ms. Pasternik-Ikard 
noted Population Care manages about 4000 cases each month and overall about 40,000 new 
cases annually. Ms. Pasternik-Ikard noted the caseload for each RN is at about 168/nurse. Ms. 
Pasternik-Ikard reported Provider Services takes about 3500 calls/month per quarter, as well as 
aligning people with medical homes, dental prior authorizations, among numerous other tasks. 
Ms. Pasternik-Ikard thanked the specified teams and units for keeping the processes moving. 
There were no questions regarding the update. 
 

VII.  SoonerCare Choice Program Independent Evaluation by Pacific Health Policy Group (PHPG): 
Becky Pasternik-Ikard, Deputy State Medicaid Director 

 
 Ms. Pasternik-Ikard presented a summary of the completed report that can be accessed on the 

OHCA website, and was first reviewed at the OHCA Board meeting in August. Continued 
success of SoonerCare Choice is due to the hard-working individuals that come to OHCA every 
day that contribute. Ms. Pasternik-Ikard noted that PHPG specializes in design, implementation 
and evaluation of health reform initiatives for publicly-funded populations, and has assisted over 
30 Medicaid programs since 1994. PHPG evaluated SoonerCare Choice on trends, new 
initiatives, and the national perspective (how does SoonerCare Choice compare to other national 
programs). The Access to Care trend showed that over 30,000 applications for SoonerCare 
processed each month online. Both PHPG and a separate study conducted by Mathematica 
Policy Research estimated annual savings in the initial period of online enrollment at about $1.5 
million, which would continue to grow as online enrollment volume increases. Ms. Pasternik-Ikard 
noted that SoonerCare Choice is 70 percent of the overall SoonerCare program, with 46,000 
disabled adults and children enrolled in the program. Ms. Pasternik-Ikard noted that June 2013 
numbers were used for the report. Ms. Pasternik-Ikard noted that the report is to answer how 
does SoonerCare Choice compare to managed care in other states. Ms. Pasternik-Ikard noted a 
new requirement launching January 2014 regarding behavioral health screening assessments. 
Ms. Pasternik-Ikard noted the launch of the medical home continues to attract PCPs to the 
network, providers numbers have grown in all tiers, specifically Tier 3. She reported that 60 
percent are enrolled in Tier 2 or 3 practice. She noted that as of October 2013, there were 876 
medical home sites with almost 2200 participating PCPs. Ms. Pasternik-Ikard noted that of 
contracted PCPs, 41 percent of in-state providers would qualify as a medical home.   

 
 Chairman Crawford clarified what is meant by “national rate” in terms of the statistics reported on 

page 36 of the SoonerCare Choice Evaluation PowerPoint. Ms. Pasternik-Ikard responded that it 
is national referring to Medicaid populations. Ms. Pasternik-Ikard noted that they could not find a 
national rate for the unpopulated columns of the chart.  

 
 According to the evaluation, OHCA contracts for some care management activities but otherwise 

operates as a state managed care plan, which enables the agency to devote a larger share of 
expenditures to the delivery of care. The evaluation notes that the majority of states introducing 
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or expanding managed care have done so through MCO contracts. Among neighboring states, 
Missouri, Kansas, New Mexico and Texas contract with MCOs, these MCOs can bring expertise 
from existing markets into states implementing or expanding managed care. The industry is 
undergoing consolidation and a small number of national MCOs increasingly dominate, although 
qualified single state and regional plans also participate. Market consolidation and competition 
among national MCOs has resulted in lengthier procurements to allow for resolution of protests 
by losing organizations; willingness on the part of the national contractors to depart states if early 
profit expectations are not met; MCO model works best when there is strong partnership with the 
Medicaid agency, since reforms must be implemented through the MCOs. Oklahoma, like a small 
number of states, developed managed care programs that combine community-based systems of 
care with support at the state level in the form of chronic care/health management and quality 
initiatives (either directly administered or purchased). These programs (similar to SoonerCare 
Choice) use market-based incentives to drive and reward holistic, cost-effective care. Ms. 
Pasternik-Ikard noted that after the completion of the full report (2009-2013), she would be back 
with those results.  

 
 Ms. Moore asked a question regarding retention of PCPs retention as well as number of 

members on their panel, does that decrease? Ms. Pasternik-Ikard said that we are not seeing 
significant PCPs turnover. Also PCS is committed to the maintenance of our network, and if there 
are issues, a team is dispatched to alleviate the problems. Ms. Pasternik-Ikard to provide the 
numbers to Ms. Moore. Ms. Pasternik-Ikard reported that overall the network is stable.  

 
 Ms. Case inquired as to the strategies to take to the legislature. Ms. Pasternik-Ikard answered 

that OHCA would be targeting Tulsa and Oklahoma counties and aggressively disseminating 
information, as well as conducting more meetings to discuss content.  

 
 Chairman Crawford inquired regarding legislative perception of a broken system. Do people of 

influence believe the system is broken? What is it that is broken about the system? Mr. Kimble 
responded that OHCA gets a lot of credit for the state’s overall health status, and they are forced 
to have a reaction (whether good or bad). Mr. Kimble noted that OHCA needs to be better at 
translating health outcomes to those people of influence. Mr. Kimble added that it would be 
beneficial to identify the areas that OHCA has impact upon. Ms. Pasternik-Ikard noted that it 
offers opportunity to refine our program.  

 
 Chairman Crawford congratulated the agency and specifically, Melody Anthony and her team for 

getting the process moving for an entire state to transform itself.  
 
 
VIII.  Update on Previous Discussion of 90-Day Referral: Melody Anthony, Director, Provider Services 
 

Ms. Anthony provided the MAC with the update. Ms. Anthony noted that the topic was incorrect 
on the agenda; she spoke on 90-day referrals not prior authorization, as the agenda noted. Ms. 
Anthony reported that the process will provide more real-time data about members who are not 
showing up to scheduled appointments. Ms. Anthony reported that the portal would go live in 
January 2014. There were no questions.  

 
IX.     2014 SoonerCare Changes: Joseph Fairbanks, Policy Development Coordinator  
     

Melinda Thomason, Health Policy Assistant Director, provided the report on 2014 SoonerCare 
changes for the MAC in lieu of Mr. Fairbanks. Ms. Thomason reported that the 20-year 
anniversary of the ADvantage Home Community-Based Services Program. Ms. Thomason 
reported on the new environment for providing healthcare coverage under the ACA, and on the 
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changes to SoonerCare as well as the Health Insurance Marketplace. Ms. Thomason Modified 
Adjusted Gross Income (MAGI) as a new way of counting income when deciding eligibility. Ms. 
Thomason reported new coverage groups, “Parent/Caretaker Relatives,” “Former Foster Care 
Adults”, and “Targeted Low Income Children/Grandfathered CHIP.” Ms. Thomason reported that 
SoonerCare paper applications are no longer available, directing applicants to use the online 
enrollment. Online enrollment for SoonerCare is interoperable with the federal health insurance 
marketplace, meaning if an applicant does not qualify for SoonerCare after enrolling online, their 
data will be automatically be transferred to the health insurance marketplace for consideration, 
and vice versa.   
 
Ms. Case asked is the interoperability function on working now? Ms. Thomason reported that it 
scheduled to begin December 9, so for now data is being queued up and will transfer to federal 
marketplace in December (and to SoonerCare from the marketplace).  
 
Ms. Felty inquired about network awareness in rural areas, or those with limited connectivity. Ms. 
Thomason noted that Community Relations and Health Promotion group is affiliated with 700 
community partners that will be able to assist with online enrollment.  
 
Chairman Crawford asked if there was any sense of volume of the queries? Ms. Thomason noted 
that since October 1 our My SoonerCare had been down for maintenance and changes, so in 
November we had higher than normal volumes of queries, but has since stabilized. Ms. 
Thomason also noted that the agency had to be prepared to also assist in filling out applications 
over the phone, which has been a streamlined process due to outreach and education. 
 
Chairman Crawford asked about the woodwork population improved? Ms. Thomason reported 
that they would be analyzing the data soon, and do not have a number yet.  
 
Mr. Rains inquired about the poverty level established for pregnant women. How many pregnant 
women will lose full scope coverage? Ms. Thomason estimated that between 5-15 percent based 
on our coverage of pregnant women in the past. Chairman Crawford asked about the actual 
number. Dr. Lopez noted that it would be about 1500 women.  
 
 

 B. Summaries of Informational Items: Joseph Fairbanks, Policy Development Coordinator 
  

Ms. Thomason presented the informational items in lieu of Mr. Fairbanks. Ms. Thomason 
addressed proposed rules changes process for the MAC. Ms. Thomason explained that 
proposed rules would be posted online for public comment and review by the members, and then 
voted on by the MAC at a subsequent meeting. Ms. Thomason noted that on December 16, 
proposed rules would be posted and would be voted on at the January 30th meeting. Ms. 
Thomason noted that members could sign up for web alerts to be notified about the posting of 
proposed rules changes on the OHCA website.  
 
Ms. ________ asked a question regarding 2013-07, Diabetic testing supplies prescribed by a 
physician rule change. Ms. Thomason noted that the summary should be broader about the 
prescribers. Ms. Thomason responded that one could read the entire proposed rule change on 
the website, and the MAC members would be able to provide feedback, initially via email, on the 
OHCA website, and then finally at the MAC meeting.  
 
Ms. Felty asked a question regarding MAC input in proposed rules changes. The public comment 
period as well as review and discussion by the MAC will provide the necessary input to make 
informed rules changes.  
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Dr. Hamil inquired about the health homes amendment. Ms. Thomason responded that it will be a 
state plan amendment, and are still working on the timeline on that. Ms. Thomason noted that 
policy is in the research phase with CMS. Ms. Thomason responded that the health home 
amendment would likely be an emergency rule change.  
 
Dr. Hamil inquired about the difference between emergency and permanent rule-making process. 
It was explained that proposed rules are emergency when they are made outside of the 
legislative session, as opposed to permanent rules that are made and approved during legislative 
session.  

 
 
X.  Approval of Dates for the 2014 MAC Meeting Schedule: Sylvia Lopez, M.D., Chief Medical Officer 
  

The Policy team requested the date of the January 2014 meeting date be amended before 
adoption to allow for enough time for public comment on proposed rule changes. The date was 
amended to January 30, 2014 in response to the request. With that change, the proposed 
meeting dates (Jan. 30, March 26, May 15, July 17, September 17, and November 20) were 
adopted unanimously. Mr. Tallent approved. Ms. Fritz seconded.  
 

XI.   New Business 
 
X.  Adjourn 
 
Next Meeting:  Thursday, January 30, 2014 

 



FY14 FY14  % Over/

REVENUES Budget YTD Actual YTD Variance (Under)

State Appropriations 401,878,601$     401,878,601$         -$                           0.0%

Federal Funds 856,410,881       842,602,092           (13,808,789)           (1.6)%

Tobacco Tax Collections 23,830,007         23,536,923             (293,084)                (1.2)%

Quality of Care Collections 33,960,467         33,960,467             -                             0.0%

Prior Year Carryover 41,811,007         41,811,007             -                             0.0%

Unanticipated Revenue -                      15,683,810             15,683,810            100.0%

Federal Deferral - Interest 100,098              100,098                  -                             0.0%

Drug Rebates 74,066,170         82,129,387             8,063,217              10.9%

Medical Refunds 18,433,026         17,856,159             (576,867)                (3.1)%

SHOPP 192,913,878       192,913,878           -                             0.0%

Other Revenues 7,872,022           7,979,335               107,313                 1.4%

TOTAL REVENUES 1,651,276,156$  1,660,451,755$      9,175,599$            0.6%

FY14 FY14  % (Over)/

EXPENDITURES Budget YTD Actual YTD Variance Under

ADMINISTRATION - OPERATING 21,713,635$       19,276,155$           2,437,480$            11.2%

ADMINISTRATION - CONTRACTS 46,208,658$       40,766,383$           5,442,275$            11.8%

MEDICAID PROGRAMS

Managed Care:

   SoonerCare Choice 14,820,079         14,772,028             48,051                   0.3%

Acute Fee for Service Payments:

   Hospital Services 391,961,354       389,155,353           2,806,001              0.7%

   Behavioral Health 9,173,591           8,962,503               211,088                 2.3%

   Physicians 210,560,498       209,647,368           913,130                 0.4%

   Dentists 63,047,984         62,753,484             294,500                 0.5%

   Other Practitioners 19,259,113         18,561,206             697,907                 3.6%

   Home Health Care 9,391,229           8,828,697               562,533                 6.0%

   Lab & Radiology 27,891,873         26,852,344             1,039,530              3.7%

   Medical Supplies 21,171,123         19,952,747             1,218,376              5.8%

   Ambulatory/Clinics 49,342,396         49,083,209             259,187                 0.5%

   Prescription Drugs 175,801,285       176,581,740           (780,455)                (0.4)%

   OHCA TFC 852,009              789,143                  62,866                   0.0%

Other Payments:

   Nursing Facilities 241,977,729       241,208,604           769,125                 0.3%

   ICF-MR Private 25,291,054         24,902,984             388,071                 1.5%

   Medicare Buy-In 56,419,937         56,492,027             (72,090)                  (0.1)%

   Transportation 26,348,636         25,942,404             406,232                 1.5%

   MFP-OHCA 686,717              474,106                  212,611                 0.0%

   EHR-Incentive Payments 4,579,333           4,579,333               -                         0.0%

   Part D Phase-In Contribution 32,684,391         32,685,008             (618)                       (0.0)%

   SHOPP payments 175,935,878       175,935,878           -                         0.0%

Total OHCA Medical Programs 1,557,196,210    1,548,160,166        9,036,044              0.6%

    OHCA Non-Title XIX Medical Payments 89,382                -                             89,382                   0.0%

TOTAL OHCA 1,625,207,885$  1,608,202,704$      17,005,182$          1.0%

REVENUES OVER/(UNDER) EXPENDITURES 26,068,271$       52,249,051$           26,180,781$           

OKLAHOMA HEALTH CARE AUTHORITY

Summary of Revenues & Expenditures: OHCA

Fiscal Year 2014, For the Five Months Ended November 30, 2013

Page 1



 

Health Care Quality of Medicaid BCC Other State

Category of Service Total Authority Care Fund HEEIA Program Fund Revolving Fund Agencies

SoonerCare Choice 14,956,261$       14,764,777$      -$                         184,233$          -$                      7,251$                -$                   

Inpatient Acute Care 281,644,466       249,110,140      162,229               4,617,492         21,142,375       915,501              5,696,730          

Outpatient Acute Care 122,681,462       115,916,408      13,868                 4,856,354         -                        1,894,833           -                         

Behavioral Health - Inpatient 10,246,466         5,272,053          -                           278,169            -                        4,696,244          

Behavioral Health - Psychiatrist 3,690,449           3,690,449          -                           -                        -                        -                          -                         

Behavioral Health - Outpatient 10,893,236         -                         -                           -                        -                        -                          10,893,236        

Behavioral Health Facility- Rehab 113,519,632       -                         -                           -                        -                        42,360                113,519,632      

Behavioral Health - Case Management 4,013,338           -                         -                           -                        -                        -                          4,013,338          

Behavioral Health - PRTF 39,951,175         -                         -                           -                        -                        -                          39,951,175        

Residential Behavioral Management 8,523,336           -                         -                           -                        -                        -                          8,523,336          

Targeted Case Management 27,393,235         -                         -                           -                        -                        -                          27,393,235        

Therapeutic Foster Care 789,143              789,143             -                           -                        -                        -                          -                         

Physicians 234,678,008       178,705,199      19,367                 6,233,025         28,292,374       2,630,428           18,797,615        

Dentists 62,797,795         59,468,873        -                           44,311              3,270,548         14,063                -                         

Mid Level Practitioners 1,576,246           1,542,388          -                           32,685              -                        1,173                  -                         

Other Practitioners 17,144,427         16,432,646        148,788               126,782            431,586            4,626                  -                         

Home Health Care 8,828,815           8,818,494          -                           119                   -                        10,203                -                         

Lab & Radiology 28,502,512         26,546,804        -                           1,650,168         -                        305,539              -                         

Medical Supplies 20,257,058         19,026,632        903,845               304,311            -                        22,270                -                         

Clinic Services 51,046,335         44,860,327        -                           632,341            -                        118,525              5,435,142          

Ambulatory Surgery Centers 6,454,141           4,095,767          -                           2,349,784         -                        8,590                  -                         

Personal Care Services 5,769,823           -                         -                           -                        -                        -                          5,769,823          

Nursing Facilities 241,208,604       152,137,594      72,029,581          -                        17,033,108       8,323                  -                         

Transportation 25,822,758         23,574,289        889,680               -                        1,334,550         24,239                -                         

GME/IME/DME 62,498,835         -                         -                           -                        -                        -                          62,498,835        

ICF/MR Private 24,902,984         20,792,564        3,754,120            -                        356,300            -                          -                         

ICF/MR Public 19,778,997         -                         -                           -                        -                        -                          19,778,997        

CMS Payments 89,177,036         88,902,340        274,696               -                        -                        -                          

Prescription Drugs 185,115,394       156,137,141      -                           8,533,654         19,682,103       762,496              -                         

Miscellaneous Medical Payments 121,032              114,385             -                           1,386                -                        5,261                  -                         

Home and Community Based Waiver 72,628,112         -                         -                           -                        -                        -                          72,628,112        

Homeward Bound Waiver 38,274,638         -                         -                           -                        -                        -                          38,274,638        

Money Follows the Person 3,083,546           474,106             -                           -                        -                        -                          2,609,440          

In-Home Support Waiver 10,205,602         -                         -                           -                        -                        -                          10,205,602        

ADvantage Waiver 78,667,288         -                         -                           -                        -                        -                          78,667,288        

Family Planning/Family Planning Waiver 5,075,007           -                         -                           -                        -                        -                          5,075,007          

Premium Assistance* 20,335,596         -                         -                           20,335,596       -                          -                         

EHR Incentive Payments 4,579,333           4,579,333          -                           -                        -                        -                          -                         

SHOPP Payments** 175,935,878       175,935,878      -                           -                        -                        -                          -                         

    Total Medicaid Expenditures 2,132,768,000$  1,195,751,851$ 78,196,173$        50,180,410$     91,542,943$     6,775,680$         534,427,424$    

* Includes $21,576,979.13 paid out of Fund 245 and **$175,935,878 paid out of Fund 205

OKLAHOMA HEALTH CARE AUTHORITY
Total Medicaid Program Expenditures

by Source of State Funds

Fiscal Year 2014, For the Five Months Ended November 30, 2013

Page 2



FY14

REVENUE Actual YTD

Revenues from Other State Agencies 216,462,692$        

Federal Funds 343,957,404          

TOTAL REVENUES 560,420,095$        

EXPENDITURES Actual YTD

Department of Human Services

   Home and Community Based Waiver 72,628,112$          

   Money Follows the Person 2,609,440              

   Homeward Bound Waiver 38,274,638            

   In-Home Support Waivers 10,205,602            

   ADvantage Waiver 78,667,288            

   ICF/MR Public 19,778,997            

   Personal Care 5,769,823              

   Residential Behavioral Management 6,254,134              

   Targeted Case Management 21,303,895            

Total Department of Human Services 255,491,929          

State Employees Physician Payment

   Physician Payments 18,797,615            

Total State Employees Physician Payment 18,797,615            

Education Payments

   Graduate Medical Education 21,422,222            

   Graduate Medical Education - PMTC 1,866,941              

   Indirect Medical Education 31,088,706            

   Direct Medical Education 8,120,966              

Total Education Payments 62,498,835            

Office of Juvenile Affairs

   Targeted Case Management 1,247,819                 Residential Behavioral Management - Foster Care

   Residential Behavioral Management 2,269,202              

Total Office of Juvenile Affairs 3,517,021              

Department of Mental Health

  Case Management 4,013,338              

  Inpatient Psych FS 4,696,244              

   Outpatient 10,893,236            

  PRTF 39,951,175            

  Rehab 113,519,632          

Total Department of Mental Health 173,073,625          

State Department of Health

  Children's First 998,989                 

  Sooner Start 989,982                 

  Early Intervention 2,143,274              

  EPSDT Clinic 932,310                 

  Family Planning (113,794)                

  Family Planning Waiver 5,176,975              

  Maternity Clinic 27,411                   

Total Department of Health 10,155,148            

County Health Departments

  EPSDT Clinic 381,733                 

  Family Planning Waiver 11,825                   

Total County Health Departments 393,559                 

State Department of Education 48,841                   

Public Schools 1,650,417              

Medicare DRG Limit -                             

Native American Tribal Agreements 3,103,706              

Department of Corrections 682,688                 

JD McCarty 5,014,041              

Total OSA Medicaid Programs 534,427,424$        

OSA Non-Medicaid Programs 33,742,268$          

Accounts Receivable from OSA 7,749,597$            

OKLAHOMA HEALTH CARE AUTHORITY
Summary of Revenues & Expenditures: 

Other State Agencies

Fiscal Year 2014, For the Five Months Ended November 30, 2013

Page 3



FY 14

REVENUES Revenue

SHOPP Assessment Fee 80,188,578$         

Federal Draws 112,617,051         

Interest 106,707                

Penalties 1,542                    

State Appropriations (15,200,000)          

TOTAL REVENUES 177,713,878$       

FY 14

EXPENDITURES Quarter Quarter Expenditures

Program Costs: 7/1/13 - 9/30/13 10/1/13 - 12/31/13

Hospital - Inpatient Care 76,710,371            81,236,442           157,946,813$       

Hospital -Outpatient Care 2,748,407              2,815,812             5,564,219$           

Psychiatric Facilities-Inpatient 5,785,055              6,128,236             11,913,291$         

Rehabilitation Facilities-Inpatient 248,410                 263,146                511,556$              

Total OHCA Program Costs 85,492,242            90,443,636           175,935,878$       

Total Expenditures 175,935,878$       

CASH BALANCE 1,777,999$           

OKLAHOMA HEALTH CARE AUTHORITY
SUMMARY OF REVENUES & EXPENDITURES:

Fund 205:  Supplemental Hospital Offset Payment Program Fund

Fiscal Year 2014, For the Five Months Ended November 30, 2013

Page 4



Total State

REVENUES Revenue Share

Quality of Care Assessment 32,535,616$   32,535,616$    

Interest Earned 19,376            19,376            

TOTAL REVENUES 32,554,991$   32,554,991$    

FY 14 FY 14 Total

EXPENDITURES Total $ YTD State $ YTD State $ Cost

Program Costs

   NF Rate Adjustment 87,047,135$    31,336,969$   

   Eyeglasses and Dentures 118,305           42,590            

   Personal Allowance Increase 1,432,460        515,686          

    Coverage for DME and supplies 1,129,806        406,730          

   Coverage of QMB's 430,315           154,913          

   Part D Phase-In 329,789           329,789          

   ICF/MR Rate Adjustment 2,320,548        835,397          

   Acute/MR Adjustments 2,271,859        817,869          

   NET - Soonerride 1,110,047        399,617          

Total Program Costs 96,190,265$    34,839,560$   34,839,560$    

Administration

   OHCA Administration Costs 190,779$         95,389$          

   PHBV - QOC Exp -                       -                     

   OSDH-NF Inspectors -                       -                     

   Mike Fine, CPA -                       -                     

Total Administration Costs 190,779$         95,389$          95,389$          

Total Quality of Care Fee Costs 96,381,043$    34,934,950$   

TOTAL STATE SHARE OF COSTS 34,934,950$    

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.

OKLAHOMA HEALTH CARE AUTHORITY
SUMMARY OF REVENUES & EXPENDITURES:

Fund 230:  Nursing Facility Quality of Care Fund

Fiscal Year 2014, For the Five Months Ended November 30, 2013
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FY 13 FY 14 Total

REVENUES Carryover Revenue Revenue

Prior Year Balance 10,427,850$      -$                    3,381,553$              

State Appropriations -                        -                      (3,000,000)               

Tobacco Tax Collections -                        19,358,246      19,358,246              

Interest Income -                        97,680             97,680                     

Federal Draws 176,996            12,536,050      12,536,050              

All Kids Act (6,863,007)        120,497           120,497                   

TOTAL REVENUES 3,741,839$        32,112,473$    32,373,530$            

FY 13 FY 14

EXPENDITURES Expenditures Expenditures Total $ YTD

Program Costs:

Employer Sponsored Insurance 19,912,402$    19,912,402$            

College Students 149,600           149,600                   

All Kids Act 273,594           273,594                   

Individual Plan

SoonerCare Choice 176,778$         63,640$                   

Inpatient Hospital 4,605,364        1,657,931                

Outpatient Hospital 4,780,538        1,720,994                

BH - Inpatient Services-DRG 267,910           96,448                     

BH -Psychiatrist -                      -                               

Physicians 6,170,031        2,221,211                

Dentists 30,794             11,086                     

Mid Level Practitioner 32,299             11,628                     

Other Practitioners 122,193           43,989                     

Home Health 119                  43                            

Lab and Radiology 1,632,457        587,684                   

Medical Supplies 301,349           108,486                   

Clinic Services 619,328           222,958                   

Ambulatory Surgery Center 234,892           84,561                     

Prescription Drugs 8,446,959        3,040,905                

Miscellaneous Medical 1,386               1,386                       

Premiums Collected -                      (854,084)                  

Total Individual Plan 27,422,397$    9,018,866$              

College Students-Service Costs 247,493$         89,097$                   

 All Kids Act- Service Costs 60,891$           21,921$                   

Total OHCA Program Costs 48,066,377$    29,465,480$            

Administrative Costs

Salaries 7,360$              443,893$         451,253$                 

Operating Costs 85,634              259,255           344,889                   

Health Dept-Postponing -                        -                      -                               

Contract - HP 267,291            327,550           594,841                   

Total Administrative Costs 360,286$           1,030,697$      1,390,983$              

Total Expenditures 30,856,463$            

NET CASH BALANCE 3,381,553$        1,517,067$              

OKLAHOMA HEALTH CARE AUTHORITY
SUMMARY OF REVENUES & EXPENDITURES:

Fund 245:  Health Employee and Economy  Improvement Act Revolving Fund

Fiscal Year 2014, For the Five Months Ended November 30, 2013

Page 6



FY 14 State

REVENUES Revenue Share

Tobacco Tax Collections 386,355$        386,355$         

TOTAL REVENUES 386,355$        386,355$         

FY 14 FY 14 Total

EXPENDITURES Total $ YTD State $ YTD State $ Cost

Program Costs

SoonerCare Choice 7,251$                1,827$               

Inpatient Hospital 915,501 230,706             

Outpatient Hospital 1,894,833 477,498             

Inpatient Services-DRG -                          -                         

Psychiatrist -                          -                         

TFC-OHCA -                          -                         

Nursing Facility 8,323                  2,097                 

Physicians 2,630,428 662,868             

Dentists 14,063 3,544                 

Mid-level Practitioner 1,173 296                    

Other Practitioners 4,626 1,166                 

Home Health 10,203 2,571                 

Lab & Radiology 305,539 76,996               

Medical Supplies 22,270 5,612                 

Clinic Services 118,525 29,868               

Ambulatory Surgery Center 8,590 2,165                 

Prescription Drugs 762,496 192,149             

Transportation 24,239 6,108                 

Miscellaneous Medical 5,261 1,326                 

Total OHCA Program Costs 6,733,321$         1,696,797$        

OSA DMHSAS Rehab 42,360$              10,675$             

Total Medicaid Program Costs 6,775,680$         1,707,471$        

TOTAL STATE SHARE OF COSTS 1,707,471$      

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.

OKLAHOMA HEALTH CARE AUTHORITY
SUMMARY OF REVENUES & EXPENDITURES:

Fund 250:  Belle Maxine Hilliard Breast and Cervical Cancer Treatment Revolving Fund

Fiscal Year 2014, For the Five Months Ended November 30, 2013
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FINANCIAL REPORT 

For the Five Months Ended November 30, 2013 
Submitted to the CEO & Board 

 
 

• Revenues for OHCA through November, accounting for receivables, were 
$1,660,451,755 or .6% over budget.   

 
• Expenditures for OHCA, accounting for encumbrances, were 

$1,608,202,704 or 1% under budget. 
 

• The state dollar budget variance through November is $26,180,781 
positive.  

 
• The budget variance is primarily attributable to the following (in millions):    

 
  

Expenditures:   
  Medicaid Program Variance     5.5 
  Administration 
   

      2.5 
  

 Revenues:   
  Unanticipated Revenue 
  Drug Rebate 
  Taxes and Fees 

   15.7 
   2.9 
   (.2) 

  Overpayments/Settlements     (.2) 
 

Total FY 14 Variance $  26.2 
 
 
 
    ATTACHMENTS          
       Summary of Revenue and Expenditures:  OHCA                     1 
  Medicaid Program Expenditures by Source of Funds     2 
  Other State Agencies Medicaid Payments       3 
  Fund 205: Supplemental Hospital Offset Payment Program Fund    4 

Fund 230: Quality of Care Fund Summary       5 
  Fund 245: Health Employee and Economy Act Revolving Fund    6 
  Fund 250: Belle Maxine Hilliard Breast and Cervical Cancer 
       Treatment Revolving Fund        7 
  
   



 SoonerCare Programs 

SOONERCARE ENROLLMENT/EXPENDITURES

Monthly 
Enrollment 

Average SFY2013

Enrollment 
November 2013

1/2/2014

554,336

Lower Cost 507,964
Higher Cost 46,372

217,231 193,764

Lower Cost 85,956

Higher Cost 107,808

48,346 52,461

30,202 26,863

16,644 14,753
13,559 12,110

809,094 827,424

The enrollment totals above include all members enrolled during the report month; therefore, some members may not have expenditure data. 
Custody expenditures are excluded. Non-member specific expenditures of $32,681,343 are excluded.

16,805
Members that have not been enrolled in the past 6 months.

Child 201 191 64 68

Adult 108,313 109,627 15,610 15,381

Child is defined as an individual under the age of 21.

 Monthly 
Average 
SFY2013 

 Enrolled 
November 

2013* 

 Monthly 
Average 
SFY2013 

 Enrolled 
November 2013 

Physician 7,859 8,519 12,432 13,525
Pharmacy 901 925 1,208 1,251

28,587 29,320 Mental Health Provider** 5,811 4,717 5,880 4,754
8,362 9,115 Dentist** 1,205 958 1,380 1,059

Hospital** 194 183 923 641
Optometrist 578 566 612 594
Extended Care Facility 362 356 362 356

Above counts are for specific provider types and are not all-inclusive.

Program % of Capacity Used Total Primary Care Providers*** 4,997 5,504 6,541 7,194
SoonerCare Choice 45% Patient-Centered Medical Home 1,935 2,123 1,985 2,217

SoonerCare Choice I/T/U 19% Including Physicians, Physician Assistants and Advance Nurse Practitioners.

Insure Oklahoma IP 3%

Employer-Sponsored Insurance
$5,134,780Individual Plan

TOTAL

Long-Term Care 
Members

36,948 38,435

In-State

Insure Oklahoma

$10

Net Enrollee Count Change from 
Previous Month Total

$332,770,862

$424

Dual Enrollees & Long-Term Care Members (subset of data above)

$257

 Enrolled 
November 

2013 

 Monthly 
Average 
SFY2013 

(Children/Parents; Other)

(Aged, Blind or Disabled; TEFRA; BCC)

(Aged, Blind or Disabled; TEFRA; BCC & 
HCBS Waiver)

(1,205)

Child
Adult

New Enrollees

$499,242

$137,803,675

$47,597,924

$185,401,600

$98,520,416

November 2013 Data for January 2014 Board Meeting

SoonerCare Traditional

Dual Enrollees 108,514

SoonerPlan

Delivery System

513,315
SoonerCare Choice Patient-Centered 
Medical Home

Average Dollars Per 
Member Per Month 

November 2013

$137,937,768

$194
$39,417,352 $850

Total Expenditures 
November 2013

 FACILITY 
PER MEMBER 
PER MONTH 

 Enrolled 
November 

2013 

$3,797,473

 Monthly 
Average 
SFY2013 

$554

$1,278

$8,932,253

(Children/Parents; Other)

Out-of-State

Total Providers

 Totals 

Provider Counts  Select Provider Type Counts 

 In-State 

$3,529

Medicare and 
SoonerCare

 Monthly 
Average 
SFY2013 

 Enrolled 
November 

2013 

15,44915,674109,818

SOONERCARE CONTRACTED PROVIDER INFORMATION

*Items shaded above represent a 10% or more increase (green) or decrease (red) from the previous fiscal year's average. 

**Decrease in current month's count is due to contract renewal period which is typical during all renewal periods. Hospitals 
renewal started in March 2013, renewals for Mental Health Providers started in June 2013 and Dentist renewals started in October
2013.

Provider Network includes providers who are contracted to 
provide health care services by locations, programs, types, and 
specialties. Providers are being counted multiple times if they 
have multiple locations, programs, types, and specialties.

1/2/2014



 SoonerCare Programs 

As Of 1/2/2014
Number of 
Payments

Payment 
Amount

Total Number of 
Payments

Total Payment 
Amount

13 $238,000 1,885 $44,069,668
2* $558,090 91 $81,248,285
15 $796,090 1,976 $125,317,952

*Current Eligible Hospitals Paid
JEAY MEDICAL SERVICES 
ST MARY'S REGIONAL CTR 

Totals
Eligible Hospitals
Eligible Professionals

November 2013 Since Inception

ELECTRONIC HEALTH RECORDS (EHR) INCENTIVE STATISTICS

The Electronic Health Records Incentive Program is a federal program that offers major financial support to assist certain providers to adopt (acquire and 
install), implement (train staff, deploy tools, exchange data), upgrade (expand functionality or interoperability) or meaningfully use certified EHR technology.
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January 2014 MAC 
Proposed Rule Changes Summaries 

 
These rules were posted for comment on December 16, 2013 through January 15, 2014.  
 
A face to face tribal consultation regarding the proposed changes was held Tuesday, January 7, 
2014 and a public meeting about the rules was hosted on Monday, January 27, 2014 at 1 PM in 
the Ponca meeting room of the OHCA. 
 
Dental 
 
13-39 Dental revisions — Policy is revised to clarify documentation and prior authorization 
requirements for dental services and to clarify coverage for adult extractions, radiographs (x-
rays) and endodontics procedures, among other services. Rules are further revised to remove 
the two tier orthodontic services and clarify treatment year is determined by the date of banding 
and clarify that reimbursement for orthodontic services is limited to authorized general dentist or 
orthodontist. Finally, rules are revised to align ambulatory surgical center (ASC) policy with 
Oklahoma Statute Title 63 § 2657. This law allows certified dental facilities to be recognized as 
ambulatory surgical centers. 
Budget Impact: Budget neutral 
 
 
Durable Medical Equipment 
 
13-07 Diabetic Testing Supplies — Rules are revised to clarify diabetic supplies (e.g., test 
strips and lancets) are covered items when medically necessary and prescribed by a physician, 
physician assistant, or an advanced practice nurse using the appropriate diagnostic certification. 
In addition, the amended proposed rule change will allow OHCA flexibility to manage the 
dispensed quality and refill limit of glucose testing supplies related to gestational diabetes. 
Budget Impact: Budget neutral 
 
13-12 Prior authorization for manually-priced items — Policy is revised to clarify the use of 
options for manually pricing durable medical equipment items.  Policy will be modified to reflect 
that OHCA will calculate and compare prices based on different methodologies, then use the 
lesser of the two for reimbursement.  One method will use Manufacturer Suggested Retail Price 
(MSRP) minus 20%.  The other option for manually-priced DME items will be invoice cost plus 
20%.  
Budget Impact: Budget neutral 
 
 
General Clean-Up 
 
13-18 Tuberculosis Policy Clean Up — Rules are revised to update references to other areas 
of policy within the text. The policy that is referenced in the tuberculosis rules is outdated and it 
has been revoked. Correct policy references are inserted to replace the revoked policy.  
Budget Impact: Budget neutral 
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Hospitals 
 
13-10 Therapeutic & Hospital Leave — Policy is revised to remove reference to OKDHS form 
Adm 41, a form used to claim therapeutic and hospital leave. The form has not been utilized in 
over 7 years and the agency now tracks leave through its claims system; therefore, the process 
to claim leave in the rules is obsolete and must be amended to reflect current practice. 
Budget Impact: Budget neutral  
 
13-40 Hospital Inpatient/Outpatient Billing Clarification — Policy will be updated to add 
definitions to inpatient and outpatient coverage limitations for hospitals. Specifically, how 
hospitals may bill in the event a member is admitted as an inpatient but later determined by 
OHCA not to meet criteria for inpatient status; current policy is silent to the appropriate claim 
filing for these instances. The proposed revisions would clarify that hospitals may submit an 
outpatient claim for the ancillary services provided to the member while they were on inpatient 
status, this change will align policy with current practice. 
Budget Impact: Budget neutral 
 
 
Nursing Homes 
 
13-29 Ventilator-dependent and tracheostomy care — Policy is revised to mirror Federal 
Law, 42 CFR 440.185, for ventilator-dependent individuals and clarify Nursing Home admission 
for ventilator-dependent and tracheostomy care services for residents in a nursing facility. 
Budget Impact: Budget neutral 
 
 
Pharmacy 
 
13-11 340B Drug Discount Program — The proposed 340B Drug Discount program rules are 
implemented to comply with a Federal Mandate. The 340B mandate requires states to include 
their 340B Drug Discount program rules in their State plan and Medicaid policy.  
Budget Impact: Budget neutral 
 
13-21 Pharmacy revisions — Policy is revised to update and make general clean up changes 
and to comply with Federal Law on claims for covered over-the counter (OTC) products, which 
must be prescribed by a health care professional with prescriptive authority. Additional revisions 
include removing hard coded dates regarding the implementation of Medicare Part D in 2006 
that no longer apply, removing the "Upper limit" reference from brand necessary certification 
product policy, and clarifying the product-based prior authorization for tier one and tier two 
products. 
Budget Impact: Budget neutral 
 
 
Tobacco Cessation 
 
13-17 Tobacco cessation counseling — Tobacco cessation counseling policy is revised to 
include Maternal/Child Health Licensed Clinical Social Workers (LCSWs) with certification as a 
tobacco treatment specialist as a qualified provider for cessation counseling services. 
Budget Impact: $30,015.00 Total Cost; $10,523.26 State Share; $19,491.74 Federal Share 
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Waivers, PACE, and HAN 
 
13-04 Health Access Networks & Health Management Program — Policy is revised to give 
providers greater flexibility in the populations with complex health care needs that can receive 
care management services through HANs. Policy is also amended to remove the HMP care 
management component as a responsibility of the HAN and to allow HMP to provide health 
coaching services to “high risk” or “at risk” members within the HAN identified through MEDai. 
These changes streamline policy in the waiver, contract, and OHCA rules.  
Budget Impact: Budget neutral 
 
13-19A ADvantage Assisted Living — Policy will be revised to provide clarification that 
ADvantage program residential units are deemed to be rental units and that members in the 
program are to be provided with a lockable compartment within each member’s rental unit for 
valuables. Additionally, minor grammatical changes will be made through the policy.  
Budget Impact: Budget neutral 
 
13-19B ADvantage Assisted Living — Policy will be revised to provide clarification regarding 
interdisciplinary team (IDT) meetings for case management services in the ADvantage Assisted 
Living waiver as well as other minor changes. Policy changes specify that IDT meetings, except 
for extraordinary circumstances, are to be held in the member’s home. 
Budget Impact: Budget neutral 
 
13-20 PACE revisions — Policy is revised to clarify the PACE categorical, financial and 
medical eligibility criteria, along with other cleanup.  The proposed rules changes for the PACE 
program, will align rules to reflect the PACE model and PACE regulations found at 42 CFR Part 
460. 
Budget Impact: Budget neutral 
 
13-32 Waiver Change for Sooner Seniors, and My Life, My Choice — Policy will be 
amended to remove language regarding the Level of Care Evaluation Unit (LOCEU) and to 
state that only categorical relationship to age is necessary per SSA guidelines for Sooner Senior 
Waiver Services only. In addition, policy will be amended to change the scope of waiver 
services regarding Pharmacological Evaluations for Sooner Seniors and My Life, My Choice 
Waivers. This service will be redefined as Pharmacological Therapy Management, and its scope 
of work will be changed to include a case management approach to reviewing medication 
profiles of qualified members who meet medication utilization criterion or if they are referred for 
this service by a care manager. 
Budget Impact: Budget neutral 
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE 

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES 
PART 3. HOSPITALS 

 
 
317:30-5-41. Inpatient hospital coverage/limitations 
(a) Covered hospital inpatient services are those medically 
necessary services which require an inpatient stay ordinarily 
furnished by a hospital for the care and treatment of 
inpatients and which are provided under the direction of a 
physician or dentist in an institution approved under 
OAC:317:30:5-40.1(a) or (b). Effective October 1, 2005, claims 
for inpatient admissions provided on or after October 1st in 
acute care or critical access hospitals are reimbursed 
utilizing a Diagnosis Related Groups (DRG) methodology. 
(b) Inpatient status. OHCA considers a member an inpatient when 
the member is admitted to the hospital and is counted in the 
midnight census. In situations when a member inpatient 
admission occurs and the member dies, is discharged following 
an obstetrical stay, or is transferred to another facility on 
the day of admission, the member is also considered an 
inpatient of the hospital. 

(1) Same day admission. If a member is admitted and dies 
before the midnight census on the same day of admission, the 
member is considered an inpatient. 
(2) Same day admission/discharge C obstetrical and newborn 
stays. A hospital stay is considered inpatient stay when a 
member is admitted and delivers a baby, even when the mother 
and baby are discharged on the date of admission (i.e., they 
are not included in the midnight census). This rule applies 
when the mother and/or newborn are transferred to another 
hospital. 
(3) Same day admission/discharges other than obstetrical and 
newborn stays. In the event a member is admitted as an 
inpatient, but is determined to not qualify for an inpatient 
payment based on OHCA criteria, the hospital may bill on an 
outpatient claim for the ancillary services provided during 
that time.  
(3)(4) Discharges and Transfers. 

(A) Discharges. A hospital inpatient is considered 
discharged from a hospital paid under the DRG-based 
payment system when: 

(i) The patient is formally released from the 
hospital; or 
(ii) The patient dies in the hospital; or 
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(iii) The patient is transferred to a hospital that is 
excluded from the DRG-based payment system, or 
transferred to a distinct part psychiatric or 
rehabilitation unit of the same hospital.  Such 
instances will result in two or more claims.  
Effective January 1, 2007, distinct part psychiatric 
and rehabilitation units excluded from the Medicare 
Prospective Payment System (PPS) of general medical 
surgical hospitals will require a separate provider 
identification number. 

  
317:30-5-42.1. Outpatient hospital services 
(a) Hospitals providing outpatient hospital services are 
required to meet the same requirements that apply to OHCA 
contracted, non-hospital providers performing the same 
services. Outpatient services performed outside the hospital 
facility are not reimbursed as hospital outpatient services. 
(b) Covered outpatient hospital services must meet all of the 
criteria listed in (1) through (4) of this subsection. 

(1) The care is directed by a physician or dentist. 
(2) The care is medically necessary. 
(3) The member is not an inpatient (see OAC 317:30-5-41). 
(4) The service is provided in an approved hospital 
facility. 

(c) Covered outpatient hospital services are those services 
provided for a member who is not a hospital inpatient.  A 
member in a hospital may be either an inpatient or an 
outpatient, but not both (see OAC 317:30-5-41). 
(d)  In the event a member is admitted as an inpatient, but is 
determined to not qualify for an inpatient payment based on 
OHCA criteria, the hospital may bill on an outpatient claim for 
the ancillary services provided during that time. 
(d)(e) Separate payment is made for prosthetic devices inserted 
during the course of surgery when the prosthetic devices are 
not integral to the procedure and are not included in the 
reimbursement for the procedure itself. 
(e)(f) Physical, occupational, and speech therapy services are 
covered when performed in an outpatient hospital based setting.  
Coverage is limited to one evaluation/re-evaluation visit 
(unit) per discipline per calendar year and 15 visits (units) 
per discipline per date of service per calendar year. Claims 
for these services must include the appropriate revenue 
code(s). 
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE 

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES 
PART 63. AMBULATORY SURGICAL CENTERS (ASC) 

 
 

317:30-5-565. Eligible providers 
 An ambulatory surgical center (ASC) or dental ambulatory 
surgical center (DASC) is a distinct entity that operates 
exclusively for the purpose of furnishing outpatient surgical 
services to patients.  All eligible ambulatory surgical center 
providers must be certified by Medicare or certified through a 
Center for Medicare and Medicaid Services (CMS) approved 
accreditor for ASC and have a current contract with the Oklahoma 
Health Care Authority.  

 
 

PART 79. DENTISTS 
 

317:30-5-696. Coverage by category 
Payment is made for dental services as set forth in this 

Section. 
(1) Adults. 

(A) Dental coverage for adults is limited to: 
(i) emergencymedically necessary extractions and 
approved boney adjustments. Surgical tooth extraction 
must have medical need documented if not apparent on 
images of tooth. In the SoonerCare program, it is 
usually performed for those teeth which are damaged to 
such extent that no tooth is visible above the gum 
line, the tooth fractures, the tooth is impacted, or 
tooth can’t be grasped with forceps; 
(ii) Smoking and Tobacco Use Cessation Counseling; and 
(iii) medical and surgical services performed by a 
dentist or physician , to the extent such services may 
be performed under State law either by a doctor of 
dental surgery or dental medicine, when those services 
would be covered if performed by a physician. 

(B) Payment is made for dental care for adults residing in 
private Intermediate Care Facilities for the Mentally 
Retarded (ICF/MR) and who have been approved for ICF/MR 
level of care, similar to the scope of services available 
to individuals under age 21.  
(C) Pregnant women are covered under a limited dental 
benefit plan (Refer to (a)(4)of this Section). 

(2) Home and community based waiver services (HCBWS) for the 
intellectually disabled.  All providers participating in the 
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HCBWS must have a separate contract with the OHCA to provide 
services under the HCBWS.  Dental services are defined in 
each waiver and must be prior authorized. 
(3) Children.  The OHCA Dental Program provides the basic 
medically necessary treatment.  The services listed below are 
compensable for members under 21 years of age without prior 
authorization.  ALL OTHER DENTAL SERVICES MUST BE PRIOR 
AUTHORIZED.  Anesthesia services are covered for children in 
the same manner as adults.  All providers performing 
preventive services must be available to perform needed 
restorative services for those members receiving any 
evaluation and preventive services.   

(A) Comprehensive oral evaluation. This procedure is 
performed for any member not seen by any dentist for more 
than 12 months. 
(B) Periodic oral evaluation.  This procedure may be 
provided for a member of record if she or he has not been 
seen by any dentist for more than six months. 
(C) Emergency examination/limited oral evaluation.  This 
procedure is not compensable within two months of a 
periodic oral examination or if the member is involved in 
active treatment unless trauma or acute infection is the 
presenting complaint. This procedure is only compensable 
to the same dentist or practice for two visits prior to an 
examination being completed. 
(D) Radiographs (x-rays). To be SoonerCare compensable, x-
rays must be of diagnostic quality and medically 
necessary. A clinical examination must precede any 
radiographs, and chart documentation must include member 
history, prior radiographs, caries risk assessment and 
both dental and general health needs of the member. The 
referring dentist is responsible for providing properly 
identified x-rays of acceptable quality with a referral, 
if that provider chooses to expose and submit for 
reimbursement prior to referral. Periapical radiograph 
must include at least 3 millimeters beyond the apex of the 
tooth being x-rayed. Panoramic films and full mouth 
radiographs (minimum of 12 periapical films and two 
posterior bitewings) are allowable once in a three year 
period and must be of diagnostic quality. Individually 
listed intraoral radiographs by the same dentist/ dental 
office are considered a complete series if the fee for 
individual radiographs equals or exceeds the fee for a 
complete series. Panoramic films are only compensable when 
chart documentation clearly indicates the test is being 
performed to rule out or evaluate non-caries related 
pathology discovered by prior examination. Prior 
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authorization and a detailed medical need narrative are 
required for additional panoramic films taken within three 
years of the original set. 
(E) Dental sealants.  Tooth numbers 2, 3, 14, 15, 18, 19, 
30 and 31 must be caries free on the interproximal and 
occlusal surfaces to be eligible for this service.  This 
service is available through 18 years of age and is 
compensable only once per lifetime. Replacement of 
sealants is not a covered service under the SoonerCare 
program. 
(F) Dental prophylaxis.  This procedure is provided once 
every 184 days including topical application of fluoride. 
(G) Composite restorations. 

(i) This procedure is compensable for primary incisors 
as follows: 

(I) tooth numbers O and P to age 4 years; 
(II) tooth numbers E and F to age 6 years; 
(III) tooth numbers N and Q to 5 years; and 
(IV) tooth numbers D and G to 6 years. 

(ii) The procedure is also allowed for use in all vital 
and successfully treated non-vital permanent anterior 
teeth. 
(iii) Class I and II composite restorations are allowed 
in posterior teeth; however, the OHCA has certain 
restrictions for the use of this restorative material.  
(See OAC 317:30-5-699). 

(H) Amalgam.  Amalgam restorations are allowed in: 
(i) posterior primary teeth when: 

(I) 50 percent or more root structure is remaining; 
(II) the teeth have no mobility; or(III) the 
procedure is provided more than 12 months prior to 
normal exfoliation. 

(ii) any permanent tooth, determined as medically 
necessary by the treating dentist. 

(I) Stainless steel crowns for primary teeth.  The use of 
any stainless steel crowns is allowed as follows: 

(i) Stainless steel crowns are allowed if: 
(I) the child is five years of age or under; 
(II) 70 percent or more of the root structure 
remains; or 
(III) the procedure is provided more than 12 months 
prior to normal exfoliation. 

(ii) Stainless steel crowns are treatment of choice 
for: 

(I) primary teeth with pulpotomies or pulpectomies, 
if the above conditions exist;  
(II) primary teeth where three surfaces of extensive 
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decay exist; or  
(III) primary teeth where cuspal occlusion is lost 
due to decay or accident. 

(iii) Preoperative periapical x-rays and/or written 
documentation explaining the extent of decay must be 
available for review, if requested. 
(iv) Placement of a stainless steel crown includes all 
related follow up service for a period of two years.  
No other restorative procedure on that tooth is 
compensable during that period of time.  A stainless 
steel crown is not a temporizing treatment to be used 
while a permanent crown is being fabricated. 

(J) Stainless steel crowns for permanent teeth. The use of 
any stainless steel crowns is allowed as follows: 

(i) Stainless steel crowns are the treatment of choice 
for: 

(I) posterior permanent teeth that have completed 
endodontic therapy if three or more surfaces of 
tooth is destroyed; 
(II) posterior permanent teeth that have three or 
more surfaces of extensive decay; or 
(III) where cuspal occlusion is lost due to decay 
prior to age 16 years. 

(ii) Preoperative periapical x-rays and/or written 
documentation explaining the extent of decay must be 
available for review, if requested. 
(iii) Placement of a stainless steel crown includes all 
related follow up service for a period of two years.  
No other restorative procedure on that tooth is 
compensable during that period of time.  A stainless 
steel crown is not a temporizing treatment to be used 
while a permanent crown is being fabricated. 

(K) Pulpotomies and pulpectomies. 
(i) Therapeutic pulpotomies are allowable for molars 
and teeth numbers listed below.  Pre and post 
operativepost-operative periapical x-rays must be 
available for review, if requested.  

(I) Primary molars having at least 70 percent or 
more of their root structure remaining or more than 
12 months prior to normal exfoliation; 
(II) Tooth numbers O and P before age 5 years; 
(III) Tooth numbers E and F before 6 years; 
(IV) Tooth numbers N and Q before 5 years; and 
(V) Tooth numbers D and G before 5 years. 

(ii) Pulpectomies are allowed for primary teeth if 
exfoliation of the teeth is not expected to occur for 
at least one year or if 70 percent or more of root 
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structure is remaining. 
(L)Anterior root canalsEndodontics. Payment is made for 
the services provided in accordance with the following: 

(i) This procedure is done for permanent teethallowed 
when there are no other missing anterior teeth in the 
same arch requiring replacement. 
(ii) Acceptable ADA filling materials must be used.The 
provider documents history of member’s improved oral 
hygiene and flossing ability in records. 
(iii) Preauthorization is required if the member's 
treatment plan involves more than four anterior root 
canals.Prior authorization is required for members who 
have a treatment plan requiring more than two anterior 
and/or two posterior root canals. 
(iv) Teeth with less than 5060 percent of clinical 
crown should not be treatment-planned for root canal 
therapy. 
(v) Pre and post-operative periapical x-rays must be 
available for review. 
(vi) Pulpotomy may be performed for the relief of pain 
while waiting for the decision from the OHCA. 
(vii) Providers are responsible for any follow-up 
treatment required due to a failed root canal therapy 
for 24 month post completion. 
(viii) EndodonticEndodontically treated teeth should be 
restored to limited occlusal function and all contours 
should be replaced.  These teeth are not automatically 
approved for any type of crown. 
(ix) If there are three or more missing teeth in the 
arch that requires replacement, root therapy will not 
be allowed. 

(M) Space maintainers.  Certain limitations apply with 
regard to this procedure.  Providers are responsible for 
recementation of any maintainer placed by them for six 
months post insertion. 

(i) Band and loop type space maintenance.  This 
procedure must be provided in accordance with the 
following guidelines: 

(I) This procedure is compensable for all primary 
molars where permanent successor is missing or where 
succedaneous tooth is more than 5mm below the crest 
of the alveolar ridge or where the successor tooth 
would not normally erupt in the next 12 months. 
(II) First primary molars are not allowed space 
maintenance if the second primary and first 
permanent molars are present and in cuspal 
interlocking occlusion regardless of the presence or 
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absence of normal relationship. 
(III) If there are missing posterior teeth 
bilaterally in the same arch, under the above 
guidelines, bilateral space maintainer is the 
treatment of choice. 
(IV) The teeth numbers shown on the claim should be 
those of the missing teeth. 
(V) Post-operative bitewing x-rays must be available 
for review. 
(VI) Bilateral band and loop space maintainer is 
allowed if member does not have eruption of the four 
mandibular anterior teeth in position or if sedation 
case that presents limitations to fabricate other 
space maintenance appliances. 

(ii) Lingual arch bar.  Payment is made for the 
services provided in accordance with the following: 

(I) Lingual arch bar is used when permanent incisors 
are erupted and the second (2nd) primary molar (K or 
T) is missing multiple missing teeth exist in the 
same arch. 
(II) The requirements are the same as for band and 
loop space maintainer. 
(III) Multiple missing upper anterior primary 
incisors may be replaced with the appliance to age 
64 years to prevent abnormal swallowing habits. 
(IV) Pre and post-operative x-rays must be 
available. 

(iii) Interim partial dentures.  This service is for 
anterior permanent tooth replacement or if the member 
is missing three or more posterior teeth to age 16 
years. 

(N) Analgesia. Analgesia services are reimbursable in 
accordance with the following:        

(i) Inhalation of nitrous oxide.  Use of nitrous oxide 
is compensable for four occurrences per year and is not 
separately reimbursable, if provided on the same date 
by the same provider as IV sedation, non-intravenous 
conscious sedation or general anesthesia.  The medical 
need for this service must be documented in the 
member's record.  This procedure is not covered when it 
is the dentist's usual practice to offer it to all 
patients. 
(ii) Non-intravenous conscious sedation. Non-
intravenous conscious sedation is not separately 
reimbursable, if provided on the same date by the same 
provider as analgesia, anxiolysis, inhalation of 
nitrous oxide, IV sedation or general anesthesia.  Non-
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intravenous conscious sedation is reimbursable when 
determined to be medically necessary for documented 
handicapped members, uncontrollable members or 
justifiable medical or dental conditions.  The report 
must detail the member's condition.  No services are 
reimbursable when provided primarily for the 
convenience of the member and /or the dentist, it must 
be medically necessary. 

(O) Pulp caps.  Indirect and direct pulp cap must be ADA 
accepted calcium hydroxide or Mineral Trioxide Aggregate 
materials, not a cavity liner, chemical used for dentinal 
hypersensitivity or adhesive. Indirect and direct pulp cap 
codes require specific narrative support addressing 
materials used, intent and reasons for use.  Application 
of chemicals used for dentinal hypersensitivity is not 
allowed as indirect or direct pulp cap.  Utilization of 
these codes is verified by post payment review. 
(P) SedativeProtective restorations. SedativeThis 
restorations restoration include removal of decay, if 
present, and are reimbursable for the same tooth on the 
same date of service with a direct or indirect pulp cap, 
if needed. These services are reimbursable for the same 
tooth on the same date of service.  Permanent restoration 
of the tooth is allowed after 3060 days unless the tooth 
becomes symptomatic and requires pain relieving treatment. 
(Q) History and physical.  Payment is made for services 
for the purpose of admitting a patient to a hospital for 
dental treatment. 
(R) Local anesthesia. This procedure is included in the 
fee for all services. 
(S) Smoking and Tobacco Use Cessation Counseling. Smoking 
and Tobacco Use Cessation Counseling is covered when 
performed utilizing the five intervention steps of asking 
the member to describe his/her smoking, advising the 
member to quit, assessing the willingness of the member to 
quit, assisting with referrals and plans to quit, and 
arranging for follow-up. Up to eight sessions are covered 
per year per individual who has documented tobacco use.  
It is a covered service when provided by physicians, 
physician assistants, nurse practitioners, nurse midwives, 
and Oklahoma State Health Department and FQHC nursing 
staff in addition to other appropriate services rendered.  
Chart documentation must include a separate note, separate 
signature, and the member specific information addressed 
in the five steps and the time spent by the practitioner 
performing the counseling.  Anything under three minutes 
is considered part of a routine visit. 
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(4) Pregnant Women. Dental coverage for this special   
population is provided regardless of age. 

(A) Proof of pregnancy is required (Refer to OAC 317:35-5-
6).  
(B) Coverage is limited to a time period beginning at the 
diagnosis of pregnancy and ending upon 60 days post 
partum. 
(C) In addition to dental services for adults, other 
services available include: 

(i) Comprehensive oral evaluation must be performed and 
recorded for each new member, or established member not 
seen for more than 24 months; 
(ii) Periodic oral evaluation as defined in OAC 317:30-
5-696(3)(B); 
(iii) Emergency examinations/limited oral evaluation.  
This procedure is not allowed within two months of an 
oral examination by the same provider for the same 
member, or if the member is under active treatment; 
(iv) Radiographs as defined in OAC 317:30-5-696(3)(D); 
(v) Dental prophylaxis as defined in OAC 317:30-5-
696(3)(F); 
(vi) Composite restorations: 

(I) Any permanent tooth that has an opened lesion 
seen on radiograph or that is a documented food trap 
will be deemed medically necessary for this program 
and will be allowed for all anterior teeth. 
(II) Class IOne and two surface posterior composite 
resin restorations are allowed in posterior teeth 
that qualify; 

(vii) Amalgam. Any permanent tooth that has an opened 
lesion that is a food trap will be deemed as medically 
necessary and will be allowed; and 
(viii) Analgesia. Analgesia services are reimbursable 
in accordance with OAC 317:30-5-696(3)(N). 

(D) Services requiring prior authorization (Refer to OAC 
317:30-5-698). 
(E) Periodontal scaling and root planing.  Required that 
50% or more of six point measurements be 5 millimeters or 
greater. This procedure is designed for the removal of 
cementum and dentin that is rough, and/or permeated by 
calculus or contaminated with toxins and microorganism and 
requires anesthesia and some soft tissue removal.Procedure 
is designed for the removal of calculus or tissue that is 
contaminated and requires anesthesia and some soft tissue 
removal. This procedure requires that each tooth have 30 
or more of the six point measurements 5 millimeters or 
greater, or have multiple areas of radiographic bone loss 
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and subgingival calculus and must involve two or more 
teeth per quadrant for consideration. This procedure is 
not allowed on members under age 10. This procedure is not 
allowed in conjunction with any other periodontal surgery.  

(5) Individuals eligible for Part B of Medicare. 
(A) Payment is made based on the member's coinsurance and 
deductibles. 
(B) Services which have been denied by Medicare as non-
compensable should be filed directly with the OHCA with a 
copy of the Medicare EOB indicating the reason for denial. 
 

317:30-5-697. Oral surgery procedures 
Surgical tooth extraction is also known as open or transalveolar 
tooth extraction. It is performed in those teeth which are 
damaged to such an extent that nothing is visible above the gum 
line or if the tooth is impacted in the bone or in the soft 
tissue. Tooth can’t be grasped with the forceps so dental 
surgeon will give an incision that is cut in the gums to move 
the tooth out of the bone. Some elective oral surgery procedures 
require a written report or treatment plan be reviewed by the 
OHCA Dental Consultant prior to surgery to determine if the 
service is within the scope of the Dental Program.  All oral 
surgeons may bill on the HCFA-1500 using CPT codes or the ADA 
dental claim form using the HCPCS, Level II, Dental codes. 

 
317:30-5-698. Services requiring prior authorization 
(a) Providers must have prior authorization for certain 
specified services before delivery of that service, unless the 
service is provided on an emergency basis (See OAC 317:30-5-
695(d)(2). Requests for dental services requiring prior 
authorization must be accompanied by sufficient documentation.  
X-rays, six point periodontal charting and comprehensive 
treatment plans are required. Study models and narratives may be 
requested by OHCA or representatives of OHCA.  If the quality of 
the supporting material is such that a determination of 
authorization cannot be made, the material is returned to the 
provider. Any new documentation must be provided at the 
provider's expense. Submitted documentation used to base a 
decision will not be returned. 
(b) Requests for prior authorization are filed on the currently 
approved ADA form. OHCA notifies the provider on the 
determination of prior authorization using OHCA Prior 
Authorization Request Decision form.  Prior authorized services 
must be billed exactly as they appear on the prior 
authorization.  Payment is not made for any services provided 
prior to receiving authorization except for the relief of pain. 
(c) Prosthodontic services provided to members who have become 
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ineligible mid-treatment are covered if the member was eligible 
for SoonerCare on the date the final impressions were made. 
(d) Listed below are examples of services requiring prior 
authorization for members under 21 and eligible ICF/MR 
residents. Minimum required records to be submitted with each 
request are right and left mounted bitewing x-rays and 
periapical films of tooth/teeth involved or the edentulous areas 
if not visible in the bitewings. X-rays must be submitted with 
x-ray film mounts and each film or print must be of good 
readablediagnostic quality.  X-rays must be identified by left 
and right sides with the tooth number and include date of 
exposure, member name, member ID, provider name, and provider 
ID.  All x-rays, regardless of the media, must be placed 
submitted together in the same envelope with a completed and 
signed comprehensive treatment plan that details all needed 
treatment at the time of examination, and a completed current 
ADA form requesting all treatments requiring prior 
authorization. The film, digital media or printout must be of 
sufficient quality to clearly demonstrate for the reviewer, the 
pathology which is the basis for the authorization request.  If 
radiographs are not taken, provider must include in narrative 
sufficient information to confirm diagnosis and treatment plan. 

(1) Endodontics. Root canal therapy is not considered an 
emergency procedure unless due to trauma to an anterior 
tooth. Pulpotomy may be performed for the relief of pain 
while waiting for the decision from the OHCA on request for 
endodontics 

(A) Anterior root canals. This procedurePrior 
authorization is required for members who have a treatment 
plan requiring more than fourtwo anterior and/or two 
posterior root canals.  Payment is made for services 
provided in accordance with the following: 

(i) Permanent teeth only numbered 6, 7, 8, 9, 10, 11, 
22, 23, 24, 25, 26 and 27 are eligible for therapy if 
there are no other missing teeth in the same arch 
requiring replacement, unless numbers 6 , 11 ,  22, or 
27 are abutments for prosthesis. 
(ii) Accepted ADA materials must be used. 
(iii) Pre and post-operative periapical x-rays must be 
available for review. 
(iv) Providers are responsible for any follow-up 
treatment required by a failed endodontically treated 
tooth within 24 months post completion. 
(v) A tooth will not be approved if it appears there is 
not adequate natural tooth structure remaining to 
establish good tooth/restorative margins or if crown to 
root ratio is poor. 
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(vi) An endodontic procedure may not be approved if the 
tooth requires a post and core to retain a crown. 
(vii) If there are three or more missing teeth in the 
arch that requires replacement, root therapy will not 
be authorized. 

(B) Posterior endodontics. The guidelines for this 
procedure are as follows: 

(i) The provider documents that the member has improved 
oral hygiene and flossing ability in this member's 
records. 
(ii) Teeth that would require pre-fabricated post and 
cores to retain a restoration due to lack of natural 
tooth structure should not be treatment planned for 
root canal therapy. 
(iii) Pre and post operativepost-operative periapical 
x-rays must be available for review. 
(iv) Providers are responsible for any follow-up 
treatment required by a failed endodontically treated 
tooth within 24 months post completion. 
(v) A tooth will not be approved if it appears there is 
not adequate natural tooth structure remaining to 
establish good tooth/restorative margins or if there is 
a poor crown to root ratio or weakened root furcation 
area. Approval of second molars is contingent upon 
proof of medical necessity. 
(vi) Only ADA accepted materials are acceptable under 
the OHCA policy. 
(vii) Posterior endodontic procedure is limited to a 
maximum of five teeth.  A request may not be approved 
if the tooth requires a post and core in order to 
present adequate structure to retain a crown. 
(viii) Endodontics will not be considered if: 

(I) there are missing teeth in the same arch 
requiring replacement; 
(II)(I) an opposing tooth has super erupted; 
(III)(II) loss of tooth space is one third or 
greater; 
(IV)(III) opposing second molars are involved unless 
prior authorized; or 
(V)(IV) the member has multiple teeth failing due to 
previous inadequate root canal therapy or follow-up. 

(ix) Endodontically treated teeth must be restored to 
limited occlusal function and all contours must be 
replaced.  Core build-up code is only available for use 
if other restorative codes are not sufficient.  These 
teeth will not be approved for a crown if it appears 
the apex is not adequately sealed. 
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(x) a failing root canal is determined not medically 
necessary for re-treatment. 

(2) Crowns for permanent teeth. Crowns are compensable for 
restoration of natural teeth for members who are 16 years of 
age or older and adults residing in private Intermediate Care 
Facilities for the Mentally Retarded(ICF/MR) and who have 
been approved for (ICF/MR) level of care.  Certain criteria 
and limitations apply. 

(A) The following conditions must exist for approval of 
this procedure. 

(i) The tooth must be decayed to such an extent to 
prevent proper cuspal or incisal function. 
(ii) The clinical crown is fractured or destroyed by 
one-half or more. 
(iii) Endodontically treated teeth must have three or 
more surfaces restored or lost due to carious activity 
to be considered. 

(B) The conditions listed in (A)(i) through (A)(iii) of 
this paragraph should be clearly visible on the submitted 
x-rays when a request is made for any type of crown. 
(C) Routine build-up(s) for authorized crowns are included 
in the fee for the crown. Non authorized restorative codes 
may be used if available.  
(D) A crown will not be approved if adequate tooth 
structure does not remain to establish cleanable margins, 
there is invasion of the biologic width, poor crown to 
root ratio, or the tooth appears to retain insufficient 
amounts of natural tooth structure.  Cast dowel cores are 
not allowed for molar or pre-molar teeth. 
(E) Preformed post(s) and core build-up(s) are not 
routinely provided with crowns for endodontically treated 
teeth. 
(F) Provider is responsible for replacement or repair of 
all crowns if failure is caused by poor laboratory 
processes or procedure by provider for 48 months post 
insertion. 

(3) Cast frame partial dentures. This appliance is the 
treatment of choice for replacement of three or more missing 
anterior permanent teeth; two or more missing posterior teeth 
in the same arch for members 16 through 20 years of age.  
Provider must indicate which teeth tooth number towill be 
replaced and teeth to be clasped. Members must have excellent 
oral hygiene documented for at least 18 months in the 
requesting provider’s records and submitted with prior 
authorization request to be considered. Provider is 
responsible for any needed follow up for a period of two 
years post insertion.  
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(4) Acrylic partial. This appliance is the treatment of 
choice for replacement of missing anterior permanent teeth or 
three or more missing teeth in the same arch for members 12 
through 16 years of age. and adults residing in private 
Intermediate Care Facilities for the Mentally Retarded 
(ICF/MR) and who have been approved for ICF/MR level of care.  
Provider must indicate tooth numbers to be replaced and teeth 
to be clasped. This appliance includes all necessary clasps 
and rests.  
(5) Occlusal guard. Narrative of clinical findingsmedical 
necessity must be sent with prior authorization request. 
Model should not be made or sent unless requested. 
(6) Fixed cast non-precious metal or porcelain/metal bridges. 
Only members 17 through 20 years of age where the bitewill be 
considered for this treatment relationship precludes the use 
of removable partial dentures are considered. Destruction of 
healthy teeth to replace a single missing tooth is not 
considered medically necessary. Members must have excellent 
oral hygiene documented for at least 18 months in the 
requesting provider's records and submitted with prior 
authorization request to be considered. Provider is 
responsible for any needed follow up until member loses 
eligibility for a period of five years post insertion. 
(7) Periodontal scaling and root planing. This procedure 
requires that 50% or more of the six point measurements be 
five millimeters or greater and must involve two or more 
teeth per quadrant for consideration.  This procedure is 
allowed on members 12 to 20 years of age and requires 
anesthesia and some soft tissue removal.  The procedure is 
not allowed in conjunction with any other periodontal 
surgery.  Allowance may be made for submission of required 
authorization data post treatment if the member has a medical 
or emotional problem that requires sedation.Procedure is 
designed for the removal of calculus or tissue that is 
contaminated and requires anesthesia and some soft tissue 
removal. This procedure requires that each tooth have 3 or 
more of the six point measurements 5 millimeters or greater, 
or have multiple areas of radiographic bone loss abd 
subgingival calculus and must involve two or more teeth per 
quadrant for consideration. This procedure is not allowed on 
members under the age 10. This procedure is not allowed in 
conjunction with any other periodontal surgery.    
(8)  Additional prophylaxis.  The OHCA recognizes that 
certain physical conditions require more than two 
prophylaxes.  The following conditions may qualify a member 
for one additional prophylaxis per year: 

(A) dilantin hyperplasia; 
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(B) cerebral palsy; 
(C) intellectual disabilities; 
(D) juvenile periodontitis. 
 

317:30-5-699. Restorations 
(a) Use of posterior composite resins.  Payment is not made for 
certain restorative services when posterior composite resins are 
used in restorations involving: 

(1) replacement of any occlusal cusp or 
(2) sub-gingival margins 

(b) Utilization parameters. The Oklahoma Health Care Authority 
utilization parameters allow only one permanent restorative 
service to be provided per tooth per 18 months. Additional 
restorations may be authorized upon approval of OHCA in cases of 
trauma. Teeth receiving a restoration are eligible within three 
months for consideration of single crown if endodontically 
treated. Providers must document use of rubber dam isolation in 
daily treatment progress notes.  The provider is responsible for 
follow-up or any required replacement of a failed restoration, 
if the member is currently SoonerCare eligible. Fees paid for 
the original restorative services may be recouped if any 
additional treatments are required on the same tooth by a 
different provider within 12 months due to defective restoration 
or recurrent decay. If it is determined by the Dental Director 
that a member has received poorly rendered or insufficient 
treatment from a provider, the Dental Director may prior 
authorize corrective procedures by a second provider. 
(c) Coverage for dental restorations. Restoration of incipent 
lesions is not considered medically necessary treatment.  Any 
diagnosis not supported by radiographs requires documentation of 
the medical need on which the diagnosis was made.  Services for 
dental restorations are covered as follows: 

(1) If the mesial occlusal pit and the distal occlusal pit on 
an upper molar tooth are restored at the same appointment, 
this is a one surface restoration. 
(2) If any two separate surfaces on a posterior tooth are 
restored at the same appointment, it is a two surface 
restoration. 
(3) If any three separate surfaces on a posterior tooth are 
restored at the same appointment, it is a three surface 
restoration. 
(4) If the mesial, distal, facial and/or lingual of an upper 
anterior tooth is restored at the same appointment, this is a 
four surface restoration. 
(5) If any two separate surfaces on an anterior tooth are 
restored at the same appointment, it is a two surface 
restoration. 
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(6) If any three separate surfaces on an anterior tooth are 
restored at the same appointment, it is a three surface 
restoration. 
(7) An incisal angle restoration is defined as one of the 
angles formed by the junction of the incisal and the mesial 
or distal surface of an anterior tooth.  If any of these 
surfaces are restored at the same appointment, even if 
separate, it is considered as a single incisal angle 
restoration. 
(8) When four or more separate surfaces on a posterior tooth 
are restored at the same appointment it is a four surface 
restoration. 
(9) Wide embrasure cavity preparations do not become extra 
surfaces unless at least one half of cusp or surface is 
involved in the restoration.  An MODFL restoration would have 
to include the mesial-occlusal-distal surfaces as well as 
either the buccal groove pit or buccal surface or at least 
one half the surface of one of the buccal cusps.  The same 
logic applies for the lingual surface. 

(d) Sedative restorations.  Sedative restorations include 
removal of decay, if present, and direct or indirect pulp cap, 
if needed.  These two codes are the only codes that may be used 
for the same tooth on the same date of service.  Permanent 
restoration of the tooth is allowed after 30 days unless the 
tooth becomes symptomatic and requires pain relieving treatment. 
(e) Pulp caps.  Indirect and direct pulp cap must be ADA 
accepted materials, not a cavity liner.  Indirect pulp cap code 
requires specific narrative support addressing materials used, 
intent and reasons for use. Application of chemicals used for 
dentinal hypersensitivity is not allowed as indirect pulp cap. 
Utilization of these codes are verified on a post payment 
review. 
 
317:30-5-700. Orthodontic services 
(a) In order to be eligible for SoonerCare Orthodontic services, 
members must be referred through a primary care dentist; a 
member can receive a referral from a primary care dentist to the 
orthodontist only after meeting the following: 

(1) the member has had a caries free initial visit; or 
(2) has all decayed areas restored and has received a six 
month hygiene evaluation indicating the member 
remainsremained caries free for six months; and 
(3) has demonstrated competency in maintaining an appropriate 
level of oral hygiene. 

(b) Member with cleft palate can be referred directly by their 
treating physician without a dental referral and are exempt from 
above requirements.  
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(c) The Oklahoma SoonerCare Orthodontic Program limits 
orthodontic services to handicapping malocclusions determined to 
be severe enough to warrant medically necessary treatment.  The 
orthodontic provider has the ability to determine if members may 
qualify with a visual screening.  Diagnostic record accumulation 
and/or submission should only occur for members with high 
potential for acceptance.  These orthodontic services include 
the following: 

(1) a handicapping malocclusion, as measured on the 
Handicapping Labio-Lingual Deviation Index (HLD) with a 
minimum score of 30;  
(2) any classification secondary to cleft palate or other 
maxillofacial deformity; 
(3) if a single tooth or anterior crossbite is the only 
medical need finding, service will be limited to interceptive 
treatment;  
(4) fixed appliances only; and 
(5) permanent dentition with the exception of cleft defects.  

(d) Reimbursement for Orthodontic services is limited to 
authorized general dentists and orthodontists: 

(1) Orthodontists, or 
(2) General or Pediatric dental practitioners who have 
completed at least 200 certified hours of continuing 
education in the field of orthodontics practice and submit 
for review at least 25 successfully completed comprehensive 
cases. Of these 25 comprehensive cases, ten or more must be 
extraction cases. An applicant for this certification must 
practice in an OHCA deemed under served area. The 
comprehensive cases submitted should be of a complexity 
consistent with type of handicapping Malocclusion likely to 
be treated in the SoonerCare program.  

(A) Cases submitted must include at least one of each of 
the following types: 

(i) deep overbite where multiple teeth are impinging 
upon the soft tissue of the palate; 
(ii) impacted canine or molar requiring surgical 
exposure; 
(iii) bilateral posterior crossbite requiring fixed 
rapid palatal expansion; and  
(iv) skeletal class II or III requiring orthognathic 
surgery.  

(B) As with all dental or orthodontia treatment performed 
and reimbursed by SoonerCare, all pre and post orthodontic 
records must be available for review. 
(C) The Oklahoma Health Care Authority requires all 
General dentists providing comprehensive orthodontic care 
to submit a copy of the Oklahoma Board of Dentistry 
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continuing education report and verification that at least 
20 continuing education hours in the field of orthodontics 
has been completed per reporting period. All verification 
reports must be submitted to OHCA Dental unit every three 
years, no later than August 30. In addition, verification 
of adequate progress for all active orthodontic cases will 
be reviewed by the OHCA Dental Unit upon completion of 24 
months of therapy. 

(e) The following limitations apply to orthodontic services: 
(1) Cosmetic orthodontic services are not a covered benefit 
of the SoonerCare Program and no requests should be 
submitted; 
(2) All orthodontic procedures require prior authorization 
for payment; 
(3) Prior authorization for orthodontic treatment is not a 
notification of the member's eligibility and does not 
guarantee payment.  Payment for authorized services depends 
on the member's eligibility at the beginning of each 
treatment year;. Treatment year is determined by date of 
banding; 
(4) The member must be SoonerCare-eligible and under 18 years 
of age at the time the request for prior authorization for 
treatment is received by the OHCA.  Services cannot be added 
or approved after eligibility has expired:. 

(A) Members receive a permanent Medical Identification 
Card;  
(B) It is the orthodontist's responsibility to verify that 
the member has current SoonerCare eligibility and the date 
of birth indicates the member is under age 18. 

(f) Orthodontic services are an elective procedure.  The 
orthodontist must interview the prospective member as to his/her 
understanding of and willingness to cooperate fully in a lengthy 
treatment program. 
(g) The interview information is unavailable to OHCA except 
through the provider's recommendation of treatment.  The 
interview process for OHCA members is equivalent to that of 
private pay patients. 
(h) Providers are not obligated to accept a member when it 
appears that the member will not cooperate in the orthodontic 
hygiene treatment program, does not return to the general 
dentist for preventive visits or is not willing to keep 
eligibility for SoonerCare current. 
 
317:30-5-700.1. Orthodontic prior authorization  
(a) The following records and documentation, plainly labeled 
with the member's full name, recipient identification number 
(RID), and the orthodontist's name are required for prior 
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authorization of orthodontic services and must be submitted to 
the Dental Unit of the OHCA when the member has a total score of 
not less than 30 points or meets other eligibility criteria in 
paragraph (d). 

(1) Completed currently approved ADA dental claim form; 
(2) Complete and scored Handicapping Labio-Lingual Deviations  
Index with Diagnosis of Angle's classification; 
(3) Detailed description of any oral maxillofacial anomaly; 
(4) Estimated length of treatment;  
(5) Intraoral photographs showing teeth in centric occlusion 
and/or photographs of trimmed anatomically occluded 
diagnostic casts.  A lingual view of casts may be included to 
verify impinging overbites;   
(6) Cephalometric x-rays with tracing, and panoramic film, 
with a request for prior authorization of comprehensive 
orthodontic treatment; 
(7) If diagnosed as a surgical case, submit an oral surgeon's 
written opinion that orthognathic surgery is indicated and 
the surgeon is willing to provide this service; 
(8) Additional pertinent information as determined necessary 
by the orthodontist or as requested by the OHCA. 

(b) All images, x-rays, and required documentation must be 
submitted in one package.  OHCA is not responsible for lost or 
damaged materials. 
(c) All records and documentation submitted in a request for 
prior authorization for orthodontic treatment are reviewed by 
the OHCA Orthodontic Consultant for compensability and length of 
treatment. Any documentation on which a decision is made will 
not be returned. 
(d) Some children not receiving a minimum score of 30 on the 
Handicapping Labio-Lingual Deviation Index (HLD) may have other 
conditions to be considered.  In the event an orthodontist 
believes there are other medical, social, or emotional 
conditions impacting the general health of the child, he/she 
refers to the conditions listed on the EPSDT exception section 
found on the HLD.  The following guidelines and restrictions 
apply to other conditions: 

(1) Other medical, social, or emotional conditions are 
limited to those conditions that affect the medical, social 
or emotional function of the child.(2) Other medical, social, 
or emotional conditions are not  scored if the sole condition 
sought to be improved is the cosmetic appearance of the 
child. 
(3) Such other medical, social, or emotional conditions must 
be demonstrated by objective evidence such as supported 
documentation outside the child's immediate family (i.e., a 
child's teacher, primary care physician, behavioral health 
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provider, school counselor). 
(4) Objective evidence must be submitted with the HLD. 
(5) When such other medical, social, or emotional conditions 
are reflected on the HLD, the OHCA Orthodontic Consultant 
must review the data and use his or her professional judgment 
to score the value of the conditions. 
(6) The OHCA Orthodontic Consultant may consult with and 
utilize the opinion of the orthodontist who completes the 
form. 

(e) If it is determined that the malocclusion is not severe 
enough to warrant medically necessary orthodontic services or 
the member's age precludes approval, a computer generated notice 
is issued to the provider and member with notice of the denial, 
the reason for the denial, and appeal rights (see OAC 317:2-1 
for grievance procedures and process). 
(f) Orthodontic treatment and payment for the services are 
approved within the scope of SoonerCare.  If orthodontic 
treatment is approved, a computer generated notice is issued 
authorizing the first year of treatment. 

(1) Approval of orthodontic treatment is given in accordance 
with the following: 

(A) Authorization for the first year includes the 
placement of appliances, arch wires, and a minimum of six 
adjustments. It is expected that orthodontic members be 
seen every four to eight weeks for the duration of active 
treatment. 
(B) Subsequent adjustments will be authorized in one year 
intervals and the treating orthodontist must provide a 
comprehensive progress report at the 24 month interval. 
(C) All approved treatment is included on the original 
prior authorization and will include the total payment for 
that treatment year. 

(2) Claim and payment are made as follows: 
(A) Payment for the first year ofcomprehensive treatment 
includes the banding, wires, and adjustments as well as 
all ancillary services, including the removal of 
appliances, and the construction and placing of retainers. 
(B) Payment is not made for comprehensive treatment beyond 
36 months. 

(g) If the member moves from the geographic area or shows a need 
to change their provider, then the provider who received the 
yearly payment is financially responsible until completion of 
that member's orthodontic treatment for the current year. 
(h) If the provider who received yearly payment does not agree 
to be financially responsible, then the Oklahoma Health Care 
Authority will recoup funds paid for the member's orthodontic 
treatment. 
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(i) All orthodontic services are subject to post-utilization 
review.  This review may include a request by the OHCA to submit 
medical documentation necessary to complete the review.  After 
review is completed, these materials are returned to the 
orthodontist. 
(j) Study models must be diagnostic and meet the following 
requirements: 

(1) Study models must be properly poured and adequately 
trimmed without large voids or positive bubbles present. 
(2) Centric occlusion must be clearly indicated by pencil 
lines on the study models, making it possible to occlude the 
teeth on the models in centric occlusion. 
(3) 3-D model images are preferred. 
(4) Study models not in compliance with the above described 
diagnostic guidelines are not accepted.  The provider may 
send new images that meet these requirements.  If the 
provider does not respond, the request for treatment is 
denied. 
(5) All measurements are made or judged on the basis of 
greater than or more than the minimal criteria.  Measurement, 
counting, recording, or consideration is performed only on 
teeth that have erupted and may be seen on the study models. 
 

 
317:30-5-704. Billing instructions 
(a) HCPCS Codes.  The Oklahoma Health Care Authority utilizes 
the Medicare Level II HCPCS Codes.  All claim submissions must 
be in compliance with this coding system. 
(b) Prior authorization. Where applicable, the appropriate 
surface and tooth number must be included on the claim. 
(c) X-rays. X-raysAny type of film or prints submitted with the 
claim form cannotwill not be returned. Those submitted with a 
request for prior authorization will be returned. All x-rays 
must be dated, mounted and have patient's name, recipient 
identification number (RID), provider name and provider number. 
 
317:30-5-705. Billing 

Billing for dental services may be submitted on the currently 
approved version of the American Dental Association (ADA) claim 
form is done on the claim form developed by the American Dental 
Association. Paper claims must be submitted on the currently 
approved version of the ADA Claims forms. Electronic submission 
must be made on the HIPPA compliant Form 837D. 
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE 

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES 
PART 9. LONG TERM CARE FACILITIES 

 
 
317:30-5-133.3. Nursing Home Ventilator-Dependent and 
Tracheostomy Care Services  
(a) Admission is limited to ventilator-dependent and/or 
qualified tracheostomy residents. 
(b) The ventilator-dependent resident and/or qualified 
tracheostomy resident must meet the current nursing facility 
level of care criteria. (Refer to OAC 317:30-5-123.) 
(c) All criteria must be present in order for a resident to be 
considered ventilator-dependent: 

(1) The resident is not able to breathe without a volume with 
a backup. 
(2) The resident must be medically dependent on a ventilator 
for life support 6 hours per day, seven days per week. 
(3) The resident has a tracheostomy. 
(4) The resident requires daily respiratory therapy 
intervention (i.e., oxygen therapy, tracheostomy care, 
physiotherapy or deep suctioning). These services must be 
available 24 hours a day. 
(5) The resident must be medically stable and not require 
acute care services. A Registered Nurse or Licensed Practical 
Nurse must be readily available and have primary 
responsibility of the unit at all times. 

(d) The resident will also be considered ventilator-dependent if 
all of the above requirements were met at admission but the 
resident is in the process of being weaned from the ventilator. 
This excludes residents who are on C-PAP or Bi-PAP devices only. 
(e) All criteria must be present in order for a resident to be 
considered as tracheostomy care qualified: 

(1) The resident is not able to breathe without the use of a 
tracheostomy. 
(2) The resident requires daily respiratory therapy 
intervention (i.e., oxygen therapy, tracheostomy care, chest 
physiotherapy, or deep suctioning). These services must be 
available 24 hours a day. 
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(3) A Registered Nurse or Licensed Practical Nurse must be 
readily available and have primary responsibility of the 
unit. 

(f) Not withstanding the foregoing, a ventilator-dependent or 
qualified tracheostomy resident who is in the process of being 
weaned from ventilator dependence or requiring qualified 
tracheostomy treatment shall continue to be considered a 
qualified resident until the weaning process is completed.  
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 

CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE 
SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES 

PART 5. PHARMACIES 
 
 
317:30-5-70.3. Prescriber identification numbers 
(a) Pharmacies must use the prescriber's National Provider 
Identification (NPI) number to identify the prescribing 
provider.   
(b) To comply with Federal law, Claimsclaims for covered over-
the-counter products maymust be prescribed by a health care 
professional with prescriptive authority. The claim should be 
submitted using the prescriber name "OTC"and NPI number 
referenced on the OHCA's public website. 
 
317:30-5-72. Categories of service eligibility 
(a) Coverage for adults. Prescription drugs for categorically 
needy adults are covered as set forth in this subsection. 

(1) With the exception of (2) and (3) of this subsection, 
categorically needy adults are eligible for a maximum of six 
covered prescriptions per month with a limit of two brand 
name prescriptions. A prior authorization may be granted for 
a third brand name if determined to be medically necessary by 
OHCA and if the member has not already utilized their six 
covered prescriptions for the month.  
(2) Subject to the limitations set forth in OAC 317:30-5-
72.1, OAC 317:30-5-77.2, and OAC 317:30-5-77.3, exceptions to 
the six medically necessary prescriptions per month limit 
are: 

(A) unlimited monthly medically necessary prescriptions 
for categorically related individuals who are residents of 
Nursing Facilities or Intermediate Care Facilities for the 
Mentally Retarded; and 
(B) seven additional medically necessary prescriptions 
which are generic products per month to the six covered 
under the State Plan are allowed for adults receiving 
services under the  1915(c) Home and Community Based 
Services Waivers. Medically necessary prescriptions beyond 
the two brand name or thirteen total prescriptions will be 
covered with prior authorization. 

(3) Drugs exempt from the prescription limit include:  
Antineoplastics, anti-retroviral agents for persons diagnosed 
with Acquired Immune Deficiency Syndrome (AIDS) or who have 
tested positive for the Human Immunodeficiency Virus (HIV), 
certain prescriptions that require frequent laboratory 
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monitoring, birth control prescriptions, over the counter 
contraceptives, hemophilia drugs, compensable smoking 
cessation products, low-phenylalanine formula and amino acid 
bars for persons with a diagnosis of PKU, certain carrier or 
diluent solutions used in compounds (i.e. sodium chloride, 
sterile water, etc.), and drugs used for the treatment of 
tuberculosis.  For purposes of this Section, exclusion from 
the prescription limit means claims filed for any of these 
prescriptions will not count toward the prescriptions allowed 
per month. 

(b) Coverage for children. Prescription drugs for SoonerCare 
eligible individuals under 21 years of age are not limited in 
number per month, but may be subject to prior authorization, 
quantity limits or other restrictions. 
(c) Individuals eligible for Part B of Medicare. Individuals 
eligible for Part B of Medicare are also eligible for the 
Medicare Part D prescription drug benefit. Coordination of 
benefits between Medicare Part B and Medicare Part D is the 
responsibility of the pharmacy provider. The SoonerCare pharmacy 
benefit does not include any products which are available 
through either Part B or Part D of Medicare. 
(d) Individuals eligible for a prescription drug benefit through 
a Prescription Drug Plan (PDP) or Medicare Advantage - 
Prescription Drug (MA-PD) plan as described in the Medicare 
Modernization Act (MMA) of 2003. Individuals who qualify for 
enrollment in a PDP or MA-PD are specifically excluded from 
coverage under the SoonerCare pharmacy benefit. This exclusion 
applies to these individuals in any situation which results in a 
loss of Federal Financial Participation for the SoonerCare 
program. The exclusion will become effective January 1, 2006, or 
the date Medicare Part D is implemented for dual eligible 
individuals, whichever is later.  This exclusion shall not apply 
to items covered at OAC 317:30-5-72.1(2) unless those items are 
required to be covered by the prescription drug provider in the 
MMA or subsequent federal action. 
 
317:30-5-77. Brand necessary certification 
(a) When a product is available in both a brand and generic 
form, a prior authorization is required before the branded 
product may be dispensed.  The prescribing provider must certify 
the brand name drug product is medically necessary for the well 
being of the patient, otherwise a generic must be substituted 
for the name brand product. 

(1) The certification must be written in the physician's or 
other prescribing provider's handwriting. 
(2) Certification must be written directly on the 
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prescription blank or on a separate sheet which is attached 
to the original prescription. 
(3) A standard phrase indicating the need for a specific 
brand is required.  The OHCA recommends use of the phrase 
"Brand Necessary". 
(4) It is unacceptable to use a printed box on the 
prescription blank that could be checked by the physician to 
indicate brand necessary, or to use a hand-written statement 
that is transferred to a rubber stamp and then stamped onto 
the prescription blank. 
(5) If a physician phones a prescription to the pharmacy and 
indicates the need for a specific brand, the physician should 
be informed of the need for a handwritten certification.  The 
pharmacy can either request that the certification document 
be given to the patient who then delivers it to the pharmacy 
upon receipt of the prescription, or request the physician 
send the certification through the mail. 

(b) The Brand Necessary Certification applies to CMS Federal 
Upper Limit and State Maximum Allowable Cost (SMAC) products. 
(c) For certain narrow therapeutic index drugs, a prior 
authorization will not be required.  The DUR Board will select 
and maintain the list of narrow therapeutic index drugs. 
(d) Indian Health Services, Tribal Programs, and Urban Indian 
Clinics (I/T/U) facilities are exempt from prior authorization 
requirements for brand name drugs. 
 
317:30-5-77.3. Product-Based Prior Authorization 
(a) The Oklahoma Health Care Authority utilizes a prior 
authorization system subject to their authority under 42 U.S.C. 
1396r-8 and 63 O.S.  5030.3(B).  The prior authorization program 
is not a drug formulary which is separately authorized in 42 
U.S.C 1396r-8.  Drugs are placed into two or more tiers based on 
similarities in clinical efficacy, side-effect profile and cost-
effectiveness after recommendation by the Drug Utilization 
Review Board and approved by the OHCA Board of Directors 
approval.  Drugs placed in tier number one generally require no 
prior authorization.  Drugs placed in any tier other than tier 
number one may require prior authorization. 

(1) Three general exceptions exist to the requirement of 
prior authorization: 

(A) inadequate response to one or more tier one products, 
(B) a clinical exception for a certain product in the 
particular therapeutic category, or 
(C) the manufacturer or labeler of a product may opt to 
participate in the state supplemental drug rebate program 
to move a product from a higher tier to a lower tier which 
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will remove or reduce the prior authorization requirement 
for that product. 

(i) After a drug or drug category has been added to the 
Prior Authorization program, OHCA or its contractor may 
establish a cost-effective benchmark value for each 
therapeutic category or individual drug. The benchmark 
value may be calculated based on an average cost, an 
average cost per day, a weighted average cost per day 
or any other generally accepted economic formula.  A 
single formula for all drugs or drug categories is not 
required. Supplemental rebate offers from manufacturers 
which are greater than the minimum required 
supplemental rebate will be accepted and may establish 
a new benchmark rebate value for the category. 
(ii) Manufacturers of products assigned to tiers number 
two and higher may choose to pay a supplemental rebate 
to the state in order to avoidremove or reduce a prior 
authorization requirement on their product or products 
assigned to the higher tier. 
(iii) Supplemental rebate agreements shall be in effect 
for one year and may be terminated at the option of 
either party with a 60 day notice.  Supplemental rebate 
agreements are subject to the approval of CMS. 
Termination of a Supplemental Rebate agreement will 
result in the specific product reverting to the 
previously assigned higher tier in the PBPA program. 
(iv) The supplemental unit rebate amount for a tier two 
or higher product will be calculated by subtracting the 
federal rebate amount per unit from the benchmark 
rebate amount per unit. 
(v) Supplemental rebates will be invoiced concurrent 
with the federal rebates and are subject to the same 
terms with respect to payment due dates, interest, and 
penalties for non-payment as specified at 42 U.S.C. 
Section 1396r-8. All terms and conditions not 
specifically listed in federal or state law shall be 
included in the supplemental rebate agreement as 
approved by CMS. 
(vi) Drugs or drug categories which are not part of the 
Product Based Prior Authorization program as outlined 
in 63 O.S. Section 5030.5 may be eligible for 
supplemental rebate participation. The OHCA Drug 
Utilization Review Board shall determinerecommend 
supplemental rebate eligibility for drugs or drug 
categories after considering clinical efficacy, side 
effect profile, cost-effectiveness and other applicable 
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criteria. 

(2) All clinical exceptions are recommended by the Drug 
Utilization Review Board and demonstrated by documentation 
sent by the prescribing physician and/or pharmacist. 

(b) Additional therapeutic categories of drugs will be subject 
to subsection (a) of this Section if recommended by the Drug 
Utilization Review Board, considered by the Medical Advisory 
Committee and approved by the OHCA Board. 
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 
  CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS 

AND CHILDREN-ELIGIBILITY 
SUBCHAPTER 18. PROGRAMS OF ALL-INCLUSIVE CARE FOR THE ELDERLY 

 
 
317:35-18-5. Eligibility criteria 
(a) To be eligible for participation in PACE, the applicant 
must: 

(1) meet categorical relationship to disability (reference 
OAC 317:35-5-4); 
(2) meet medical and financial criteria for the ADvantage 
program (reference OAC 317:35-17-2, 317:35-17-10, and 317:35-
17-11); 
(3)(1) be age 55 years or older  
(4)(2) live in a PACE service area; 
(3) be determined by the state to meet nursing facility level 
of care. 
(5)(4) be determined by the PACE Interdisciplinary team as 
able to be safely served in the community at the time of 
enrollment. If the PACE provider denies enrollment because 
the IDT determines that the applicant cannot be served safely 
in the community, the PACE provider must: 

(A) notify the applicant in writing of the reason for the 
denial; 
(B) refer the applicant to alternative services as 
appropriate; 
(C) maintain supporting documentation for the denial and 
notify CMS and OHCA of the denial and make the supporting 
documentation available for review; and 
(D) advise the applicant orally and in writing of the 
grievance and appeals process. 

(b) To be eligible for SoonerCare capitated payments, the 
individual must: 

(1) meet categorical relationship to disability (reference 
OAC 317:35-5-4). 
(1)(2)be eligible for Title XIX services if institutionalized 
as determined by the Oklahoma Department of Human Services; 
(2)(3) be eligible for SoonerCare State Plan services; 
(3)(4) be meet the same financial eligibleeligibility 
criteria as set forth for the SoonerCare Advantage program 
per OAC 317:35-17-3OAC 317:35-17-10 and 317:30-35-17-5 
317:30-17-11.;and 
(5) meet appropriate medical eligibility criteria. 

(c) Medical determination of Eligibility. The nurse designee 
makes the medical determination utilizing professional judgment, 
the Uniform Comprehensive Assessment Tool (UCAT) I, Part III, 
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and other available medical information.  
(1) When PACE services are requested: 

(A) The PACE nurse or OKDHS nurse is responsible for 
completing the UCAT assessment. 
(B) The PACE intake staff is responsible for aiding the 
PACE enrollee in contacting OKDHS to initiate the 
financial eligibility application process. 

(2) The nurse completes the UCAT, Part III visit with the 
PACE enrollee within 10 days of receipt of the referral for 
PACE services. 
(3) The nurse sends the UCAT, Part III to the designated OHCA 
nurse staff member for review and level of care 
determination.  
(4) A new medical level of care determination may be required 
when a member requests any of the following changes in 
service programs: 

(A) From PACE to Advantage. 
(B) From Pace to State Plan Personal Care Services. 
(C) From Nursing Facility to PACE. 
(D) From Advantage to PACE if previous UCAT was completed 
more than 6 months prior to member requesting PACE 
enrollment.   

(c)(d) To obtain and maintain eligibility, the individual must 
agree to accept the PACE providers and its contractors as the 
individual's only service provider.  The individual may be held 
financially liable for services received without prior 
authorization except for emergency medical care. 
 
317:35-18-6. PACE Program benefits 
(a) The PACE program offers a comprehensive benefit plan. A 
provider agency must provide a participant all the services 
listed in 42 CFR 460.92 that are approved by the IDT.  The PACE 
benefit package for all participants, regardless of the source 
of payment, must include but is not limited to the following: 

(1) All SoonerCare-covered services, as specified in the 
State's approved SoonerCare plan. 
(2) Interdisciplinary assessment and treatment planning. 
(3) Primary care, including physician and nursing services. 
(4) Social work services. 
(5) Restorative therapies, including physical therapy, 
occupational therapy, and speech-language pathology services. 
(6) Personal care and supportive services. 
(7) Nutritional counseling. 
(8) Recreational therapy. 
(9) Transportation. 
(10) Meals. 
(11) Medical specialty services including, but not limited to 
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the following: 
(A) Anesthesiology. 
(B) Audiology. 
(C) Cardiology. 
(D) Dentistry. 
(E) Dermatology. 
(F) Gastroenterology. 
(G) Gynecology. 
(H) Internal medicine. 
(I) Nephrology. 
(J) Neurosurgery. 
(K) Oncology. 
(L) Ophthalmology. 
(M) Oral surgery. 
(N) Orthopedic surgery. 
(O) Otorhinolaryngology. 
(P) Plastic surgery. 
(Q) Pharmacy consulting services. 
(R) Podiatry. 
(S) Psychiatry. 
(T) Pulmonary disease. 
(U) Radiology. 
(V) Rheumatology. 
(W) General surgery. 
(X) Thoracic and vascular surgery. 
(Y) Urology. 

(12) Laboratory tests, x-rays and other diagnostic 
procedures. 
(13) Drugs and biologicals. 
(14) Prosthetics, orthotics, durable medical equipment, 
corrective vision devices, such as eyeglasses and lenses, 
hearing aids, dentures, and repair and maintenance of these 
items. 
(15) Acute inpatient care, including the following: 

(A) Ambulance. 
(B) Emergency room care and treatment room services. 
(C) Semi-private room and board. 
(D) General medical and nursing services. 
(E) Medical surgical/intensive care/coronary care unit. 
(F) Laboratory tests, x-rays and other diagnostic 
procedures. 
(G) Drugs and biologicals. 
(H) Blood and blood derivatives. 
(I) Surgical care, including the use of anesthesia. 
(J) Use of oxygen. 
(K) Physical, occupational, respiratory therapies, and 
speech-language pathology services. 
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(L) Social services. 
(16) Nursing facility care including: 

(A) Semi-private room and board; 
(B) Physician and skilled nursing services; 
(C) Custodial care; 
(D) Personal care and assistance; 
(E) Drugs and biologicals; 
(F) Physical, occupational, recreational therapies, and 
speech-language pathology, if necessary; 
(G) Social services; and 
(H) Medical supplies and appliances. 

(17) Other services determined necessary by the 
interdisciplinary team to improve and maintain the 
participant's overall health status. 

(b) The following services are excluded from coverage under 
PACE: 

(1) Any service that is not authorized by the 
interdisciplinary team, even if it is a required service, 
unless it is an emergency service. 
(2) In an inpatient facility, private room and private duty 
nursing services (unless medically necessary), and non-
medical items for personal convenience such as telephone 
charges and radio or television rental (unless specifically 
authorized by the interdisciplinary team as part of the 
participant's plan of care). 
(3) Cosmetic surgery, which does not include surgery that is 
required for improved functioning of a malformed part of the 
body resulting from an accidental injury or for 
reconstruction following mastectomy. 
(4) Experimental medical, surgical, or other health 
procedures. 
(5) Services furnished outside of the United States, except 
as follows: 

(A) in accordance with 42 CFR 424.122 through 42 CFR 
424.124, and 
(B) as permitted under the State's approved Medicaid plan. 

(c) In the event that a PACE participant is in need of permanent 
placement in a nursing facility, a Medicaid premium will be 
imposed. OKDHS will calculate a vendor co-payment for those 
participants using the same methodology as is used for any 
Oklahoma Medicaid member who is accessing nursing facility care. 
However, for a PACE participant, the participants responsibility 
will be to make payment directly to the PACE provider; the 
amount to be specified by the OKDHS worker. There are no other 
share of costs requirements for PACE. 
(d) All PACE Program Benefits are offered through the duration 
of the PACE participant's enrollment in the PACE program. PACE 
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enrollment does not cease once a participant's condition 
necessitates or the PACE IDT recommends that they be 
institutionalized. 

 
317:35-18-7. Appeals process 
(a) Internal appeals 

(1) Any individual who is denied program services is entitled 
to an appeal through the provider. 
(2) If the individual also chooses to file an external 
appeal, the provider must assist the individual in filing an 
external appeal. 

(b) External appeals may be filed by any individual covered by: 
(1) SoonerCare through the OHCA legal division. 
(2) Medicare but not SoonerCare through the Centers for 
Medicare and Medicaid Services hearing processthrough the 
OHCA legal division and follow the process outlined in 317:2-
1-2. 
 

317:35-18-9. Continuation of enrollment 
(a) At least annually, OHCA must reevaluate whether a 
participant needs continues to meet the level of care for 
nursing facility servicesrequired for PACE eligibility. 
(b)  At least annually, OKDHS will reevaluate the participant's 
financial eligibility for SoonerCare. 

(c)(1) Waiver of Annual level of Care Reassessment. If the 
individual meets the state's medical eligibility criteria and 
the individual has an irreversible or progressive diagnosis 
or a terminal illness that could reasonably be expected to 
result in death in the next six months, and OHCA determines 
that there is no reasonable expectation of improvement or 
significant change in the condition because of severity of a 
chronic condition or the degree of impairment of functional 
capacity, OHCA will permanently waive the annual 
recertification requirement and the participant will be 
deemed to be continually eligible for PACE.  The assessment 
form must have sufficient documentation to substantiate the 
participant's prognosis and functional capacity. 
(d)(2) Deemed Continued Eligibility. If OHCAit is 
determinesdetermined that a PACE participant no longer meets 
the medical criteria for nursing facility level of care, the 
participant will be deemed to continue to be eligible for 
PACE until the next annual reassessment, if, in the absence 
of PACE services, it is reasonable to expect that the 
participant would meet the nursing facility level of care 
criteria within the next six months. 

(e)(c) Participant enrollment continues when OHCA in 
consultation with the PACE organization, makes a determination 
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of continued eligibility based on a review of the participant's 
medical record and plan of care. The participant's medical 
record and plan of care must support deemed continued 
eligibility. 
 
317:35-18-12. Medicaid Payments 
(a) The OHCA makes a prospective monthly payment to the PACE 
organization of a capitation amount for each Medicaid 
participant. 
(b) The payment amount represents: 

(1) is less than the amount that would otherwise have been 
paid under the State plan if the participants were not 
enrolled under the PACE program. 
(2) Takes into account the comparative frailty of PACE 
participant. 
(3) is a fixed amount regardless of changes in the 
participant's health status. 

(c) The PACE organization must accept the capitation payment 
amount as payment in full for Medicaid participants. 
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 
CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS 

AND CHILDREN-ELIGIBILITY 
SUBCHAPTER 17. ADVANTAGE WAIVER SERVICES 

 
 
317:35-17-14. Case management services 
(a) Case management services involve ongoing assessment, service 
planning and implementation, service monitoring and evaluation, 
member advocacy, and discharge planning. 

(1) Within one working day of receipt of an ADvantage referral 
from the ADvantage Administration (AA), the case management 
supervisor assigns a case manager to the member.  The case 
manager makes a home visit to review the ADvantage program (its 
purpose, philosophy, and the roles and responsibilities of the 
member, service provider, case manager, and OKDHS in the 
program), review, update and complete the UCAT assessment, 
discuss service needs and ADvantage service providers.  The Case 
Manager notifies in writing the member's UCAT identified primary 
physician that the member has been determined eligible to 
receive ADvantage services. The notification is via a preprint 
form that contains the member's signed permission to release 
this health information and requests physician's office 
verification of primary and secondary diagnoses and diagnoses 
code obtained from the UCAT. 
(2) Within 14 calendar days of the receipt of an ADvantage 
referral, the case manager completes and submits to the AA an 
individualized care plan and service plan for the member, signed 
by the member and the case management supervisor.  The case 
manager completes and submits to the AA the annual reassessment 
service plan documents no sooner than 60 days before the 
existing service plan end date but sufficiently in advance of 
the end date to be received by the AA at least 30 calendar days 
before the end date of the existing service plan.  Within 14 
calendar days of receipt of a Service Plan Review Request (SPR) 
from the AA, the Case Manager provides corrected care plan and 
service plan documentation.  Within five calendar days of 
assessed need, the case manager completes and submits a service 
plan addendum to the AA to amend current services on the care 
plan and service plan.  The care plan and service plan are based 
on the member's service needs identified by the UCAT, Part III, 
and includes only those ADvantage services required to sustain 
and/or promote the health and safety of the member.  The case 
manager uses an interdisciplinary team (IDT) planning approach 
for care plan and service plan development. Except for 
extraordinary circumstances, the IDT meetings are to be held in 
the member's home. Variances from this policy must be presented 
to, and approved by, the AA in advance of the meeting.  If in-
home care is the primary service, the IDT includes, at a 
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minimum, the member, a nurse from the ADvantage in-home care 
provider chosen by the member, and the case manager.  Otherwise, 
the member and case manager constitute a minimum IDT. 
(3) The case manager identifies long-term goals, challenges to 
meeting goals, and service goals including plan objectives, 
actions steps and expected outcomes. The ADvantage case manager 
documents on the care plan the presence of two or more ADvantage 
members residing in the same household and/or when the member 
and personal care provider reside together.   The case manager 
documents on the IVRA system in the member record any instance 
in which a member's health or safety would be "at risk" if even 
one personal care visit is missed. The case manager identifies 
services, service provider, funding source, units and frequency 
of service and service cost, cost by funding source and total 
cost for ADvantage services.  The member signs and indicates 
review/agreement with the care plan and service plan by 
indicating acceptance or non-acceptance of the plans.  The 
member, the member's legal guardian or legally authorized 
representative shall sign the service plan in the presence of 
the case manager. The signatures of two witnesses are required 
when the member signs with a mark.  If the member refuses to 
cooperate in development of the service plan, or, if the member 
refuses to sign the service plan, the case management agency 
refers the case to the AA for resolution.  In addition, based on 
the UCAT and/or case progress notes that document chronic 
uncooperative or disruptive behaviors, the OKDHS nurse or AA may 
identify members that require AA intervention through referral 
to the AA's Escalated Issues unit. 

(A) For members that are uncooperative or disruptive, the 
case manager develops an individualized plan to overcome 
challenges to receiving services focusing on behaviors, both 
favorable and those that jeopardize the member's well-being 
and includes a design approach of incremental plans and 
addenda that allow the member to achieve stepwise successes 
in the modification of their behavior. 
(B) The AA may implement a service plan without the member's 
signature when, for these members, the presence of a document 
that "requires" their signature may itself trigger a 
"conflict".  In these circumstances, mental health/behavioral 
issues may prevent the member from controlling their behavior 
to act in their own interest.  Since the person by virtue of 
level of care and the IDT assessment, needs ADvantage 
services to assure their health and safety, the AA may 
authorize the service plan if the case manager demonstrates 
effort to work with and obtain the member's agreement.  
Should negotiations not result in agreement with the care 
plan and service plan, the member may withdraw their request 
for services or request a fair hearing. 

(4) CD-PASS Planning and Supports Coordination. 

2 
 



 
(A) The ADvantage Case Management provider assigns to the CD-
PASS member a Case Manager that has successfully completed 
training on CD-PASS, Independent Living Philosophy, Person-
Centered Planning and the individual budgeting process and 
process guidelines.  Case Managers that have completed this 
specialized CD-PASS training are referred to as Consumer-
Directed Agent/Case Managers (CDA/CM) with respect to their 
CD-PASS service planning and support role in working with CD-
PASS members.  The CDA/CM educates the member about their 
rights and responsibilities as well as about community 
resources, service choices and options available to the 
member to meet CD-PASS service goals and objectives. 
(B) The member may designate a family member or friend as an 
"authorized representative" to assist in the service planning 
process and in executing member employer responsibilities.  
If the member chooses to designate an "authorized 
representative", the designation and agreement identifying 
the "willing adult" to assume this role and responsibility is 
documented with dated signatures of the member, the designee 
and the member's Case Manager or the AA staff. 

(i) A person having guardianship or power of attorney or 
other court sanctioned authorization to make decisions on 
behalf of the member has legal standing to be the member's 
designated "authorized representative". 
(ii) An individual hired to provide Consumer-Directed 
Personal Assistance Services and Supports (CD-PASS) 
services to a member may not be designated the "authorized 
representative" for the member. 
(iii) The case manager reviews the designation of 
Authorized Representative, Power of Attorney and Legal 
Guardian status on an annual basis and this is included in 
the reassessment packet to AA. 

(C) The CDA/CM provides support to the member in the Person-
Centered CD-PASS Planning process.  Principles of Person-
Centered Planning are as follows: 

(i) The person is the center of all planning activities. 
(ii) The member and their representative, or support team, 
are given the requisite information to assume a 
controlling role in the development, implementation and 
management of the member's services. 
(iii) The individual and those who know and care about him 
or her are the fundamental sources of information and 
decision-making. 
(iv) The individual directs and manages a planning process 
that identifies his or her strengths, capacities, 
preferences, desires, goals and support needs. 
(v) Person-Centered Planning results in personally-defined 
outcomes. 

(D) The CDA/CM encourages and supports the member, or as 
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applicable their designated "authorized representative", to 
lead, to the extent feasible, the CD-PASS service planning 
process for Personal Services Assistance.  The CDA/CM helps 
the member define support needs, service goals and service 
preferences including access to and use of generic community 
resources.  Consistent with member-direction and preferences, 
the CDA/CM provides information and helps the member locate 
and access community resources.  Operating within the 
constraints of the Individual Budget Allocation (IBA) units, 
the CDA/CM assists the member in translating the assessment 
of member needs and preferences into an individually 
tailored, personalized service plan. 
(E) To the extent the member prefers, the CDA/CM develops 
assistance to meet member needs using a combination of 
traditional Personal Care and CD-PASS PSA services.  However, 
the CD-PASS IBA and the PSA unit authorization will be 
reduced proportional to agency Personal Care service 
utilization. 
(F) The member determines with the PSA to be hired, a start 
date for PSA services.  The member coordinates with the 
CDA/CM to finalize the service plan. The start date must be 
after authorization of services, after completion and 
approval of the background checks and after completion of the 
member employee packets. 
(G) Based on outcomes of the planning process, the CDA/CM 
prepares an ADvantage service plan or plan amendment to 
authorize CD-PASS Personal Service Assistance units 
consistent with this individual plan and notifies existing 
duplicative Personal Care service providers of the end date 
for those services. 
(H) If the plan requires an APSA to provide assistance with 
Health Maintenance activities, the CDA/CM works with the 
member and, as appropriate, arranges for training by a 
skilled nurse for the member or member's family and the APSA 
to ensure that the APSA performs the specific Health 
Maintenance tasks safely and competently; 

(i) If the member's APSA has been providing Advanced 
Supportive Restorative Assistance to the member for the 
same tasks in the period immediately prior to being hired 
as the PSA, additional documentation of competence is not 
required; 
(ii) If the member and APSA attest that the APSA has been 
performing the specific Health Maintenance tasks to the 
member's satisfaction on an informal basis as a friend or 
family member for a minimum of two months in the period 
immediately prior to being hired as the PSA, and no 
evidence contra-indicates the attestation of safe and 
competent performance by the APSA, additional 
documentation is not required. 
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(I) The CDA/CM monitors the member's well being and the 
quality of supports and services and assists the member in 
revising the PSA services plan as needed.  If the member's 
need for services changes due to a change in 
health/disability status and/or a change in the level of 
support available from other sources to meet needs, the 
CDA/CM, based upon an updated assessment, amends the service 
plan to modify CD-PASS service units appropriate to meet 
additional member's need and forwards the plan amendment to 
the AA for authorization and update of the member's IBA. 
(J) In the event of a disagreement between the member and CD-
PASS provider the following process is followed: 

(i) either party may contact via a toll free number the 
Member/Provider Relations Resource Center to obtain 
assistance with issue resolution; 
(ii) if the issue cannot be resolved with assistance from 
the Member/Provider Relations Resource Center or from CD-
PASS Program Management, the CD-PASS Program Management 
will submit the dispute to the ADvantage Escalated Issues 
Unit for resolution. The Escalated Issues Unit will work 
with the member and provider to reach a mutually agreed 
upon resolution; 
(iii) if the dispute cannot be resolved by the ADvantage 
Escalated Issues Unit it will be heard by the Ethics of 
Care Committee.  The Ethics of Care Committee will make a 
final determination with regard to settlement of the 
dispute; 
(iv) at any step of this dispute resolution process the 
member may request a fair hearing, to appeal the dispute 
resolution decision. 

(K) The CDA/CM and the member prepare an emergency 
backup/emergency response capability for CD-PASS PSA services 
in the event a PSA provider of services essential to the 
individual's health and welfare fails to deliver services.  
As part of the planning process, the CDA/CM and member define 
what failure of service or neglect of service tasks would 
constitute a risk to health and welfare to trigger 
implementation of the emergency backup.  Any of the following 
may be used in planning for the backup: 

(i) Identification of a qualified substitute provider of 
PSA services and preparation for their quick response to 
provide backup services when called upon in emergency 
circumstances (including execution of all qualifying 
background checks, training and employment processes); 
and/or, 
(ii) Identification of one or more qualified substitute 
ADvantage agency service providers (Adult Day Care, 
Personal Care or Nursing Facility Respite provider) and 
preparation for their quick response to provide backup 
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services when called upon in emergency circumstances. 

(L) If the emergency backup fails, the CDA/CM is to request 
the AA to authorize and facilitate member access to Adult Day 
Care, Agency Personal Care or Nursing Facility Respite 
services. 

(5) The case manager submits the care plan and service plan to 
the case management supervisor for review.  The case management 
supervisor documents the review/approval of the plans within two 
working days of receipt from the case manager or returns the 
plans to the case manager with notations of errors, problems, 
and concerns to be addressed.  The case manager re-submits the 
corrected care plan and service plan to the case management 
supervisor within two working days.  The case management 
supervisor returns the approved care plan and service plan to 
the case manager.  Within one working day of receiving 
supervisory approval, the case manager forwards, via postal 
mail, a legible copy of the care plan and service plan to the 
AA.  Case managers are responsible for retaining all original 
documents for the member's file at the agency.  Only priority 
service needs and supporting documentation may be faxed to the 
AA with the word, "PRIORITY" being clearly indicated and the 
justification attached.  "Priority" service needs are defined as 
services needing immediate authorization to protect the health 
and welfare of the member and/or avoid premature admission to 
the nursing facility.  Corrections to service conditions set by 
the AA are not considered to be a priority unless the health and 
welfare of the member would otherwise be immediately jeopardized 
and/or the member would otherwise require premature admission to 
a nursing facility. 
(6) Within one working day of notification of care plan and 
service plan authorization, the case manager communicates with 
the service plan providers and with the member to facilitate 
service plan implementation.  Within five working days of 
notification of an initial service plan or a new reassessment 
service plan authorization, the case manager visits the member, 
gives the member a copy of the service plan or computer-
generated copy of the service plan and evaluates the progress of 
the service plan implementation.  The case manager evaluates 
service plan implementation on the following minimum schedule: 

(A) within 30 calendar days of the authorized effective date 
of the service plan or service plan addendum amendment; and 
(B) monthly after the initial 30 day follow-up evaluation 
date. 

(b) Authorization of service plans and amendments to service plans. 
The ADvantage Administration (AA) authorizes the individual service 
plan and all service plan amendments for each ADvantage member.  
When the AA verifies member ADvantage eligibility, plan cost 
effectiveness, that service providers are ADvantage authorized and 
SoonerCare contracted, and that the delivery of ADvantage services 
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are consistent with the member's level of care need, the service 
plan is authorized.  

(1)Except as provided by the process described in OAC 317:30-5-
761(6), family members may not receive payment for providing 
ADvantage waiver services.  A family member is defined as an 
individual who is legally responsible for the member (spouse or 
parent of a minor child). 
(2) The OKDHS/ASD may under criteria described in OAC 317:35-15-
13 authorize personal care service provision by an Individual 
PCA (an individual contracted directly with OHCA).  Legally 
responsible family members are not eligible to serve as 
Individual PCA's. 
(3) If the service plan authorization or amendment request 
packet received from case management is complete and the service 
plan is within cost effectiveness guidelines, the AA authorizes 
or denies authorization within five working days of receipt of 
the request.  If the service plan is not within cost-
effectiveness guidelines, the plan is referred for 
administrative review to develop an alternative cost-effective 
plan or assist the member to access services in an alternate 
setting or program.  If the request packet is not complete, the 
AA notifies the case manager immediately and puts a "hold" on 
authorization until the required additional documents are 
received from case management. 
(4) The AA authorizes the service plan by entering the 
authorization date and assigning a control number that 
internally identifies the OKDHS staff completing the 
authorization.  Notice of authorization and a computer-generated 
copy of the authorized plan or a computer-generated copy of the 
authorized plan are provided to case management.  AA 
authorization determinations are provided to case management 
within one working day of the authorization date.  A service 
plan may be authorized and implemented with specific services 
temporarily denied.  The AA communicates to case management the 
conditions for approval of temporarily denied services.  The 
case manager submits revisions for denied services to AA for 
approval within 5 working days. 
(5) For audit purposes (including Program Integrity reviews), 
the computer-generated copy of the authorized service plan is 
documentation of service authorization for ADvantage waiver and 
State Plan Personal Care services.  State or Federal quality 
review and audit officials may obtain a copy of specific service 
plans with original signatures by submitting a request to the 
member's case manager.  

(c) Change in service plan.  The process for initiating a change in 
the service plan is described in this subsection. 

(1) The service provider initiates the process for an increase 
or decrease in service to the member's service plan.  The 
requested changes and justification for them are documented by 
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the service provider and, if initiated by a direct care 
provider, submitted to the member's case manager.  If in 
agreement, the case manager requests the service changes on a 
care plan and service plan amendment submitted to the AA within 
five calendar days of assessed need.  The AA authorizes or 
denies the care plan and service plan changes per 317:35-17-14. 
(2) The member initiates the process for replacing Personal Care 
services with Consumer-Directed Personal Services and Supports 
(CD-PASS) in geographic areas in which CD-PASS services are 
available.  The member may contact the AA or by calling the 
toll-free number established to process requests for CD-PASS 
services. 
(3) A significant change in the member's physical condition or 
caregiver support, one that requires additional goals, deletion 
of goals or goal changes, or requires a four-hour or more 
adjustment in services per week, requires an updated UCAT 
reassessment by the case manager.  The case manager develops an 
amended or new service plan and care plan, as appropriate, and 
submits the new amended plans for authorization.  
(4) One or more of the following changes or service requests 
require an Interdisciplinary Team review and service plan goals 
amendment: 

(A) the presence of two or more ADvantage members residing in 
the same household, or 
(B) the member and personal care provider residing together, 
or 
(C) a request for a family member to be a paid ADvantage 
service provider, or 
(D) a request for an Individual PCA service provider. 

(5) Based on the reassessment and consultation with the AA as 
needed, the member may, as appropriate, be authorized for a new 
service plan or be eligible for a different service program.  If 
the member is significantly improved from the previous 
assessment and does not require ADvantage services, the case 
manager obtains the member's dated signature indicating 
voluntary withdrawal for ADvantage program services.  If unable 
to obtain the member's consent for voluntary closure, the case 
manager requests assistance from the AA.  The AA requests that 
the OKDHS area nurse initiate a reconsideration of level of 
care.  
 

8 
 



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 as follows: 
(1) Case Management. 

(A) Case Management services are services that assist a 
member in gaining access to medical, social, educational or 
other services, regardless of payment source of services, 
that may benefit the member in maintaining health and safety. 
Case managers initiate and oversee necessary assessments and 
reassessments to establish or reestablish waiver program 
eligibility.  Case managers develop the member's 
comprehensive plan of care, listing only services which are 
necessary to prevent institutionalization of the member, as 
determined through assessments.  Case managers initiate the 
addition of necessary services or deletion of unnecessary 
services, as dictated by the member's condition and available 
support.  Case managers monitor the member's condition to 
ensure delivery and appropriateness of services and initiate 
plan of care reviews.  If a member requires hospital or 
nursing facility services, the case manager assists the 
member in accessing institutional care and, as appropriate, 
periodically monitors the member's progress during the 
institutional stay and helps the member transition from 
institution to home by updating the service plan and 
preparing services to start on the date the member is 
discharged from the institution.  Case Managers must meet 
ADvantage Program minimum requirements for qualification and 
training prior to providing services to ADvantage members.  
Prior to providing services to members receiving Consumer-
Directed Personal Assistance Services and Supports (CD-PASS), 
Case Managers are required to receive training and 
demonstrate knowledge regarding CD-PASS service delivery 
model, "Independent Living Philosophy" and demonstrate 
competency in Person-centered planning. 
(B) Providers may only claim time for billable Case 
Management activities described as follows: 

(i) A billable case management activity is any task or 
function defined under OAC 317:30-5-763(1)(A) that only an 
ADvantage case manager because of skill, training or 
authority, can perform on behalf of a member; 
(ii) Ancillary activities such as clerical tasks like 
mailing, copying, filing, faxing, drive time or 
supervisory/administrative activities are not billable 
case management activities, although the administrative 
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cost of these activities and other normal and customary 
business overhead costs have been included in the 
reimbursement rate for billable activities. 

(C) Case Management services are prior authorized and billed 
per 15-minute unit of service using the rate associated with 
the location of residence of the member served. 

(i) Standard Rate:  Case Management services are billed 
using a Standard rate for reimbursement for billable 
service activities provided to a member who resides in a 
county with population density greater than 25 persons per 
square mile. 
(ii) Very Rural/Difficult Service Area Rate:  Case 
Management services are billed using a Very 
Rural/Difficult Service Area rate for billable service 
activities provided to a member who resides in a county 
with population density equal to or less than 25 persons 
per square mile.  An exception would be services to 
members that reside in Oklahoma Department of Human 
Services/Aging Services Division (OKDHS/ASD) identified 
zip codes in Osage County adjacent to metropolitan areas 
of Tulsa and Washington Counties.  Services to these 
members are prior authorized and billed using the Standard 
rate. 
(iii) The latest United States Census, Oklahoma Counties 
population data is the source for determination of whether 
a member resides in a county with a population density 
equal to or less than 25 persons per square mile, or 
resides in a county with a population density greater than 
25 persons per square mile. 

(2) Respite. 
(A) Respite services are provided to members who are unable 
to care for themselves.  They are provided on a short-term 
basis because of the absence or need for relief of the 
primary caregiver.  Payment for respite care does not include 
room and board costs unless more than seven hours are 
provided in a nursing facility.  Respite care will only be 
utilized when other sources of care and support have been 
exhausted.  Respite care will only be listed on the plan of 
care when it is necessary to prevent institutionalization of 
the member.  Units of services are limited to the number of 
units approved on the plan of care. 
(B) In-Home Respite services are billed per 15-minute unit 
service.  Within any one-day period, a minimum of eight units 
must be provided with a maximum of 28 units provided.  The 
service is provided in the member's home. 
(C) Facility-Based Extended Respite is filed for a per diem 
rate, if provided in Nursing Facility.  Extended Respite must 
be at least eight hours in duration. 
(D) In-Home Extended Respite is filed for a per diem rate.  A 
minimum of eight hours must be provided in the member's home. 
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(3) Adult Day Health Care. 
(A) Adult Day Health Care is furnished on a regularly 
scheduled basis for one or more days per week in an 
outpatient setting. It provides both health and social 
services which are necessary to ensure the optimal 
functioning of the member.  Physical, occupational, and/or 
speech therapies may only be provided as an enhancement to 
the basic Adult Day Health Care service when authorized by 
the plan of care and billed as a separate procedure.  Meals 
provided as part of this service do not constitute a full 
nutritional regimen.  Personal Care service enhancement in 
Adult Day Health Care is assistance in bathing and/or hair 
washing authorized by the plan of care and billed as a 
separate procedure.  Most assistance with activities of daily 
living, such as eating, mobility, toileting and nail care, 
are services that are integral to the Adult Day Health Care 
service and are covered by the Adult Day Health Care basic 
reimbursement rate.  Assistance with bathing, hair care or 
laundry is not a usual and customary adult day health care 
service. Enhanced personal care in adult day health care for 
assistance with bathing, hair care or laundry will be 
authorized when an ADvantage waiver member who uses adult day 
health care requires assistance with bathing, hair care or 
laundry to maintain health and safety. 
(B) Adult Day Health Care is a 15-minute unit.  No more than 
8 hours (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 plan of 
care. 
(C) Adult Day Health Care Therapy Enhancement is a maximum 
one session per day unit of service. 
(D) Adult Day Health Personal Care Enhancement is a maximum 
one per day unit of bathing, hair care or laundry service. 

(4) Environmental Modifications. 
(A) Environmental Modifications are physical adaptations to 
the home, required by the member's plan of care, which are 
necessary to ensure the health, welfare and safety of the 
individual, or which enable the individual to function with 
greater independence in the home and without which, the 
member would require institutionalization.  Adaptations or 
improvements to the home which are not of direct medical or 
remedial benefit to the waiver member are excluded. 
(B) All services require prior authorization. 

(5) Specialized Medical Equipment and Supplies. 
(A) Specialized Medical Equipment and Supplies are devices, 
controls, or appliances specified in the plan of care, which 
enable members to increase their abilities to perform 
activities of daily living, or to perceive, control, or 
communicate with the environment in which they live.  Also 
included are items necessary for life support, ancillary 
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supplies and equipment necessary to the proper functioning of 
such items, and durable and non-durable medical equipment not 
available under the Medicaid state plan.  This service 
excludes any equipment and/or supply items which are not of 
direct medical or remedial benefit to the waiver member.  
This service is necessary to prevent institutionalization. 
(B) Specialized Medical Equipment and Supplies are billed 
using the appropriate HCPC procedure code.  Reoccurring 
supplies which are shipped 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 these items.  Payment for medical 
supplies is limited to the the SoonerCare rate if 
established, to the Medicare rate or to actual acquisition 
cost plus 30 percent.  All services must be prior authorized. 

(6) Advanced Supportive/Restorative Assistance. 
(A) Advanced Supportive/Restorative Assistance services are 
maintenance services to assist a member who has a chronic, 
yet stable, condition.  These services assist with activities 
of daily living which require devices and procedures related 
to altered body functions.  This service is for maintenance 
only and is not utilized as a treatment service. 
(B) Advanced Supportive/Restorative Assistance service is 
billed per 15-minute unit of service.  The number of units of 
this service a member may receive is limited to the number of 
units approved on the plan of care. 

(7) Nursing.  
(A) Nursing services are services listed in the plan of care 
which are within the scope of the Oklahoma Nursing Practice 
Act and are provided by a registered professional nurse, or 
licensed practical or vocational nurse under the supervision 
of a registered nurse, licensed to practice in the State. 
Nursing services may be provided on an intermittent or part 
time basis or may be comprised of continuous care. The 
provision of the nursing service will work to prevent or 
postpone the institutionalization of the member. 
(B) Nursing services are services of a maintenance or 
preventive nature provided to members with stable, chronic 
conditions.  These services are not intended to treat an 
acute health condition and may not include services which 
would be reimbursable under either Medicaid or Medicare's 
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 medical services to ensure 
that they meet the member's needs as specified in the plan of 
care. A nursing assessment/evaluation on-site visit is made 
to each member for whom Advanced Supportive/Restorative 
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Assistance services are authorized to evaluate the condition 
of the member and medical appropriateness of services.  An 
assessment/evaluation visit report will be made to the 
ADvantage Program case manager in accordance with review 
schedule determined in consultation between the Case Manager 
and the Nurse, to report the member's condition or other 
significant information concerning each advanced 
supportive/restorative care member. 

(i) The ADvantage Program case manager may recommend 
authorization of Nursing services as part of the 
interdisciplinary team planning for the member's service 
plan and/or assessment/evaluation of: 

(I) the member's general health, functional ability and 
needs and/or 
(II) the adequacy 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 in accordance with 
rules and regulations for delegation of nursing tasks 
as established by the Oklahoma Board of Nursing. 

(ii) In addition to assessment/evaluation, the ADvantage 
Program case manager may recommend authorization of 
Nursing services for the following: 

(I) preparing a one-week supply of insulin syringes for 
a blind diabetic who can safely self-inject the 
medication but cannot fill his/her own syringe.  This 
service would include monitoring the member's continued 
ability to self-administer the insulin; 
(II) preparing 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; 
(III) monitoring 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 II 
decubitus ulcer requiring maintenance care and 
monitoring; 
(IV) providing nail care for the diabetic member or 
member with circulatory or neurological compromise; 
(V) providing consultation and education to the member, 
member's family and/or other informal caregivers 
identified in the service plan, regarding the nature of 
the member's chronic condition.  Provide skills 
training (including return skills demonstration to 
establish competency) to the member, family and/or 
other informal caregivers as specified in the service 
plan for preventive and rehabilitative care procedures.  

(C) Nursing service can be billed for service plan 
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development and/or assessment/evaluation services or, for 
other services within the scope of the Oklahoma Nursing 
Practice Act including private duty nursing. Nursing services 
are billed per 15-minute unit of service.  A specific 
procedure code is used to bill for 
assessment/evaluation/service plan development nursing 
services and other procedure codes are used to bill for all 
other authorized nursing services.  A maximum of eight units 
per day of nursing for assessment/evaluation and/or service 
plan development are allowed.  An agreement by a provider to 
perform a nurse evaluation is also an agreement, to provide 
the nurse assessment identified in the Medicaid in-home care 
services for which the provider is certified and contracted. 
Reimbursement for a nurse evaluation is denied if the 
provider that produced the nurse evaluation fails to provide 
the nurse assessment identified in the Medicaid in-home care 
services for which the provider is certified and contracted. 

(8) Skilled Nursing Services. 
(A) Skilled Nursing Services listed in the plan of care 
which are within the scope of the State's Nurse Practice Act 
and are ordered by a licensed medical physician, osteopathic 
physician, physician assistant or advanced practice nurse 
and are provided by a registered professional nurse, or 
licensed practical or vocational nurse under the supervision 
of a registered nurse, licensed to practice in the State.  
Skilled Nursing services provided in the member's home or 
other community setting are services requiring the 
specialized skills of a licensed nurse.  The scope and 
nature of these services are 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. It is the responsibility of the RN to 
contact the member's physician to obtain any necessary 
information or orders pertaining to the care of the member. 
If the member has an ongoing need for service activities, 
which require more or less units than authorized, the RN 
shall recommend, in writing, that the Plan of Care be 
revised. 
(B) Skilled Nursing services are provided on an intermittent 
or part-time basis, and billed in units of 15 minute 
increments.  ADvantage Skilled Nursing services are provided 
when nursing services are not available through Medicare or 
other sources or when nursing services furnished under 
SoonerCare plan limits are exhausted.  Amount, frequency and 
duration of services are prior authorized in accordance with 
member's service plan.  

(9) Home Delivered Meals. 
(A) Home Delivered Meals provide one meal per day.  A home 
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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 of the Recommended Daily 
Allowance as established by the Food and Nutrition Board of 
the National Academy of Sciences.  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 meal 
equaling one unit of service.  The limit of the number of 
units a member is allowed to receive is limited on the 
member's plan of care.  The provider must obtain a signature 
from the member or the member's representative at the time 
the meals are delivered.  In the event that the member is 
temporarily unavailable (i.e., doctor's appointment, etc.) 
and the meal is left, the provider must document the reason a 
signature is not obtained.  The signature logs must be 
available for review. 

(10) Occupational Therapy Services. 
(A) Occupational Therapy services are those services that 
increase functional independence by enhancing the development 
of adaptive skills and performance capacities of members with 
physical disabilities and related psychological and cognitive 
impairments.  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 therapeutic use of self-care, work and play 
activities and may include modification of the tasks or 
environment to enable the member to achieve maximum 
independence, prevent further disability, and maintain 
health. Under a physician's order, a licensed occupational 
therapist evaluates the member's rehabilitation potential and 
develops an appropriate written therapeutic regimen.  The 
regimen utilizes paraprofessional occupational therapy 
assistant services, within the limits of their practice, 
working under the supervision of the licensed occupational 
therapist.  The regimen includes education and training for 
informal caregivers to assist with and/or maintain services, 
where appropriate.  The therapist will ensure monitoring and 
documentation of the member's rehabilitative progress and 
will report to the member's case manager and physician to 
coordinate necessary addition and/or deletion of services, 
based on the member's condition and ongoing rehabilitation 
potential. 
(B) Occupational Therapy services are billed per 15-minute 
unit of service.  Payment is not allowed solely for written 
reports or record documentation. 

(11) Physical Therapy Services. 
(A) Physical Therapy services are those services that prevent 
physical disability through the evaluation and rehabilitation 
of members disabled by pain, disease or injury.  Services are 
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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 use of physical 
therapeutic means such as massage, manipulation, therapeutic 
exercise, cold 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.  The regimen utilizes paraprofessional 
physical therapy assistant services, within the limits of 
their practice, working under the supervision of the licensed 
physical therapist.  The regimen includes education and 
training for informal caregivers to assist with and/or 
maintain services, where appropriate.  The therapist will 
ensure monitoring and documentation of the member's 
rehabilitative progress and will report to the member's case 
manager and physician to coordinate necessary addition and/or 
deletion of services, based on the member's condition and 
ongoing rehabilitation potential. 
(B) Physical Therapy services are billed per 15-minute units 
of service.  Payment is not allowed solely for written 
reports or record documentation. 

(12) Speech and Language Therapy Services. 
(A) Speech/Language Therapy services are those that prevent 
speech and language communication 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.  
Services involve use of therapeutic means such as evaluation, 
specialized treatment, and/or development and oversight of a 
therapeutic maintenance program.  Under a physician's order, 
a licensed Speech/Language Pathologist evaluates the member's 
rehabilitation potential and develops an appropriate, written 
therapeutic regimen.  The regimen utilizes paraprofessional 
therapy assistant services within the limits of their 
practice, working under the supervision of the licensed 
Speech/Language Pathologist.  The regimen includes education 
and training for informal caregivers to assist with and/or 
maintain services, where appropriate.  The Pathologist will 
ensure monitoring and documentation of the member's 
rehabilitative progress and will report to the member's case 
manager and physician to coordinate necessary addition and/or 
deletion of services, based on the member's condition and 
ongoing rehabilitation potential. 
(B) Speech/Language Therapy services are billed per 15-minute 
unit of service.  Payment is not allowed solely for written 
reports or record documentation. 

(13) Hospice Services.  
(A) Hospice is palliative and/or comfort care provided to the 
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member and his/her family when a physician certifies that the 
member has a terminal illness and has six months or less to 
live and orders hospice care.  ADvantage Hospice Care is 
authorized for a six month period and requires a physician 
certification of a terminal illness and orders of hospice 
care. If the member requires more than six months of hospice 
care, a physician or nurse practitioner must have a face-to-
face visit with the member thirty days prior to the initial 
hospice authorization end date and re-certify that the member 
has a terminal illness and has six 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 60 day increments with 
physician certification that the member has a terminal 
illness and has six months or less to live.  A member's 
service plan that includes hospice care must comply with 
waiver requirements to be within total 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 which are experienced during 
the final stages of illness and during dying and bereavement. 
The member signs a statement choosing hospice care instead of 
routine medical care that has 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 terminal illness in the home 
environment.  Hospice care services include nursing care, 
physician services, medical equipment and supplies, drugs for 
symptom control and pain relief, home health aide and 
personal care services, physical, occupational and/or speech 
therapy, medical social services, dietary counseling and 
grief and bereavement counseling to the member and/or family. 
A Hospice plan of care must be developed by the hospice team 
in conjunction with the member's ADvantage case manager 
before hospice services are provided.  The hospice services 
must be related to the palliation or management of the 
member's terminal illness, symptom control, or to enable the 
individual to maintain activities of daily living and basic 
functional skills. A member that is eligible for Medicare 
Hospice provided as a Medicare Part A benefit, is not 
eligible to receive ADvantage Hospice services. 
(C) Hospice services are billed per diem of service for days 
covered by a Hospice plan of care and during which the 
hospice provider is responsible for providing hospice 
services as needed by the member or member's family.  The 
maximum total annual reimbursement for a member's Hospice 
care within a twelve month period is limited to an amount 
equivalent to 85% of the Medicare Hospice Cap payment. 

(14) ADvantage Personal Care. 
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(A) ADvantage Personal Care is assistance to a member in 
carrying out activities of daily living such as bathing, 
grooming and toileting, or in carrying out instrumental 
activities of daily living, such as preparing meals and doing 
laundry, to assure personal health and safety of the 
individual or to prevent or minimize physical health 
regression or deterioration.  Personal Care services do not 
include service provision of a technical nature, i.e. 
tracheal suctioning, bladder catheterization, colostomy 
irrigation, and operation/maintenance of equipment of a 
technical nature. 
(B) ADvantage Home Care Agency Skilled Nursing staff working 
in coordination with an ADvantage Case Manager are 
responsible for development and monitoring of the member's 
Personal Care plan. 
(C) ADvantage Personal Care services are prior authorized and 
billed per 15-minute unit of service with units of service 
limited to the number of units on the ADvantage approved plan 
of care. 

(15) Personal Emergency Response System. 
(A) Personal Emergency Response System (PERS) is an 
electronic device which enables certain individuals at high 
risk of institutionalization to secure help in an emergency. 
The individual may also wear a portable "help" button to 
allow for mobility.  The system is connected to the person's 
phone and programmed to signal, in accordance with member 
preference, a friend, a relative or a response center once a 
"help" button is activated.  The response center is staffed 
by trained professionals.  For an ADvantage Program member to 
be eligible to receive PERS service, the member must meet all 
of the following service criteria: 

(i) a recent history of falls as a result of an existing 
medical condition that prevents the individual from 
getting up from a fall unassisted; 
(ii) lives alone and has no regular caregiver, paid or 
unpaid, and therefore is left alone for long periods of 
time; 
(iii) demonstrates capability to comprehend the purpose of 
and activate the PERS; 
(iv) has a health and safety plan detailing the 
interventions beyond the PERS to assure the member's 
health and safety in his/her home; 
(v) has a disease management plan to implement medical and 
health interventions that reduce the possibility of falls 
by managing the member's underlying medical condition 
causing the falls; and, 
(vi) the service avoids premature or unnecessary 
institutionalization of the member. 

(B) PERS services are billed using the appropriate HCPC 
procedure code for installation, monthly service or purchase 
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of PERS.  All services are prior authorized in accordance 
with the ADvantage approved plan of care. 

(16) Consumer-Directed Personal Assistance Services and Support 
(CD-PASS). 

(A) Consumer-Directed Personal Assistance Services and 
Supports are Personal Services Assistance and Advanced 
Personal Services Assistance that enable an individual in 
need of assistance to reside in their home and in the 
community of their choosing rather than in an institution and 
to carry out functions of daily living, self care, and 
mobility.  CD-PASS services are delivered as authorized on 
the service plan. The member employs the Personal Services 
Assistant (PSA) and/or the Advanced Personal Services 
Assistant (APSA) and is responsible, with assistance from 
ADvantage Program Administrative Financial Management 
Services (FMS), for ensuring that the employment complies 
with State and Federal Labor Law requirements.  The member 
may designate an adult family member or friend, an individual 
who is not a PSA or APSA to the member, as an "authorized 
representative" to assist in executing these employer 
functions.  The member: 

(i) recruits, hires and, as necessary, discharges the PSA 
or APSA; 
(ii) provides instruction and training to the PSA or APSA 
on tasks to be done and works with the Consumer Directed 
Agent/Case Manager to obtain ADvantage skilled nursing 
services assistance with training when necessary.  Prior 
to performing an Advanced Personal Services Assistance 
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 
ASPA'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 service Personal Services Assistance may include: 
(i) assistance with mobility and with transfer in and out 
of bed, wheelchair or motor vehicle, or both; 
(ii) assistance with routine bodily functions that may 
include: 

(I) bathing and personal hygiene; 
(II) dressing and grooming; 
(III) eating including meal preparation and cleanup; 

(iii) assistance with homemaker type services that may 
include shopping, laundry, cleaning and seasonal chores; 
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(iv) companion type assistance that may include 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 
that may include shopping for food, clothing or other 
necessities, or for participation in other activities or 
events that are specifically approved on the service plan. 

(C) Advanced Personal Services Assistance are maintenance 
services provided to assist a member with a stable, chronic 
condition with activities of daily living when such 
assistance requires devices and procedures related to altered 
body function if such activities, in the opinion of the 
attending physician or licensed nurse, may be performed if 
the individual were physically capable, and the procedure may 
be safely performed in the home.  Advanced Personal Services 
Assistance is a maintenance service and should never be used 
as a therapeutic treatment.  Members who develop medical 
complications requiring skilled nursing services while 
receiving Advanced Personal Services Assistance should be 
referred to their attending physician who may, if 
appropriate, order home health services.  The service of 
Advanced Personal Services Assistance includes assistance 
with health maintenance activities that may include: 

(i) routine personal care for persons with ostomies 
(including tracheotomies, gastrostomies and colostomies 
with well-healed stoma) and external, indwelling, and 
suprapubic catheters which includes changing bags and soap 
and water hygiene around ostomy or catheter site; 
(ii) remove external catheters, inspect skin and 
reapplication of same; 
(iii) administer prescribed bowel program including use of 
suppositories and sphincter stimulation, and enemas (Pre-
packaged only) with members without contraindicating 
rectal or intestinal conditions; 
(iv) apply medicated (prescription) lotions or ointments, 
and dry, non-sterile dressings to unbroken skin; 
(v) use lift for transfers; 
(vi) manually assist with oral medications; 
(vii) provide passive range of motion (non-resistive 
flexion of joint) delivered in accordance with the plan of 
care, unless contraindicated by underlying joint 
pathology; 
(viii) apply non-sterile dressings to superficial skin 
breaks or abrasions; and 
(ix) use Universal precautions as defined by the Center 
for Disease Control. 
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(D) The service Financial Management Services are program 
administrative services provided to participating CD-PASS 
employer/members by the OKDHS/ASD.  Financial Management 
Services 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) employer payroll, at a minimum of semi monthly, and 
associated withholding for taxes, or for other payroll 
withholdings performed on behalf of the member as employer 
of the PSA or APSA; 
(ii) other employer related payment disbursements as 
agreed to with the member and in accordance with the 
member's Individual Budget Allocation; 
(iii) responsibility for obtaining criminal and abuse 
registry background checks, on behalf of the member, on 
prospective hires for PSAs or APSAs; 
(iv) providing to the member, as needed, assistance with 
employer related cognitive tasks, decision-making and 
specialized skills that may include assistance with 
Individual Budget Allocation planning and support for 
making decisions including training and providing 
reference material and consultation regarding employee 
management tasks such as recruiting, hiring, training and 
supervising the member's Personal Services Assistant or 
Advanced Personal Services Assistant; and 
(v) for making available Hepatitis B vaccine and 
vaccination series to PSA and APSA employees in compliance 
with OSHA standards. 

(E) The service of Personal Services Assistance is billed per 
15-minute unit of service.  The number of units of PSA a 
member may receive is limited to the number of units approved 
on the Service Plan. 
(F) The service of Advanced Personal Services Assistance is 
billed per 15-minute unit of service.  The number of units of 
APSA a member may receive is limited to the number of units 
approved on the Service Plan. 

(17) Institution Transition Services. 
(A) Institution Transition Services are those services that 
are necessary to enable an individual to leave the 
institution and receive necessary support through ADvantage 
waiver services in their home and/or in the community. 
(B) Institution Transition Case Management Services are 
services as described in OAC 317:30-5-763(1) required by the 
individual's plan of care, which are necessary to ensure the 
health, welfare and safety of the individual, or to enable 
the individual to function with greater independence in the 
home, and without which, the individual would continue to 
require institutionalization. ADvantage Transition Case 
Management Services assist institutionalized individuals that 
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are eligible to receive ADvantage services in gaining access 
to needed waiver and other State plan services, as well as 
needed medical, social, educational and other services to 
assist in the transition, regardless of the funding source 
for the services to which access is gained.  Transition Case 
Management Services may be authorized for periodic monitoring 
of an ADvantage member's progress during an institutional 
stay, and for assisting the member transition from 
institution to home by updating the service plan, including 
necessary 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.  Transition Case 
Management Services may be authorized to assist individuals 
that have not previously received ADvantage services but have 
been referred by the OKDHS/ASD to the Case Management 
Provider for assistance in transitioning from the institution 
to the community with ADvantage services support. 

(i) Institution Transition Case Management services are 
prior authorized and billed per 15-minute unit of service 
using the appropriate HCPC and modifier associated with 
the location of residence of the member served as 
described in OAC 317:30-5-763(1)(C). 
(ii) A unique modifier code is used to distinguish 
Institution Transition Case Management services from 
regular Case Management services. 

(C) Institutional Transition Services may be authorized and 
reimbursed under the following conditions: 

(i) The service is necessary to enable the individual to 
move from the institution to their home; 
(ii) The individual is eligible to receive ADvantage 
services outside the institutional setting; 
(iii) Institutional Transition Services are provided to 
the individual within 180 days of discharge from the 
institution; 
(iv) Transition Services provided while the individual is 
in the institution are to be claimed as delivered on the 
day of discharge from the institution. 

(D) If the member has received Institution Transition 
Services but fails to enter the waiver, any Institution 
Transition Services provided are not reimbursable.   

(18) Assisted Living Services. 
(A) Assisted Living Services are personal care and supportive 
services that are furnished to waiver members who reside in a 
homelike, non-institutional setting that includes 24-hour on-
site response capability to meet scheduled or unpredictable 
resident needs and to provide supervision, safety and 
security. Services also include social and recreational 
programming and medication assistance (to the extent 
permitted under State law).  The assisted living services 
provider is responsible for coordinating services provided by 

14 
 



third parties to ADvantage members in the assisted living 
center.  Nursing services are incidental rather than integral 
to the provision of assisted living services.  ADvantage 
reimbursement for Assisted Living Services includes services 
of personal care, housekeeping, laundry, meal preparation, 
periodic nursing evaluations, nursing supervision during 
nursing intervention, intermittent or unscheduled nursing 
care, medication administration, assistance with cognitive 
orientation, assistance with transfer and ambulation, planned 
programs for socialization, activities and exercise and for 
arranging or coordinating transportation to and from medical 
appointments. Services, except for planned programs for 
socialization, activities and exercise, are to meet specific 
needs of the participant as determined through individualized 
assessment and documented on the participant's service plan. 
(B) The ADvantage Assisted Living Services philosophy of 
service delivery promotes service member choice, and to the 
greatest extent possible, service member control.  Members 
have control over their living space and choice of personal 
amenities, furnishing and activities in their residence.  The 
Assisted Living Service 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 that emphasizes member dignity, privacy, 
individuality, and independence. 
(C) ADvantage Assisted Living required policies for 
Admission/Termination of services and definitions. 

(i) ADvantage-certified Assisted Living Centers (ALCs) are 
required to accept all eligible ADvantage members who 
choose to receive services through the ALC subject only to 
issues relating to: 

(I) rental unit availability; 
(II) the compatibility of the participant with other 
residents; and 
(III) the center's ability to accommodate residents who 
have behavior problems, wander, or have needs that 
exceed the services the center provides. 

(ii) The ALC may specify the number of rental units the 
provider is making available to service ADvantage 
participants. The number of rental units available to 
service ADvantage participants may be altered based upon 
written request from the provider and acceptance by the 
ADvantage Administration (AA). 
(iii) 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 individuals who have behavior 
problems or wander.  Denial of admission due to a 
determination of incompatibility must be approved by the 
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case manager and the ADvantage Administration (AA).  
Appropriateness of placement is not a unilateral 
determination by the ALC.  The ADvantage Case Manager, the 
member and/or member's designated representative and the 
ALC in consultation determine the appropriateness of 
placement. 
(iv) The ALC is responsible for meeting the member's needs 
for privacy and dignity.  Inability to meet those needs 
will not be recognized as a reason for determining that an 
ADvantage participant's placement is inappropriate.  The 
ALC agrees to provide or arrange and coordinate all of the 
services listed in the description of assisted living 
center services in the Oklahoma State Department of Health 
regulations (OAC 310:663-3-3) except for specialized 
services. 
(v) In addition, the ADvantage participating ALC agrees to 
provide or coordinate the following services: 

(I) Provide an emergency call system for each 
participating ADvantage member; 
(II) Provide up to three meals per day plus snacks 
sufficient to meet nutritional requirements, including 
modified special diets, appropriate to members' needs 
and choices; and 
(III) Arrange or coordinate transportation to and from 
medical appointments. 

(vi) The provider may offer any specialized service or 
rental unit for residents with Alzheimer's disease and 
related dementias, physical disabilities or other special 
needs that the facility intends to market. 
(vii) If the provider arranges and coordinates services 
for members, the provider is obligated to assure the 
provision of those services. 
(viii) Under 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".  For ADvantage Assisted Living Services, 
assistance with "other personal needs" in this definition 
includes assistance with toileting, grooming and 
transferring and the term "assistance" is clarified to 
mean hands-on help in addition to supervision. 
(ix) The specific Assisted Living Services assistance 
provided along with the amount and duration of each type 
of assistance is based upon the individual member's 
assessed need for service assistance and is specified in 
the ALC's service plan which is incorporated as 
supplemental detail into the ADvantage comprehensive 
service plan.  The ADvantage Case Manager in cooperation 
with the Assisted Living Center professional staff 
develops the service plan to meet member needs.  As member 
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needs change, the service plan is amended consistent with 
the assessed, documented need for change in services. 
(x) Definition of Inappropriate ALC Placement.  Placement 
or continued placement of an ADvantage member in an ALC is 
inappropriate if any one or more of the following 
conditions exist: 

(I) The member's needs exceed the level of services the 
center provides.  Documentation must support ALC 
efforts to provide or arrange for the required services 
to accommodate participant needs; 
(II) The member exhibits behavior or actions that 
repeatedly and substantially interferes with the rights 
or well beingwell-being of other residents and the ALC 
has documented efforts to resolve behavior problems 
including medical interventions, behavioral 
interventions and increased staffing interventions.  
Documentation must support that ALC attempted 
interventions to resolve behavior problems; 
(III) The member has a medical condition that is 
complex, unstable or unpredictable and treatment cannot 
be appropriately developed and implemented in the 
assisted living environment.  Documentation must 
support that ALC attempted to obtain appropriate care 
for the member; or 
(IV) The member fails to pay room and board charges 
and/or the OKDHS determined vendor payment obligation. 

(xi) Termination of residence when inappropriately placed. 
Once a determination is made that a member is 
inappropriately placed, the assisted living center must 
inform the member and/or the member's representative, if 
any, and the member's ADvantage Case Manager.  The ALC 
must develop a discharge plan in consultation with the 
member, the member's support network, and the ADvantage 
Case Manager, and the AA. The ALC and Case Manager must 
ensure that the discharge plan includes strategies for 
providing increased services, when appropriate to minimize 
risk and meet the higher care needs of members awaiting a 
move out of the ALC, if reason for discharge is inability 
to meet member needs.  If voluntary termination of 
residency is not arranged, the ALC must provide written 
notice to the member and to the member's representative, 
with a copy to the member's ADvantage Case Manager, giving 
the member 30 days notice of the ALC's intent to terminate 
the residency agreement and move the member to a more 
appropriate care provider. The 30 day requirement shall 
not apply when emergency termination of the residency 
agreement is mandated by the member's immediate health 
needs or when termination of the residency agreement is 
necessary for the physical safety of the member or other 
residents of the ALC.  The written notice of involuntary 
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termination of residency for reasons of inappropriate 
placement must include: 

(I) a full explanation of the reasons for the 
termination of residency; 
(II) the date of the notice; 
(III) the date notice was given to the member and the 
member's representative, the ADvantage Case Manager, 
and the AA; 
(IV) the date by which the member must leave the ALC; 
and 
(V) notification of appeal rights and process for 
submitting appeal of termination of Medicaid Assisted 
Living services to the OHCA. 

(D) ADvantage Assisted Living Services provider standards in 
addition to licensure standards. 

(i) Physical environment 
(I) The ALC must provide lockable doors on the entry 
door of each rental unit and a lockable compartment 
within each member unit for valuables.  Member 
residents must have exclusive rights to their units 
with lockable doors at the entrance of their individual 
and/or shared rental unit and to a lockable compartment 
within each member's rental unit for valuables except 
in the case of documented contraindication.  
UnitsRental units may be shared only if a request to do 
so is initiated by the member resident. 
(II) The ALC must provide each rental unit with a means 
for each member resident to control the temperature in 
the individual living unit through the use of a damper, 
register, thermostat, or other reasonable means that is 
under the control of the resident and that preserves 
resident privacy, independence and safety, provided 
that the Oklahoma State Department of Health may 
approve an alternate means based on documentation that 
the design of the temperature control is appropriate to 
the special needs of each member who has an alternate 
temperature control. 
(III) For ALCS built prior to January 1, 2008, each ALC 
individual residentialrental unit must have a minimum 
total living space (including closets and storage area) 
of 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 area) of 360 square feet. 
(IV) The ALC shall provide a private bathroom for each 
living unit which must be equipped with one lavatory, 
one toilet, and one bathtub or shower stall. 
(V) The ALC must provide at a minimum a kitchenette, 
defined as a space containing a refrigerator, cooking 
appliance (microwave is acceptable), and adequate 
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storage space for utensils. 
(VI) The member is responsible for furnishing their 
rental unit.  If a member is unable to supply basic 
furnishings defined as a bed, dresser, nightstand, 
chairs, table, trash can and lamp, or if the member 
supplied furnishings pose a health or safety risk, the 
member's Case Manager in coordination with the ALC must 
assist the member in obtaining basic furnishings for 
the rental unit. 
(VII) The ALC must meet the requirements of all 
applicable federal and state laws and regulations 
including, but not limited to, the state and local 
sanitary codes, state building and fire safety codes 
and laws and regulations governing use and access by 
persons with disabilities. 
(VIII) The ALC must ensure the design of common areas 
accommodates the special needs of their resident 
population and that the residentialrental unit 
accommodates the special needs of the individual in 
compliance with ADA Accessibility Guidelines (28 CFR 
Part 36 Appendix A) at no additional cost to the 
member. 
(IX) The ALC must provide adequate and appropriate 
social and recreational space for residents and the 
common space must be proportionate to the number of 
residents and appropriate for the resident population. 
(X) The ALC must provide appropriately monitored 
outdoor space for resident use. 

(ii) Sanitation 
(I) The ALC must maintain the facility, including its 
individual rental units, that is clean, safe, sanitary, 
insect and rodent free, odorless, and in good repair at 
all times. 
(II) The ALC must maintain buildings and grounds in a 
good state of repair and in a safe and sanitary 
condition, and in compliance with the requirements of 
applicable regulations, bylaws and codes. 
(III) The ALC stores clean laundry in a manner that 
prevents contamination and changes linens at time 
intervals necessary to avoid health issues. 
(IV) The  ALC must provide housekeeping in member 
rental units that maintains a safe, clean and sanitary 
environment. 
(V) The ALC must have policies and procedures for 
members' pets. 

(iii) Health and Safety 
(I) The ALC must provide building security that 
protects residents from intruders with security 
measures appropriate to building design, environment 
risk factors and the resident population. 
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(II) The ALC must respond immediately and appropriately 
to missing residents, accidents, medical emergencies or 
deaths. 
(III) The ALC must have a plan in place to prevent, 
contain and report any diseases that are considered to 
be infectious and/or are listed as diseases that must 
be reported to the Oklahoma State Department of Health. 
(IV) The ALC must adopt policies for 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 resident to safely evacuate in 
the event of fires or other emergencies. 
(VI) The ALC must ensure that staff areis trained to 
respond appropriately to emergencies. 
(VII) The ALC staff must ensure that fire safety 
requirements are met. 
(VIII) The ALC must offer meals that provide balanced 
and adequate nutrition for residents. 
(IX) The ALC must adopt safe practices for the 
preparation and delivery of meals; 
(X) The ALC must provide a 24-hour response to personal 
emergencies that is appropriate to the needs of the 
resident population. 
(XI) The ALC must provide safe transportation to and 
from ALC sponsored social/recreational outings. 

(iv) Staff to resident ratios 
(I) The ALC must ensure that a sufficient number of 
trained staff beare on duty, awake, and present at all 
times, 24 hours a day, seven days a week, to meet the 
needs of residents and to carry out all the processes 
listed in the ALC's written emergency and disaster 
preparedness plan for fires and other natural 
disasters. 
(II) The ALC must ensure that staffing is sufficient to 
meet the needs of the ADvantage Program residents in 
accordance with each individual's ADvantage Service 
Plan. 
(III) The ALC must have plans in place to address 
situations where there is a disruption to the ALC's 
regular work force. 

(v) Staff training and qualifications 
(I) The ALC must ensure that all staff have 
qualifications consistent with their job 
responsibilities. 
(II) All staff assisting in, or responsible for, food 
service must have attended a food service training 
program offered or approved by the Oklahoma Department 
of Health; 

20 
 



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

(vi) Staff supervision 
(I) The ALC must ensure delegation of tasks to non-
licensed staff must be consistent and in compliance 
with all applicable State regulations including, but 
not limited to, the Oklahoma Nurse Practice Act and the 
OSDH Nurse Aide Certification rules. 
(II) 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 the member's health and nutritional status. 

(vii) Resident rights 
(I) The ALC must provide to each member and member's 
representative, at the time of admission, a copy of the 
resident statutory rights listed in O.S. 63-1-1918 
amended to include additional rights and clarification 
of rights as listed in the ADvantage ConsumerAssisted 
Living Member Assurances. A copy of the resident rights 
must be posted in an easily accessible, conspicuous 
place in the facility.  The facility must ensure that 
its staff is familiar with, and observes, the resident 
rights. 
(II) The ALC must conspicuously post for display in an 
area accessible to residents, employees and visitors, 
the assisted living center's complaint procedures and 
the name, address and telephone number of a person 
authorized to receive complaints.  A copy of the 
complaint procedure must also be given to each 
resident, the resident's representative, or where 
appropriate, the court appointed guardian.  The ALC 
must ensure that all employees comply with the ALC's 
complaint procedure. 
(III) The ALC must provide to each member and member's 
representative, at the time of admission, information 
about Medicaid grievance/appeal rights including a 
description of the process for submitting a 
grievance/appeal of any decision that decreases 
Medicaid services to the member. 

(viii) Incident reporting 
(I) The ALC must maintain a record of incidents that 

21 
 



occur and report incidents to the member's ADvantage 
Case Manager, and to the ADvantage Program AA and to 
other entities as required by law or regulationAA 
utilizing the AA Critical Incident Reporting form. 
Incident reports are also to be made to Adult 
Protective Services (APS) and to the Oklahoma State 
Department of Health (OSDH), as appropriate, in 
accordance with the ALC's licensure rules, utilizing 
the specific reporting forms required. 
(II) Incidents requiring report by licensed Assisted 
Living Centers are those defined by the Oklahoma State 
Department of Health (OSDH) in OAC 310:663-19-1 and 
listed on the Critical Incident Reporting Form. 
(III) Reports of incidents must be made to the member's 
ADvantage Case Manager and to the AA via facsimile or 
by telephone within one business day of the reportable 
incident's discovery utilizing the AA Critical Incident 
Reporting form.  AIf required, a follow-up report of 
the incident mustwill be submitted via facsimile or 
mail to the member's ADvantage Case Manager. The 
follow-up report must be submitted within five business 
days after the incident.  The final report must be 
filed with the member's ADvantage Case Manager and to 
the ADvantage Administration when the full 
investigation is complete not to exceed ten business 
days after the incident. 
(IV) 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 either the Oklahoma Department of Human 
Services, the office of the district attorney in the 
county in which the suspected abuse, neglect, 
exploitation, or property misappropriation occurred or 
the local municipal police department or sheriff's 
department as soon as the person is aware of the 
situation, in accordance with Section 10-104.A of Title 
43A of Oklahoma Statutes.  Reports should also be made 
to the OSDH, as appropriate, in accordance with the 
ALC's licensure rules. 
(V) The preliminary incident report must at the minimum 
include who, what, when and where and the measures 
taken to protect the 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 findings 
of the investigation.  The final report at the minimum 
includes preliminary and follow-up information, a 
summary of investigative actions representing a 
thorough investigation, investigative findings and 
conclusions based on findings; and corrective measures 
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to prevent future occurrences.  If necessary to omit 
items, the final report must include why items were 
omitted and when they will be provided. 

(ix) Provision of or arrangement for necessary health 
services 

(I) The ALC must arrange or coordinate transportation 
for members to and from medical appointments. 
(II) The ALC must provide or coordinate with the member 
and the member's ADvantage Case Manager for delivery of 
necessary health services.  The ADvantage Case Manager 
is responsible for monitoring that all health-related 
services required by the member as identified through 
assessment and documented on the service plan are 
provided in an appropriate and timely manner. The 
member has the freedom to choose any available provider 
qualified by licensure or certification to provide 
necessary health services in the ALC. 

(E) Assisted Living Services are billed per diem of service 
for days covered by the ADvantage member's service plan and 
during which the Assisted Living Services provider is 
responsible for providing Assisted Living serviced as needed 
by the member.  The per diem rate for the ADvantage assisted 
living services for a member will be one of three per diem 
rate levels based upon individual member's need for service - 
type intensity and frequency to address member ADL/IADL and 
health care needs.  The rate level is based upon UCAT 
assessment by the member's ADvantage Case Manager employed by 
a Case Management agency that is independent of the Assisted 
Living Services provider. The determination of the 
appropriate per diem rate is made by the AA clinical review 
staff. 
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE 

SUBCHAPTER 3. GENERAL PROVIDER POLICIES 
PART 3. GENERAL MEDICAL PROGRAM INFORMATION 

  
 
317:30-3-46. Services for persons infected with tuberculosis 
(a) Oklahoma Medicaid provides optional coverage of tuberculosis 
(TB) related services for certain TB infected individuals.  
Services covered under this program are not restricted to the 
Medicaid scope of coverage or limitations.  Services for TB 
infected individuals that exceed the scope of Medicaid services 
must be prior authorized.  Individuals eligible only under the 
optional TB-related services program can receive TB related 
services such as: 

(1) Prescribed medications: 
(A) Prescription drugs indicated for the treatment of TB up 
to the Medicaid established prescription limit; and 
(B) Other drugs related to the treatment of TB beyond the 
prescriptions covered under Medicaid, require prior 
authorization obtained from the University of Oklahoma 
College of Pharmacy using form "Petition for TB Related 
Therapy". 

(2) Physician services: 
(A) Physician services include: 

(i) ambulatory physician services; 
(ii) office visits; and 
(iii) ambulatory surgery and such, but not including 
inpatient services. 

(B) Office visits are not limited for TB infected persons.  
However, prior authorization is required when the limit under 
Medicaid is exceeded; 

(3) Outpatient hospital services; 
(4) Rural Health Clinic services; 
(5) Federally Qualified Health Clinic services; 
(6) Laboratory and x-ray services. Necessary laboratory and x-
ray services (including services to confirm presence of TB 
infection) are covered for infected persons.  Screening tests to 
detect and confirm presence of TB do not require prior 
authorization;  
(7) Tuberculosis Clinic services (See 317:30-5-911317:30-5-1159 
for description of these services); and 
(8) Targeted Case Management services (See 317:30-5-921 for a 
description of these services). 

(b) Persons eligible for services only under optional TB coverage 
do not receive the full range of Medicaid benefits.  Coverage is 
limited as set out in this Section. 
(c) Persons eligible under Medicaid who are infected with TB may 
also be eligible for TB services and receive these extended 
benefits. 
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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 

 
 
317:30-5-2. General coverage by category 
(a) Adults.  Payment for adults is made to physicians for medical 
and surgical services within the scope of the Oklahoma Health Care 
Authority's (OHCA's)(OHCA) SoonerCare program, provided the 
services are reasonable and necessary for the diagnosis and 
treatment of illness or injury, or to improve the functioning of a 
malformed body member. Coverage of certain services must be based 
on a determination made by the OHCA's medical consultant in 
individual circumstances. 

(1) Coverage includes the following medically necessary 
services: 

(A) Inpatient hospital visits for all SoonerCare covered 
stays.  All inpatient services are subject to post-payment 
review by the OHCA, or its designated agent. 
(B) Inpatient psychotherapy by a physician. 
(C) Inpatient psychological testing by a physician. 
(D) One inpatient visit per day, per physician. 
(E) Certain surgical procedures performed in a Medicare 
certified free-standing ambulatory surgery center (ASC) or a 
Medicare certified hospital that offers outpatient surgical 
services. 
(F) Therapeutic radiology or chemotherapy on an outpatient 
basis without limitation to the number of treatments per 
month for members with proven malignancies or opportunistic 
infections. 
(G) Direct physician services on an outpatient basis.  A 
maximum of four visits are allowed per month per member in 
office or home regardless of the number of physicians 
providing treatment.  Additional visits per month are allowed 
for those services related to emergency medical conditions 
and for services in connection with Family Planning. 
(H) Direct physician services in a nursing facility for those 
members residing in a long-term care facility.  A maximum of 
two nursing facility visits per month are allowed.  To 
receive payment for a second nursing facility visit in a 
month denied by Medicare for a Medicare/SoonerCare member, 
attach the EOMB from Medicare showing denial and mark 
"carrier denied coverage". 
(I) Diagnostic x-ray and laboratory services. 
(J) Mammography screening and additional follow-up 
mammograms. 
(K) Obstetrical care. 
(L) Pacemakers and prostheses inserted during the course of a 
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surgical procedure. 
(M) Prior authorized examinations for the purpose of 
determining medical eligibility for programs administered by 
OHCA.  A copy of the authorization, OKDHS form 08MA016E, 
Authorization for Examination and Billing, must accompany the 
claim. 
(N) If a physician renders direct care to a member on the 
same day as a dialysis treatment, payment is allowed for a 
separately identifiable service unrelated to the dialysis. 
(O) Family planning includes sterilization procedures for 
legally competent members 21 years of age and over who 
voluntarily request such a procedure and execute the 
federally mandated consent form with his/her physician.  A 
copy of the consent form must be attached to the claim form. 
Separate payment is allowed for the insertion and/or 
implantation of contraceptive devices during an office visit. 
Certain family planning products may be obtained through the 
Vendor Drug Program.  Reversal of sterilization procedures 
for the purposes of conception is not allowed.  Reversal of 
sterilization procedures are allowed when medically indicated 
and substantiating documentation is attached to the claim. 
(P) Genetic counseling. 
(Q) Laboratory testing (such as complete blood count (CBC), 
platelet count, or urinalysis) for monitoring members 
receiving chemotherapy, radiation therapy, or medications 
that require monitoring during treatment. 
(R) Payment for ultrasounds for pregnant women as specified 
in OAC 317:30-5-22. 
(S) Payment to the attending physician in a teaching medical 
facility for compensable services when the physician signs as 
claimant and renders personal and identifiable services to 
the member in conformity with federal regulations. 
(T) Payment to clinical fellow or chief resident in an 
outpatient academic setting when the following conditions are 
met: 

(i) Recognition as clinical faculty with participation in 
such activities as faculty call, faculty meetings, and 
having hospital privileges; 
(ii) Board certification or completion of an accredited 
residency program in the fellowship specialty area; 
(iii) Hold unrestricted license to practice medicine in 
Oklahoma; 
(iv) If Clinical Fellow, practicing during second or 
subsequent year of fellowship; 
(v) Seeing members without supervision; 
(vi) Services provided not for primary purpose of medical 
education for the clinical fellow or chief resident; 
(vii) Submit billing in own name with appropriate Oklahoma 
SoonerCare provider number; 
(viii) Additionally if a clinical fellow practicing during 
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the first year of fellowship, the clinical fellow must be 
practicing within their area of primary training.  The 
services must be performed within the context of their 
primary specialty and only to the extent as allowed by 
their accrediting body. 

(U) Payment to the attending physician for the services of a 
currently Oklahoma licensed physician in training when the 
following conditions are met. 

(i)  Attending physician performs chart review and signs 
off on the billed encounter; 
(ii) Attending physician is present in the clinic/or 
hospital setting and available for consultation; 
(iii) Documentation of written policy and applicable 
training of physicians in the training program regarding 
when to seek the consultation of the attending physician. 

(V) Payment to the attending physician for the outpatient 
services of an unlicensed physician in a training program 
when the following conditions are met: 

(i) The member must be at least minimally examined by the 
attending physician or a licensed physician under the 
supervision of the attending physician; 
(ii) The contact must be documented in the medical record. 

(W) The payment to a physician for medically directing the 
services of a CRNA or for the direct supervision of the 
services of an Anesthesiologist Assistant (AA) is limited. 
The maximum allowable fee for the services of both providers 
combined is limited to the maximum allowable had the service 
been performed solely by the anesthesiologist. 
(X) One pap smear per year for women of child bearing age. 
Two follow-up pap smears are covered when medically 
indicated. 
(Y) Medically necessary solid organ and bone marrow/stem cell 
transplantation services for children and adults are covered 
services based upon the conditions listed in (i)-(iv) of this 
subparagraph: 

(i) Transplant procedures, except kidney and cornea, must 
be prior authorized to be compensable. 
(ii) To be prior authorized all procedures are reviewed 
based on appropriate medical criteria. 
(iii) To be compensable under the SoonerCare program, all 
organ transplants must be performed at a facility which 
meets the requirements contained in Section 1138 of the 
Social Security Act. 
(iv) Procedures considered experimental or investigational 
are not covered. 

(Z) Donor search and procurement services are covered for 
transplants consistent with the methods used by the Medicare 
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program for organ acquisition costs. 
(i) Donor expenses incurred for complications are covered 
only if they are directly and immediately attributable to 
the donation procedure. 
(ii) Donor expenses that occur after the 90 day global 
reimbursement period must be submitted to the OHCA for 
review. 

(AA) Total parenteral nutritional therapy (TPN) for 
identified diagnoses and when prior authorized. 
(BB) Ventilator equipment. 
(CC) Home dialysis equipment and supplies. 
(DD) Ambulatory services for treatment of members with 
tuberculosis (TB).  This includes, but is not limited to, 
physician visits, outpatient hospital services, rural health 
clinic visits and prescriptions.  Drugs prescribed for the 
treatment of TB beyond the prescriptions covered under 
SoonerCare require prior authorization by the University of 
Oklahoma College of Pharmacy Help Desk using form "Petition 
for TB Related Therapy".  Ambulatory services to members 
infected with TB are not limited to the scope of the 
SoonerCare program, but require prior authorization when the 
scope is exceeded. 
(EE) Smoking and Tobacco Use Cessation Counseling for 
treatment of individuals using tobacco. 

(i) Smoking and Tobacco Use Cessation Counseling consists 
of the 5As: 

(I) Asking the member to describe their smoking use; 
(II) Advising the member to quit; 
(III) Assessing the willingness of the member to quit; 
(IV) Assisting the member with referrals and plans to 
quit; and 
(V) Arranging for follow-up. 

(ii) Up to eight sessions are covered per year per 
individual. 
(iii) Smoking and Tobacco Use Cessation Counseling is a 
covered service when performed by physicians, physician 
assistants, advanced registered nurse practitioners, 
certified nurse midwives, dentists, and Oklahoma State 
Health Department and FQHC nursing staff, and 
Maternal/Child Health Licensed Clinical Social Workers 
with a certification as a Tobacco Treatment Specialist 
Certification (CTTS). It is reimbursed in addition to any 
other appropriate global payments for obstetrical care, 
PCP care coordination payments, evaluation and management 
codes, or other appropriate services rendered.  It must be 
a significant, separately identifiable service, unique 
from any other service provided on the same day. 
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(iv) Chart documentation must include a separate note and 
signature along with the member specific information 
addressed in the five steps and the time spent by the 
practitioner performing the counseling.  Anything under 
three minutes is considered part of a routine visit. 

(FF) Immunizations as specified by the Advisory Committee on 
Immunization Practices (ACIP) guidelines. 
(GG)  Genetic testing is covered when medically necessary. 
Genetic testing is considered medically necessary when the 
following conditions are met: 

(i) The member displays clinical features of a suspected 
genetic condition or is at direct risk of inheriting the 
genetic condition in question (e.g., a causative familial 
variant has been identified); and 
(ii) The result of the test will directly impact the 
clinical decision-making or clinical outcome for the 
member; and  
(iii) The testing method is considered scientifically 
valid for the identification of a specific genetically-
linked inheritable disease; and 
(iv) Documentation is provided from a licensed genetic 
counselor or physician with genetic expertise that 
supports the recommendation for testing based on a review 
of risk factors, clinical scenario, and family history. 

(2) General coverage exclusions include the following: 
(A) Inpatient admission for diagnostic studies that could be 
performed on an outpatient basis. 
(B) Services or any expense incurred for cosmetic surgery. 
(C) Services of two physicians for the same type of service 
to the same member on the same day, except when supplemental 
skills are required and different specialties are involved.  
(D) Refractions and visual aids. 
(E) Pre-operative care within 24 hours of the day of 
admission for surgery and routine post-operative care as 
defined under the global surgery guidelines promulgated by 
Current Procedural Terminology (CPT) and the Centers for 
Medicare and Medicaid Services (CMS). 
(F) Payment to the same physician for both an outpatient 
visit and admission to hospital on the same date. 
(G) Sterilization of members who are under 21 years of age, 
mentally incompetent, or institutionalized or reversal of 
sterilization procedures for the purposes of conception. 
(H) Non-therapeutic hysterectomies. 
(I) Medical services considered experimental or 
investigational. 
(J) Payment for more than four outpatient visits per month 
(home or office) per member, except those visits in 
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connection with family planning or related to emergency 
medical conditions. 
(K) Payment for more than two nursing facility visits per 
month. 
(L) More than one inpatient visit per day per physician. 
(M) Physician services which are administrative in nature and 
not a direct service to the member including such items as 
quality assurance, utilization review, treatment staffing, 
tumor board review or multidisciplinary opinion, dictation, 
and similar functions. 
(N) Charges for completion of insurance forms, abstracts, 
narrative reports or telephone calls. 
(O) Payment for the services of social workers, licensed 
family counselors, registered nurses or other ancillary 
staff, except as specifically set out in OHCA rules. 
(P) Induced abortions, except when certified in writing by a 
physician that the abortion was necessary due to a physical 
disorder, injury or illness, including a life-endangering 
physical condition caused by or arising from the pregnancy 
itself, that would place the woman in danger of death unless 
an abortion is performed, or that the pregnancy is the result 
of an act of rape or incest.  (Refer to OAC 317:30-5-6 or 
317:30-5-50.) 
(Q) Speech and Hearing services. 
(R) Mileage. 
(S) A routine hospital visit on the date of discharge unless 
the member expired. 
(T) Direct payment to perfusionist as this is considered part 
of the hospital reimbursement. 
(U) Inpatient chemical dependency treatment. 
(V) Fertility treatment. 
(W) Payment for removal of benign skin lesions unless 
medically necessary. 

(b) Children.  Payment is made to physicians for medical and 
surgical services for members under the age of 21 within the scope 
of the Authority's SoonerCare program, provided the services are 
medically necessary for the diagnosis and treatment of illness or 
injury, or to improve the functioning of a malformed body member.  
Medical and surgical services for children are comparable to those 
listed for adults. For services rendered to a minor child, the 
child's parent or court-appointed legal guardian must provide 
written authorization prior to the service being rendered, unless 
there is an explicit state or federal exception to this 
requirement. In addition to those services listed for adults, the 
following services are covered for children. 

(1) Pre-authorization of inpatient psychiatric services.  All 
inpatient psychiatric services for members under 21 years of age 
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must be prior authorized by an agency designated by the Oklahoma 
Health Care Authority.  All psychiatric services are prior 
authorized for an approved length of stay.  Non-authorized 
inpatient psychiatric services are not SoonerCare compensable. 

(A) All residential and acute psychiatric services are 
authorized based on the medical necessity criteria as 
described in OAC 317:30-5-95.25,317:30-5-95.27 and 317:30-5-
95.29. 
(B) Out of state placements are not authorized unless it is 
determined that the needed medical services are more readily 
available in another state or it is a general practice for 
members in a particular border locality to use resources in 
another state.  If a medical emergency occurs while a member 
is out of the State, treatment for medical services is 
covered as if provided within the State.  A prime 
consideration for placements is proximity to the family or 
guardian in order to involve the family or guardian in 
discharge and reintegration planning. 

(2) General acute care inpatient service limitations.  All 
general acute care inpatient hospital services for members under 
the age of 21 are not limited.  All inpatient care must be 
medically necessary. 
(3) Procedures for requesting extensions for inpatient services. 
The physician and/or facility must provide necessary 
justification to enable OHCA, or its designated agent, to make a 
determination of medical necessity and appropriateness of 
treatment options.  Extension requests for psychiatric 
admissions must be submitted to the OHCA or its designated 
agent. Extension requests must contain the appropriate 
documentation validating the need for continued treatment in 
accordance with the medical necessity criteria described in OAC 
317:30-5-95.26, 317:30-5-95.28 and 317:30-5-95.30.  Requests 
must be made prior to the expiration of the approved inpatient 
stay.  All decisions of OHCA or its designated agent are final. 
(4) Utilization control requirements for psychiatric beds.  
Utilization control requirements for inpatient psychiatric 
services for members under 21 years of age apply to all 
hospitals and residential psychiatric treatment facilities. 
(5) Early and periodic screening diagnosis and treatment 
program. Payment is made to eligible providers for Early and 
Periodic Screening, Diagnosis, and Treatment (EPSDT) of members 
under age 21.  These services include medical, dental, vision, 
hearing and other necessary health care.  Refer to OAC 317:30-3-
65.2 through 317:30-3-65.11 for specific guidelines. 
(6) Child abuse/neglect findings.  Instances of child abuse 
and/or neglect discovered through screenings and regular exams 
are to be reported in accordance with State Law.  Section 7103 
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of Title 10 of the Oklahoma Statutes mandates reporting 
suspected abuse or neglect to the Oklahoma Department of Human 
Services. Section 7104 of Title 10 of the Oklahoma Statutes 
further requires reporting of criminally injurious conduct to 
the nearest law enforcement agency. 
(7) General exclusions.  The following are excluded from 
coverage for members under the age of 21: 

(A) Inpatient admission for diagnostic studies that could be 
performed on an outpatient basis. 
(B) Services or any expense incurred for cosmetic surgery 
unless the physician certifies the procedure emotionally 
necessary. 
(C) Services of two physicians for the same type of service 
to the same member on the same day, except when supplemental 
skills are required and different specialties are involved.  
(D) Pre-operative care within 24 hours of the day of 
admission for surgery and routine post-operative care as 
defined under the global surgery guidelines promulgated by 
Current Procedural Terminology (CPT) and the Centers for 
Medicare and Medicaid Services (CMS). 
(E) Payment to the same physician for both an outpatient 
visit and admission to hospital on the same date. 
(F) Sterilization of members who are under 21 years of age, 
mentally incompetent, or institutionalized or reversal of 
sterilization procedures for the purposes of conception. 
(G) Non-therapeutic hysterectomies. 
(H) Medical Services considered experimental or 
investigational. 
(I) More than one inpatient visit per day per physician. 
(J) Induced abortions, except when certified in writing by a 
physician that the abortion was necessary due to a physical 
disorder, injury or illness, including a life-endangering 
physical condition caused by or arising from the pregnancy 
itself, that would place the woman in danger of death unless 
an abortion is performed, or that the pregnancy is the result 
of an act of rape or incest.  (Refer to OAC 317:30-5-6 or 
317:30-5-50.) 
(K) Physician services which are administrative in nature and 
not a direct service to the member including such items as 
quality assurance, utilization review, treatment staffing, 
tumor board review or multidisciplinary opinion, dictation, 
and similar functions. 
(L) Payment for the services of social workers, licensed 
family counselors, registered nurses or other ancillary 
staff, except as specifically set out in OHCA rules. 
(M) Direct payment to perfusionist as this is considered part 
of the hospital reimbursement. 
(N) Charges for completion of insurance forms, abstracts, 
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narrative reports or telephone calls. 
(O) Mileage. 
(P) A routine hospital visit on date of discharge unless the 
member expired. 

(c) Individuals eligible for Part B of Medicare.  Payment is made 
utilizing the OHCA allowable for comparable services.  Claims filed 
with Medicare Part B should automatically cross over to OHCA.  The 
explanation of Medicare Benefits (EOMB) reflects a message that the 
claim was referred to SoonerCare.  If such a message is not 
present, a claim for coinsurance and deductible must be filed with 
the OHCA within 90 days of the date of Medicare payment or within 
one year of the date of service in order to be considered timely 
filed.  

(1) In certain circumstances, some claims do not automatically 
"cross over".  Providers must file a claim for coinsurance 
and/or deductible to SoonerCare within 90 days of the Medicare 
payment or within one year from the date of service. 
(2) If payment was denied by Medicare Part B and the service is 
a SoonerCare covered service, mark the claim "denied by 
Medicare" and attach the Medicare EOMB showing the reason for 
the denial. 

PART 79. DENTISTS 
 

317:30-5-696. Coverage by category 
Payment is made for dental services as set forth in this 

Section. 
(1) Adults. 

(A) Dental coverage for adults is limited to: 
(i) emergency extractions; 
(ii) Smoking and Tobacco Use Cessation Counseling; and 
(iii) medical and surgical services performed by a 
dentist, to the extent such services may be performed 
under State law either by a doctor of dental surgery or 
dental medicine, when those services would be covered if 
performed by a physician. 

(B) Payment is made for dental care for adults residing in 
private Intermediate Care Facilities for the Mentally 
Retarded (ICF/MR)Individuals with Intellectual Disabilities 
(ICF/IID) and who have been approved for ICF/MRICF/IID level 
of care, similar to the scope of services available to 
individuals under age 21.  
(C) Pregnant women are covered under a limited dental benefit 
plan (Refer to (a)(4)of this Section). 

(2) Home and community based waiver services (HCBWS) for the 
intellectually disabled.  All providers participating in the 
HCBWS must have a separate contract with the OHCA to provide 
services under the HCBWS.  Dental services are defined in each 
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waiver and must be prior authorized. 
(3) Children.  The OHCA Dental Program provides the basic 
medically necessary treatment.  The services listed below are 
compensable for members under 21 years of age without prior 
authorization.  ALL OTHER DENTAL SERVICES MUST BE PRIOR 
AUTHORIZED.  Anesthesia services are covered for children in the 
same manner as adults.  All providers performing preventive 
services must be available to perform needed restorative 
services for those members receiving any evaluation and 
preventive services.   

(A) Comprehensive oral evaluation. This procedure is 
performed for any member not seen by any dentist for more 
than 12 months. 
(B) Periodic oral evaluation.  This procedure may be provided 
for a member of record if she or he has not been seen for 
more than six months. 
(C) Emergency examination/limited oral evaluation.  This 
procedure is not compensable within two months of a periodic 
oral examination or if the member is involved in active 
treatment unless trauma or acute infection is the presenting 
complaint. 
(D) Radiographs (x-rays). To be SoonerCare compensable, x-
rays must be of diagnostic quality and medically necessary. A 
clinical examination must precede any radiographs, and chart 
documentation must include member history, prior radiographs, 
caries risk assessment and both dental and general health 
needs of the member. The referring dentist is responsible for 
providing properly identified x-rays of acceptable quality 
with a referral, if that provider chooses to expose and 
submit for reimbursement prior to referral.  Panoramic films 
are allowable once in a three year period and must be of 
diagnostic quality. Panoramic films are only compensable when 
chart documentation clearly indicates the test is being 
performed to rule out or evaluate non-caries related 
pathology. Prior authorization and a detailed medical need 
narrative are required for additional panoramic films taken 
within three years of the original set. 
(E) Dental sealants.  Tooth numbers 2, 3, 14, 15, 18, 19, 30 
and 31 must be caries free on the interproximal and occlusal 
surfaces to be eligible for this service.  This service is 
available through 18 years of age and is compensable only 
once per lifetime.  Replacement of sealants is not a covered 
service under the SoonerCare program. 
(F) Dental prophylaxis.  This procedure is provided once 
every 184 days including topical application of fluoride. 
(G) Composite restorations. 

(i) This procedure is compensable for primary incisors as 
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follows: 
(I) tooth numbers O and P to age 4 years; 
(II) tooth numbers E and F to age 6 years; 
(III) tooth numbers N and Q to 5 years; and 
(IV) tooth numbers D and G to 6 years. 

(ii) The procedure is also allowed for use in all vital 
and successfully treated non-vital permanent anterior 
teeth. 
(iii) Class I and II composite restorations are allowed in 
posterior teeth; however, the OHCA has certain 
restrictions for the use of this restorative material.  
(See OAC 317:30-5-699). 

(H) Amalgam.  Amalgam restorations are allowed in: 
(i) posterior primary teeth when: 

(I) 50 percent or more root structure is remaining; 
(II) the teeth have no mobility; or 
(III) the procedure is provided more than 12 months 
prior to normal exfoliation. 

(ii) any permanent tooth, determined as medically 
necessary by the treating dentist. 

(I) Stainless steel crowns for primary teeth.  The use of any 
stainless steel crowns is allowed as follows: 

(i) Stainless steel crowns are allowed if: 
(I) the child is five years of age or under; 
(II) 70 percent or more of the root structure remains; 
or 
(III) the procedure is provided more than 12 months 
prior to normal exfoliation. 

(ii) Stainless steel crowns are treatment of choice for: 
(I) primary teeth with pulpotomies or pulpectomies, if 
the above conditions exist;  
(II) primary teeth where three surfaces of extensive 
decay exist; or  
(III) primary teeth where cuspal occlusion is lost due 
to decay or accident. 

(iii) Preoperative periapical x-rays and/or written 
documentation explaining the extent of decay must be 
available for review, if requested. 
(iv) Placement of a stainless steel crown includes all 
related follow up service for a period of two years.  No 
other restorative procedure on that tooth is compensable 
during that period of time.  A stainless steel crown is 
not a temporizing treatment to be used while a permanent 
crown is being fabricated. 

(J) Stainless steel crowns for permanent teeth. The use of 
any stainless steel crowns is allowed as follows: 

(i) Stainless steel crowns are the treatment of choice 
for: 
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(I) posterior permanent teeth that have completed 
endodontic therapy if three or more surfaces of tooth 
is destroyed; 
(II) posterior permanent teeth that have three or more 
surfaces of extensive decay; or 
(III) where cuspal occlusion is lost due to decay prior 
to age 16 years. 

(ii) Preoperative periapical x-rays and/or written 
documentation explaining the extent of decay must be 
available for review, if requested. 
(iii) Placement of a stainless steel crown includes all 
related follow up service for a period of two years.  No 
other restorative procedure on that tooth is compensable 
during that period of time.  A stainless steel crown is 
not a temporizing treatment to be used while a permanent 
crown is being fabricated. 

(K) Pulpotomies and pulpectomies. 
(i) Therapeutic pulpotomies are allowable for molars and 
teeth numbers listed below.  Pre and post operative 
periapical x-rays must be available for review, if 
requested.  

(I) Primary molars having at least 70 percent or more 
of their root structure remaining or more than 12 
months prior to normal exfoliation; 
(II) Tooth numbers O and P before age 5 years; 
(III) Tooth numbers E and F before 6 years; 
(IV) Tooth numbers N and Q before 5 years; and 
(V) Tooth numbers D and G before 5 years. 

(ii) Pulpectomies are allowed for primary teeth if 
exfoliation of the teeth is not expected to occur for at 
least one year or if 70 percent or more of root structure 
is remaining. 

(L) Anterior root canals.  Payment is made for the services 
provided in accordance with the following: 

(i) This procedure is done for permanent teeth when there 
are no other missing anterior teeth in the same arch 
requiring replacement. 
(ii) Acceptable ADA filling materials must be used. 
(iii) Preauthorization is required if the member's 
treatment plan involves more than four anterior root 
canals. 
(iv) Teeth with less than 50 percent of clinical crown 
should not be treatment-planned for root canal therapy. 
(v) Pre and post operative periapical x-rays must be 
available for review. 
(vi) Pulpotomy may be performed for the relief of pain 
while waiting for the decision from the OHCA. 
(vii) Providers are responsible for any follow-up 
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treatment required due to a failed root canal therapy for 
24 month post completion. 
(viii) Endodontic treated teeth should be restored to 
limited occlusal function and all contours should be 
replaced.  These teeth are not automatically approved for 
any type of crown. 
(ix) If there are three or more missing teeth in the arch 
that requires replacement, root therapy will not be 
allowed. 

(M) Space maintainers.  Certain limitations apply with regard 
to this procedure.  Providers are responsible for 
recementation of any maintainer placed by them for six months 
post insertion. 

(i) Band and loop type space maintenance.  This procedure 
must be provided in accordance with the following 
guidelines: 

(I) This procedure is compensable for all primary 
molars where permanent successor is missing or where 
succedaneous tooth is more than 5mm below the crest of 
the alveolar ridge or where the successor tooth would 
not normally erupt in the next 12 months. 
(II) First primary molars are not allowed space 
maintenance if the second primary and first permanent 
molars are present and in cuspal interlocking occlusion 
regardless of the presence or absence of normal 
relationship. 
(III) If there are missing teeth bilaterally in the 
same arch, under the above guidelines, bilateral space 
maintainer is the treatment of choice. 
(IV) The teeth numbers shown on the claim should be 
those of the missing teeth. 
(V) Post operative bitewing x-rays must be available 
for review. 
(VI) Bilateral band and loop space maintainer is 
allowed if member does not have eruption of the four 
mandibular anterior teeth in position or if sedation 
case that presents limitations to fabricate other space 
maintenance appliances. 

(ii) Lingual arch bar.  Payment is made for the services 
provided in accordance with the following: 

(I) Lingual arch bar is used when permanent incisors 
are erupted and multiple missing teeth exist in the 
same arch. 
(II) The requirements are the same as for band and loop 
space maintainer. 
(III) Multiple missing upper anterior primary incisors 
may be replaced with the appliance to age 6 years to 
prevent abnormal swallowing habits. 
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(IV) Pre and post operative x-rays must be available. 
(iii) Interim partial dentures.  This service is for 
anterior permanent tooth replacement or if the member is 
missing three or more posterior teeth to age 16 years. 

(N) Analgesia. Analgesia services are reimbursable in 
accordance with the following:        

(i) Inhalation of nitrous oxide.  Use of nitrous oxide is 
compensable for four occurrences per year and is not 
separately reimbursable, if provided on the same date by 
the same provider as IV sedation, non-intravenous 
conscious sedation or general anesthesia.  The need for 
this service must be documented in the member's record.  
This procedure is not covered when it is the dentist's 
usual practice to offer it to all patients. 
(ii) Non-intravenous conscious sedation.  Non-intravenous 
conscious sedation is not separately reimbursable, if 
provided on the same date by the same provider as 
analgesia, anxiolysis, inhalation of nitrous oxide, IV 
sedation or general anesthesia.  Non-intravenous conscious 
sedation is reimbursable when determined to be medically 
necessary for documented handicapped members, 
uncontrollable members or justifiable medical or dental 
conditions.  The report must detail the member's 
condition.  No services are reimbursable when provided 
primarily for the convenience of the member and /or the 
dentist, it must be medically necessary. 

(O) Pulp caps.  Indirect and direct pulp cap must be ADA 
accepted materials, not a cavity liner.  Indirect and direct 
pulp cap codes require specific narrative support addressing 
materials used, intent and reasons for use.  Application of 
chemicals used for dentinal hypersensitivity is not allowed 
as indirect pulp cap.  Utilization of these codes is verified 
by post payment review. 
(P) Sedative restorations.  Sedative restorations include 
removal of decay, if present, and direct or indirect pulp 
cap, if needed. These services are reimbursable for the same 
tooth on the same date of service.  Permanent restoration of 
the tooth is allowed after 30 days unless the tooth becomes 
symptomatic and requires pain relieving treatment. 
(Q) History and physical.  Payment is made for services for 
the purpose of admitting a patient to a hospital for dental 
treatment. 
(R) Local anesthesia.  This procedure is included in the fee 
for all services. 
(S) Smoking and Tobacco Use Cessation Counseling.  Smoking 
and Tobacco Use Cessation Counseling is covered when 
performed utilizing the five intervention steps of asking the 
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member to describe his/her smoking, advising the member to 
quit, assessing the willingness of the member to quit, 
assisting with referrals and plans to quit, and arranging for 
follow-up. Up to eight sessions are covered per year per 
individual who has documented tobacco use.  It is a covered 
service when provided by physicians, physician assistants, 
nurse practitioners, nurse midwives, and Oklahoma State 
Health Department and FQHC nursing staff, and Maternal/Child 
Health Licensed Clinical Social Workers with a certification 
as a Tobacco Treatment Specialist Certification (CTTS) in 
addition to other appropriate services rendered.  Chart 
documentation must include a separate note, separate 
signature, and the member specific information addressed in 
the five steps and the time spent by the practitioner 
performing the counseling.  Anything under three minutes is 
considered part of a routine visit. 

(4) Pregnant Women.  Dental coverage for this special   
population is provided regardless of age. 

(A) Proof of pregnancy is required (Refer to OAC 317:35-5-6).  
(B) Coverage is limited to a time period beginning at the 
diagnosis of pregnancy and ending upon 60 days post partum. 
(C) In addition to dental services for adults, other services 
available include: 

(i) Comprehensive oral evaluation must be performed and 
recorded for each new member, or established member not 
seen for more than 24 months; 
(ii) Periodic oral evaluation as defined in OAC 317:30-5-
696(3)(B); 
(iii) Emergency examinations/limited oral evaluation.  
This procedure is not allowed within two months of an oral 
examination by the same provider for the same member, or 
if the member is under active treatment; 
(iv) Radiographs as defined in OAC 317:30-5-696(3)(D); 
(v) Dental prophylaxis as defined in OAC 317:30-5-
696(3)(F); 
(vi) Composite restorations: 

(I) Any permanent tooth that has an opened lesion that 
is a food trap will be deemed medically necessary for 
this program and will be allowed for all anterior 
teeth. 
(II) Class I posterior composite resin restorations are 
allowed in posterior teeth that qualify; 

(vii) Amalgam. Any permanent tooth that has an opened 
lesion that is a food trap will be deemed as medically 
necessary and will be allowed; and 
(viii) Analgesia. Analgesia services are reimbursable in 
accordance with OAC 317:30-5-696(3)(N). 

(D) Services requiring prior authorization (Refer to OAC 
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317:30-5-698). 
(E) Periodontal scaling and root planing.  Required that 50% 
or more of six point measurements be 5 millimeters or 
greater. This procedure is designed for the removal of 
cementum and dentin that is rough, and/or permeated by 
calculus or contaminated with toxins and microorganism and 
requires anesthesia and some soft tissue removal. 

(5) Individuals eligible for Part B of Medicare. 
(A) Payment is made based on the member's coinsurance and 
deductibles. 
(B) Services which have been denied by Medicare as non-
compensable should be filed directly with the OHCA with a 
copy of the Medicare EOB indicating the reason for denial. 
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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 

 
 
317:30-5-216. Prior authorization requests 
(a) Prior authorization requirements. Requirements vary for 
different types of services. Providers should refer to the 
service-specific sections of policy or the OHCA website for 
services requiring PA. 

(1) Required forms. Form HCA-12A may be obtained at local 
county OKDHS offices and isAll required forms are available 
on the OHCA web site at www.okhca.org. 
(2) Certificate of medical necessity. The prescribing 
provider must complete the medical necessity section of the 
CMN.  This section cannot be completed by the supplier. The 
medical necessity section can be completed by any health care 
clinician; however, only the member's treating provider may 
sign the CMN. By signing the CMN, the physician is validating 
the completeness and accuracy of the medical necessity 
section. The member's medical records must contain 
documentation substantiating that the member's condition 
meets the coverage criteria and the answers given in the 
medical necessity section of the CMN. These records may be 
requested by OHCA or its representatives to confirm 
concurrence between the medical records and the information 
submitted with the prior authorization request. 

(b) Submitting prior authorization requests. Contact information 
for submitting prior authorization requests may be found in the 
OHCA Provider Billing and Procedures Manual. An electronic 
version of this manual is located on the OHCA web site. 
(c) Prior authorization review. Upon verifying the completeness 
and accuracy of clerical items, the PA request is reviewed by 
OHCA staff to evaluate whether or not each service being 
requested meets SoonerCare's definition of "medical necessity" 
[see OAC 317:30-3-1 (f)] as well as other criteria. 
(d) Prior authorization decisions. After the HCA-12APA request 
is processed, a notice will be issued advising whether or not 
the item is authorizedregarding the outcome of the review. If 
authorization is issued,the request is approved the notice will 
include an authorization number, the time period for which the 
device is being authorized and the appropriate procedure 
codedate span and procedure codes approved. 
(e) Prior authorization does not guarantee reimbursement. 
Provider status, member eligibility, and medical status on the  
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date of service, as well as all other SoonerCare requirements, 
must be met before the claim is reimbursed. 
(f) Prior authorization of manually-priced items.  
Manually-priced items must include documentation showing the 
supplier's Manufacturer's Suggested Retail Price (MSRP) of the 
item with the request for prior authorization.  The MSRP must be 
listed for each item in the "billed charges" box on the HCA-12A.  
If an item does not have an MSRP, the provider must include a 
copy of the current invoice indicating the cost to the provider 
and a statement from the manufacturer that there is no MSRP 
available.  Reimbursement will be determined as per OAC 317:30-
5-218.Manually-priced items must be prior authorized. If manual 
pricing is used, the provider is reimbursed at the provider's 
documented Manufacturer's Suggested Retail Price (MSRP) minus 
20% or invoice cost plus 20%, whichever is the lesser of two. 
OHCA may establish a fair market price through claims review and 
analysis. 
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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 

 
 
317:30-5-26. 340B Drug Discount Program 
(a) For 340B Drug Discount Program guidelines, refer to section 
317:30-5-87(1)-(4). 
(b) To prevent a duplicate discount, a covered entity that has 
elected to bill Medicaid for drugs purchased under the 340B Drug 
Discount Program shall bill SoonerCare the lower of the 340B 
ceiling price plus administration fee or their usual and 
customary charge for non-Medicaid patients of the covered 
entity. All drugs shall be billed at this same rate, whether 
purchased through the 340B program or otherwise, when billed 
using the registered SoonerCare NPI number on the HRSA Medicaid 
exclusion file. The 340B ceiling price is defined as the Average 
Manufacturer Price (AMP) minus the Medicaid Unit Rebate Amount 
(URA). Periodic audits will be performed by OHCA and 
overpayments will be recouped. 
(c) The covered entity must execute a contract addendum with 
OHCA in addition their provider contract. 

 
 

PART 3. HOSPITALS 
 
317:30-5-42.19. 340B Drug Discount Program 
(a) For 340B Drug Discount Program guidelines refer to section 
317:30-5-87(1)-(4). 
(b) To prevent a duplicate discount, a covered entity that has 
elected to bill Medicaid for drugs purchased under the 340B Drug 
Discount Program shall bill SoonerCare the lower of the 340B 
ceiling price plus administration fee or their usual and 
customary charge for non-Medicaid patients of the covered 
entity. All drugs shall be billed at this same rate, whether 
purchased through the 340B program or otherwise, when billed 
using the registered SoonerCare NPI number on the HRSA Medicaid 
exclusion file. The 340B ceiling price is defined as the Average 
Manufacturer Price (AMP) minus the Medicaid Unit Rebate Amount 
(URA). Periodic audits will be performed by OHCA and 
overpayments will be recouped. 
(c) The covered entity must execute a contract addendum with 
OHCA in addition their provider contract. 
 

 
PART 5. PHARMACIES 
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317:30-5-87. 340B Drug Discount Program 
(a) The purpose of this Section is to provide special provisions 
for providers participating in the 340B Drug Discount program. 
The 340B Drug Discount program special provisions apply to a  
provider that has asserted that it is a “covered entity” or a 
contract pharmacy for a covered entity under the provisions of 
42 U.S.C. § 256b of the United States Code (otherwise known as 
the 340B Drug Discount Program). 
(b) Covered Entities. 

(1) The “covered entity” must notify OHCA in writing within 
30 days of any changes in 340B participation as well as any 
changes in name, address, NPI number, etc. 
(2) The “covered entity” must maintain their status on the 
HRSA Medicaid exclusion file and report any changes to OHCA 
within 30 days. 
(3) The “covered entity” must execute a contract addendum 
with OHCA in addition to their provider contract. 
(4) To prevent a duplicate discount, a “covered entity” that 
has elected to bill Medicaid for drugs purchased under the 
340B Drug Discount Program shall bill SoonerCare the lower of 
the 340B ceiling price plus dispensing fee or their usual and 
customary price to non-Medicaid patients of the covered 
entity. All drugs shall be billed at this same rate, whether 
purchased through the 340B program or otherwise when billed 
using the registered SoonerCare NPI number on the HRSA 
Medicaid exclusion file. The 340B ceiling price is defined as 
the Average Manufacturer Price (AMP) minus the Medicaid Unit 
Rebate Amount (URA). Periodic audits will be performed by 
OHCA and overpayments will be recouped. 

(c) Contract pharmacies for covered entities shall not under any 
circumstance bill drug products purchased under the 340B Drug 
Discount Program to the Oklahoma Medicaid Program. 
 
 

PART 35. RURAL HEALTH CLINICS 
 
317:30-5-363. 340B Drug Discount Program 
(a) For 340B Drug Discount Program guidelines, refer to section 
317:30-5-87(1)-(4). 
(b) To prevent a duplicate discount, a covered entity that has 
elected to bill Medicaid for drugs purchased under the 340B Drug 
Discount Program shall bill SoonerCare the lower of the 340B 
ceiling price plus administration fee or their usual and 
customary charge for non-Medicaid patients of the covered 
entity. All drugs shall be billed at this same rate, whether 
purchased through the 340B program or otherwise, when billed 
using the registered SoonerCare NPI number on the HRSA Medicaid 
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exclusion file. The 340B ceiling price is defined as the Average 
Manufacturer Price (AMP) minus the Medicaid Unit Rebate Amount 
(URA). Periodic audits will be performed by OHCA and 
overpayments will be recouped. 
(c) The covered entity must execute a contract addendum with 
OHCA in addition their provider contract. 

 
 

PART 75. FEDERALLY QUALIFIED HEALTH CENTERS 
 
317:30-5-664.6. Prescription drugs provided by Health Centers 
(a) Eligible Health Centers may elect to participate in the 340B 
prescription drug program which limits the purchase cost of 
covered outpatient drugs. 
(b) Centers that are eligible for participation in the 340B 
program must submit a request to participate to the Office of 
Pharmacy Affairs which includes their SoonerCare billing 
information.  On an annual basis, a copy of the completed 340B 
participation form from the Office of Pharmacy Affairs must also 
be submitted to OHCA's Pharmacy Unit.  Additionally, the Center 
must notify OHCA in writing of any changes in participation as 
well as any changes in name, address, or the addition of any 
satellite facilities. 
(c) For purposes of SoonerCare reimbursement, Health Centers 
participating in the 340B program may only dispense 340B drugs 
to the members who meet the definition of patient as defined by 
the Office of Pharmacy Affairs and outlined in this subsection: 

(1) The Health Center has established a relationship with the 
member, such that the Center maintains records of the 
individual's health care; and 
(2) The individual receives health care services from a 
health care professional who is either employed by the Center 
or provides health care under contractual or other 
arrangements (e.g., referral for consultation) such that 
responsibility of the care provided remains with the Center; 
and 
(3) The individual receives a health care service or range of 
services from the Center which is consistent with the service 
or range of services for Health Centers. 

(d) An individual will not be considered a "patient" of the 
Center for purposes of 340B funding if the only health care 
service received by the individual from the Center is the 
dispensing of a drug or drugs for subsequent self-administration 
or administration in the home setting. 
(e) If the Center subcontracts for pharmacy services, the Center 
must have a written contract which includes the reimbursement 
methodology for the subcontractor.  The Health Center must be 
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the entity purchasing any 340B drugs and must be the entity 
billing SoonerCare for any 340B drugs. 
(f) Health Centers participating in the 340B program must 
maintain a separate accounting system for their 340B drugs and 
any other drugs which were not purchased through the 340B 
program. 
(g) On an annual basis, the Center must submit to OHCA a 
description of their inventory system and accounting system for 
both their 340B drugs and any drugs purchased and dispensed 
outside the 340B program. 
(h) Health Centers participating in the 340B prescription drug 
program can only bill SoonerCare for their acquisition cost plus 
dispensing fee for drugs purchased through the 340B program. 
(i) Health Centers that purchase drugs outside of the 340B 
program can bill SoonerCare at the SoonerCare fee schedule for 
those drugs. Prescription drugs purchased under the 340B Drug 
Discount Program provided by Health Centers 
(a) For 340B Drug Discount Program guidelines, refer to section 
317:30-5-87(1)-(4). 
(b) To prevent a duplicate discount, a covered entity that has 
elected to bill Medicaid for drugs purchased under the 340B Drug 
Discount Program shall bill SoonerCare the lower of the 340B 
ceiling price plus administration fee or their usual and 
customary charge for non-Medicaid patients of the covered 
entity. All drugs shall be billed at this same rate, whether 
purchased through the 340B program or otherwise, when billed 
using the registered SoonerCare NPI number on the HRSA Medicaid 
exclusion file. The 340B ceiling price is defined as the Average 
Manufacturer Price (AMP) minus the Medicaid Unit Rebate Amount 
(URA). Periodic audits will be performed by OHCA and 
overpayments will be recouped. 
(c) The covered entity must execute a contract addendum with 
OHCA in addition their provider contract. 
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE 

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES 
PART 9. LONG TERM CARE FACILITIES 

 
 
317:30-5-126. Therapeutic leave and Hospital leave 

Therapeutic leave is any planned leave other than 
hospitalization that is for the benefit of the patient.  Hospital 
leave is planned or unplanned leave when the patient is admitted to 
a licensed hospital.  Therapeutic leave must be clearly documented 
in the patient's plan of care before payment for a reserved bed can 
be made. 

(1) Effective July 1, 1994, the nursing facility may receive 
payment for a maximum of seven (7) days of therapeutic leave per 
calendar year for each recipient to reserve the bed.  Claims for 
therapeutic leave are to be submitted on Form Adm-41 (Long Term 
Care Claim Form). 
(2) Effective January 1, 1996, the nursing facility may receive 
payment for a maximum of five days of hospital leave per 
calendar year for each recipient to reserve the bed when the 
patient is admitted to a licensed hospital. 
(3) The Intermediate Care Facility for the Mentally Retarded 
(ICF/MR)Individuals with Intellectual Disabilities (ICF/IID) may 
receive payment for a maximum of 60 days of therapeutic leave 
per calendar year for each recipient to reserve a bed.  No more 
than 14 consecutive days of therapeutic leave may be claimed per 
absence.  Recipients approved for ICF/MRIID on or after July 1 
of the year will only be eligible for 30 days of therapeutic 
leave during the remainder of that year. Claims for therapeutic 
leave are to be submitted on Form Adm-41. 
(4) Midnight is the time used to determine whether a patient is 
present or absent from the facility.  The day of discharge for 
therapeutic leave is counted as the first day of leave, but the 
day of return from such leave is not counted.  For hospital 
leave, the day of hospital admission is the first day of leave. 
The day the patient is discharged from the hospital is not 
counted as a leave day. 
(5) Therapeutic and hospital leave balances are recorded on the 
Medicaid Management Information System (MMIS) recipient record 
based on the Form Adm-41 submitted by the facility.  When a 
patient moves to another facility, it is the responsibility of 
the transferring facility to forward the patient's leave records 
to the receiving facility.  Forms are available in the local 
county OKDHS office. 
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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 

 
 
317:30-5-211.15. Supplies 
(a) The OHCA provides coverage for supplies that are prescribed by 
the appropriate medical provider, medically necessary and meet the 
special requirements below. 
(b) Special requirements: 

(1) Intravenous therapy. Supplies for intravenous therapy are 
covered items. Drugs for IV therapy are covered items only as 
specified by the Vendor Drug program. 
(2) Diabetic supplies. Glucose test strips and lancets are 
covered when medically necessary and prescribed by a physician, 
physician assistant, or an advanced practice nurse. A maximum of 
100 glucose test strips and 100 lancets per month when medically 
necessary and prescribed by a physician are covered items for 
insulin dependent members and a maximum of 100 glucose test 
strips and 100 lancets per 90 days are covered for non-insulin 
dependent members. Members diagnosed with gestational diabetes 
may receive a maximum of 150 glucose test strips and 150 lancets 
per month when the appropriate diagnostic classification for 
gestational diabetes is used. Diabetic supplies in excess of 
these parameters must be prior authorized.  
(3) Catheters. Permanent indwelling catheters, male external 
catheters, drain bags and irrigation trays are covered items. 
Single use self catheters when the member has a history of 
urinary tract infections is a covered item. The prescription 
from the attending physician must indicate such documentation is 
available in the member's medical record. 
(4) Colostomy and urostomy supplies. Colostomy and urostomy bags 
and accessories are covered items. 
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 
CHAPTER 25. SOONERCARE CHOICE 

SUBCHAPTER 9. HEALTH ACCESS NETWORKS 
 
 

317:25-9-2. Requirements 
(a) HAN's are non-profit, administrative entities that work with 
providers to coordinate and improve the quality of care for 
SoonerCare members.    The HAN must: 

(1) be organized for the purpose of restructuring and improving 
the access, quality, and continuity of care to SoonerCare 
members; 
(2) offer patients access to all levels of care, including 
primary, outpatient, specialty, certain ancillary services, and 
acute inpatient care, within a community or across a broad 
spectrum of providers across a service region or the State; 
(3) submit an application to the OHCA as specified in (c) of 
this Section; 
(4) offer core components of electronic medical records, 
improved access to specialty care, telemedicine, and expanded 
quality improvement strategies; 
(5) have an organized and systematic quality improvement 
process, including the identification of measurable performance 
targets; and 
(6) offer care management/care coordination to persons with 
complex health care needs including: 

(A) the co-management of individuals enrolled in OHCA's 
Health Management Program; 
(B) individuals with frequent emergency room utilization; 
(C) women enrolled in the Oklahoma Cares Program diagnosed 
with breast or cervical cancer; 
(D) pregnant women enrolled in the High Risk OB Program; and 
(E) individuals enrolled in the Pharmacy Lock-In Program; and 

(6) offer care management/care coordination to persons in the 
HANs. This includes care management for specified members with 
complex health care needs as approved by OHCA. The HAN will not 
provide care management services to HMP members in the HAN, as 
these members will receive care management from HMP health 
coaches or from the OHCA internal Chronic Care Unit. 

(b) Networks must meet at least two of the following: 
(1) have a formal affiliation agreement/partnership at the 
community-level with traditional and non-traditional providers; 
(2) have a formal program to promote public health principles, 
community development, and local educational programs to address 
the challenges of rural and underserved populations; and 
(3) have 501(c)3 or not-for-profit status. 

(c) In order to qualify to participate as a SoonerCare contracted 
HAN's, the network must submit an application to the OHCA that 
details how the network plans to: 

(1) reduce costs associated with the provision of health care 
services to SoonerCare, uninsured and underinsured individuals; 
(2) improve access to, and the availability of, health care 
services provided to individuals served by the health access 
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network; 
(3) enhance the quality and coordination of health care services 
provided to such individuals through mutually defined quality 
improvement initiatives; 
(4) improve the health status of communities served by the 
health access network; 
(5) reduce health disparities in such communities; 
(6) identify all PCPs, specialty providers, and other provider 
types affiliated with the health access network. 

(d) The application to participate as a SoonerCare contracted HAN's 
will be accepted and approved at the sole discretion of OHCA with 
implementation initiated after completion of a readiness review by 
OHCA staff and approval by OHCA's Medical Advisory Taskforce (MAT). 
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March 2014 MAC 
Proposed Rule Changes Summaries 

 
Information Only 

 
The following are summaries of proposed rules. These proposals are still in the research stage 
and are not final. As such, some of the proposals you see here may not advance beyond the 
research stage. OHCA prepared this document to give members of the MAC a preview of policy 
revisions that may be included in the second round of the public rulemaking process. This 
document is for informational purposes only. 
 
The proposed rules were posted for public comment on January 15, 2014 at 
www.okhca.org/proposed-changes. A feedback form accompanies each proposed rule so 
questions and input about the rules can be collected and considered. 
 
A public meeting about the rules will be hosted on Monday, February 24, 2014 at 1 PM in the 
Ponca meeting room of the OHCA. 
 
13-13 Long Acting Reversible Contraceptive Devices — Policy is amended to allow 
reimbursement for Long Acting Reversible Contraceptive (LARC) devices to hospitals outside of 
the Diagnosis Related Group (DRG) methodology.   
Budget Impact: Total cost $3,000.00 in system changes; State share $300.00; Federal share 
$2,700.00. 
 
13-16 Insure Oklahoma — Insure Oklahoma (IO) rules are revised to align with the Special 
Terms and Conditions of the Section 1115 Demonstration Waiver. In accordance with waiver 
special terms and conditions, the federal government has approved a one year (calendar) 
extension of the IO program.   Rules are revised to remove Individual Plan children (while 
retaining Employer Sponsored Insurance (ESI) children) and limit adult Individual Plan 
enrollment to persons with household income at or below 100 percent of FPL. Revisions also 
include changes to the Individual Plan copayment structure; copayments cannot exceed current 
federal maximums with the exception of emergency room (ER) visits, in which case the existing 
copay for ER visits will remain at $30.00. Additionally, rules are revised to remove the 
references to eligibility income determinations.   
Budget Impact: Budget neutral 
 
13-24 ADvantage Address Confidentiality Program — Policy is added to include information 
on the Address Confidentiality Program (ACP). The ACP provides victims of domestic violence, 
sexual assault, or stalking with a substitute address and mail forwarding service that can be 
utilized when victims interact with state and local agencies.  
Budget Impact: Budget neutral 
 
13-25 ADvantage Billing Procedures — Policy is amended to include information on rounding 
of billable time as per the Interactive Voice Response Authentication (IVRA) system. This 
change in policy will enforce compliance, clarify information for providers, and reflect practices 
already taking place. Additionally, minor policy revisions are made to the policy. 
Budget Impact: Budget neutral 
 
13-26 Genetic Testing — Policy is revised to add language that sets boundaries as to what is 
deemed approved genetic testing methods. Problems have recently arisen which call for more 
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stringent policy, particularly issues regarding lab billing for expensive methods that lack 
sufficient evidence for their use.   
Budget Impact: Budget neutral 
 
13-27 Infectious Disease Billing — Policy is added to include language that explicitly 
addresses proper billing in regard to nucleic acid testing of single/multiple infectious organisms 
in a specimen.   
Budget Impact: Total budget savings of $2.9 million; State share $1.08 million; Federal share 
$1.82 million. 
 
13-30 Audit Appeals — Policy is amended to more accurately reflect each party's 
responsibilities in an audit and clarify other audit procedures in order to streamline the process. 
The proposed changes define responsibilities of providers, who can represent a provider in 
her/his absence, and the duties of the docket clerk and the Administrative Law Judge during an 
audit. Further, the rule clarifies timeframes for document submission and prehearings.    
Budget Impact: Budget neutral 
 
13-33 1915(c) Waiver Change for PERS service for Medically Fragile, Sooner Seniors, and 
My Life, My Choice — Policy is amended to change the service criteria for Personal 
Emergency Response System (PERS) to also include that OHCA’s Care Management Team 
can authorize PERS service when the member’s service plan indicates the member is at high 
risk for falls and the service will help prevent premature or unnecessary institutionalization.   
Budget Impact: Total cost of $30,893.20 for SFY '15; State share $11,513.90; Federal share 
$19,379.30. 
 
13-34 Policy Change for Tax Equity Fiscal Responsibility Act (TEFRA) Program — Policy 
is amended to change TEFRA program rules to better match current business practices and 
federal regulations. Changes include changing all TEFRA language regarding mental 
retardation or ICF/MR to individuals with intellectual disabilities or IID to match Public Law 111-
256. As well, rules regarding cost effectiveness analyses being posted on MEDATS are 
changed to require that the cost effectiveness analyses will be reported annually with no 
specification as to where that report will reside. Rules regarding TEFRA eligibility for applicants 
aged three years and older for the ICF/IID level of care change the IQ requirements from 75 or 
less to 70 or less to match current DSM-5 and SSA guidelines regarding intellectual disabilities. 
Additionally, changes also include amending the current criteria to state that applicants can 
either have an IQ of 70 or less, or have a full-scale adaptive functional assessment indicating a 
functional age that does not exceed 50% of child’s age to match current DSM-5 and SSA 
guidelines regarding intellectual disabilities. It also removes the rule that requires the 
assessment be either Battelle or Vineland since SSA does not specify which test is to be used. 
Finally, another amendment requires that one additional psychological evaluation be 
administered for all approved TEFRA children once they reach the age of sixteen.    
Budget Impact: Total cost of $157,563.48 for SFY '15; State share $39,716.15; Federal share 
$117,846.85. 
 
13-35 Electronic Fund Transfer Enrollment — Policy is amended to specify that providers 
enroll in Electronic Fund Transfers for Medicaid reimbursement via the electronic enrollment 
process.  Language referencing the Provider Relations unit will be removed as this unit no 
longer exists.  
Budget Impact: Budget neutral 
 

 

 



13-43 Therapy provider qualifications — OHCA rules for therapy services are revised to add 
“services may be provided under the direction of a qualified provider.” The purpose of this 
change is to allow students and other non-qualified providers to participate in the care of 
SoonerCare members while under the direct supervision and guidance of a qualified provider.  
Budget Impact: Budget neutral 
 
13-45 Inpatient Psychiatric Rules — The Agency's inpatient psychiatric hospital rules are 
revised to establish medical necessity criteria specific for admission and continued stays in 
community based transitional (CBT) programs as these facilities are a lower level of care than 
psychiatric residential treatment facilities (PRTF) and acute residential treatment facilities. 
Changes are also being proposed to the rules regarding "active treatment" requirements for 
children under the age of 18. The change will allow providers flexibility to better tailor treatment 
to the individual needs of the child. Additional proposed changes include:  revisions to 
Inspection of Care (IOC) rules, clarifying which types of facilities will be still receive on-site 
inspections, allowing psychosocial evaluations or admission assessments to substituted for the 
first therapy session, and allowing the use of mechanical restraints for children 18-20 since they 
are treated on the adult care unit. Other revisions are also made to make minor "cleanup" 
changes to terminology, which include changes mandated by the Diagnostic and Statistical 
Manual (DSM) V. 
Budget Impact: Budget neutral 
 
13-46 Outpatient Behavioral Health Services —The Agency’s outpatient behavioral health 
(OBH) rules are revised to remove the behavioral health rehabilitation specialist (BHRS) 
designation from policy since, effective July 1, 2014, these services will only be reimbursed if 
provided by an LBHP, CADC or Case Manager II (CM II). Changes are also made to the rules to 
clarify that OBH services cannot be separately billable to individuals residing in nursing facilities. 
Reimbursements for these services are included within the nursing facility rate, as required by 
federal regulation. Additionally, clarification is made that individual and group psychotherapy 
services cannot be provided to children ages 0-3 unless medical necessity criteria is met, and 
partial hospitalization (PHP) and day treatment language is amended to clarify psychosocial 
rehabilitation is not allowed for children ages 0-3 and prior authorization is required for children 
ages 4-6. Additional changes include: additional supervision requirements for paraprofessionals 
by licensed, master level staff that render services to members outside of an agency setting, 
revising peer recovery support specialist services to include youth ages 16-18 that are 
transitioning into adulthood, revise behavioral health rehabilitation service documentation 
requirements, and clarifying when services may be rendered without a treatment plan. Other 
revisions are also made to make minor "cleanup" changes to terminology, which include 
changes mandated by the Diagnostic and Statistical Manual (DSM) V. 
Budget Impact: Budget neutral 
 
13-47 Bio-Psychosocial Evaluations and Assessments — The Agency's psychologists and 
licensed behavioral health provider rules are being revised to add coverage for bio-psychosocial 
assessments for adults when required by OHHA as part of a preoperative prior authorization 
protocol for organ transplant or bariatric surgical procedures. Revisions are also made to clarify 
that payment for behavioral health services are not separately reimbursable for members 
residing in a nursing facility. 
Budget Impact: Total cost $20,000; State share $7,196; Federal share $12,804. 
 
13-48 Providers Under Supervision for Licensure — The Agency's licensed behavioral 
health provider rules are revised to eliminate reimbursement for services provided by behavioral 
health professionals under supervision for licensure if they work under the direction of an 

 

 



individually contracted LBHP, outside of an agency setting. The additional oversight 
requirements imposed upon agencies provide a better training ground for individuals under 
supervision and afford OHCA and the Oklahoma Department of Mental Health and Substance 
Abuse Services (ODMHSAS) better opportunity to ensure the quality of services being provided 
to SoonerCare members. 
Budget Impact: Budget neutral 
 
13-49 Transitional Case Management — The Agency's behavioral health case management 
rules are revised to ensure consistency with changes in case manager provider requirements 
made in Title 450 of the Oklahoma Administrative Code, by the certifying agency, the Oklahoma 
Department of Mental Health and Substance Abuse Services (ODMHSAS). Provider 
qualifications are being revised in order to reflect the legislature's intent, as expressed during 
the 2013 legislative session. Case management reimbursement rules are also being revised in 
order to allow reimbursement for transitional case management provided during the last 30 days 
of an inpatient stay. This change will ensure successful integration back into the community 
upon discharge from the inpatient facility. 
Budget Impact: Budget neutral 
 
13-50 Therapeutic Foster Care — The Agency's therapeutic foster care (TFC) rules are 
revised to allow for the completion of assessments and treatment plans from 14 days to 30 
days. This change aligns with current practice that mandates when provisional diagnosis 
documentation must be submitted. All documentation will now be due to the OHCA within 30 
days of admission to a TFC facility. The Agency is also proposing rule revisions to disallow 
coverage of Psychosocial Rehabilitation (PSR) services for children below age 6 unless 
services are medically necessary and required pursuant to Federal Early and Periodic 
Screening Diagnostic and Treatment (EPSDT) laws. Additionally, the agency is proposing to 
add detail language requirements for developing and rendering assessments, service plans, 
and PSR services. Other revisions are also made to make minor "cleanup" changes to 
terminology, which include changes mandated by the Diagnostic and Statistical Manual (DSM) 
V.  
Budget Impact: Budget neutral 
 
13-51 Fluoride Varnish — Policy is revised to expand the age for which application of fluoride 
varnish during course of a well child screening is covered, from ages 12 months to 42 months to 
ages 6 months to 60 months. 
Budget Impact: Total cost $22,485.85; State share $8,467; Federal share $14,018. 
 
13-52 School Based Services — OHCA rules related to IDEA and School Based services are 
revised for clarity and consistency. Revisions include removing references to outdated terms 
and/or policy, and adding guidelines for school-based services and evaluations as it relates to 
the Individual Education Plan/ Individual Family Service Plan (IEP/IFSP) for clarity and 
consistency. 
Budget Impact: Budget neutral 
 
13-53 Laboratory payment rates — Policy is revised to clarify clinical laboratory services will 
be reimbursed in accordance with methodology approved under the State Plan. 
Budget Impact: Budget neutral 
 

 

 




