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Statement of Necessit 
In August 2009, approval from the U.S. Department of Health and Human Services, Centers for Medicare and 
Medicaid Services for the new TennCare CHOICES in Long-Term Care Program was formally executed, 
allowing Tennessee to expand its Medicaid managed care system in order to provide eligible individuals with an 
integrated package of medical and long-term care benefits. This approval permits the Bureau to implement the 
Long-Term Care Community CHOICES Act of 2008, passed by the Tennessee General Assembly on May 20, 
2008, and signed into law as Public Chapter 1190 on June 17,2008. T.C.A §§ 71 -5-1401, et seq. 

T.CA §4-5-208(a)(4) permits an agency to adopt emergency rules when the agency finds that it is required by 
an agency of the federal government and adoption of the rules through ordinary rulemaking procedures might 
jeopardize the loss of a federal program or funds. 

I have made a finding that the emergency adoption of amendments to Rule Chapter 1200-13-01 is required in 
order to implement the Long-Term Care Community Choices Act of 2008 in a timely manner. 

For a copy of this emergency rule, contact George Woods at the Bureau of TennCare by mail at 310 Great 
Circle Road, Nashville, Tennessee 37243 or by telephone at (615) 507-6446. 
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Darin J. Gordon 

__ .Qirector, Bureau of TennCare ___ 
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Chapter 1200-13-01 

General Rules 


The title of Rule Chapter 1200-13-01 General Rules is deleted in its entirety and replaced with a new title so as 
amended the title of Rule Chapter 1200-13-01 shall read as follows: 

Chapter 1200-13-01 

TennCare Long-Term Care Programs 


Rule 1200-13-01-.01 Definitions is deleted in its entirety and replaced with a new rule 1200-13-01-.01 Purpose 
which shall read as follows: 

1200-13-01-.01 Purpose. 

(1) 	 The purpose of these rules is to set forth requirements pertaining to the Long-Term Care delivery system. 

(2) 	 The Bureau of TennCare offers the following Long-Term Care programs and services: 

(a) 	 Nursing Facility services. 

1. 	 Until such time as the CHOICES Program is implemented in a particular Grand Division, 
Nursing Facility services will be administered by the State under a fee-for-service system and in 
accordance with these rules. 

2. 	 At the time that the CHOICES Program is implemented in a particular Grand Division, Nursing 
Facility services for eligible residents of that Grand Division will be administered by the 
Managed Care Organizations under the managed care system and in accordance with these 
rules. 

3. 	 At the time that the CHOICES Program is fully implemented statewide, all Nursing Facility 
services will be administered by HIe Managed Care Organizations under the managed care 
system and in accordance with these rules. 

(b) 	 Statewide Home and Community Based Services Waiver for the Elderly and Disabled (Statewide EID 

Waiver). (See Rule 1200-13-01-.17.) 
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1. 	 Until such time as the CHOICES Program is implemented in a particular Grand Division, the 
Statewide ElD Waiver will offer home and community based services (HCBS) to residents of 
that Grand Division under a fee-for-service system and in accordance with these rules. 

2. 	 At the time that the CHOICES Program is implemented in a particular Grand Division, the 
Statewide ElD Waiver will terminate in that Grand Division and HCBS for residents of that 
Grand Division will be administered by the Managed Care Organizations under the managed 
care system and in accordance with these rules. The HCBS waivers for persons with mental 
retardation are not affected by the implementation of the CHOICES Program. 

3. 	 At the time that the CHOICES Program is fully implemented statewide, the Statewide E/D 
Waiver will terminate and all HCBS other than those offered under the HCSS waivers for 
individuals with mental retardation or the PACE program will be administered by the Managed 
Care Organizations under the managed care system and in accordance with these rules. 

(c) TennCare CHOICES Program. (See Rule 1200-13-01-.05.) This program has two components: 

1. 	 Nursing Facility Services. 

2. 	 Home and Community Based Services (HCBS) for adults who are elderly or physically 
disabled. 

(d) 	 Intermediate Care Facility services for persons with Mental Retardation (or pursuant to federal law, 
for the Mentally Retarded) (ICFs/MR). 

(e) 	 Home and Community Based Services waivers for individuals with Mental Retardation. 

1. 	 Statewide MR Waiver. (See Rule 1200-13-01-.25.) 

2. 	 Arlington MR Waiver. (See Rule 1200-13-01-.28.) 

3. 	 Self-Determination MR Waiver. (See Rule 1200-13-01-.29.) 

(f) 	 PACE (Program of All-Inclusive Care for the Elderly) . This is a program for certain dually eligible 
Medicare and Medicaid beneficiaries that is offered through the Tennessee Medicaid State plan, 
Attachment 3.1-A, #26. 

(3) 	 Individuals receiving Long-Term Care services will be enrolled in Managed Care Contractors (MCCs) as 
follows: 

(a) 	 Individuals receiving TennCare-reimbursed Long-Term Care services, other than PACE, are also 
enrolled in a TennCare Managed Care Organization (MCO) for primary care, behavioral health 
services, and acute care services. 

(b) 	 In addition to enrollment in an MCO, the following Long-Term Care recipients, other than those 
enrolled in the PACE Program, are enrolled with the TennCare Pharmacy Benefits Manager for 
coverage of prescription drugs: 

1. Children under the age of twenty-one (21). 

2. Adults aged twenty-one (21) and older who are not Medicare beneficiaries. 
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(c) 	 Children under the age of twenty-one (21) who are Long-Term Care recipients are also enrolled with 
the TennCare Dental Benefits Manager for coverage of dental services. 

(4) 	 Acronyms. The following are acronyms used throughout these rules and the terms they represent: 

(a) MAD ­ Area Agencies on Aging and Disability 

(b) ACLF - Assisted Care Living Facility 

(c) ADL - Activities of Daily Living 

(d) ALA - Administrative Lead Agency 

(e) Arlington MR Waiver - Home and Community Based Services Waiver for Persons with Mental 
Retardation under Section 1915(c) of the Social Security Act (limited to members of the Arlington 
class certified in United States v. Tennessee, et. al.) 

(f) CBRA - Community-Based Residential Alternative 

(g) CMS - Centers for Medicare and Medicaid Services 

(h) DBM - Dental Benefits Manager 

(i) DHS - Tennessee Department of Human Services 

U) DIDS - Tennessee Department of Finance and Administration's Division of Intellectual Disabilities 
Services 

(k) DMHDD - Tennessee Department of Mental Health and Developmental Disabilities 

(I) EW - Electronic Visit Verification 

(m) FEA - Fiscal Employer Agent 

(n) FERP - Federal Estate Recovery Program . 

(0) FFS - Fee-for-Service 

(p) HCBS - Home and Community Based Services 

(q) ICF/MR - Intermediate Care Facility for persons with Mental Retardation (or pursuant to federal law, 
Intermediate Care Facility for the Mentally Retarded) 

(r) IADL - Instrumental Activities of Daily Living 

(s) MCO - Managed Care Organization 

(t) NF - Nursing Facility 

(u) OM ­ Operational Administrative Agency 

(v) PACE - Program of All-Inclusive Care for the Elderly 

(w) PAE - PreAdmission Evaluation 

(x) PASRR - PreAdmission Screening and Resident Review 

(y) PBM - Pharmacy Benefits Manager 

(z) PERS - Personal Emergency Response System 
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(aa) PNA - Personal Needs Allowance 

(bb) QIT - Qualifying Income Trust 

(cc) QMRP - Qualified Mental Retardation Professional 

(dd) Self-Determination MR Waiver - Tennessee's [Home and 
Determination Waiver [for persons with Mental Retardation] 
Security Act 

Community 
under Sectio

Based 
n 1915(

Services] Self­
c) of the Social 

(ee) SNF - Skilled Nursing Facility (as defined under Medicare) 

(ff) SPOE - Single Point of Entry 

(gg) SSI ­ Supplemental Security Income 

(hh) SSI FBR - Supplemental Security Income Federal Benefit Rate 

(ii) Statewide E/D Waiver - Tennessee's HCBS Elderly and Disab
the Social Security Act 

led Waiver under Section 1915(c) of 

OJ) Statewide MR Waiver ­ Tennessee's Home and Community B
the Mentally Retarded and Developmentally Disabled under S
Act 

ection 1915(c
ased Services [State

) of the 
wide] Waiver for 

Social Security 

Statutory Authority: T.CA §§ 4-S-208 and 71-S-10S. 

Rule Chapter 1200-13-01-.02 Eligibility is deleted in its entirety and replaced with a new rule 1200-13-01-.02 
Definitions which shall read as follows: 

1200-13-01-.02 Definitions. 

(1) 	 Administrative Lead Agency (ALA). The approved agency or agencies with which the Bureau of TennCare 
contracts for the provision of covered services through the Statewide EID Waiver. 

(2) 	 Adult Care Home. For purposes of the CHOICES Program, a state-licensed community-based residential 
alternative which offers twenty-four (24) hour residential care and support in a single family residence to no 
more than five (5) elderly or disabled adults who meet NF level of care, but who would prefer to receive 
care in the community in a smaller, home-like setting. The provider must either live on-site in the home, or 
hire a resident manager who lives on-site so that the person primarily responsible for delivering care on a 
day-to-day basis is living in the home with the individuals for whom they are providing care. Coverage shall 
not include the costs of room and board. Pursuant to state law, licensure is currently limited to Critical Adult 
Care Homes for persons who are ventilator dependent and adults with traumatic brain injury. 

(3) 	 Adult Day Care. For purposes of the CHOICES Program and the Statewide E/D Waiver, community-based 
group programs of care lasting more than three (3) hours per day but less than twenty-four (24) hours per 
day provided pursuant to an individualized plan of care by a licensed provider not related to the participating 
adult. 

(4) 	 Applicant. For purposes of compliance with the Linton Order, an individual who seeks admission to a NF 
and is not limited to those individuals who have completed an official application or have complied with the 
NF's pre-admission requirements. The term shall include all individuals who have affirmatively expressed 
an intent to be considered for current or future admission to the NF or requested that their name be entered 
on any "wait list." Individuals who only make casual inquiry concerning the NF or its admission practices, 
who request information on these subjects, or who do not express any intention that they wish to be actively 
considered for admission shall not be considered applicants. All individuals, whether applicants or non­
applicants, who contact a NF to casually inquire about the facility's services or admissions policies shall be 
informed by the facility of that individual's right to apply for admission and be considered for admission on a 
nondiscriminatory basis and in conformance with Rule 1200-13-01-.06. 
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(5) 	 Area Agencies on Aging and Disability (AAAD). Regional agencies designated under Tennessee Rule 
0030-01-5-.02. 

(6) 	 Assisted Care Living Facility (ACLF) Services. For purposes of the CHOICES Program, a CBRA to NF care 
in a licensed ACLF that provides and/or arranges for daily meals, personal, homemaker and other 
supportive services or health care including medication oversight (to the extent permitted under state law), 
in a home-like environment to persons who need assistance with activities of daily living. Coverage shall 
not include the costs of room and board. 

(7) 	 Assisted Care Living Facility (ACLF) Services. For purposes of the Statewide ElD Waiver, personal care 
services, homemaker services, and medication oversight (to the extent permitted under state law) provided 
in a home-like environment in a licensed ACLF. Coverage shall not include the costs of room and board. 

(8) 	 Assistive Technology. For purposes of the CHOICES Program and the Statewide ElD Waiver, an assistive 
device, adaptive aids, controls or appliances which enable an enrollee to increase the ability to perform 
activities of daily living or to perceive or control their environment. Examples include, but are not limited to, 
"grabbers" to pick objects off the floor, a strobe light to signify the smoke alarm has been activated, etc. 

(9) 	 Attendant Care. For purposes of the CHOICES Program, hands-on assistance, safety monitoring, and 
supervision for an enrollee who, due to age and/or physical disability, needs more extensive assistance 
than can be provided through intermittent personal care visits (Le., more than four (4) hours per 
occurrence). 

(a) 	 Attendant Care may include assistance with the following: 

1. 	 Activities of daily living (ADLs) such as bathing, dressing and personal hygiene, eating, 
toileting, transfers and ambulation; or 

2. 	 Instrumental activities of daily living (IADLs) that are essential, although secondary, to the 
personal care tasks needed by the enrollee in order to continue living at home. IADLs may 
include tasks such as picking up medications or shopping for groceries; meal preparation or 
household tasks such as making the bed, washing soiled linens or bedclothes; or continuous 
monitoring and supervision because there is no household member, relative, caregiver, or 
volunteer to meet the specified need. 

3. 	 Attendant care cannot be provided to persons living in a CBRA or receiving Short-Term NF 
services. 

(b) 	 Attendant care does not include care or assistance including meal preparation or household tasks for 
other residents of the same household; yard work; or care of non-service related pets and animals. 

(10) 	 Back-up Plan. A written plan that is a required component of the plan of care for all CHOICES members 
receiving companion care or non-residential HCBS in their own homes and which specifies unpaid persons 
as well as paid consumer-directed workers and/or contract providers (as applicable) who are available, 
have agreed to serve as back-up, and who will be contacted to deliver needed care in situations when 
regularly scheduled HCBS providers or workers are unavailable or do not arrive as scheduled. A CHOICES 
member or his representative may not elect, as part of the back-up plan, to go without services. The back­
up plan shall include the names and telephone numbers of persons and agencies to contact and the 
services to be provided by each of the listed contacts. The member and his representative (as applicable) 
shall have primary responsibility for the development and implementation of the back-up plan for consumer­
directed services with assistance from the FEA as needed. 

(11) 	 Bed Hold. The policy by which NFs providing Level 1 care and ICFs/MR are reimbursed for holding a 
resident's bed for him while he is away from the facility, in accordance with these rules. 

(12) 	 Bureau of TennCare (herein referred to as "TennCare" or as "Bureau"). The division of the Tennessee 
Department of Finance and Administration (the single state Medicaid agency) that administers the 
TennCare Program. For the purposes of these rules, the Bureau of TennCare shall represent the State of 
Tennessee and its representatives. 
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(13) 	 Care Coordination. For purposes of the CHOICES Program, the continuous process of: (1) assessing a 
member's physical, behavioral, functional, and psychosocial needs; (2) identifying the physical health, 
behavioral health and long-term care services and other social support services and assistance (e.g. , 
housing or income assistance) that are necessary to meet identified needs; (3) ensuring timely access to 
and provision, coordination and monitoring of physical health, behavioral health, and long-term care 
services needed to help the member maintain or improve his or her physical or behavioral health status or 
functional abilities and maximize independence; and (4) facilitating access to other social support services 
and assistance needed in order to ensure the member's health, safety and welfare, and as applicable, to 
delay or prevent the need for more expensive institutional placement. 

(14) 	 Caregiver. For purposes of the Statewide E/D Waiver, one or more adult individuals who sign an 
agreement with the ALA to provide services to enrollees participating in the Waiver to meet the needs of the 
enrollee during the hours when waiver services are not being provided by the Administrative Lead Agency. 

(15) 	 Case Management. For purposes of the Statewide E/D Waiver, services which will assist individuals who 
receive waiver services in gaining access to needed waiver and other Medicaid State plan services, as well 
as needed medical, social, educational, and other services, regardless of the funding source for the 
services to which access is gained. 

(16) 	 Case Manager. For purposes of the Statewide ElD Waiver, the individual who is responsible for 
development of the Plan of Care and for ongoing monitoring of the provision of services included in the 
enrollee's Plan of Care. Case Managers shall initiate and oversee the process of assessment and 
reassessment of the enrollee's level of care and the review of Plans of Care at such intervals as are 
specified in the waiver rules and policies. Case Managers are prohibited from providing any other services 
to an enrollee for whom they serve as Case Managers under the Waiver. 

(17) 	 Centers for Medicare and Medicaid Services (CMS). The agency within the United States Department of 
Health and Human Services that is responsible for administering Title XVIII, Title XIX, and Title XXI of the 
Social Security Act. 

(18) 	 Certification. A process by which a physician who is licensed as a doctor of medicine or doctor of 
osteopathy signs and dates a PAE signifying that: (1) the person requires the requested level of institutional 
care or reimbursement (Level 1 NF, Level 2 NF, Enhanced Respiratory Care, or ICF/MR) or, in the case of 
a section 1915(c) HCBS waiver program, requires HCBS as an alternative to the applicable level of 
institutional care for which the person would qualify; and (2) the requested long-term care services are 
medically necessary for the individual. Physician certification is not required for CHOICES HCBS. 

(19) 	 CHOICES. See "TennCare CHOICES in Long-Term Care." 

(20) 	 CHOICES 217-Like Group. Individuals age sixty-five (65) and older and adults age twenty-one (21) and 
older with physical disabilities who meet the NF level of care criteria, who could have been eligible for 
HCBS under 42 C.F.R. § 435.217 had the state continued its section 1915(c) HCBS Waiver for persons 
who are elderly and/or physically disabled, and who need and are receiving HCBS as an alternative to NF 
care. This group exists only in the Grand Divisions of Tennessee where the CHOICES Program has been 
implemented, and participation is subject to the enrollment target for CHOICES Group 2. 

(21) 	 CHOICES Group 1. Individuals of all ages who are receiving Medicaid-reimbursed care in a NF. 

(22) 	 CHOICES Group 2. Individuals age sixty-five (65) and older and adults age twenty-one (21) and older with 
physical disabilities who meet the Nursing Facility level of care and who qualify for TennCare either as SSI 
recipients or in an institutional category (Le., as members of the CHOICES 217-Like demonstration 
population), and who need and are receiving HCBS as an alternative to NF care. TennCare has the 
discretion to apply an enrollment target to this group, as described in these rules. 

(23) 	 CHOICES Member. An individual who has been enrolled by the Bureau of TennCare into the CHOICES 
Program. 

(24) 	 Community-Based Residential Alternatives (CBRA) to institutional care. For purposes of the CHOICES 
Program, residential services which offer a cost-effective, community-based alternative to NF care for 
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individuals who are elderly and/or adults with physical disabilities. CBRAs include, but are not limited to, 
ACLFs, Adult Care Homes, and Companion Care. 

(25) 	 Companion Care. For purposes of the CHOICES Program, a consumer-directed residential model in which 
a CHOICES member may choose to select, employ, supervise and pay, utilizing the services of a Fiscal 
Intermediary, on a daily, weekly, or monthly basis, as applicable, a live-in companion who will be present in 
the member's home and provide frequent intermittent assistance or continuous supervision and monitoring 
throughout the entire period of service duration. Such model will be available only for a CHOICES member 
who requires and does not have available through family or other caregiving supports frequent intermittent 
assistance with activities of daily living or supervision and monitoring for extended periods of time that 
cannot be met more cost-effectively with other non-residential services. A CHOICES member who requires 
assistance in order to direct his or her companion care may designate a representative to assume 
consumer direction of companion care services on his/her behalf, pursuant to requirements for 
representatives otherwise applicable to consumer direction. 

(26) 	 Competent Adult. For purposes of self-direction of health care tasks in consumer direction, a person age 
twenty-one (21) or older who has the capability and capacity to evaluate knowledgeably the options 
available and the risks attendant upon each and to make an informed decision acting in accordance with his 
own preferences and values. A person is presumed competent unless a decision to the contrary is made. 

(27) 	 Consumer Direction of HCBS. For purposes of the CHOICES Program, the opportunity for a member 
assessed to need specified types of HCBS limited to attendant care, personal care, homemaker, in-home 
respite, and/or companion care to elect to direct and manage (or to have a representative direct and 
manage) certain aspects of the provision of such services-primarily, the hiring, firing, and day-to-day 
supervision of consumer directed workers delivering the needed service(s). 

(28) 	 Consumer-Directed Worker (Worker). An individual who has been hired by a CHOICES member 
participating in Consumer Direction of HCBS or his representative to provide one or more eligible HCBS to 
the member. A consumer-directed worker does not include an employee of an agency that is being paid by 
an MCO to provide HCBS to the member. 

(29) 	 Continuity of Care Period. For purposes of the CHOICES Program, the period of time immediately following 
implementation of the CHOICES Program in a Grand Division during which a member will continue to 
receive the same long-term care services, as specified in the plan of care in place prior to CHOICES 
implementation, from the same long-term care providers, regardless of whether such providers have 
elected to participate in the MCO's network. Such period shall be at least thirty (30) days following 
implementation, but in the case of CHOICES Group 2 participants, shall continue for up to ninety (90) days 
or until a comprehensive needs assessment has been performed and a new plan of care has been 
developed. 

(30) 	 Contract Provider. A provider who is under contract with an enrollee's MCO. Also called "network provider" 
or "in-network provider." 

(31) 	 Cost-Effective Alternative Service. A service that is not a covered service but that is approved by TennCare 
and CMS and provided at an MCO's discretion. TennCare enrollees are not entitled to receive these 
services. Cost-effective alternative services may be provided because they are either: (1) alternatives to 
covered Medicaid services that, in the MCO's judgment, are cost-effective; or (2) preventative in nature and 
offered to avoid the development of conditions that, in the MCO's judgment, would require more costly 
treatment in the future. Cost-effective alternative services need not be determined medically necessary 
except to the extent that they are provided as an alternative to covered Medicaid services. Even if 
medically necessary, cost effective alternative services are not covered services and are provided only at 
an MCO's discretion. For purposes of the CHOICES Program, cost-effective alternative service may include 
the provision of HCBS as an alternative to NF care when the Enrollment Target for CHOICES Group 2 has 
been reached as described in Rule 1200-13-01-.05. 

(32) 	 Cost Neutrality Cap. For purposes of the CHOICES Program, the average cost of the level of NF 
reimbursement that would be paid if the member were institutionalized. It functions as a limit on the total 
cost of HCBS that, when combined with the cost of Home Health Services and Private Duty Nursing 
services the person will receive, can be provided to the individual in the home or community setting. The 
Cost Neutrality Cap shall be individually applied. 
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(33) Dental Benefits Manager (DBM). See "Dental Benefits Manager" in Rule 1200-13-13-.01. 

(34) 	 Designated Correspondent. A person or agency authorized by an individual to receive correspondence on 
his behalf related to a NF or ICF/MR PAE. 

(35) 	 Disenrollment. The voluntary or involuntary termination of an individual's enrollment in a Long-Term Care 
Program. 

(36) 	 Division of Intellectual Disabilities Services (DIDS). The division of the Tennessee Department of Finance 
and Administration that serves as the Operational Administrative Agency for day-to-day operations of the 
Home and Community Based Services Waivers for persons with Mental Retardation. Formerly the Division 
of Mental Retardation Services. 

(37) 	 Electronic Visit Verification (EW) system. An electronic system into which caregivers can check-in at the 
beginning and check-out at the end of each period of service delivery to monitor member receipt of HCBS 
and which may also be utilized for submission of claims. 

(38) 	 Eligible HCBS. For purposes of consumer direction, services that may be consumer directed are limited to 
attendant care, personal care visits, homemaker services, in-home respite care, and companion care. 

(39) 	 Employer of Record. The member participating in Consumer Direction of HCBS or a representative 
designated by the member to assume the Consumer Direction of HCBS functions on the member's behalf. 

(40) 	 Enrollee. A Medicaid Eligible individual who is enrolled in a TennCare Long-Term Care program. 

(41) 	 Enrollment target. The maximum number of individuals that can be enrolled in CHOICES Group 2 at any 
given time, subject to the exceptions provided in these rules. The enrollment target is not calculated on the 
basis of "unduplicated participants." Vacated slots in CHOICES Group 2 may be refilled immediately, rather 
than being held until the next program year, as is required in the HCBS waiver programs. 

(42) 	 Expiration Date. A date assigned by the Bureau of TennCare at the time of approval of a PAE after which 
Medicaid reimbursement will not be made unless a new PAE is submitted and approved, or 365 days after 
the PAE Approval Date when the PAE has not been used. A PAE is "used" when the individual has begun 
receiving long-term care services based on the level of care approved in the PAE. A PAE is "expired" when 
the individual has not begun receiving long-term care services on or before the 365th day. The first claim for 
reimbursement may be submitted after the 365th day, so long as the first date.of service is on or before the 
365th day. 

(43) 	 Federal Estate Recovery Program (FERP). A federal program set forth under section 1917(b) of the Social 
Security Act which requires states offering Medicaid-reimbursed long-term care services to seek adjustment 
or recovery for certain types of medical assistance from the estates of individuals who were age fifty-five 
(55) or older at the time such assistance was received, and from permanently institutionalized individuals of 
any age. For persons age fifty-five (55) and older, states are obligated to seek adjustment or recovery for 
nursing facility (including ICF/MR) services, HCBS, and related and hospital and prescription drug services. 
For permanently institutionalized persons, states are obligated to seek adjustment or recovery for the 
institutional services. For both mandatory populations, the State may elect to recover up to the total cost of 
all medical assistance provided. 

(44) 	 Fee-for-Service (FFS) System. An arrangement whereby the State, rather than the MCO, is responsible for 
arranging for covered long-term care services and paying claims for these services. 

(45) 	 Fiscal Employer Agent (FEA). An entity contracting with the State and/or an MCO that helps CHOICES 
members participating in Consumer Direction of HCBS. The FEA provides both financial administration and 
supports brokerage functions for CHOICES members participating in Consumer Direction of HCBS. This 
term is used by the IRS to designate an entity operating under Section 3504 of the IRS code, Revenue 
Procedure 70-6 and Notice 2003-70, as the agent to members for the purpose of filing certain federal tax 
forms and paying federal income tax withholding, FICA and FUTA taxes. The FEA also files state income 
tax withholding and unemployment insurance tax forms and pays the associated taxes and processes 
payroll based on the eligible HCBS authorized and provided. 
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(46) 	 Grand Divisions. See "Grand Divisions" in Rule 1200-13-13-.01. 

(47) 	 Health Care Tasks. For persons participating in consumer direction, health care tasks are those medical 
nursing or home health services, beyond activities of daily living, which (1) a person without a functional 
disability or a caregiver would customarily perform without the assistance of a licensed health care provider; 
(2) the person is unable to perform for himself due to a functional or cognitive limitation; (3) the treating 
physician, advanced practice nurse, or registered nurse determines can safely be performed in the home 
and community under the direction of a competent adult or caregiver; and (4) enable the person to maintain 
independence, personal hygiene, and safety in his own home. 

(48) 	 Home (of an enrollee). For purposes of the Statewide E/D Waiver, the residence or dwelling in which the 
enrollee resides in Tennessee, excluding hospitals, NFs, ICFs/MR, ACLFs, Homes for the Aged 
(Residential Homes for the Aged), and other CBRAs. 

(49) 	 Home and Community Based Services (HCBS). Services not covered by Tennessee's Title XIX State Plan 
that are provided pursuant to a written plan of care as an alternative to long-term care institutional services 
in a NF or an ICF/MR to individuals for whom there has been a determination that, but for the provision of 
such services, the individuals would require the level of care provided in the institution to which the HCBS 
offer an alternative. HCBS does not include home health and private duty nursing services. 

(50) 	 Home and Community Based Services (HCBS) Waiver. A waiver approved by CMS under the section 
1915(c) authority. . 

(51) 	 Home-Delivered Meals. For purposes of the CHOICES Program and the Statewide E/D Waiver, 
nutritionally well-balanced meals, other than those provided under Title III C-2 of the Older Americans Act, 
that provide at least one-third but no more than two-thirds of the current daily Recommended Dietary 
Allowance (as estimated by the Food and Nutrition Board of Sciences - National Research Council) and 
that will be served in the enrollee's home. Special diets shall be provided in accordance with the individual 
Plan of Care when ordered by the enrollee's physician. Home-delivered meals cannot be provided to 
persons living in a CBRA or receiving Short-Term NF services. 

(52) 	 Home Health Services. See "Home Health Services" in Rule 1200-13-13-.01. 

(53) 	 Homemaker Services. For purposes of the CHOICES Program, general household activities and chores 
such as sweeping, mopping, and dusting in areas of the home used by the member, changing the 
member's linens, making the member's bed, washing the member's dishes, doing the member's personal 
laundry, ironing, or mending, meal preparation and/or educating caregivers about preparation of nutritious 
meals for the member, assistance with maintenance of safe environment, and errands such as grocery 
shopping and having the member's prescriptions filled. Homemaker services are to be provided only for the 
member (and not for other household members) and only when the member is unable to perform such 
activities and there is no other caregiver or household member available to perform such activities for the 
member. Homemaker services cannot be provided to persons living in a CBRA or receiving Short-Term NF 
services. 

(54) 	 Homemaker Services. For purposes of the Statewide E/D Waiver, general household activities and chores 
such as sweeping, mopping, dusting, changing linens, making beds, washing dishes, doing personal 
laundry, ironing, mending, meal preparation and/or education about preparation of nutritious appetizing 
meals, assistance with maintenance of safe environment and errands such as grocery shopping and having 
prescriptions filled. Homemaker services are to be provided when the enrollee is unable to perform such 
activities and the individual regularly responsible for these activities is unable to perform such activities for 
the enrollee. Homemaker services cannot be provided to persons living in a CBRA or receiving Short-Term 
NF services. 

(55) 	 ICF/MR Eligible. An individual determined by DHS to qualify for Medicaid-reimbursement of ICF/MR 
services and determined by TennCare to meet ICF/MR level of care. 

(56) 	 ICF/MR PAE Approval Date. The beginning date of level of care eligibility for Medicaid-reimbursed care in 
an ICF/MR for which the ICF/MR PAE has been approved by TennCare. 
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(57) 	 ICF/MR PAE Form. The assessment form used by TennCare to document the current medical and 
habilitative needs of an individual with mental retardation and to document that the individual meets the 
Medicaid level of care eligibility criteria for care in an ICF/MR. 

(58) 	 Identification Screen (Level I). The identification screen to determine which NF applicants or residents have 
mental illness or mental retardation and are subject to preadmission screening/resident review (PASRR). 
Individuals with a supportable primary diagnosis of Alzheimer's disease or dementia will also be detected 
through the identification screen. NFs are responsible for ensuring that all applicants receive a Level I 
identification screen prior to admission to the facility, and for submission of the Levell screen to TennCare. 

(59) 	 Immediate Eligibility. A mechanism by which the State can elect, based on a preliminary determination of 
an individual's eligibility for the CHOICES 217-Like Group, to enroll the individual into CHOICES Group 2 
and provide immediate access to a limited package of HCSS pending a final determination of eligibility. To 
qualify for immediate eligibility, an individual must be applying to receive covered HCSS, be determined by 
TennCare to meet Nursing Facility level of care, have submitted an application for financial eligibility 
determination to DHS, and be expected to qualify for CHOICES Group 2 based on review of the financial 
information provided by the applicant. Immediate eligibility shall only be for specified HCSS (no other 
covered services) and for a maximum of forty-five (45) days. Immediate Eligibility is not available for 
individuals who are already enrolled in TennCare. 

(60) 	 Individual Cost Neutrality Cap. See Cost Neutrality Cap. 

(61) 	 Individual Plan of Care. For purposes of the Statewide E/D Waiver, an individualized written plan of care 
which serves as the f\ ..mdamental tool by which the State ensures the health and welfare of enrollees and 
which meets the requt ements of these rules. 

(62) 	 In-Home Respite car~ For purposes of the CHOICES Program, services provided to individuals unable to 
care for themselves, urnished on a short-term basis in the individual's place of residence, because of the 
absence or need for lief of those persons normally providing the care. In-Home Respite Care cannot be 
provided to persons Ii ing in a CSRA or receiving Short-Term NF services. 

(63) 	 In-Patient Respite Cate. For purposes of the CHOICES Program services provided to individuals unable to 
care for themselves, furnished on a short-term basis in a licensed NF or licensed CSRA, because of the 
absence or need for relief of those persons normally providing the care. Persons receiving CSRA (other 
than Companion Care) or Short-Term NF services are not eligible to receive In-Patient Respite Care. 

(64) 	 In-Patient Nursing Care. Nursing services which are available twenty-four (24) hours per day by or under 
the supervision of a licensed practical nurse or registered nurse and which, in accordance with general 
medical practice, are usually and customarily provided on an inpatient basis in a NF. Inpatient nursing care 
includes, but is not limited to, routine nursing services such as observation and assessment of the 
individual's medical condition, administration of legend drugs, and supervision of nurse aides, and other 
skilled nursing therapies or services that are performed by a licensed practical nurse or registered nurse. 

(65) 	 Intermediate Care Facility for Persons with Mental Retardation (or pursuant to federal law, Intermediate 
Care Facility for the Mentally Retarded) (ICF/MR). A licensed facility approved for Medicaid reimbursement 
that provides specialized services for individuals with mental retardation or related conditions and that 
complies with current federal standards and certification requirements set forth in 42 C.F.R., Part 483. 

(66) 	 Involuntary Transfer or Discharge. Any transfer or discharge that is opposed by the resident or a 
representative of the resident of a NF or ICF/MR. For purposes of compliance with the requirements of 
these rules, a discharge or transfer is involuntary when the NF initiates the action to transfer or discharge. 

(67) 	 Legally Appointed Representative. Any person appointed by a court of competent jurisdiction or authorized 
by legal' process (e.g., power of attorney for health care treatment, declaration for mental health treatment) 
to determine the legal and/or health care interests of an individual and/or his estate. 

(68) 	 Level of Care. Medical eligibility criteria for receipt of an institutional service. An individual who .meets the 
level of care criteria for NF care is an individual who has been determined by TennCare to meet the medical 
eligibility criteria established for that service. 

SS-7040 (December 2009) 11 	 RDA 1693 



(69) 	 Level 1 Nursing Facility care. The level of Medicaid reimbursement provided for nursing facility services 
delivered to residents eligible for Medicaid-reimbursement of NF services determined by TennCare to meet 
the medical eligibility criteria set forth in Rule 1200-13-01-.10(4) by a NF that meets the requirements set 
forth in Rule 1200-13-01-.03, and in accordance with the reimbursement methodology for Levell NF Care 
set forth in Rule 1200-13-01-.03. 

(70) 	 Level 2 Nursing Facility care. The level of Medicaid reimbursement provided for nursing facility services 
delivered to residents eligible for Medicaid-reimbursement of NF services determined by TennCare to meet 
the medical eligibility criteria set forth in Rule 1200-13-01-.10(5) by a NF that meets the requirements set 
forth in Rule 1200-13-01-.03, and in accordance with the reimbursement methodology for Level 2 NF Care 
set forth in Rule 1200-13-01-.03. 

(71) 	 Long-Term Care Enrollee or Participant. An individual who is participating in a TennCare Long-Term Care 
Program. 

(72) 	 Long-term Care Ombudsman. An individual with expertise and experience in the fields of long-term care 
and advocacy, who assists in the identification, investigation, and resolution of complaints that are made by, 
or on behalf of, NF residents, and persons residing in Community-Based Residential Alternative settings, 
including ACLFs and Adult Care Homes. The Tennessee Long-Term Care Ombudsmen program is 
operated by the Tennessee Commission on Aging and Disability. 

(73) 	 Long-Term Care Program. One of the programs offering long-term care services to individuals enrolled in 
TennCare. Long-Term Care Programs include institutional programs (NFs and ICFs/MR), as well as HCBS 
offered either through the CHOICES Program or through a section 1915(c) HCBS waiver program. 

(74) 	 Managed Care Organization (MCO). See "Managed Care Organization" in Rule 1200-13-13-.01. 

(75) 	 Managed Care System. A system under which the MCOs are responsible for arranging for services and 
paying claims for delivery of these services to members enrolled in their plans. 

(76) 	 Medicaid Eligible. An individual who has been determined by DHS or the Social Security Administration to 
be financially eligible to have Medicaid make reimbursement for covered services. 

(77) 	 Medicare Savings Program. The mechanisms by which low-income Medicare beneficiaries can get 
assistance from Medicaid in paying for their Medicare premiums, deductibles, and/or coinsurance. These 
programs include the Qualified Medicare Beneficiary (QMB) program, the Specified Low Income Medicare 
Beneficiary (SLMB) program, and the Qualified Individual (QI) program. 

(78) 	 Mental Illness. For the purposes of compliance with federal PASRR regulations, an individual who meets 
the following requirements on diagnosis, level of impairment and duration of illness: 

(a) 	 The individual has a major mental disorder diagnosable under the Diagnostic and Statistical Manual 
of Mental Disorders, 3r edition which is a schizophrenic, mood, paranoid, panic or other severe 
anxiety disorder; somatoform disorder; personality disorder; other psychotic disorder; or another 
mental disorder that may lead to a chronic disability; but is not a primary diagnosis of dementia, 
including Alzheimer's disease or a related disorder, or a non-primary diagnosis of dementia unless 
the primary diagnosis is a major mental disorder; 

(b) 	 The level of impairment must result in functional limitations in major life activities within the past three 
to six months that would be appropriate for the individual's developmental stage; or 

(c) 	 The treatment history of the individual has at least one of the following: a psychiatric treatment more 
intensive than outpatient care more than once in the past two years, or within the last two years, due 
to a mental disorder, the individual has experienced an episode of significant disruption to the normal 
living situation, for which supportive services were required to maintain functioning at home, or in a 
residential treatment environment, or which resulted in intervention by housing or law enforcement 
officials. 

(79) 	 Mental Retardation and Related Conditions. For the purposes of compliance with federal PASRR 
regulations, an individual is considered to be mentally retarded if he/she has a level of retardation (mild, 
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moderate, severe and profound) as described in the American Association on Mental Deficiency's Manual 
on Classification in Mental Retardation (1983). 

(a) 	 Mental Retardation refers to significantly subaverage general intellectual functioning existing 
concurrently with deficits in adaptive behavior and manifested during the developmental period (i.e., 
prior to age eighteen). 

(b) 	 The provisions of this section also apply to persons with "related conditions", as defined by 42 C.F.R. 
§ 435.1010, which states: "Persons with related conditions" means individuals who have a severe, 
chronic disability that meets all of the following conditions: 

1. 	 It is attributable to: 

(i) 	 Cerebral palsy or epilepsy, or 

(ii) 	 Any other condition, other than mental illness, found to be closely related to mental 
retardation because this condition results in impairment of general intellectual functioning 
or adaptive behavior similar to that of persons with mental retardation, and requires 
treatment or services similar to those required for these persons. 

2. 	 It is manifested before the person reaches age twenty-two (22). 

3. 	 It is likely to continue indefinitely. 

4. 	 It results in substantial functional limitations in three or more of the following areas of major life 
activity: 

(i) 	 Self-care; 

(ii) 	 Understanding and use of language; 

(iii) 	 Learning; 

(iv) 	 Mobility; 

(v) 	 Self-direction; and 

(vi) 	 Capacity for independent living. 

(80) 	 Minor Home Modifications. For purposes of the CHOICES Program, provision and installation of certain 
home mobility aids (e.g., a wheelchair ramp and modifications directly related to and specifically required for 
the construction or installation of the ramp, hand rails for interior or exterior stairs or steps, grab bars and 
other devices) and minor physical adaptations to the interior of a member's place of residence which are 
necessary to ensure the health, welfare and safety of the individual, or which increase the member's 
mobility and accessibility within the residence, such as widening of doorways or modification of bathroom 
facilities. Excluded are installation of stairway lifts or elevators and those adaptations which are considered 
to be general maintenance of the residence or which are considered improvements to the residence or 
which are of general utility and not of direct medical or remedial benefit to the individual, such as 
installation, repair, replacement or roof, ceiling, walls, or carpet or other flooring; installation, repair, or 
replacement of heating or cooling units or systems; installation or purchase of air or water purifiers or 
humidifiers; and installation or repair of driveways, sidewalks, fences, decks, and patios. Adaptations that 
add to the total square footage of the home are excluded from this benefit. All services shall be provided in 
accordance with applicable state or local building codes. Minor Home Modifications cannot be provided to 
persons living in a CBRA or receiving Short-Term NF services, except as provided in Rule 1200-13-01-.05. 

(81) 	 Minor Home Modifications. For purposes of the Statewide E/D Waiver, the provision and installation of 
certain home mobility aids (e.g., ramps, rails, non-skid surfacing, grab bars, and other devices and minor 
home modifications which facilitate mobility) and modifications to the home environment to enhance safety. 
Excluded are those adaptations or improvements to the home which are of general utility and which are not 
of direct medical or remedial benefit to the individual, such as carpeting, roof repair, central air conditioning, 
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etc. Adaptations that add to the total square footage of the home are excluded from this benefit. All 
services shall be provided in accordance with applicable state or local building codes. 

(82) 	 Natural Supports. For purposes of the CHOICES Program, unpaid support and assistance delivered by 
family members, friends, neighbors, and other entities, including clubs, churches, and community 
organizations, to a CHOICES member residing in the community which are critical to ensuring the 
member's health, safety, and welfare and quality of life in the community, and which should be 
supplemented, but not supplanted by paid HCBS in order to help sustain the natural supports over time, 
and to help ensure the delivery of cost-effective community-based care. 

(83) 	 Network Provider. See "Contract Provider. 

(84) 	 Non-Contract Provider. A provider who does not have a contract with an enrollee's MCO. Also called "out­
of-network" provider. 

(85) 	 Notice. When used in regulations pertaining to NFs, notification that must be provided by the facility to 
"residents" or "applicants," and shall also include notification to the person identified in a PAE application as 
the resident's or applicant's deSignated representative and any other individual who is authorized by law to 
act on the resident's or applicant's behalf or who is in fact acting on the resident's or applicant's behalf in 
dealing with the NF. 

(86) 	 Notice of Disposition or Change. A notice issued by DHS of an individual's financial eligibility for Medicaid 
and approved Medicaid vendor date for payments to a NF or an ICF/MR. 

(87) 	 Nursing Facility (NF). A Medicaid-certified NF approved by the Bureau of TennCare. 

(88) 	 Nursing Facility Eligible. An individual determined by DHS to qualify for Medicaid-reimbursement of NF 
services and determined by TennCare to meet NF level of care. 

(89) 	 Out-of-Network Provider. See "Non-Contract Provider." 

(90) 	 PAE Approval Date. The beginning date of level of care eligibility for Medicaid-reimbursed care in a NF for 
which the PAE has been approved by TennCare, which cannot precede completion of the PASRR process. 

(91) 	 Patient Liability. The amount determined by DHS which a Medicaid Eligible is required to pay for covered 
services provided by a NF, an ICF/MR, an HCBS waiver program, or the CHOICES Program. 

(92) 	 Personal Care Assistance/Attendant Services. For purposes of the Statewide E/D Waiver, intermittent 
provision of direct assistance with activities such as toileting, bathing, dressing, personal hygiene, eating, 
meal preparation (excluding the cost of food), budget management, attending appointments, and 
interpersonal and social skill building to enable the enrollee to live in a community setting. Personal Care 
Assistance/Attendant Services cannot be provided to persons living in a CBRA or receiving Short-Term NF 
services. 

(93) 	 Personal Care Services. For purposes of the Statewide E/D Waiver, services provided to assist the 
enrollee with activities of daily living, and related essential household tasks (e.g., making the bed, washing 
soiled linens or bedclothes that require immediate attention), and other activities that enable the enrollee to 
remain in the home, as an alternative to Nursing Facility care, including the following : 
(a) 	 Assistance with activities of daily living (e.g., bathing, grooming, personal hygiene, toileting, feeding, 

dressing, ambulation); 

(b) 	 Assistance with cleaning that is an integral part of personal care and is essential to the health and 
welfare of the enrollee; 

(c) 	 Assistance with maintenance of a safe environment. 

Personal Care Services cannot be provided to persons living in a CBRA or receiving Short-Term NF 
services. 
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(94) 	 Personal Care Visits. For purposes of the CHOICES Program, intermittent visits of limited duration not to 
exceed four (4) hours per visit and two (2) visits per day to provide hands-on assistance to an enrollee who, 
due to age and/or physical disability, needs help with ADLs such as bathing, dressing and personal 
hygiene, eating, toileting, transfers and ambulation; assistance with IADLs such as picking up medications 
or shopping for groceries, and meal preparation or household tasks such as making the bed, washing soiled 
linens or bedclothes, that are essential, although secondary, to the personal care tasks needed by the 
enrollee in order to continue living at home because there is no household member, relative, caregiver, or 
volunteer to meet the specified need. 

Personal care visits do not include: 

(a) 	 Companion or sitter services, including safety monitoring and supervision; 

(b) 	 Care or assistance including meal preparation or household tasks for other residents of the same 
household; 

(c) 	 Yard work; or 

(d) 	 Care of non-service related pets and animals. 

Personal Care Visits cannot be provided to persons living in a CBRA or receiving Short-Term NF services. 

(95) 	 Personal Emergency Response System (PERS). For purposes of the CHOICES Program, an electronic 
device which enables certain individuals at high risk of institutionalization to summon help in an emergency. 
The individual may also wear a portable "help" button to allow for mobility. The system is programmed to 
signal a response center once the "help" button is activated. The response center is staffed by trained 
professionals who assess the nature of the emergency, and obtain assistance for the individual, as needed. 
PERS services are limited to those individuals who have demonstrated mental and physical capacity to 
utilize such system effectively and who live alone or who are alone with no caregiver for extended periods 
of time, such that the individual's safety would be compromised without access to a PERS. Personal 
Emergency Response System (PERS) cannot be provided to persons living in a CBRA or receiving Short­
Term NF services. 

(96) 	 Personal Emergency Response System (PERS). For purposes of the Statewide E/D Waiver, an electronic 
device which enables certain individuals at high risk of institutionalization to summon 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 a response center once a "help" button is activated. The 
response center is staffed by trained professionals. PERS services are limited to those individuals who are 
alone for significant parts of the day, who have no regular caregiver for extended periods of time, and who 
would otherwise require extensive routine supervision. Personal Emergency Response System (PERS) 
cannot be provided to persons living in a CBRA or receiving Short-Term NF services. 

(97) 	 Personal Needs Allowance (PNA). A reasonable amount which is deducted by DHS pursuant to federal 
and state law and the Medicaid State Plan in the application of post-eligibility provisions and the calculation 
of patient liability for long-term care services. The PNA is set aside for clothing and other personal needs of 
the individual while in the institution (Institutional PNA), and to also pay room, board and other living 
expenses in the community (Community PNA). 

(98) 	 Pest Control. For purposes of the CHOICES Program and the Statewide EID Waiver, the use of sprays, 
poisons and traps, as appropriate, in the enrollee's residence (excluding NFs or ACLFs) to regulate or 
eliminate the intrusion of cockroaches, wasps, mice, rats and other species of pests into the household 
environment thereby removing an environmental issue that could be detrimental to a frail elderly or disabled 
enrollee's health 'and physical well-being. Pest Control cannot be provided to persons living in a CBRA or 
receiving Short-Term NF services. 

(99) 	 Pharmacy Benefits Manager (PBM). See "Pharmacy Benefits Manager" in Rule 1200-13-13-.01. 

(100) Physical Disabilities. One or more medically diagnosed chronic, physical impairments, either congenital or 
acquired, which limit independent, purposeful physical movement of the body or of one or more extremities, 

, as evidenced by substantial functional limitations in one or more activities of daily living that require such 

SS-7040 (December 2009) 15 	 RDA 1693 

http:1200-13-13-.01


movement-primarily mobility or transfer-and which are primarily attributable to the physical impairments 
and not to cognitive impairments or mental health conditions. A person with cognitive impairments or 
mental health conditions who also has one or more physical disabilities as defined above may qualify as 
"Physically Disabled," and may be enrolled into CHOICES Group 2 so long as such individual can be safely 
served in the community and at a cost that does not exceed the individual's cost neutrality cap. This 
includes consideration of whether or not the CHOICES Group 2 benefit package can adequately address 
any specialized service needs the applicant may have pertaining to the cognitive impairment or mental 
health condition, as applicable. 

(101) Physically Disabled. 	 For purposes of enrollment into CHOICES Group 2 or the Statewide E1D Waiver, an 
adult aged twenty-one (21) or older who has one or more physical disabilities. 

(102) Physician. 	 A doctor of medicine or osteopathy who has received a degree from an accredited medical 
school and licensed to practice their profession in Tennessee. 

(103) Physician's Plan of Care. For purposes of the Statewide E/D Waiver, an individualized written Plan of Care 
developed by the enrollee's physician and included on the PAE and reviewed as needed or at least every 
ninety (90) days. 

(104) Plain language. 	 Any notice or explanation that requires no more than a sixth grade level of education as 
measured by the Flesch Index, Fog Index, or Flesch-Kincaid Index. 

(105) Pre-Admission Evaluation (PAE). 	 A process of assessment by the Bureau of TennCare used to determine 
an individual's medical (or level of care) eligibility for Medicaid-reimbursed care in a NF or ICF/MR, and in 
the case of NF services, the appropriate level of reimbursement for such care. For purposes of the 
CHOICES Program, the PAE application shall be used for the purposes of determining level of care and for 
calculating the individual Cost Neutrality Cap. 

(106) Pre-Admission Screening/Resident Review (PASRR). 	The process by which the State determines whether 
an individual who resides in or seeks admission to a Medicaid-certified NF has, or is suspected of having, 
mental illness or mental retardation, and, if so, whether the individual requires specialized services and is 
appropriate for NF placement. See "Identification Screen (Levell}." 

(107) PreAdmission Screening/Resident Review (Level II). 	 The process whereby a determination is made about 
whether the individual requires the level of services provided by a NF or another type of facility and, if so, 
whether the individual requires specialized services. These reviews shall be the responsibility of the 
DMHDD and/or DIDS, as applicable. 

(108) Private Duty Nursing Services. See "Private Duty Nursing Services" in Rule 1200-13-13-.01 . 

(109) Program of All-inclusive Care for the Elderly (PACE). 	 A program for dually eligible enrollees in need of 
long-term care services that is authorized under the Medicaid State Plan, Attachment 3.1-A, #26. 

(110) Provider. 	 See "Provider" in Rule 1200-13-13-.01. Provider does not include consumer-directed workers 
(see Consumer-Directed Worker); nor does provider include the FEA (see Fiscal Employer Agent). 

(111) Qualifying Income Trust(QIT}. See "Qualified Income Trust" in Rule 1240-03-03-.03(8}. 

'(112) Recertification. For purposes of the Statewide E1D Waiver, the process approved by the Bureau of 
TennCare by which the enrollee's physician assesses the medical necessity of continuation of waiver 
services and certifies in writing that the enrollee continues to require waiver services. 

(113) Related Conditions. See "Mental Retardation and Related Conditions." 

(114) Representative. 	 In general, for CHOICES members, a person who is at least eighteen (18) years of age 
and is authorized by the member to participate in care planning and implementation and to speak and make 
decisions on the member's behalf, including but not limited to identification of needs, preference regarding 
services and service delivery settings, and communication and resolution of complaints and concerns. As it 
relates to Consumer Direction of HCBS, a person who is authorized by the member to direct and manage 
the member's worker(s}, and signs a representative agreement. The representative for Consumer Direction 
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of HCBS must also: be at least eighteen (18) years of age; have a personal relationship with the member 
and understand his support needs; know the member's daily schedule and routine, medical and functional 
status, medication regimen, likes and dislikes, and strengths and weaknesses; and be physically present in 
the member's residence on a regular basis or at least at a frequency necessary to supervise and evaluate 
workers. 

(115) Representative Agreement. 	 The agreement between a CHOICES member electing Consumer Direction of 
HCBS who has a representative direct and manage the consumer's worker(s) and the member's 
representative that specifies the roles and responsibilities of the member and the member's representative. 

(116) Reserve Capacity. 	 The State's right to maintain some capacity within an established enrollment target to 
enroll individuals into HCBS under certain circumstances. These circumstances could include, but are not 
limited to: accommodation of a phased in implementation of the CHOICES Program; discharge from a NF; 
discharge from an acute care setting where institutional placement is otherwise imminent, or other 
circumstances which the state may establish from time to time in accord with these rules. 

(117) Respite Care. 	 For purposes of the Statewide ElD Waiver, services provided to individuals unable to care 
for themselves, furnished on a short-term basis because of the absence or need for relief of those persons 
normally providing the care. These services may be provided in-patient or in-home. Respite Care cannot 
be provided to persons living in a CBRA or receiving Short-Term NF services. 

(118) Risk Agreement. 	 An agreement signed by a member who will receive HCBS (or his representative) that 
includes, at a minimum, identified risks to the member of residing in the community and receiving HCBS, 
the consequences of such risks, strategies to mitigate the identified risks, and the member's decision 
regarding his acceptance of risk. For members electing to participate in Consumer Direction, the risk 
agreement must include any additional risks associated with the member's decision to act as the employer 
of record, or to have a representative act as the employer of record on his behalf. 

(119) Room and Board. 	 Lodging, meals, and utilities. The kinds of items that are considered "room and board" 
and are therefore not reimbursable by Medicaid include: 

(a) 	 Rent, or, if the individual owns his home, mortgage payments, depreciation, or mortgage interest 

(b) 	 Property taxes 

(c) 	 Insurance (title, mortgage, property and casualty) 

(d) 	 Building and/or grounds maintenance costs 

(e) 	 Resident "raw" food costs including individual special dietary needs (the cost of preparing, serving, 
and cleaning up after meals is not included) 

(f) 	 Household supplies necessary for the room and board of the individual 

(g) 	 Furnishings used by the resident 

(h) 	 Utilities (electricity, water and sewer, gas) 

(i) 	 Resident telephone 

U) 	 Resident cable television 

(120) Safety Plan. 	 For purposes of the Statewide EID Waiver, an individualized plan by which the Administrative 
Lead Agency ensures the health, safety, and welfare of enrollees who do not have twenty-four (24) hour 
caregiver services and which meets the requirements of these rules. 

(121) Self-Direction 	of Health Care Tasks. A decision by a CHOICES member participating in Consumer 
Direction to direct and supervise a paid worker delivering eligible HCBS in the performance of health care 
tasks that would otherwise be performed by a licensed nurse. Self-direction of health care tasks is not a 
service, but rather health care-related duties and functions (such as administration of medications) that a 
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CHOICES member participating in Consumer Direction may elect to have performed by a consumer­
directed worker as part of the delivery of eligible HCSS s/he is authorized to receive. 

(122) Service Agreement. 	 The agreement between a CHOICES member electing Consumer Direction of HCSS 
(or the member's representative) and the member's consumer-directed worker that specifies the roles and 
responsibilities of the member (or the member's representative) and the member's worker. 

(123) Short-Term Nursing Facility Care. 	For purposes of the CHOICES Program, the provision of NF care for up 
to no more than ninety (90) days to a CHOICES Group 2 member who was receiving home and community 
based services upon admission and who requires temporary placement in a NF-for example, due to the 
need for skilled or rehabilitative services upon hospital discharge or due to the temporary illness or absence 
of a primary caregiver-when such member is reasonably expected to be discharged and to resume HCSS 
participation within no more than ninety (90) days. Such CHOICES Group 2 member must meet the NF 
level of care upon admission and in such case, while receiving Short-Term Nursing Facility care may 
continue enrollment in Group 2, pending discharge from the NF within no more than ninety (90) days or until 
such time it is determined that discharge within ninety (90) days from admission is not likely to occur, at 
which time the member shall be transitioned to CHOICES Group 1, as appropriate. The community 
personal needs allowance shall continue to apply during the provision of Short-Term NF care in order to 
allow sufficient resources for the member to maintain his or her community residence for transition back to 
the community. The PASRR process is required for CHOICES Group 2 members entering Short-Term 
Nursing Facility Care. Persons receiving Short-Term NF Care are not eligible to receive any other HCSS. 

(124) Single Point of Entry (SPOE). 	 The agency charged with screening, intake, and facilitated enrollment 
processes for non-Medicaid eligible individuals seeking enrollment into the CHOICES Program. 

(125) Skilled Nursing Service. 	 A physician-ordered nursing service the complexity of which is such that it can 
only be safely and effectively provided directly by a registered nurse or licensed practical nurse. 

(126) Skilled Rehabilitative Service. 	 A physician-ordered rehabilitative service the complexity of which is such 
that it can only be safely and effectively provided by qualified health care personnel (e.g., registered 
physical therapist, licensed physical therapist assistant, registered occupational therapist, certified 

. occupational therapy assistance, licensed respiratory therapist, licensed respiratory therapist assistant). 

(127) Specialized Services for Individuals with Mental Illness. The implementation of an individualized Plan of 
Care developed under and supervised by a physician, provided by a physician and other qualified mental 
health professionals; 

(a) 	 that prescribes specific therapies and activities for the treatment of individuals who are experienCing 
an acute episode of severe mental illness, which necessitates continuous supervision by trained 
mental health personnel; and 

(b) 	 is directed toward diagnosing and reducing the resident's behavioral symptoms that necessitated 
institutionalization, improving his or her level of independent functioning, and achieving a functioning 
level that permits reduction in the intensity of mental health services to below the level of specialized 
services at the earliest possible convenience. Services to maintain generally independent individuals 
who are able to function with little superviSion or in the absence of a continuous specialized services 
program are not included. 

(128) Specialized Services for Individuals with Mental Retardation and Related Conditions. 	 The implementation 
of an individualized Plan of Care specifying a continuous program for each individual, which includes 
aggressive, consistent implementation of a program of specialized and generic training , treatment, health 
services, and related services that is directed towards the acquisition of the behaviors necessary for the 
individual to function with as much self-determination and independence as possible; and the prevention or 
deceleration of regression or loss of current optimal functional status. Services to maintain generally 
independent individuals who are able to function with little supervision or in the absence of a continuous 
specialized services program are not included. 

(129) Statewide 	E/D Waiver. The section 1915(c) HCSS Waiver project approved for Tennessee by CMS to 
provide services to a specified number of Medicaid-eligible adults who reside in Tennessee, who are aged 
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or have physical disabilities, and who meet the medical eligibility (or level of care) criteria for reimbursement 
of Level 1 NF services. 

(130) Subcontractor. 	 For purposes of the Statewide ElD Waiver, an individual, organized partnership, 
professional corporation, or other legal association or entity which enters into a written contract with the 
Administrative Lead Agency to provide waiver services to an enrollee. 

(131) Supports Broker. 	 For purposes of consumer direction, an individual assigned by the FEA to each member 
who assists the member/representative in performing the employer of record functions, including, but not 
limited to: developing job descriptions; locating, recruiting, interviewing, scheduling, monitoring, and 
evaluating workers. The supports broker collaborates with, but does not duplicate, the functions of the 
member's care coordinator. The supports broker does not have authority or responsibility for Consumer 
Direction. The member or member's representative must retain authority and responsibility for Consumer 
Direction. 

(132) TennCare. 	 The program administered by the Single State Agency as designated by the State and CMS 
pursuant to Title XIX of the Social Security Act and the Section 1115 Research and Demonstration Waiver 
granted to the State of Tennessee. 

(133) TennCare CHOICES 	in Long-Term Care (called "CHOICES"). The program in which NF services for 
TennCare eligibles of any age and HCBS for individuals aged sixty-five (65) and older and/or adults aged 
twenty-one (21) and older with physical disabilities are integrated into TennCare's managed care delivery 
system. 

(134) Transfer Form. 	 For purposes of the ICF/MR program, a Medicaid-approved form which is used in lieu of a 
new PAE to document the transfer of an ICF/MR eligible individual having an approved unexpired ICF/MR 
PAE from one ICF/MR to another ICF/MR, from an HCBS MR Waiver Program to an ICF/MR, from an 
ICF/MR to an HCBS MR Waiver Program, or from one HCBS MR Waiver Program to another HCBS MR 
Waiver Program. 

(135) Transfer Form. 	 For purposes of the NF program and HCBS E/D Waiver prior to implementation of the 
CHOICES Program, a form which is used in lieu of a new PAE to document the transfer of a NF eligible 
individual having an approved unexpired PAE from Medicaid Level 1 at one NF to Medicaid Level 1 at 
another such facility or to the HCBS ElD Waiver, from Medicaid Level 2 at one NF to Medicaid Level 2 at 
another such facility, or from the HCBS E/D Waiver to Medicaid Level 1 at a NF. 

(136) Transition Allowance. 	For purposes of the CHOICES Program, a per member allotment not to exceed two 
thousand dollars ($2,000) per lifetime which may, at the sole discretion of a managed care organization, be 
provided as a cost-effective alternative to continued institutional care for a CHOICES member in order to 
facilitate transition from a nursing facility to the community when such member will, upon transition, receive 
more cost-effective non-residential home and community based services or companion care. Items which 
may be purchased or reimbursed are only those items which the member has no other means to obtain and 
which are essential in order to establish a community residence when such residence is not already 
established and to facilitate the person's safe and timely transition, including rent and/or utility deposits, 
essential kitchen appliances, basic furniture, and essential basic household items, such as towels, linens, 
and dishes. Transition Allowance cannot be provided to persons transitioning to a CBRA. 

(137) Wait List. 	 The list maintained by NFs of all individuals who have affirmatively expressed an intent to be 
considered for current or future admission to the NF or requested that their name be entered on any "wait 
list." 

(138) Waiting 	List. For purposes of the CHOICES Program, the list maintained by the Bureau of TennCare of 
individuals who have applied for CHOICES Group 2 but who cannot be served because an enrollment 
target has been met. 

(139) Waiver Eligible. 	 For purposes of the Statewide HCBS EID Waiver, a resident of Tennessee determined by 
TennCare to meet the criteria specified in Rule 1200-13-01-.17(5), and determined by DHS to qualify for 
Medicaid upon enrollment into a section 1915(c) HCBS waiver and receipt of HCBS. A Waiver Eligible 
person is not necessarily enrolled into the Waiver. 
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(140) Worker. See "Consumer-Directed Worker." 

Statutory Authority: T.CA §§ 4-5-208 and 71-5-105. 

Rule Chapter 1200-13-01-.03 Amount, Duration, and Scope of Assistance is deleted in its entirety and replaced 
with a new rule 1200-13-01-.03 Nursing Facility Provider Reimbursement which shall read as follows: 

1200-13-01-.03 Nursing facility provider Reimbursement. 

(1) 	 Definitions. See Rule 1200-13-01-.02. 

(2) 	 Level 1, Level 2, and Enhanced Respiratory Care Nursing Facility Reimbursement. Reimbursement for 
Nursing Facility (NF) services provided to Medicaid recipients enrolled in the TennCare program will be 
categorized according to the needs of reCipients and the level of skilled and/or rehabilitative services 
required as specified in Rule 1200-13-01-.10. Level 2 or Enhanced Respiratory Care NF reimbursement 
shall be provided only for beds that are certified for both Medicaid and Medicare for the provision of Skilled 
Nursing Facility care. 

(3) 	 Conditions for reimbursement of Level 1 NF care. 

(a) 	 The Level 1 Nursing Facility must enter into a provider agreement with TennCare or, upon 
implementation of the CHOICES Program in the Grand Division, one or more TennCare Managed 
Care Organizations, for reimbursement of Level 1 NF services. 

(b) 	 The Level 1 Nursing Facility must be certified by the Tennessee Department of Health, showing that it 
has met the standards set out in 42 C.F.R., Part 442. 

(c) 	 Nursing Facilities reimbursed for Level 1 NF services participating in TennCare shall be terminated as 
a TennCare provider if certification or licensure is canceled by the state. 

(d) 	 If the resident has resources to apply toward payment, including patient liability as determined by the 
Department of Human Services or third party liability, which may include long-term insurance 
benefits, the payment made by the state will be his current maximum payment per day, charges or 
per diem cost (whichever is less), minus the available patient resources. 

(e) 	 Payments for residents requiring reimbursement for Level 1 Nursing Facility Services will not exceed 
per diem costs or charges, whichever is less. 

(f) 	 Regardless of the reimbursement rate established for a Level 1 Nursing Facility, no Level 1 Nursing 
Facility may charge TennCare enrollees an amount greater than the amount per day charge to 
private paying patients for equivalent accommodations and services. 

(g) 	 Personal laundry services in a Level 1 Nursing Facility shall be considered a covered service and 
included in the per diem rate. TennCare enrollees may not be charged for personal laundry services. 

(4) 	 Conditions for reimbursement of Level 2 NF care 

(a) 	 The Level 2 Nursing Facility must enter into a provider agreement with TennCare, or, upon 
implementation of the CHOICES Program in the Grand Division, one or more TennCare Managed 
Care Organizations, for reimbursement of Level 2 NF services. 

(b) 	 Nursing Facilities (Medicare SNFs and TennCare facilities receiving reimbursement for Level 2 NF 
care) must be certified by Medicare, showing they have met the federal certification standards. Any 
of these Nursing Facilities participating in TennCare shall be terminated as a TennCare provider if 
certification or licensure is canceled by the state. 

(c) 	 If the patient has available resources to apply toward payment, including patient liability as 
determined by the Department of Human Services or third party liability, which may include long-term 
care insurance benefits, the payment made by the state is the current maximum payment per day, 
charges or per diem cost, whichever is less, minus the patient's available resources. 
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(d) 	 If the Level 2 Nursing Facility (upon submission of a cost report and a desk review or examination of 
its cost), has collected on a per diem basis during the period covered by the cost report and 
examination, more than cost reimbursement allowed, the skilled nursing facility shall be required to 
reimburse the state for that portion of the reimbursement collected in excess of the actual recorded 
and examined cost. 

(e) 	 Regardless of the reimbursement rate established for a Level 2 Nursing Facility, no Level 2 Nursing 
Facility may charge Medicaid patients an amount greater than the amount per day charged to private 
paying patients for equivalent accommodations and services. 

(5) 	 Conditions for reimbursement of Enhanced Respiratory Care 

(a) 	 The Level 2 Nursing Facility must enter into a provider agreement with one or more TennCare 
Managed Care Organizations for the provision and reimbursement of Ventilator Weaning, Chronic 
Ventilator Services and/or Frequent Tracheal Suctioning in a Level 2 certified and licensed Skilled 
Nursing Facility. 

(b) 	 Nursing Facilities (Medicare SNFs and TennCare facilities providing Enhanced Respiratory Care 
services in a Level 2 NF) must be certified by Medicare, showing they have met the federal 
certification standards. Any of these Nursing Facilities participating in the TennCare shall be 
terminated by all TennCare Managed Care Organizations as a TennCare provider if certification or 
licensure is canceled by the state. 

(c) 	 Nursing Facilities providing Ventilator Weaning or Chronic Ventilator services and Nursing Facilities 
receiving short-term reimbursement at the Tracheal Suctioning Rate for a person who has just been 
weaned from the ventilator, but who still requires short-term intensive respiratory intervention, shall 
also meet or exceed the following minimum standards: 

1. 	 A licensed respiratory care practitioner as defined by T. C.A. § 63-27-102(7), shall be on site 
twenty four (24) hours per day, seven (7) days per week to provide: 

(i) 	 ventilator care; 

(ii) 	 administration of medical gases; 

(iii) 	 administration of aerosol medications; and 

(iv) 	 diagnostic testing and monitoring of life support systems. 

2. 	 The facility shall ensure that an appropriate individualized plan of care is prepared for each 
patient requiring ventilator services. The plan of care shall be developed with input and 
participation from a pulmonologist or a physician with experience in ventilator care. 

3. 	 The facility shall establish admissions criteria to ensure the medical stability of ventilator­
dependent patients prior to transfer from an acute care setting. 

4. 	 Arterial Blood Gas (ABG) shall be readily available in order to document the patient's acid base 
status and/or End Tidal Carbon Dioxide (etC02) and continuous pulse oximetry measurements 
should be performed in lieu of ABG studies. 

5. 	 An audible, redundant external alarm system shall be located outside of each ventilator­
dependent patient's room for the purpose of alerting caregivers of patient disconnection, 
ventilator disconnection or ventilator failure. 

6. 	 Ventilator equipment shall be connected to electrical outlets connected to back-up generator 
power. 

7. 	 Ventilators shall be equipped with battery back-up systems. 
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8. 	 The facility shall be equipped to employ the use of current ventilator technology consistent with 
meeting patients' needs for mobility and comfort. 

9. 	 A (one) back-up ventilator shall be available at all times in the facility 

(d) 	 Except as provided in (c) above, the standards set forth in (c) are not applicable for reimbursement of 
Tracheal Suctioning Enhanced Respiratory Care services; however, the NF must ensure the 
availability of necessary equipment, supplies, and appropriately trained and licensed nurses or 
licensed respiratory therapists to perform the specified tasks. 

(e) 	 If the patient has available resources to apply toward payment, including patient liability as 
determined by the Department of Human Services or third party liability, which may include long-term 
care insurance benefits, the payment made by the state is the per diem rate established by TennCare 
minus the patient's available resources. 

(6) 	 Reimbursement methodology for Level 1 care: 

(a) 	 A Level 1 Nursing Facility will be reimbursed on the lowest of the following: 

1. 	 Allowable cost, 

2. 	 Allowable charges, 

3. 	 An amount representing the 65th percentile of all such facilities or beds, whichever is lower, 
participating in the Level 1 Medicaid Nursing Facility program. In determining the 65th 
percentile for purposes of this sub-section, each provider's most recently filed and reviewed 
cost report shall be inflated from the mid-point of the provider's cost reporting period to the mid­
point of the state's payment period. The trending factor shall be computed for facilities that 
have submitted cost reports covering at least six months of program operations. For facilities 
that have submitted cost reports covering at least three full years of program participation, the 
trending factor shall be the average cost increase over the three-year period, limited to the 75th 
percentile trending factor of facilities participating for at least three years. Negative averages 
shall be considered zero. For facilities thathave not completed three full years in the program, 
the one-year trending factor shall be the 50th percentile trending factor of facilities participating 
in the program for at least three years. For facilities that have failed to file timely cost reports, 
the trending factor shall be zero, 

4. 	 An amount representing the reimbursable cost of the 65th percentile of facilities or beds, 
whichever is lower, participating in the Nursing Facility Level 1 Program. In determining the 
65th percentile ceiling for purposes of this sub-section, operating costs from each provider's 
most recently filed and reviewed cost report will be inflated from the mid-point of the provider's 
cost reporting period to the mid-point of the state's payment period. The inflation factor shall be 
as described in 3. above. Capital-related costs are not subject to indexing. Capital-related 
costs are property, depreciation, and amortization expenses included in Section F.18 and F.19 
of the Nursing Facility Cost Report Form. All other costs, including home office costs and 
management fees, are operating costs. No inflation factor will be allowed for providers not filing 
timely cost reports. For providers in the program less than three years, the inflation factor shall 
be the 50th percentile of allowable inflation factors for providers participating in the program for 
at least three years. Budgeted cost reports receive no inflation allowance; or 

5. 	 For State Fiscal Year 1997-98, the budgeted amount for Level 1 and Level 2 care of 
$672,040,000. For State Fiscal Year 1998-99, the budgeted amount for Level 1 and Level 2 
care of $705,642,000. For State Fiscal Year 1999-2000 and subsequent years, a proportional 
share of expenditures not to exceed the amount budgeted by the state for Nursing Facility 
reimbursement. Expenditures will be monitored throughout each year to determine if rate 
adjustments are necessary to assure that each level of care is within the budgeted amount. 

To assure the proper application of limit 5. above, the Comptroller's Office shall be authorized 
to adjust per-diem rates up or down as necessary during the year. 
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The annual Nursing Facility tax will be passed through as an allowable cost, but will be 
excluded for purposes of computing the inflation allowance and cost-containment incentive. 
The Nursing Facility tax will not be subject to the 65th percentile limits but is subject to the limit 
specified in Rule 1200-13-01-.03(6)(a)5. 

If the patient has no available resources to apply toward payment, the payment made by the 
state is the lower of per-diem cost, charges, or the 65th percentile of all such facilities or beds 
participating in the Medicaid Program, whichever is less. Cost is determined on a facility by 
facility basis. 

The cost report closing date for determination of the Level 1 65th percentile shall be the first 
working day of the month preceding the month in which the recomputed 65th percentile is 
effective. · All clean cost reports received by the Comptroller's Office on or before the clOSing 
date shall be included in the determination of the 65th percentile ceiling. A clean cost report is 
one upon which rates may be set without additional communication from the provider. Home 
office cost reports must be filed before any individual Nursing Facility cost reports included in a 
chain can be processed. 

(b) 	 Costs for supplies and other items billed, including any facility staff required to deliver the service, 
which are billed to Medicare Part B on behalf of all patients must be included as a reduction to 
reimbursable expenses in Section G of the nursing facility cost report. 

(c) 	 Once a per-diem rate is determined from a clean cost report, the rate will not be changed until the 
next ceiling redetermination except for audit adjustments, correction of errors, or termination of a 
budgeted rate, or as necessary to comply with rule 1200-13-01-.03(6)(a)5. 

(7) 	 Reimbursement methodology for Level 2 care: 

(a) 	 A Level 2 Nursing Facility will be reimbursed on the lowest of the following: 

1. 	 Allowable costs, 

2. 	 Allowable charges, 

3. 	 An amount representing the reimbursable cost of the 65th percentile of all such facilities or 
beds, whichever is lower, participating in the Level 2 Medicaid Nursing Facility program. In 
determining the 65th percentile for purposes of this subsection, each provider's most recently 
filed and reviewed cost report shall be inflated from the mid-point of the provider'S cost 
reporting period to the mid-point of the state's payment period. The trending factor shall be 
computed for facilities that have submitted cost reports covering at least six months of program 
operations. For facilities that have submitted cost reports covering at least three full years of 
program participation, the trending factor shall be the average cost increase over the three-year 
period, limited to the 75th percentile trending factor of facilities participating for at least three 
years. Negative averages shall be considered zero. For facilities that have not completed 
three full years in the program, the one-year trending factor shall be the 50th percentile trending 
factor of facilities participating in the program for at least three years. For facilities that have 
failed to file timely cost reports, the trending factor shall be zero. 

4. 	 A prospective amount representing the reimbursable cost of the 65th percentile of facilities or 
beds, whichever is lower, participating in the NurSing Facility Level 2 Program. In determining 
the 65th percentile ceiling for purposes of this sub-section, operating costs from each provider's 
most recently filed and reviewed cost report will be inflated from the midpoint of the provider's 
cost reporting period to the mid-point of the state's payment period. The inflation factor shall be 
as described in Part 3. above. Capital-related costs are not subject to indexing. Operating 
and capital-related costs are as specified on Worksheet B of the Medicare Skilled Nursing 
Facility cost report form. Budgeted cost reports receive no inflation allowance; or 

5. 	 For State Fiscal Year 1997-98, the budgeted amount for Level 1 and Level 2 care of 
$672,040,000. For State Fiscal Year 1998-99, the budgeted amount for level 1 and level 2 care 
of $705,642,000. For State Fiscal Year 1999-2000 and subsequent years, a proportional share 
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of expenditures not to exceed the amount budgeted by the state for Nursing Facility 
reimbursement. Expenditures will be monitored throughout each year to determine if rate 
adjustments are necessary to assure that each level of care is within the budgeted amount. 

To assure the proper application of limit 5. above, the Comptroller's Office shall be authorized 
to adjust per-diem rates up or down as necessary during the year. 

The cost report closing date for determination of the Level 2 65th percentile shall be the first 
working day of the month preceding the month in which the recomputed 65th percentile is 
effective. All clean cost reports received by the Comptroller's Office on or before the closing 
date shall be included in the determination of the 65th percentile. A clean cost report is one 
upon which rates may be set without additional communication from the provider. Home office 
cost reports must be filed before any individual Nursing Facility cost reports included in a chain 
can be processed. 

The annual Nursing Facility tax will be passed through as an allowable cost, but will be 
excluded for purposes of computing the inflation allowance and cost-containment incentive. 
The Nursing Facility tax will not be subject to the 65th percentile limits but is subject to the limit 
specified in Rule 1200-13-01-.03(7)(a)5. 

Once a per-diem rate is determined from a clean cost report, the rate will not be changed until 
the next ceiling redetermination except for audit adjustments, correction of errors, or termination 
of a budgeted rate, or as necessary to comply with Rule 1200-13-01-.03(7)(a)5. 

If the patient has no available resources to apply toward payment, the payment made by the 
state is the lower of per-diem cost, charges, or the 65th percentile of beds or facilities, 
whichever is lower, participating in the Medicaid Program. Cost is determined on a facility by 
facility basis. 

(b) 	 Medicare Part B charges, including any facility staff required to deliver the service, are non-allowable 
in calculating Medicaid Level 2 Nursing Facility reimbursement. 

(8) 	 Reimbursement for Enhanced Respiratory Care services in a Medicare-certified and licensed Level 2 
Skilled Nursing Facility shall be made only by TennCare Managed Care Organizations in accordance with 
these rules and rates established by TennCare. 

(9) 	 Bed holds. 

(a) 	 A Level 1 Nursing Facility (NF) shall be reimbursed in accordance with this paragraph for the 
recipient's bed in that facility during the recipient's temporary absence from that facility in accordance 
with the following: 

1. 	 Reimbursement will be made for up to a total of ten (10) days per state fiscal year while the 
resident is hospitalized or absent from the facility on therapeutic leave. The following 
conditions must be met in order for a bed hold reimbursement to be made under this provision: 

(i) 	 The resident intends to return to the NF. 

(ii) 	 For hospital leave days: 

(I) 	 Each period of hospitalization is physician ordered and so documented in the 
patient's medical record in the NF; and 

(II) 	 The hospital provides a discharge plan for the resident. 

(iii) 	 Therapeutic leave days, when the resident is absent from the facility on a therapeutic 
home visit or other therapeutic absence, are provided pursuant to a physician's order. 

(iv) 	 At least 85% of all other beds in the NF are occupied at the time of the hospital admission 
or therapeutic absence. An occupied bed is one that is actually being used by a patient. 
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Beds being held for other patients while they are hospitalized or otherwise absent from 
the facility are not considered to be occupied beds, for purposes of this calculation. 

(b) 	 Nursing Facilities shall not be reimbursed for holding a bed for a person receiving Level 2 NF or 
Enhanced Respiratory Care reimbursement during his temporary absence from the facility. 

(10) 	 Other reimbursement issues 

(a) 	 No change of ownership or controlling interest of an existing Medicaid provider, including Nursing 
Facilities, can occur until monies as may be owed to Medicaid are provided for. The purchaser shall 
notify Medicaid of the purchase at the time of ownership change and is financially liable for the 
outstanding liabilities to Medicaid for one (1) year from the date of purchase or for one (1) year 
following Medicaid's receipt of the provider's Medicare final notice of program reimbursement, 
whichever is later. The purchaser shall be entitled to utilize any means available to it by law to secure 
and recoup these funds from the selling entity. In addition, purchasers of Nursing Facilities are 
responsible for obtaining an accurate accounting and transfer of funds held in trust for Medicaid 
residents at the time of the change of ownership or controlling interest. 

(b) 	 If the division of Medicaid has not reimbursed a business for Medicaid services provided under the 
Medicaid program at the time the business is sold, when such an amount is determined the division of 
Medicaid shall be required to reimburse the person owning the business provided such sale included 
the sale of such assets. 

(c) 	 When a provider was originally paid within a retrospective payment system that is subject to regular 
adjustments and the provider disputes the proposed adjustment action, the provider must file with the 
State not later than thirty (30) days after receipt of the notice informing the provider of the proposed 
adjustment action, a request for hearing. The provider's right to a hearing shall be deemed waived if 
a hearing is not requested within thirty (30) days after receipt of the notice. 

Statutory Authority: T.CA §§ 4-5-208 and 71-5-105. 

Rule Chapter 1200-13-01-.05 Providers is deleted in its entirety and replaced with a new rule 1200-13-01-.05 
TennCare CHOICES Program which shall read as follows: 

1200-13-01-.05 TennCare CHOICES Program. 

(1) 	 Definitions. See Rule 1200-13-01-.02. 

(2) 	 Program components. The TennCare CHOICES Program is a managed long-term care program that is 
administered by the TennCare Managed Care Organizations (MCOs) under contract with the Bureau of 
TennCare. The program consists of two components: 

(a) 	 Nursing Facility services, as described in these rules. 

(b) 	 Home and Community Based Services (HCBS), as described in these rules. 

The MCOs are responsible for coordinating all covered physical, behavioral , and long-term care services for 
their members who qualify for and are enrolled in the CHOICES program. 

(3) 	 Eligibility for CHOICES. 

(a) 	 There are two groups in TennCare CHOICES: 

1. 	 CHOICES Group 1. Participation in CHOICES Group 1 is limited to Medicaid enrollees of all 
ages who qualify for and are receiving Medicaid-reimbursed Nursing Facility services. 
Medicaid eligibility for long-term care services is determined by the Department of Human 
Services (DHS). Medical (or level of care) eligibility is determined by TennCare as specified in 
Rule 1200-13-01-.10. Persons in CHOICES Group 1 must be enrolled in TennCare Medicaid 
and qualify for Medicaid-reimbursement of long-term care services. 
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2. 	 CHOICES Group 2. Participation in CHOICES Group 2 is limited to TennCare enrollees who 
qualify for and are receiving TennCare-reimbursed HCBS. Eligible enrollees for CHOICES 
Group 2 must: (a) be in one of the defined target populations; (b) qualify in one of the specified 
eligibility categories; (c) meet nursing facility level of care; and (d) have needs which can be 
safely and appropriately met in the community and at a cost that does not exceed their 
individual cost neutrality cap as defined in these rules. 

(i) 	 Target Populations for CHOICES Group 2. Only persons in one of the target populations 
below may qualify to enroll in CHOICES Group 2: 

(I) 	 Persons age sixty-five (65) and older 

(II) 	 Persons twenty-one (21) years of age and older who have one or more physical 
disabilities as defined in Rule 1200-13-01-.02. 

(ii) 	 Eligibility Categories Served in CHOICES Group 2. Participation in CHOICES Group 2 is 
limited to TennCare enrollees who qualify in one of the following eligibility categories: 

(I) 	 SSI eligibles, who are determined eligible for SSI by the Social Security 
Administration. SSI eligibles are enrolled in TennCare Medicaid. 

(II) 	 The CHOICES 217-Like Group, as defined in Rule 1200-13-01-.02. Financial and 
categorical eligibility are determined by the Department of Human Services. 
Persons who qualify in the CHOICES 217-Like Group in accordance with Rule 
1200-13-14-.02 are enrolled in TennCare Standard. 

(b) 	 Level of Care. 

All enrollees in TennCare CHOICES must meet the level of care criteria for Nursing Facility services, 
as determined by TennCare in accordance with Rule 1200-13-01-.10. Physician certification of level 
of care shall be required only for nursing facility services. Upon implementation of CHOICES in the 
Grand Division, only the CHOICES PAE may be submitted to establish level of care eligibility for 
CHOICES long-term care services. However, an unexpired non-CHOICES PAE eligibility segment 
may be used as permitted by TennCare for enrollment into CHOICES, including persons on a waiting 
list for Home and Community Based Services. 

(c) 	 With respect to the PASRR process described in Rule 1200-13-01-.23: 

1. 	 Persons in CHOICES Group 1 must have been determined through the PASRR process 
described in Rules 1200-13-01.-10 and 1200-13-01-.23 appropriate for NF placement. 

2. 	 Persons in CHOICES Group 2 are not required to complete the PASRR process unless they 
are admitted to a Nursing Facility for the Short-term Nursing Facility benefit described in 
paragraph (7). Completion of the PASRR process is not required for members of CHOICES 
Group 2 who have elected the In-Patient Respite Care benefit described in paragraph (7), since 
the service being provided is not Nursing Facility services, but rather, In-Patient Respite Care, 
which is an HCBS. 

(d) 	 All enrollees in TennCare CHOICES must be admitted to a Nursing Facility and require Medicaid­
reimbursement of Nursing Facility services or be receiving HCBS in CHOICES Group 2. 

(e) 	 All enrollees in TennCare CHOICES Group 2 must be determined by the Area Agency on Aging and 
Disability or the Managed Care Organization, as applicable, to be able to be served safely and 
appropriately in the community and within their individual cost-neutrality cap, in accordance with 
these rules. Reasons a person cannot be served safely and appropriately in the community may 
include, but are not limited to, the following : 

1. 	 The home or home environment of the applicant is unsafe to the extent that it would reasonably 
be expected that HCBS could not be provided without significant risk of harm or injury to the 
person or to individuals who provide covered services. 
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2. 	 The health, safety, and welfare of the individual cannot be assured due to the lack of a signed 
Risk Agreement, or the person's decision to receive services in the home or community poses 
an unacceptable level of risk. 

3. 	 The applicant or his caregiver is unwilling to abide by the plan of care or Risk Agreement, 
resulting in the inability to ensure the person's health, safety and welfare. 

(f) 	 Immediate Eligibility. See definition in Rule 1200-13-01-.02. 

1. 	 TennCare may elect, based on information provided in a Medicaid application that has been 
submitted to DHS for determination, to grant a forty-five (45) day period of Immediate Eligibility 
for a person who: 

(i) 	 is deemed likely to qualify for Medicaid in the CHOICES 217-Like eligibility category; and 

(ii) 	 has an approved CHOICES PAE; and 

(iii) 	 meets all other specified criteria for enrollment into CHOICES Group 2, subject to 
categorical and financial eligibility determination. 

2. 	 Persons admitted to the CHOICES program under the Immediate Eligibility option are persons 
who are not already eligible for TennCare. 

3. 	 Immediate Eligibility is not a covered eligibility category in the Medicaid State plan or the 
TennCare 1115 Waiver. There is no entitlement to apply or qualify for Immediate Eligibility. 
Should TennCare not elect to provide a period of Immediate Eligibility, no notice shall be 
issued, 

4. 	 If eligibility in the CHOICES 217-Like Group is denied by DHS, the applicant shall receive 
notice and the right to request a fair hearing regarding the DHS eligibility decision. 
Continuation of HCSS benefits or Immediate Eligibility shall not be granted during the fair 
hearing process once the forty-five (45) day Immediate Eligibility period has expired. A fair 
hearing shall not be granted regarding : 

(i) 	 a decision by TennCare to not grant the optional forty-five (45) day period of Immediate 
Eligibility; or 

(ii) 	 the end of a forty-five (45) day period of Immediate Eligibility granted by TennCare. 

5. 	 During a period of Immediate Eligibility, enrollees are eligible only for the limited package of 
HCSS identified in paragraph (7)0). They are not eligible for any other TennCare (including 
other long-term care) services. 

6. 	 During a period of Immediate Eligibility, enrollees who are also Medicare beneficiaries are not 
entitled to Medicare crossover payments on their Medicare benefits. They cannot be 
considered "dual eligibles" since they are not yet Medicaid-eligible. 

(4) 	 Enrollment in TennCare CHOICES. 

Enrollment into TennCare CHOICES shall be processed by TennCare in accordance with the following: 

(a) 	 Enrollment into CHOICES Group 1 


To qualify for enrollment into CHOICES Group1 , an individual must: 


1. 	 Have completed the PASRR process as defined in Rules 1200-13-01-.10 and 1200-13-01-.23. 

2. 	 Have an approved unexpired CHOICES PAE for Level 1 services or CHOICES Skilled Nursing 
Facility PAE for Level 2 or enhanced respiratory care reimbursement. TennCare may also 
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accept, at its discretion, an approved, unexpired non-CHOICES PAE for the applicable level of 
care (Level 1 NF or Level 2 NF) submitted prior to implementation of the CHOICES Program in 
the Grand Division. Eligibility for Enhanced Respiratory Care reimbursement may be 
established only with a CHOICES PAE. 

3. 	 Se approved by the Department of Human Services for Medicaid-reimbursement of nursing 
facility services. 

4. 	 Se admitted to a Nursing Facility. TennCare must have received notification from the Nursing 
Facility that Medicaid reimbursement is requested for the effective date of CHOICES enrollment 
(Le., the individual is no longer privately paying for nursing facility services and Medicare 
payment of nursing facility services is not available). Enrollment into CHOICES Group 1 (and 
payment of a capitation payment for long-term care services) cannot begin until Medicaid will 
be responsible for payment of nursing facility services. 

(b) 	 Enrollment into CHOICES Group 2 

To qualify for enrollment into CHOICES Group 2: 

1. 	 An individual must be in one of the target populations specified in these rules. 

2. 	 An individual must have an approved unexpired CHOICES PAE. TennCare may also accept, at 
its discretion, an approved, unexpired non-CHOICES PAE for Level I NF care or the Statewide 
EID Waiver submitted prior to implementation of the CHOICES Program in the Grand Division. 

3. 	 An individual must be approved by the Department of Human Services for Medicaid­
reimbursement of long-term care services as an SSI recipient or in the CHOICES 217-Like 
Group. To qualify in the CHOICES 217-Like Group, an individual must be approved by 
TennCare for immediate enrollment into CHOICES Group 2 or be enrolled in CHOICES Group 
2, subject to categorical and financial eligibility by DHS. 

4. 	 TennCare must have received a determination by the AAAD or MCO, as applicable, that the 
person's needs can be safely and appropriately met in the community, and at a cost that does 
not exceed his individual cost neutrality cap, as described in these rules. 

5. 	 There must be capacity within the established enrollment target to enroll the person in 
accordance with these rules, which may include satisfaction of criteria for reserve capacity, as 
applicable; or the person must meet speCified exceptions to enroll even when the enrollment 
target has been reached . 

(c) 	 Individual Cost Neutrality Cap 

1. 	 Each person enrolled in CHOICES Group 2 shall have an individual cost neutrality cap, which 
shall be used to determine: 
(i) 	 Whether or not he qualifies to enroll in CHOICES Group 2; 

(ii) 	 Whether or not he qualifies to remain enrolled in CHOICES Group 2; and 

(iii) 	 The total cost of HCSS, Home Health services, and Private Duty Nursing services he can 
receive while enrolled in CHOICES Group 2. The person's individual cost neutrality cap 
functions as a limit on the total cost of HCSS that, when combined with the cost of Home 
Health Services and Private Duty Nursing services the person will receive, can be 
provided to the individual in the home or community setting. 

2. 	 An enrollee is not entitled to receive services up to the amount of his cost neutrality cap. An 
enrollee shall receive only those services which are medically necessary (Le., required in order 
to help ensure the person's health, safety and welfare in the home or community setting and to 
delay or prevent the need for nursing facility placement) . Determination of the services which 
are needed shall be based on a comprehensive assessment of the person's needs and the 
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availability of natural supports and other (non-TennCare reimbursed) services to meet identified 
needs which shall be conducted by the member's Care Coordinator. 

3. 	 Calculating a Group 2 member's individual cost neutrality cap. 

(i) 	 Each Group 2 member will have an individual cost neutrality cap that is based on the 
average cost of the level of NF reimbursement that would be paid if the member were 
institutionalized in a nursing facility. CHOICES Group 2 does not offer an alternative to 
hospital level of care. 

(ii) 	 The PreAdmission Evaluation application will be used to submit information that will be 
used by TennCare to establish a member's individual cost neutrality cap. 

(iii) 	 A member's individual cost neutrality cap shall be the average cost of Level 1 NF care as 
set forth in Items (I) through (III) below unless a higher cost neutrality cap is established 
based on information submitted in the PAE application. 

(I) 	 A member who would qualify only for Level 1 NF reimbursement shall have a cost 
neutrality cap set at the average cost of Level 1 NF care. 

(II) 	 A member who would qualify for Level 2 NF reimbursement shall have a cost 
neutrality cap set at the average cost of Level 2 (or skilled) NF care. 

(III) 	 A member that would qualify for the enhanced respiratory care rate for persons 
who are chronically ventilator dependent, or for persons who have a functioning 
tracheostomy that requires frequent suctioning through the tracheostomy will have 
a cost neutrality cap that reflects the higher payment that would be made to the NF 
for such care. There is no cost neutrality cap for the ventilator weaning respiratory 
care rate, as such service is available only on a short-term basis in a skilled 
nursing facility or acute care setting. 

4. 	 Application of the Individual Cost Neutrality Cap. 

(i) 	 The annual cost neutrality cap will be applied on a calendar year basis. TennCare and 
the MCOs will track utilization of HCSS, Home Health services, and Private Duty Nursing 
services across calendar year increments. 

(ii) 	 In addition, a member's individual cost neutrality cap must be applied prospectively on a 
twelve (12) month basis. This is to ensure that a person's plan of care does not establish 
a threshold level of supports that cannot be sustained over the course of time. This 
means that, for purposes of care planning, the AAAD or MCO will always project the total 
cost of all HCSS (including one-time costs such as minor home modifications, short-term 
services or short-term increases in services) and Home Health and Private Duty Nursing 
services forward for twelve (12) months in order to determine whether the member's 
needs can continue to be safely and cost-effectively met based on the most current plan 
of care that has been developed. The cost of one-time services such as minor home 
modifications, short-term services or short-term increases in services must be counted as 
part of the total cost of HCSS for a full twelve (12) month period following the date of 
service delivery. 

(iii) 	 If it can be reasonably anticipated, based on the HCSS, Home Health and Private Duty 
Nursing services currently received or determined to be needed in order to safely meet 
the person's needs in the community, that the person will exceed his cost neutrality cap, 
the person does not qualify to enroll in or to remain enrolled in CHOICES Group 2. 

5. 	 As the setting of an individual's cost neutrality cap does not, in and of itself, result in any 
increase or decrease in a member's services, notice of action shall not be provided regarding 
TennCare's cost neutrality cap calculation. A member's right to due process regarding his 
individual cost neutrality cap comes into play when services are denied or reduced, or when a 
determination is made that an applicant cannot be enrolled into CHOICES or a currently 
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enrolled CHOICES member can no longer remain enrolled in CHOICES because his/her needs 
cannot be safely and effectively met in the home and community-based setting at a cost that 
does not exceed his or her individual cost neutrality cap. At such time that an adverse action is 
taken, notice of action will be provided, and the applicant or member, as applicable, shall have 
the right to fair hearing regarding any valid factual dispute pertaining to such action, which may 
include (but is not limited to) whether his cost neutrality cap was calculated appropriately. 

(i) 	 Denial of or reductions in HCSS based on a member's cost neutrality cap shall constitute 
an adverse action under the Grier Revised Consent Decree (Modified) (See Rule 1200­
13-13-.01(4) and 1200-13-14-.01(4)), and shall give rise to Grier notice of action and due 
process rights to request a fair hearing in accordance with Rules 1200-13-13-.11 and 
1200-13-14-.11. 

(ii) 	 Denial of enrollment and/or involuntary disenrollment because a person's cost neutrality 
cap will be exceeded shall constitute an eligibility/enrollment action, and shall give rise to 
notice of action and due process rights to request a fair hearing in accordance with this 
rule. 

(d) 	 Enrollment Target for CHOICES Group 2 

1. 	 There will be an enrollment target for CHOICES Group 2. The enrollment target functions as a 
cap on the total number of people that can be enrolled into CHOICES Group 2 at any given 
time. 

(i) 	 Effective March 1, 2010, the enrollment target for CHOICES Group 2 will be seven 
thousand five hundred (7,500). 

(ii) 	 Effective July 1, 2010, the enrollment target for CHOICES Group 2 will be nine thousand 
five hundred (9,500). 

2. 	 Reserve Capacity. 

(i) 	 The State will reserve three hundred (300) slots in CHOICES Group 2 Enrollment Target 
within the enrollment target. These slots are available only when the Enrollment Target 
has otherwise been reached, and only to: 

(I) 	 Individuals being discharged from a Nursing Facility (NF); and 

(II) 	 Individuals being discharged from an acute care setting who are at imminent risk of 
being placed in a Nursing Facility setting absent the proviSion of home and 
community-based services. 

(ii) 	 Once all other available (i.e., unreserved) slots have been filled, individuals who meet 
specified criteria (including new applicants seeking to establish eligibility in the CHOICES 
217-Like Group as well as current SSI-eligible individuals seeking enrollment into 
CHOICES Group 2) may be enrolled into reserved slots. TennCare may require 
confirmation of the nursing facility or hospital discharge and in the case of hospital 
discharge, written explanation of the applicant's circumstances which warrant the 
immediate provision of Nursing Facility services unless HCSS are immediately available. 

(iii) 	 If enrollment into a reserve capacity slot is denied, notice shall be provided to the 
applicant, including the right to request a fair hearing regarding any valid factual dispute 
pertaining to the State's decision. If the person otherwise qualifies for enrollment into 
CHOICES Group 2, but does not meet the specified criteria for reserve capacity, the 
person will be placed on a waiting list for CHOICES Group 2. 

(iv) 	 Once the enrollment target is reached, qualified persons shall not be enrolled into 
CHOICES Group 2 or qualify in the CHOICES 217-Like eligibility category based on 
receipt of HCSS until such time that capacity within the enrollment target is available, with 
the following exceptions: 
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(I) 	 Nursing Facility-to-Community Transitions. An enrollee being served in CHOICES 
Group 1 who meets requirements to enroll in CHOICES Group 2 can enroll in 
CHOICES Group 2 notwithstanding the enrollment target. This person will be 
served in CHOICES Group 2 outside the enrollment target but shall be moved 
within the CHOICES enrollment target at such time that a slot becomes available. 
A request to transition a member from CHOICES Group 1 to CHOICES Group 2 in 
excess of the CHOICES Group 2 enrollment target must specify the name of the 
nursing facility where the person currently resides, the date of admission and 
planned date of transition. 

(II) 	 Cost-Effective Alternative Enrollment. An MCO with an SSI eligible recipient that 
meets all other criteria for enrollment into CHOICES Group 2, but who cannot 
enroll in CHOICES Group 2 because the enrollment target for that group has been 
met, has the option, at its sole discretion, of offering HCSS as a cost-effective 
alternative to the individual. Upon receipt of satisfactory documentation from the 
MCO of its cost-effective alternative determination and assurance of provider 
capacity to meet the member's needs, TennCare will enroll the person into 
CHOICES Group 2, notwithstanding the enrollment target. The person will be 
served in CHOICES Group 2 outside the enrollment target, but moved within the 
CHOICES Group 2 enrollment target at such time that a slot becomes available. 
Satisfactory documentation of the MCO's cost-effective alternative determination 
shall . include an explanation of the member's circumstances which warrant the 
immediate provision of nursing facil ity services unless HCSS are immediately 
available. Documentation of adequate provider capacity to meet the member's 
needs shall include a listing of providers for each HCSS in the member's plan of 
care which the MCO has confirmed are willing and able to initiate HCSS within five 
(5) days of the member's enrollment into CHOICES. 

(v) 	 Once the CHOICES Group 2 enrollment target is reached, any persons enrolled in 
excess of the enrollment target in accordance with these rules must receive the first 
available slots that become available. Only after all persons enrolled in excess of the 
enrollment target have been moved under the enrollment target can additional persons 
be enrolled into CHOICES Group 2. 

(5) 	 Disenrollment from CHOICES. 

A member may be disenrolled from CHOICES voluntarily or involuntarily. 

(a) 	 Voluntary disenrollment shall proceed only upon receipt of a statement signed by the member or his 
authorized representative. No notice of action shall be issued regarding a member's decision to 
voluntarily disenroll from CHOICES. However, notice shall be provided regarding any subsequent 
adverse action which may occur as a result of the member's decision, including as applicable, any 
change in benefits, cost-sharing responsibility, or continued eligibility for TennCare when the person's 
eligibility was conditioned on receipt of long-term care services. 

(b) 	 A person may be involuntarily disenrolled from CHOICES only by TennCare, although such process 
may be initiated by a person's MCO. 

Reasons for involuntary disenrollment include when the person no longer meets one or more criteria 
for eligibility and/or enrollment as specified in these rules. Such reasons include but are not limited 
to: 

1. 	 The person's needs can no longer be safely met in the community. This may include, but is not 
limited to the following instances: 

(i) 	 The home or home environment of the enrollee becomes unsafe to the extent that it 
would reasonably be expected that waiver services could not be provided without 
significant risk of harm or injury to the enrollee or to individuals who provide covered 
services to the enrollee. 
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(ii) 	 The enrollee or his/her caregiver refuses to abide by the plan of care or Risk Agreement, 
resulting in the inability to ensure the enrollee's health, safety and welfare. 

(iii) 	 Notwithstanding an adequate provider network, there are no providers who are willing to 
provide necessary services to the enrollee. 

(iv) 	 The health, safety, and welfare of the enrollee cannot be assured due to the lack of a 
signed Risk Agreement, or the member's decision to continue receiving services in the 
home or community poses an unacceptable level of risk. 

2. 	 The person's needs can no longer be safely met in the community at a cost that does not 
exceed the person's cost neutrality cap, as described in these rules. 

3. 	 The person no longer needs or is no longer receiving long-term care services. 

4. 	 The person has refused to pay his or her patient liability, the MCO and/or its participating 
providers are unwilling to serve the member because he has not paid his patient liability, and/or 
no other MCO is willing to serve the member. 

(6) 	 Transitioning into CHOICES and transitioning between CHOICES Groups. 

(a) 	 Transition at the time that the CHOICES program is implemented in a particular Grand Division of the 
state: 

1. 	 All active partiCipants in the existing section 1915(c) Elderly and Disabled waiver who live in 
that Grand Division shall be automatically transitioned into CHOICES. 

2. 	 All persons receiving TennCare-reimbursed Nursing Facility services in that Grand Division 
shall be automatically transitioned into CHOICES. 

3. 	 There shall be no right to fair hearing regarding the termination of the section 1915(c) waiver, 
and no ability for a member to remain enrolled in the section 1915(c) waiver or to continue 
receiving fee-for-service Nursing Facility care. Once the CHOICES Program has been 
implemented in their Grand Division, TennCare members in that Grand Division may receive 
long-term care services only through the CHOICES Program, with the following exceptions: 

(i) 	 Institutional and community services for persons with mental retardation will continue to 
be offered through the ICF/MR program described in Rule 1200-13-01-.30 and the 
HCSS waiver programs for persons with mental retardation described in Rules 1200-13­
01-.25, .28, and .29 

(ii) 	 Elderly and disabled residents of Hamilton County may elect to participate in the PACE 
program, in which case they will not be enrolled with a TennCare MCO. 

4. 	 Members shall remain in their currently assigned MCO. Long-term care services will become 
part of the covered benefit package provided to the member by his current MCO. 

(b) 	 Continuity of Care period 

1. 	 Members residing in Nursing Facilities and transitioning into CHOICES Group 1 and members 
transitioning from the existing section 1915(c) waiver into CHOICES Group 2 shall receive a 
Continuity of Care period based on their currently authorized plan of care. 

2. 	 The Continuity of Care period will last for a minimum of thirty (30) days and will continue for up 
to ninety (90) days for persons enrolled in CHOICES Group 2 or until a new plan of care has 
been implemented. 

3. 	 During the Continuity of Care period: 

(i) 	 CHOICES Group 1 members 
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(I) 	 The member will continue to receive NF services from the current NF provider, 
regardless of whether the NF is a contract or non-contract provider, unless the 
member chooses to move to another NF and such choice is documented. 

(II) 	 NF providers not participating in the MCO's network shall be reimbursed at the 
contract rate for the first thirty (30) days following implementation, and thereafter in 
accordance with Rule 1200-13-01-.05(9)(e)3. 

(ii) 	 CHOICES Group 2 members 

(I) 	 The member shall continue to receive the services currently specified in his waiver 
plan of care, except for case management services which shall be replaced with 
care coordination provided by the member's MCO. 

(II) 	 The member shall continue to receive HCBS from his current waiver providers, 
regardless of whether such providers are contracted with the MCO to deliver 
CHOICES benefits. Non-contract HCBS providers shall be reimbursed at the 
MCO's full contract rate during the Continuity of Care period, even if such period is 
extended beyond thirty (30) days. In the case of members receiving services in a 
Community Based Residential Alternative (CBRA) setting, the member shall remain 
in that CBRA during the Continuity of Care period, unless he chooses to move to 
another CBRA and such choice is documented. 

(III) 	 Any action to reduce or change the type, amount, frequency, or duration of waiver 
services in order to implement the new plan of care shall require notice of action in 
accordance with Rules 1200-13-13-.11 and 1200-13-14-.11 . 

(c) 	 Transitioning between CHOICES Groups 

1. 	 Transition from Group 1 to Group 2. 

(i) 	 An MCO may request to transition a member from Group 1 to Group 2 only when the 
member chooses to transition from the NurSing Facility to a home and community-based 
setting. Members shall not be required to transition from Group 1 to Group 2. 

(ii) 	 When persons move from Group 1 to Group 2, DHS must recalculate the member's 
patient liability based on the Community personal needs allowance. 

2. 	 Transition from Group 2 to Group 1. 

(i) 	 An MCO may request to transition a member from Group 2 to Group 1 only under the 
following circumstances: 

(I) 	 The member chooses to transition from HCBS to NF for example, due to a decline 
in the member'S health or functional status, or a change in the member's natural 
caregiving supports; or 

(II) 	 The MCO has made a determination that the person's needs can no longer be 
safely met in the community and at a cost that does not exceed the average cost of 
NF services for which the member would qualify, and the member chooses to 
transition to the more appropriate institutional setting in order to safely meet his 
needs. 

(ii) 	 When persons move from Group 2 to Group 1, DHS must recalculate the member's 
patient liability based on the Institutional personal needs allowance. 

3. 	 At such time as a transition between groups is made, the MCa shall issue notice of transition to 
the member. Because the member has elected the transition and remains enrolled in the 
CHOICES Program, such transition between CHOICES groups shall not constitute an adverse 
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action. Thus the notice will not include the right to appeal or request a fair hearing regarding 
the member's decision. 

(7) 	 Benefits in the TennCare CHOICES Program. 

(a) 	 The CHOICES Program includes Nursing Facility care and Home and Community-Based Services 
(HCBS) benefits, as described in these rules. Pursuant to federal regulations, Nursing Facility 
services must be ordered by the treating physician. A physician's order is not required for HCBS. 

(b) 	 Persons in CHOICES Group 1 receive Nursing Facility care, in addition to all of the medically 
necessary covered benefits available for Medicaid recipients, as specified in TennCare Rules 1200­
13-13-.04. While they are receiving Nursing Facility care, they are not eligible for HCBS. 

(c) 	 Persons in CHOICES Group 2 who are Medicaid eligible receive HCBS as specified in an approved 
plan of care, in addition to medically necessary covered benefits available for TennCare Medicaid 
recipients, as specified in TennCare Rule 1200-13-13-.04. While they are receiving HCBS, they are 
not eligible for Nursing Facility care, except for Short-Term Nursing Facility care, as described in 
these rules. 

(d) 	 Persons in CHOICES Group 2 who are eligible for TennCare Standard in the CHOICES 217-Like 
Group receive HCBS as specified in an approved plan of care, in addition to medically necessary 
covered benefits available for TennCare Standard recipients, as specified in TennCare Rule 1200-13­
14-.04. While they are receiving HCBS, they are not eligible for Nursing Facility care, except for 
Short-Term Nursing Facility care, as described in these rules. 

(e) 	 Persons are not eligible to receive any other HCBS during the time that short-term NF services are 
provided. HCBS such as minor home modifications or installation of a Personal Emergency 
Response System (PERS) which are required to facilitate transition from the NF back to the home or 
community may be provided during the NF stay and billed with date of service being on or after 
discharge from the NF. 

(f) 	 Persons receiving CBRA services, other than Companion Care, are eligible to receive only Assistive 
Technology services, since other types of support and assistance are within the defined scope of the 
24-hour CBRA benefit and are the responsibility of the CBRA provider. 

(g) 	 Persons receiving Companion Care are eligible to receive only Assistive Technology, Minor Home 
Modifications, and Pest Control, since all needed assistance with ADLs and IADLs are within the 
defined scope of the 24-hour CBRA benefit. 

(h) 	 All long-term care services, NF services as well as HCBS, must be authorized by the MCO in order 
for MCO payment to be made for the services. An MCO may elect to accept TennCare's PAE 
determination as its prior authorization for NF services. Nursing Facility care may sometimes start 
before authorization is obtained, but payment will not be made until the MCO has authorized the 
service. Except for special provisions which may be made by an MCO during the Continuity of Care 
period for CHOICES implementation, HCBS must be specified in an approved plan of care and 
authorized by the MCO prior to delivery of the service in order for MCO payment to be made for the 
services. 

(i) 	 HCBS covered under TennCare CHOICES and corresponding limitations regarding the scope of each 
service are defined in Rule 1200-13-01-.02. Limits of these services are as follows: 

1. 	 Short-Term Nursing Facility care, up to no more than 90 days per stay, per enrollee 

2. 	 Community-Based Residential Alternatives, to include Adult Care Homes, Assisted Care Living 
Facility services, and Companion Care 

3. 	 Personal Care visits, up to 2 visits per day, per enrollee; visits limited to no more than 4 hours 
per visit 
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4. 	 Attendant Care, up to 1080 hours per calendar year, per enrollee. Attendant Care services 
must be needed for more than four (4) hours per occasion. If a lesser intensity of service is 
needed, Personal Care Visits is the more appropriate benefit. 

5. 	 Homemaker services, up to 3 visits per week, per enrollee 

6. 	 Home-delivered Meals, up to 1 meal per day, per enrollee 

7. 	 Personal Emergency Response System (PERS) 

8. 	 Adult Day Care, up to 2080 hours per calendar year, per enrollee 

9. 	 In-home Respite Care, up to 216 hours per year, per enrollee 

10. 	 Inpatient Respite Care, up to 9 days per year, per enrollee 

11. 	 Assistive Technology, up to $900 per year, per enrollee 

12. 	 Minor Home Modifications, with the following limitations: 

(i) 	 $6,000 per project; 

(ii) 	 $10,000 per calendar year; and 

(iii) 	 $20,000 per lifetime. 

13. 	 Pest Control, up to 9 treatment visits per calendar year, per enrollee 

U) 	 Persons who qualify as "Immediate Eligibles" are eligible only for certain HCSS covered under 
CHOICES. They are not eligible for any other TennCare benefits, including other CHOICES benefits. 
These HCSS are listed below. The limits are the same as those specified in subparagraph (i) above. 
When the limit is an annual limit, the services used in the immediate eligibility period count against 
the annual limit if the individual should become eligible for TennCare. 

1. 	 Personal Care 

2. 	 Attendant Care 

3. 	 Homemaker services 

4. 	 Home-delivered Meals 

5. 	 PERS 

6. 	 Adult day care 
(k) 	 Transportation. 

1. 	 Emergency and non-emergency transportation to TennCare covered services other than 
CHOICES services is provided by the MCOs in accordance with Rules 1200-13-13-.04 and 
1200-13-14-.04. 

2. 	 Transportation is not provided to HCSS covered by CHOICES, except in the circumstance 
where a member requires Adult Day Care that is not available within 30 miles of the member's 
residence. 

For CHOICES enrollees not participating in Consumer Direction, provider agencies delivering 
HCSS may permit staff to accompany a member outside the home, but not to personally 
transport the enrollee. The decision of whether or not to accompany the member outside the 
home is at the discretion of the agency/worker, taking into account such issues as the ability to 
safely provide services outside the home setting · and the cost involved. In no case will 
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additional hours of service and/or an increased rate of reimbursement be provided as a result of 
an agency/worker decision to accompany a member outside the home. 

3. 	 For CHOICES enrollees participating in Consumer Direction, the enrollee may elect to have his 
consumer directed workers (including Companion Care workers) to accompany and/or 
transport the member if such an arrangement is agreed to by both the member and the workers 
and specified in the Service Agreement; however, no additional hours or reimbursement will be 
available. 

(I) 	 Freedom of Choice. 

1. 	 CHOICES members shall be given freedom of choice of nursing facility care or HCSS, so long 
as the person meets all criteria for enrollment into CHOICES Group 2, as specified in these 
rules, and the person may be enrolled into CHOICES Group 2 in accordance with requirements 
pertaining to the CHOICES Group 2 enrollment target as described in these rules. 

2. 	 CHOICES member shall also be permitted to choose providers for HCSS specified in the plan 
of care from the MCO's list of participating providers, so long as the participating provider 
selected is available and willing to initiate services timely and to deliver services in accordance 
with the plan of care. The member is not entitled to receive services from a particular provider, 
however. A member is not entitled to a fair hearing if he is not able to receive services from the 
provider of his choice. 

(m) 	 Transition allowance. For CHOICES members moving from CHOICES 1 to CHOICES 2, the MCO 
may, at its sole discretion, provide a Transition Allowance not to exceed $2,000 per lifetime as a cost­
effective alternative to facilitate transition of the member from the NF to the community. Items which 
may be purchased or reimbursed are only those items which the member has no other means to 
obtain and which are essential in order to establish a community residence when such residence is 
not already established and to facilitate the person's safe and timely transition , including rent and/or 
utility deposits, essential kitchen appliances, basic furniture, and essential basic household items, 
such as towels, linens, and dishes. 

(8) 	 Consumer-Direction. 

(a) 	 Consumer Direction is a model of service delivery that affords CHOICES Group 2 members the 
opportunity to have more choice and control with respect to certain types of home and community 
based services (HCSS) that are needed by the member, in accordance with the rules described 
herein. Consumer Direction is not a service or set of services. 

The model of Consumer Direction that will be implemented in CHOICES is a prior authorization 
model. The determination regarding the services a member will receive will be based on a 
comprehensive needs assessment performed by a care coordinator which identifies the member's 
needs, the availability of family and other caregivers to meet those needs, and the gaps in care for 
which paid services may be authorized. Once the type and amount of services that a member needs 
have been determined, CHOICES members determined to need eligible HCSS may elect to receive 
one or more of the eligible HCSS through a Contract Provider, or they may participate in Consumer 
Direction. Companion care is available only through Consumer Direction. CHOICES members who 
do not need eligible HCSS will not be offered the opportunity to enroll in Consumer Direction. 

(b) 	 HCSS Eligible for Consumer Direction (Eligible HCSS). 

1. 	 Consumer Direction is limited to the following HCSS: 

(i) 	 Attendant Care 

(ii) 	 Companion Care (Companion Care is only available for persons electing Consumer 
Direction) 

(iii) 	 Homemaker Services 
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(iv) 	 In-Home Respite Care 

(v) 	 Personal Care Visits 

2. 	 The amount of a covered benefit available to the member will not increase as a result of his 
decision to participate in Consumer Direction, even if the rate of reimbursement for the service 
is lower in Consumer Direction. The amount of each covered benefit to be provided to the 
member is specified in the approved plan of care. 

3. 	 Home health services, private duty nursing services, and HCBS other than those specified 
above shall not be available through Consumer Direction. 

(c) 	 Eligibility for Consumer Direction. To be eligible for Consumer Direction, CHOICES members must 
meet all of the following criteria: 

1. 	 They must be members of CHOICES Group 2; 

2. 	 They must be determined by a Care Coordinator, based on a comprehensive Needs 
Assessment, to need one or more of the HCBS eligible for Consumer Direction. 

3. 	 They must be willing and able to serve as the employer of record for their consumer-directed 
workers and to fulfill all of the required responsibilities for consumer direction, or they must 
have a qualified representative who is willing and able to serve as the employer of record and 
to fulfill all of the required responsibilities for consumer direction. Assistance shall be provided 
to the member or his representative by the Fiscal Employer Agent. 

4. 	 Any additional risks associated with a member's decision to participate in Consumer Direction 
must be identified and addressed in a signed Risk Agreement, and the MCO must determine 
that the person's needs can be safely and appropriately met in the community while 
participating in Consumer Direction. 

5. 	 The member or his representative for consumer direction and any workers he employs must 
agree to use the services of TennCare's contracted Fiscal Employer Agent to perform required 
Financial Administration and Supports Brokerage functions. 

(d) 	 Enrollment in Consumer Direction. 

1. 	 A CHOICES Group 2 member assessed to need one or more eligible HCBS may elect to 
participate in Consumer Direction at any time. 

2. 	 If the member is unable to make a decision regarding his participation in Consumer Direction or 
to communicate his decision, only a legally appointed representative may make such decision 
on his behalf. The member, or a family member or other caregiver, must sign a Consumer 
Direction participation form reflecting the decision the member has made. 

3. 	 If the member is unable to make a decision regarding Consumer Direction or to communicate 
his decision and does not have a legally appointed representative, the member cannot 
participate in Consumer Direction since there is no one with the legal authority to assume 
and/or delegate Consumer Direction responsibilities. 

4. 	 Self-Assessment Tool. If a member elects to participate in Consumer Direction, he must 
complete a self-assessment tool to determine whether he requires the assistance of a 
representative to perform the responsibilities of Consumer Direction. 

5. 	 Representative. If the member requires assistance in order to participate in Consumer 
Direction, he must deSignate, or have appointed by a legally appointed representative, a 
representative to assume the Consumer Direction responsibilities on his behalf. 

(i) 	 A representative must meet all of the following criteria: 
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(I) 	 Be at least 18 years of age; 

(II) 	 Have a personal relationship with the member and understand his support needs; 

(III) 	 Know the member's daily schedule and routine, medical and functional status, 
medication regimen, likes and dislikes, strengths and weaknesses; and 

(IV) 	 Be physically present in the member's residence on a regular basis or at least at a 
frequency necessary to supervise and evaluate each consumer-directed worker. 

(ii) 	 If a member requires a Representative but is unwilling or unable to appoint one, the MCa 
may submit to TennCare, for review and approval, a request to deny the member's 
participation in Consumer Direction. 

(iii) 	 If a member's care coordinator believes that the person selected as the member's 
representative for Consumer Direction does not meet the specified requirements (e.g., 
the representative is not physically present in the member's residence at a frequency 
necessary to adequately supervise workers), the Care Coordinator may request that the 
member select a different representative who meets the specified requirements. 

If the member does not select another Representative who meets the specified 
requirements, the MCa may, in order to help ensure the member's health and safety, 
submit to TennCare, for review and approval, a request to deny the member's 
participation in Consumer Direction. 

(iv) 	 A member's representative shall not receive payment for serving in this capacity and 
shall not serve as the member's worker for any consumer-directed service. 

(v) 	 Representative agreement. A representative agreement must be signed by the member 
(or person authorized to sign on the member's behalf) and the representative in the 
presence of the care coordinator. By completing a representative agreement, the 
representative confirms that he agrees to serve as a member's representative and that 
he accepts the responsibilities and will perform the duties associated with being a 
representative. 

(vi) 	 A member may change his representative at any time by immediately notifying his care 
coordinator and his supports broker that he intends to change representatives. The care 
coordinator shall verify that the new representative meets the qualifications as described 
above. A new representative agreement must be completed and signed, in the presence 
of a care coordinator, prior to the new representative assuming his respective 
responsibilities. 

(e) 	 Employer of record. 

1. 	 If a member elects to participate in Consumer Direction, either he or his representative must 
serve as the employer of record. 

2. 	 The employer of record is responsible for the following : 

(i) 	 Recruiting, hiring and firing workers; 

(ii) 	 Determining workers' duties and developing job descriptions; 

(iii) 	 Scheduling workers; 

(iv) 	 Supervising workers; 

(v) 	 Evaluating worker performance and addressing any identified deficiencies or concerns; 

(vi) Setting wages from a range of reimbursement levels established by TennCare. 
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(vii) 	 Training workers to provide personalized care based on the member's needs and 
preferences; 

(viii) 	 Ensuring that workers deliver only those services authorized, and reviewing and 
approving hours worked by consumer-directed workers; 

(ix) 	 Reviewing and ensuring proper documentation for services provided; and 

(x) 	 Developing and implementing as needed a back-up plan to address instances when a 
scheduled worker is not available or fails to show up as scheduled. 

(f) 	 Denial of Enrollment in Consumer Direction. 

1. 	 Enrollment into Consumer Direction may be denied by TennCare when: 

(i) 	 The person is not enrolled in TennCare or in CHOICES Group 2. 

(ii) 	 The member does not need one or more of the HCBS eligible for Consumer Direction, as 
specified in the plan of care. 

(iii) 	 The member is not willing or able to serve as the employer of record for their consumer­
directed workers and to fulfill all of the required responsibilities for consumer direction, 
and does not have a qualified representative who is willing and able to serve as the 
employer of record and to fulfill all of the required responsibilities for consumer direction. 

(iv) 	 The member is unwilling to sign a Risk Agreement which identifies and addresses any 
additional risks associated with the member's decision to participate in Consumer 
Direction, or the risks associated with the member's decision to participate in Consumer 
Direction pose too great a threat to the member's health, safety and welfare. 

(v) 	 The member does not have an adequate back-up plan for consumer direction. 

(vi) 	 The member's needs cannot be safely and appropriately met in the community while 
participating in Consumer Direction. 

(vii) 	 The member or his representative for consumer direction, or consumer directed workers 
they want to employ are unwilling to use the services of TennCare's contracted Fiscal 
Employer Agent to perform required Financial Administration and Supports Brokerage 
functions. 

(viii) Other significant concerns 	regarding the member's participation in Consumer Direction 
which jeopardize the health, safety or welfare of the member. 

2. 	 Denial of enrollment in Consumer Direction gives rise to notice and due process including the 
right to a fair hearing, as set forth in this rule. 

(g) 	 Fiscal Employer Agent (FEA) 

1. 	 The FEA shall perform the following functions on behalf of all members participating in 
Consumer Direction: 

(i) 	 Financial Administration functions in the performance of payroll and related tasks; and 

(ii) 	 Supports Brokerage functions to assist the member or his representative with other non­
payroll related tasks such as recruiting and training workers. 

2. 	 The FEA will: 
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(i) 	 Assign a supports broker to each CHOICES member electing to participate in Consumer 
Direction of HCBS. 

(ii) 	 Provide initial and ongoing training to members and their representatives (as applicable) 
on Consumer Direction and other relevant issues; 

(iii) 	 Verify worker qualifications, including conducting background checks on workers, 
enrolling workers into Medicaid, assigning provider Medicaid 10 numbers, and holding 
Medicaid provider agreements; 

(iv) 	 Provide initial and ongoing training to workers on Consumer Direction and other relevant 
issues; 

(v) 	 Assist the member and/or representative in developing and updating service agreements; 

(vi) 	 Withhold, file and pay applicable federal, state and local income taxes; employment and 
unemployment taxes; and workers compensation; 

(vii) 	 Pay workers for authorized services rendered within authorized timeframes; 

(h) 	 Back-up Plan for Consumer-Directed Workers. 

1. 	 Each member participating in Consumer Direction or his representative is responsible for the 
development and implementation of a back-up plan that identifies how the 
member/representative will address situations when a scheduled worker is not available or fails 
to show up as scheduled. 

2. 	 The member/representative (as applicable) may not elect, as part of the back-up plan, to go 
without services. 

3. 	 The back-up plan for Consumer Direction shall include the names and telephone numbers of 
contacts (workers, agency staff, organizations, supports) for alternate care, the order in which 
each shall be notified and the services to be provided by contacts. 

4. 	 Back-up contacts may include paid and unpaid supports; however, it is the responsibility of the 
member electing Consumer Direction and/or his representative to secure paid (as well as 
unpaid) back-up contacts who are willing and available to serve in this capacity, and for 
initiating the back-up plan when needed. 

5. 	 The members back-up plan for consumer-directed workers shall be integrated into the 
member's back-up plan for services provided by contract providers, as applicable, and the 
member's plan of care. 

6. 	 The care coordinator shall review the back-up plan developed by the member and/or his 
representative to determine its adequacy to address the member's needs. If an adequate back­
up plan cannot be provided to consumer direction, enrollment into Consumer Direction may be 
denied, as set forth in this rule. 

7. 	 The back-up plan will be reviewed and updated at least annually, and as frequently as 
necessary if there are changes in the type, amount, duration, scope of eligible HCBS or the 
schedule at which such services are needed, changes in workers (when such workers also 
serve as a back-up to other workers) and changes in the availability of paid or unpaid back-up 
workers to deliver needed care. 

(i) 	 Consumer-directed Workers (Workers). 

1. 	 Hiring Consumer-Directed Workers. 

(i) 	 Members shall have the flexibility to hire persons with whom they have a close personal 
relationship to serve as workers, such as neighbors or friends. 
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(ii) 	 Members may hire family members, excluding spouses, to serve as workers. However, a 
family member shall not be reimbursed for a service that he would have otherwise 
provided without pay. A member or his representative for Consumer Direction may not 
hire a family member or other person with whom the member currently resides to begin 
delivering Companion Care services. 

(iii) 	 Members may elect to have a worker provide more than one service, have multiple 
workers, or have both a worker and a contract provider for a given service, in which case, 
there must be a set schedule which clearly defines when contract providers will be 
utilized. 

2. 	 Qualifications of Consumer-Directed Workers. 

Consumer-directed workers must meet the following requirements prior to providing services: 

(i) 	 Be at least 18 years of age or older. 

(ii) 	 pass a background check which includes criminal background check (including 
fingerprinting), or, as an alternative, a background check from a licensed private 
investigation company; 

(iii) 	 verification that the person's name does not appear on the State abuse registry; 

(iv) 	 verification that the person's name does not appear on the state and national sexual 
offender registries and licensure verification, as applicable; 

(v) 	 complete all required training; 

(vi) 	 complete all required applications to become a TennCare provider; 

(vii) 	 sign an abbreviated Medicaid agreement; 

(viii) 	 be assigned a Medicaid provider ID number; and 

(ix) 	 sign a service agreement. 

(x) 	 If the worker will be transporting the member as specified in the Service Agreement, a 
valid driver's license and proof of insurance must also be provided. 

3. 	 Disqualification from Serving as a Consumer-Directed Worker. 

A member cannot waive a background check for a potential worker. The following findings shall 
disqualify a person from serving as a worker: 

(i) 	 Conviction of an offense involving physical, sexual or emotional abuse, neglect, financial 
exploitation or misuse of funds, misappropriation of property, theft from any person, 
violence against any person, or manufacture, sale, possession or distribution of any drug; 

(ii) 	 Entering of a plea of nolo contendere or when a jury verdict of guilty is rendered but 
adjudication of guilt is withheld with respect to a crime reasonably related to the nature of 
the position sought or held; 

(iii) 	 Identification on the abuse registry; 

(iv) 	 Identification on the state or national sexual offender registry; 

(v) 	 Failure to have a required license; and 

(vi) 	 Refusal to cooperate with a background check. 
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4. 	 Exception to Disqualification of a Consumer-Directed Worker. 

If a worker fails the background check, an exception to disqualification may be granted at the 
member's discretion if all of the following conditions are met: 

(i) 	 Offense is a misdemeanor; 

(ii) 	 Offense occurred more than five (5) years ago; 

(iii) 	 Offense is not related to physical or sexual or emotional abuse of another person; 

(iv) 	 Offense does not involve violence against another person or the manufacture, sale, or 
distribution of drugs; and 

(v) 	 There is only one disqualifying offense. 

5. 	 Service Agreement. 

(i) 	 A member shall develop a service agreement with each worker, which includes, at a 
minimum: 

(I) 	 The roles and responsibilities of the worker and the member; 

(II) 	 The worker's schedule (as developed by the member and/or representative), 
including hours and days; 

(III) 	 The scope of each service (Le., the specific tasks and functions the worker is to 
perform); 

(IV) 	 The service rate; and 

(V) 	 The requested start date for services. 

(ii) 	 The service agreement must be in place for each worker prior to the worker providing 
services. 

(iii) 	 The service agreement shall also stipulate if a worker will provide one or more self­
directed health care tasks, the specific task(s) to be performed, and the frequency of 
each self-directed health care task. 

6. 	 Payments to Consumer-Directed Workers. 

(i) 	 Rates. 

With the exception of companion care services, members participating in Consumer 
Direction have the flexibility to set wages for their workers from a range of reimbursement 
levels established by TennCare. 

(I) 	 Monthly companion care rates are only available for a full month of service delivery 
and will be pro-rated when a lesser number of days are actually delivered. 

(II) 	 The back-up per diem rate is available only when a regularly scheduled companion 
is ill or unexpectedly unable to deliver services, and shall not be authorized as a 
component of ongoing companion care services. 

(ii) 	 Payments to Consumer-Directed Workers. In order to receive payment for services 
rendered, all workers must: 
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(I) 	 Deliver services in accordance with the schedule of services specified in the 
member's plan of care and in the MCO's service authorization, and in accordance 
with worker assignments determined by the member or his representative. 

(II) 	 Utilize the EW system to log in and out at each visit. 

(III) 	 Provide detailed documentation of service delivery including but not limited to the 
specific tasks and functions performed for the member at each visit, which shall be 
maintained in the member's home. 

(IV) 	 Provide no more than forty (40) hours of services within a consecutive seven (7) 
day period, unless explicitly permitted by program guidelines and in accordance 
with service authorizations. 

(iii) 	 Termination of Consumer-Directed Workers' Employment. 

(I) 	 A member may terminate a worker's employment at any time if he feels that the 
worker is not adhering to the terms of the service agreement and/or is not providing 
quality services. 

(II) 	 The MCC may not terminate a worker's employment, but may request that a 
member be involuntarily withdrawn from Consumer Direction if it is determined that 
the health, safety and welfare of the member may be in jeopardy if the member 
continues to employ a worker but the member and/or representative does not want 
to terminate the worker. 

U) 	 Self Direction of Health Care Tasks. 

1. 	 A competent adult, as defined in Rule 1200-13-01-.02, with a functional disability living in his or 
her own home, enrolled in CHOICES Group 2, and participating in Consumer Direction, or his 
representative for consumer direction may choose to direct and supervise a consumer directed 
worker in the performance of a health care task as defined in these rules. 

2. 	 For purposes of this rule, home does not include a nursing facility or assisted care living facility. 

3. 	 A member will not receive additional amounts of any service as a result of his decision to self­
direct health care tasks. Rather, the health care tasks will be performed by the worker in the 
course of delivering eligible HCSS already determined to be needed, as specified in the plan of 
care. 

4. 	 Health care tasks that may be self directed for the purposes of this subparagraph are limited to 
administration of oral, topical and inhaled medications. 

5. 	 The member or representative who chooses to self-direct a health care task is responsible for 
initiating self-direction by informing the health care professional who has ordered the treatment 
which involves the health care task of the individual or caregiver's intent to perform that task 
through self-direction. The provider shall not be required to prescribe self-direction of the health 
care task. 

6. 	 When a licensed health care provider orders treatment involving a health care task to be 
performed through self-directed care, the responsibility to ascertain that the patient or caregiver 
understands the treatment and will be able to follow through on the self-directed care task is the 
same as it would be for a patient or caregiver who performs the health care task for himself or 
herself, and the licensed health care provider incurs no additional liability when ordering a 
health care task which is to be performed through self-directed care. 

7. 	 The member or his representative for Consumer Direction will identify one or more consumer 
directed workers who will perform the task in the course of delivery of eligible HCSS. If a 
worker agrees to perform the health care tasks, the tasks to be performed must be specified in 
the Service Agreement. The member or his representative for Consumer Direction is solely 
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responsible for identifying a worker that is willing to perform health care tasks, and for 
instructing the paid personal aide on the task(s) to be performed. 

8. 	 The member or his representative for Consumer Direction must also identify in his back-up plan 
for consumer direction who will perform the health care task if the worker is unavailable, or 
stops performing the task for any reason. 

9. 	 Ongoing monitoring of the worker performing self-directed health care tasks is the responsibility 
of the member or his representative. Members are encouraged to use a home medication log 
as a tool to document medication administration. Medications should be kept in original 
containers, with labels intact and legible. 

(k) 	 Withdrawal from Participation in Consumer Direction. 

1. 	 General. 

(i) 	 Voluntary Withdrawal from Consumer Direction. Members participating in Consumer 
Direction may voluntarily withdraw from participation in Consumer Direction at any time. 
The members request must be in writing. Whenever possible, notice of a members 
decision to withdraw from participation in Consumer Direction should be provided in 
advance to permit time to arrange for delivery of services through contracted providers. 

(ii) 	 Voluntary or involuntary withdrawal of a member from Consumer Direction of HCBS shall 
not affect a members eligibility for long-term care services or enrollment in CHOICES, so 
long as the member continues to meet all requirements for enrollment in CHOICES as 
defined in these rules. 

(iii) 	 If a member voluntarily withdraws or is involuntarily withdrawn from Consumer Direction, 
any eligible HCBS he receives shall be provided through contract providers, subject to 
the requirements set forth in these rules, with the exception of Companion Care, which is 
only available through Consumer Direction. 

2. 	 Involuntary Withdrawal. 

(i) 	 A person may be involuntary withdrawn from participation in Consumer Direction of 
HCBS for any of the following reasons: 

(I) 	 The person is no longer enrolled in TennCare. 

(II) 	 The person is no longer enrolled in CHOICES Group 2. 

(III) 	 The member no longer needs any of the HCBS eligible for Consumer Direction, as 
specified in the plan of care. 

(IV) 	 The member is no longer willing or able to serve as the employer of record for their 
consumer-directed workers and to fulfill all of the required responsibilities for 
consumer direction, and does not have a qualified representative who is willing and 
able to serve as the employer of record and to fulfill all of the required 
responsibilities for consumer direction. 

(V) 	 The member is unwilling to sign a Risk Agreement which identifies and addresses 
any additional risks associated with the member's decision to participate in 
Consumer Direction, or the risks associated with the members decision to 
participate in Consumer Direction pose too great a threat to the members health, 
safety and welfare. 

(VI) 	 The health, safety and welfare of the member may be in jeopardy if the member or 
his representative continues to employ a worker but the member and/or 
representative does not want to terminate the worker. 
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(VII) 	 The member does not have an adequate back-up plan for consumer direction. 

(VIII) The person's needs cannot be safely and appropriately met in the community while 
participating in Consumer Direction. 

(IX) 	 The member or his representative for consumer direction, or consumer directed 
workers they want to employ are unwilling to use the services of TennCare's 
contracted Fiscal Employer Agent to perform required Financial Administration and 
Supports Brokerage functions. 

(X) 	 The member or his representative for consumer direction are unwilling to abide by 
the requirements of the CHOICES Consumer Direction program. 

(XI) 	 If a member's representative fails to perform in accordance with the terms of the 
representative agreement and the health, safety and welfare of the member is at 
risk, and the member wants to continue to use the representative. 

(XII) 	 If a member has conSistently demonstrated that he is unable to manage, with 
sufficient supports (including appointment of a representative) his services and the 
care coordinator or FEA has identified health, safety and/or welfare issues. 

(XIII) A 	care coordinator has determined that the health, safety and welfare of the 
member may be in jeopardy if the member continues to employ a worker but the 
member and/or representative does not want to terminate the worker. 

(XIV) Other significant 	concerns regarding the member's participation in Consumer 
Direction which jeopardize the health, safety or welfare of the member. 

(ii) 	 The Bureau of TennCare must review and approve all MCC requests for involuntary 
withdrawal from Consumer Direction of HCBS before such action may occur. If the 
Bureau of TennCare approves the request, written notice shall be given to the member at 
least ten (10) days in advance of the withdrawal. The date of withdrawal may be delayed 
when necessary to allow adequate time to transition the member to contract provider 
services as seamlessly as possible. 

(iii) 	 The member shall have the right to appeal involuntary withdrawal from Consumer 
Direction. 

(iv) 	 If a person is no longer enrolled in TennCare or in CHOICES, his participation in 
Consumer Direction shall be terminated automatically. 

(9) 	 Nursing Facilities in the TennCare CHOICES program. 

(a) 	 Conditions of participation. Nursing Facilities participating in the CHOICES program must meet all of 
the conditions of participation and conditions for reimbursement outlined in their provider agreements 
with the TennCare Managed Care Organizations. 

(b) 	 Reimbursement methodology for Level 1 care: See Rule 1200-13-01-.03(6). 

(c) 	 Reimbursement methodology for Level 2 care: See Rule 1200-13-01-.03(7). 

(d) 	 Reimbursement methodology for Level 2 care at an enhanced respiratory care rate: See Rule 1200­
13-01.03(8). 

(e) 	 Non-participating providers. Nursing Facilities that wish to continue serving existing residents 
without entering into provider agreements with TennCare MCOs will be considered non-participating 
providers. 

1. 	 Non-participating Nursing Facility providers must comply with Rules 1200-13-01-.03, 1200-13­
01-.06, and 1200-13-01-.09. 
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2. 	 Non-participating providers must sign a modified contract (called a case agreement) with the 
MCO to continue receiving reimbursement for existing residents, including residents who may 
become Medicaid eligible. 

3. 	 Non-participating Nursing Facility providers will be reimbursed 80% of the lowest rate paid to 
any participating Nursing Facility provider in Tennessee for the applicable level of NF services 
except that for the first 30 days following CHOICES implementation in the Grand Division, 
reimbursement shall be made at the nursing facility's rate as established by the Office of the 
Comptroller. 

(f) 	 Bed holds. See Rule 1200-13-01-.03(9). 

(g) 	 Other reimbursement issues. See Rule 1200-13-01-. 03( 10). 

(10) 	 HCBS Providers in the CHOICES Program. 

(a) 	 HCBS providers delivering care under the CHOICES program must specified license requirements 
and shall meet conditions for reimbursement outlined in their provider agreements with the TennCare 
Managed Care Organizations. 

(b) 	 During the continuity of care period, both participating and non-participating HCBS providers will be 
reimbursed by the member's MCO in accordance with the contract rates for providers of similar 
services. 

(c) 	 After the Continuity of Care period has ended, non-participating HCBS providers will be reimbursed 
by the patient's Managed Care Organization at 80% of the lowest rate paid to any HCBS provider in 
the state for that service. 

(11) 	 Appeals. 

(a) 	 Appeals related to determinations of eligibility for TennCare Medicaid or TennCare Standard are 
processed by the Department of Human Services, in accordance with Chapters 1200-13-13 and 
1200-13-14. 

(b) 	 Appeals related to the denial, reduction, suspension, or termination of a covered service are 
processed by the Bureau of TennCare in accordance with Rules 1200-13-13-.11 and 1200-13-14-.11 . 

(c) 	 Appeals related to the PreAdmission Evaluation process (including decisions pertaining to the 
PASRR process) are handled by the Division of Long-Term Care in the Bureau of TennCare in 
accordance with Rule 1200-13-01-.10(6). 

(d) 	 Appeals related to the enrollment or disenrollment of an individual in TennCare CHOICES, or to 
denial or involuntary withdrawal from participation in Consumer Direction are processed by the 
Division of Long-Term Care in the Bureau of TennCare, in accordance with the following procedures: 

1. 	 If enrollment into TennCare CHOICES is denied or if participation in Consumer Direction is 
denied, notice shall be provided which provides explanation of the reason for such denial. The 
notice shall include the person's right to request a fair hearing within 30 days from receipt of the 
written notice regarding valid factual disputes pertaining to the enrollment denial decision. 

2. 	 If a person is involuntarily disenrolled from CHOICES, or if participation in Consumer Direction 
is involuntarily withdrawn, advance notice of involuntary withdrawal shall be issued. The notice 
shall include notice of the persons' right to request a fair hearing within 30 days from receipt of 
the written notice regarding valid factual disputes pertaining to the decision. 

3. 	 Appeals regarding denial of enrollment into CHOICES, involuntary disenrollment from 
CHOICES, or denial or involuntary withdrawal from participation in Consumer Direction must be 
filed in writing with the TennCare Division of Long-Term Care within 35 days of issuance of the 
written notice if the appeal is filed with TennCare by fax, and within 40 days of issuance of the 
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written notice if the appeal is mailed to TennCare. This allows 5 days mail time for receipt of 
the written notice and when applicable, 5 days mail time for receipt of the written appeal. 

4. 	 In the case of involuntary disenrollment from CHOICES only, if the appeal is received prior to 
the date of action, continuation of CHOICES benefits shall be provided, pending resolution of 
the disenrollment appeal. 

5. 	 In the case of involuntary withdrawal from participation in Consumer Direction, if the appeal is 
received prior to the date of action, continuation of participation in Consumer Direction shall be 
provided, unless such continuation would pose a serious risk to the member's health, safety 
and welfare, in which case, services specified in the plan of care shall be made available 
through agency providers pending resolution of the appeal. 

Statutory Authority: T.CA §§ 4-5-208 and 71-5-105. 

Rule 1200-13-01-.06 Provider Reimbursement is deleted in its entirety and replaced with a new rule 1200-13-01­
.06 Special Federal Requirements Pertaining to Nursing Facilities which shall read as follows: 

1200-13-01-.06 Special Federal Requirements Pertaining to Nursing Facilities. 

(1) 	 Anti-discrimination . 

No Medicaid reimbursed resident of a Nursing Facility shall, on the ground of race, color, or national origin 
be excluded from participation in, be denied the benefits of, or be otherwise subjected to discrimination by 
any such facility. 

(a) 	 A Nursing Facility may not directly or through contractual or other arrangements, on ground of race, 
color, or national origin: 

1. 	 Deny a Medicaid reimbursed resident any service or benefit provided under the program. 

2. 	 Provide any service or benefit to a Medicaid reimbursed resident which is different, or is 
provided in a different manner, from that provided to others under the program. 

3. 	 Subject a Medicaid reimbursed recipient to segregation or separate treatment in any matter 
related to the receipt of any service or benefit under the program. 

4. 	 Restrict a Medicaid reimbursed resident in any way in the enjoyment of any advantage or 
privilege enjoyed by others receiving any service or benefit under the program. 

5. 	 Treat a Medicaid reimbursed resident differently from others in determining whether he satisfies 
any admission, enrollment, quota, eligibility, membership or other requirement or condition 
which the resident must meet in order to be provided any service or benefit provided under the 
program. 

(b) 	 A Nursing Facility, in determining the types of services, or benefits which will be provided under any 
such program, or the Medicaid reimbursed resident to whom, or the situations in which, such services 
or benefits will be provided under the program, or the Medicaid reimbursed resident to be afforded an 
opportunity to partiCipate in the program, may not, directly or through contractual or other 
arrangements, utilize criteria or methods of administration which have the effect of subjecting those 
residents to discrimination because of their race, color, or national origin, or have the effect of 
defeating or substantially impairing accomplishments of the objective of the program with respect to 
those residents of a particular race, color, or national origin. 

(c) 	 As used in this rule, the services or benefits provided by a Nursing Facility shall be deemed to include 
any service, or benefit provided in or through a facility participating in this program. 

(d) 	 The enumeration of specific forms of prohibited discrimination in this rule does not limit the generality 
of the prohibition in this rule. 
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(e) 	 When a Nursing Facility has previously discriminated against persons on the ground of race, color, or 
national origin, the facility must take affirmative action to overcome the effects of prior discrimination. 

(f) 	 Even in the absence of such prior discrimination, a facility may take affirmative action to overcome 
the effects of conditions which resulted in limiting participation by persons of a particular race, color, 
or national origin. 

(2) 	 Admissions, transfers, and discharges from Nursing Facilities. 

(a) 	 All Nursing Facilities shall establish written policies and procedures addressing admission, transfer 
and discharge, consistent with these rules. These policies and procedures shall be available for 
inspection by the state. 

(b) 	 A Nursing Facility that has entered into a provider agreement with the Bureau of TennCare or a 
Managed Care Organization shall admit individuals on a first come, first served basis, except as 
otherwise permitted by state and federal laws and regulations. 

(c) 	 Nursing Facilities participating in the Medicaid Program shall not as a condition of admission to or 
continued stay at the facility request or require: 

1. 	 Transfer or discharge of a Medicaid-eligible resident because Medicaid has been or becomes 
the resident's source of payment for long-term care. 

2. 	 Payment of an amount from a Medicaid-eligible resident in excess of the amount of patient 
liability determined by the Tennessee Department of Human Services. 

3. 	 Payment in excess of the amount of patient liability determined by the Tennessee Department 
of Human Services from any resident who is financially eligible for medical assistance but who 
has not submitted a PAE for consideration or whose appeal rights for a denied PAE have not 
been exhausted. 

4. 	 Any person to forego his or her right to Title XIX Medical Assistance benefits for any period of 
time. 

5. 	 A third party (Le. responsible party) signature, except as required of a court appointed legal 
guardian or conservator, or require payment of any kind by a third party on behalf of a Medicaid 
Eligible individual. 

(d) 	 Nursing Facilities participating in the Medicaid Program must comply with the following guidelines 
regarding transfers, discharges and/or readmissions. 

1. 	 Transfer and Discharge Rights. 

(i) 	 A Nursing Facility must permit each resident to remain in the facility and must not 
transfer or discharge the resident from the facility unless: 
(I) 	 The transfer or discharge is necessary to meet the resident's welfare which cannot 

be met in the facility; 

(II) 	 The transfer or discharge is appropriate because the resident's health has 
improved sufficiently so the resident no longer needs the services provided by the 
facility; 

(III) 	 The safety of individuals in the facility is endangered; 

(IV) 	 The health of individuals in the facility would otherwise be endangered; 

(V) 	 The resident has failed, after reasonable and appropriate notice, to pay (or to have 
paid under Title XIX or Title XVIII on the resident's behalf) for a stay at the facility; 
or 
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(VI) The facility ceases to operate. 

(ii) 	 In each of the cases described above, no patient shall be discharged or transferred 
without a written order from the attending physician or through other legal processes and 
timely notification of next of kin and/or sponsor or authorized representative, if any. Each 
Nursing Facility shall establish a policy for handling patients who wish to leave the facility 
against medical advice. The basis for the transfer or discharge must be documented in 
the resident's clinical record. In the cases described in items (I) and (II) above, the 
documentation must be made by the resident's physician, and in the case described in 
item (IV) above, the documentation must be made by a physician. For purposes of item 
(V), in the case of a resident who becomes eligible for assistance under Title XIX after 
admission to the facility, only charges which may be imposed under Title XIX shall be 
considered to be allowable. 

(iii) 	 When a patient is transferred, a summary of treatment given at the facility, condition of 
patient at time of transfer and date and place to which transferred shall be entered in the 
record. If transfer is due to an emergency; this information will be recorded within forty­
eight (48) hours; otherwise, it will precede the transfer of the patient. 

(iv) 	 When a patient is transferred, a copy of the clinical summary should, with consent of the 
patient, be sent to the Nursing Facility that will continue the care of the patient. 

(v) 	 Where an involuntary transfer is proposed, in addition to any other relevant factors, the 
following factors shall be taken into account: 

(I) 	 The traumatic effect on the patient. 

(II) 	 The proximity of the proposed Nursing Facility to the present facility and to the 
family and friends of the patient. 

(III) 	 The availability of necessary medical and social services at the proposed Nursing 
Facility. . 

(IV) 	 Compliance by the proposed Nursing Facility with all applicable Federal and State 
regulations. 

2. 	 Pre-Transfer and Pre-Discharge Notice - Before effecting a transfer or discharge of a resident, 
a Nursing Facility must: 

(i) 	 Notify the resident (and, if known, a family member of the resident or legal 
representative) of the transfer or discharge and the reasons therefore. 

(ii) 	 Record the reasons in the resident's clinical record (including any documentation 
required pursuant to part 1. above) and include in the notice the items described in part 4. 
below. 

(iii) 	 Notify the Department of Health and the long-term care ombudsman. 

(iv) 	 Not transfer or discharge a resident until the above agencies have designated their 
intention to intervene and until any appeal process is complete, should the resident 
request a fair hearing . 

3. 	 Timing of Notice - The notice under part 2. above must be made at least thirty (30) days in 
advance of the resident's transfer or discharge except: 

(i) 	 In a case described in Rules 1200-13-01-.06(2)(d)1 .(i)(lll) and 1200-13-01­
.06(2)(d)1.(i)(IV). 

(ii) 	 In a case described in Rule 1200-13-01-.06(2)(d)1.(i)(ll) where the resident's health 
improves sufficiently to allow a more immediate transfer or discharge. 
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(iii) 	 In a case described in Rule 1200-13-01-.06(2)(d)1.(i)(l) where a more immediate transfer 
or discharge is necessitated by the resident's urgent medical needs. 

(iv) 	 In a case where a resident has not resided in the facility for thirty (30) days. 

In the case of such exceptions, notice must be given as many days before the date of transfer 
or discharge as is practicable. 

4. 	 Items included in notice - Each pre-transfer and pre-discharge notice under part 2. above must 
include: 

(i) 	 Notice of the resident's right to appeal the transfer or discharge. 

(ii) 	 The name, mailing address, and telephone number of the long-term care ombudsman. 

(iii) 	 In the case of residents with developmental disabilities, the mailing address and 
telephone number of the agency responsible for the protection and advocacy system for 
developmentally disabled individuals. 

(iv) 	 In the case of mentally ill residents, the mailing address and telephone number of the 
agency responsible for the protection and advocacy system for mentally ill individuals 
established under the Protection and Advocacy for Mentally III Individuals Act. 

5. 	 Orientation - A Nursing Facility must provide sufficient preparation and orientation to residents 
to ensure safe and orderly transfer discharge from the facility. 

6. 	 Notice of Bed-Hold Policy and Readmission - Before a resident of a Nursing Facility is 
transferred for hospitalization or therapeutic leave, a Nursing Facility must provide written 
information to the resident and a family member or legal representative concerning: 

(i) 	 The provisions of the State plan under this Title XIX regarding the period (if any) during 
which the resident will be permitted under the State plan to return and resume residence 
in the facility, and 

(ii) 	 The policies of the facility consistent with part 7. below, regarding such a period. 

7. 	 Notice Upon Transfer - At the time of transfer of a resident to a hospital or for therapeutic leave, 
a Nursing Facility must provide written notice to the resident and a family member or legal 
representative of the duration of any period under the State plan allowed for the resumption of 
residence in the facility. 

(e) 	 NFs participating in the Medicaid Program must establish and follow a written policy under which an 
enrollee, whose hospitalization or therapeutic leave exceeds the bed hold period, is readmitted to the 
NF immediately upon the first availability of a bed in a semi-private room if the enrollee: 

1. 	 Requires the services provided by the NF; and 

2. 	 Is eligible for the level of NF care services. 

(3) 	 Single wait list. 

(a) 	 Each Nursing Facility participating in the TennCare must develop and consistently implement policies 
and procedures regarding its admissions, including the development and maintenance of a single 
wait list of persons requesting admission to those facilities. This list must at a minimum contain the 
following information pertaining to each request for admission: 

1. 	 The name of the applicant. 

2. 	 The name of the contact person or designated representative other than the applicant (if any). 
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3. 	 The address of the applicant and the contact person or designated representative (if any). 

4. 	 The telephone number of the applicant and the contact person or designated representative (if 
any). 

5. 	 The name of the person or agency referring the applicant to the Nursing Facility. 

6. 	 The sex and race of the applicant. 

7. 	 The date and time of the request for admission. 

8. 	 Reason(s) for refusal/non-acceptance/other-action-taken pertaining to the request for 
admission. 

9. 	 The name and title of the Nursing Facility staff person taking the application for admission. 

10. 	 A notation stating whether the applicant is anticipated to be Medicaid eligible at time of 
admission or within one year of admission. 

(b) 	 The wait list should be updated and revised at least once each quarter to remove the names of 
previous applicants who are no longer interested in admission to the Nursing Facility. Following three 
(3) contacts each separated by a period of at least ten (10) days, the Nursing Facility shall, consistent 
with the written notice required in this section move an applicant to the end of the single admission list 
whenever an available bed is not accepted at the time of the vacancy, but the applicant wishes to 
remain on the admissions list. Applicants shall be advised of these policies at the time of their 
inquiry, and must be notified in writing, in a format approved by the Department of Health, when their 
name is removed from the list or moved to the end of the list. Such contacts shall be documented in 
the facility log containing the wait list. The date, time and method of each contact shall be recorded 
along with the name of the facility staff person making the contact, and the identity of the applicant or 
contact person contacted. The log of such contacts shall also summarize the communication 
between the facility staff person and the applicant or contact person. 

(c) 	 Each facility shall send written confirmation that an applicant's name has been entered on the wait 
list, their position on the wait list, and a notification of their right of access to the wait list as provided 
in subparagraph (h) of this rule. This confirmation shall include at a minimum the date and time of 
entry on the wait list and shall be mailed by first class postage to the applicant and their designated 
representative (if any) identified pursuant to the requirements in subparagraph (a) of this rule. 

(d) 	 Each Nursing Facility participating in TennCare shall admit applicants in the chronological order in 
which the referral or request for admission was received by the facility, except as permitted in 
subparagraph (e) of this rule. 

(e) 	 Documentation justifying deviation from the order of the wait list must be maintained for inspection by 
the State. Inspection shall include the right to review and/or make copies of these records. Deviation 
may be based upon: 
1. 	 Medical need, including, but not necessarily limited to, the expedited admission of patients 

being discharged from hospitals and patients who previously resided in a Nursing Facility at a 
different level of care, but who, in both cases, continue to require institutional medical services; 

2. 	 The applicant's sex, if the available bed is in a room or a part of the facility that exclusively 
serves residents of the opposite sex; 

3. 	 Necessity to implement the provisions of a plan of affirmative action to admit racial minorities, if 
the plan has previously been approved by the Department of Health; 

4. 	 Emergency placements requested by the Department when evacuating another health care 
facility or by the Adult Protective Service of the Tennessee Department of Human Services; 

5. 	 Other reasons or policies, e.g., previous participation in a community based waiver or other 
alternative care program, when approved by the Medical Director of the Department of Health's 
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Bureau of Health Licensure and Regulation, provided, however, that no such approval shall be 
granted if to do so would in any way impair the Department's or the facility's ability to comply 
with its obligations under federal and state civil rights laws, regulations or conditions of 
licensure or participation. 

6. 	 If a Medicaid-eligible recipient's hospitalization or therapeutic leave exceeds the period paid for 
under the Tennessee Medicaid program for the holding of a bed in the facility for the resident 
and if the resident continues to require the services provided by the Nursing Facility, then the 
resident must be readmitted to the facility immediately upon the first availability of a bed in the 
facility, consistent with part 2. above; 

7. 	 Where, with the participation and approval of the Department of Health, expedited admission is 
approved for residents who are being displaced from another facility or its waiting list as a result 
of that facility's withdrawal from the Medicaid program. 

(f) 	 Telephone requests to be placed on the wait list shall be accepted. The information required in 
subparagraph (a) of this rule shall be documented. 

(g) 	 If an applicant, whether on his or her own behalf or acting through another, requests admission or to 
be placed on a list of applicants awaiting admission, the information on the waiting list must be 
recorded and preserved. 

(h) 	 Applicants (or their representative), ombudsmen and appropriate state and federal personnel shall 
have access to the wait list when requested . Such access shall include the right to review and/or 
copy the wait list, and to be informed by telephone of their position on the wait list. 

(i) 	 Any referrals received from the Tennessee Department of Human Services shall be handled in the 
following manner. 

1. 	 Applicants shall be placed on a wait list without formal application until such facility is within 
sixty (60) days of admission to the facility based on experience. 

2. 	 When the applicant is within sixty (60) days of admission to the facility as estimated by the 
facility based on its experience, the facility shall notify the applicant and the Department of 
Human Services in writing so that a formal application can be made prior to consideration for 
admittance. 

3. 	 If, after sixty (60) days from the date notification is issued, the facility has not received a 
completed application then the facility may remove the applicant's name from the wait list. 

(4) 	 Physician visits. 

(a) 	 Nursing Facilities are responsible for assuring that physician visits are made according to the 
schedule set out at 42 C.F.R. § 483.40. 

To meet the requirement for a physician visit, the physician must, at the time of the visit, 

1. 	 See the patient; and 

2. 	 Review the patient's total program of care, including treatments; and 

3. 	 Verify that the patient continues to need the deSignated level of nursing facility care and 
document it in the progress notes or orders; and 

4. 	 Write, sign, and date progress notes; and 

5. 	 Sign all orders. 
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At the option of the physician, required visits after the initial visit may alternate between visits by a 
physician and visits by a physician assistant or nurse practitioner working under the physician's 
delegation. 

A physician visit will be considered to be timely if it occurs not later than 10 days after the date of the 
required visit. Failure of the visit to be made timely will result in non-payment of claims, or a 
recoupment of all amounts paid by TennCare or the Mca during the time that the physician visit has 
lapsed. 

(b) 	 Nursing Facilities are responsible for assuring that the physician verify at the time of each physician's 
visit the Medicaid recipient's continued need for Nursing Facility level of care and whether or not he is 
being served at the appropriate level of care. 

1. 	 Failure to obtain the verification at the time of the scheduled physician visit may result in a 
recoupment of all amounts paid by TennCare or the MCa during the time that the 
verification/physician visit has lapsed. 

2. 	 If such a recoupment is made, the participating facility shall not: 

(i) 	 Attempt to recoup from the resident; or 

(ii) 	 Discharge the resident based on the recoupment. 

3. 	 In cases where the physician refused to make the required verification because the physician 
believes that the level of care is no longer appropriate, a new resident assessment must be 
completed by the Nursing Facility. 

(5) 	 Termination of Nursing Facility provider agreements. 

(a) Facilities requesting voluntary termination of provider agreements shall comply with the following: 

1. 	 Facilities which choose to voluntarily terminate their provider agreements may do so by 
notifying TennCare or the MCa in writing of such intent. The effective date of the termination 
will be determined by TennCare consistent with the terms of the TennCare Provider Agreement 
then in force between TennCare or the MCa and the facility. 

2. 	 The facility will not be entitled to payment for any additional or newly admitted TennCare 
eligible residents from the date of the facility's notice of withdrawal from the TennCare program. 
The facility may, however, at its election, continue to receive TennCare payment for those 
individuals who resided in the facility, on the date of such notice, so long as they continue to 
reside in and receive services from the facility and provided that such individuals are TennCare­
eligible during the period for which reimbursement is sought. The facility's right to continue to 
receive TennCare payments for such individuals following the date of its notice of intent to 
withdraw from the TennCare program is contingent upon: 

(i) 	 The facility's compliance with all requirements for TennCare participation; and 

(ii) 	 Its agreement to continue to serve, and accept TennCare payment for, on a non­
discriminatory basis, all individuals residing in the facility on the date of notification of 
withdrawal, who are or become TennCare eligible. 

3. 	 The notification must provide the following information: 

(i) 	 The reason(s) for voluntary termination ; 

(ii) 	 The names and TennCare identification number of all TennCare-eligible residents; 

(iii) 	 Name of the resident and name of the contact person for the resident (if any) for 
residents with an application for TennCare eligibility pending; 
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(iv) 	 A copy of the letter the facility will send to each resident informing them of the voluntary 
termination, and a copy of the letter to be sent to all TennCare-eligible residents 
regarding this action; 

(v) 	 A copy of the letter sent to all applicants on the wait list informing them of the facility's 
voluntary termination; and 

(vi) 	 Whether or not the facility intends to continue to provide services to non-TennCare 
residents who were residents of the facility on the date withdrawal was approved, in the 
event they convert to TennCare eligibility; and a copy of the notice to residents explaining 
that decision; and, 

(vii) 	 Other information determined by TennCare or the MCOs as necessary to process the 
request for termination. 

4. 	 The termination of the provider's involvement in TennCare must be done in such a manner as 
to minimize the harm to current residents. 

(i) 	 Residents who are currently TennCare-eligible shall be informed, in a notice to be 
provided by the facility and approved by TennCare, the facility has elected to withdraw 
from the TennCare program. If the facility has elected under subpart (ii) of the section to 
continue to receive TennCare payments for residents of the facility as of the date of 
notice of withdrawal from the TennCare program, the notice shall inform the resident of 
the right to remain in the facility as a TennCare patient as long as they wish to do so and 
remain otherwise eligible under the rules of the TennCare Program. The notice shall also 
inform the resident that, if they wish to transfer to another facility, under the supervision of 
TennCare, the Nursing Facility where they now reside will assist in locating a new 
placement and providing orientation and preparation for the transfer, in accordance with 
42 U.S.C. §1396r(c)(2)(8) and implementing regulations and guidelines, if any. 

(ii) 	 All other residents of the facility shall receive a separate notice informing them of the 
facility's intention to withdraw from the TennCare program. The notice will be provided by 
the facility after having been first reviewed and approved by TennCare. The notice shall 
inform such residents that, should they become eligible for TennCare coverage, they will 
be able to convert to TennCare from their current source of payment and remain in the 
facility only during a period that ends with the termination of the facility's provider 
agreement, a date to be determined in accordance with the terms of the provider 
agreement. They will not be eligible for TennCare coverage of their care in the facility 
thereafter. Transfer of these residents shall be considered an involuntary transfer and 
shall comply with federal and state regulations governing involuntary transfer or 
discharges. 

The same notice will caution these residents that, if they require care as TennCare 
patients after the facility's provider agreement is terminated, they will have to transfer to 
another facility. The notice will also inform the residents that, when their present facility is 
no longer participating in the TennCare program, certain legal rights and protections that 
apply to all residents (regardless of source of payment) in TennCare facilities will no 
longer be available to those who remain in the Nursing Facility. Readers of the notice will 
be informed that, if they wish to transfer, or to have their names placed on wait lists at 
other facilities, the facility that is withdrawing from the program will assist them by 
providing preparation and orientation under the supervision of TennCare, as required by 
42 U.S.C. § 1396r(c)(2)(8) and implementing regulations and guidelines, if any. 

(iii) 	 Applicants whose names are on the facility's wait list will be notified by the facility on a 
form that has been reviewed and approved by TennCare that the facility intends to 
withdraw from the TennCare program. They will be cautioned that they will not be able to 
obtain TennCare coverage for any care that they receive in the facility . The notice shall 
also inform them that certain legal rights and protections that apply to all residents 
(regardless of source of payment) in TennCare participating facilities will not be available 
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in the Nursing Facility to which they have applied, once that facility has withdrawn from 
the TennCare program. 

Applicants will be informed in the notice that, if they wish to make application at other 
facilities, the withdrawing facility, under the supervision of TennCare, shall assist them in 
seeking placement elsewhere. 

5. 	 Following submission of a notice of withdrawal from the TennCare program a facility cannot opt 
to receive continued TennCare payments for any resident unless it agrees to accept continual 
TennCare payment for all individuals who are residents on the date of the notice of withdrawal, 
and who are or become TennCare-eligible provided, however, that TennCare or the enrollee's 
MCO will pay the facility for all covered services actually provided to TennCare-eligible 
residents following notice of the facility's withdrawal and pending the resident's transfer or 
discharge. In instances where facilities elect to continue to receive such TennCare payments, 
their provider agreements will remain in effect until the last TennCare-eligible individual , who 
resided in the facility as of the date of notification of withdrawal, has been discharged or 
transferred from the facility in accordance with TennCare and state licensure requirements. 

6. 	 Facilities which terminate their provider agreement shall not be permitted to participate in 
TennCare for a period of at least two years from the date the provider agreement is terminated. 

7. 	 Unless the facility notifies TennCare within thirty (30) days after giving a notice of termination, 
the facility may not stop the termination procedure consistent with this order without written 
approval from TennCare. 

(b) 	 Nursing Facilities may be involuntarily decertified by the Tennessee Department of Health's Division 
of Health Care Facilities because of their failure to comply with the provisions of these rules. 
Facilities that are involuntarily decertified shall not be permitted to participate in the Medicaid program 
for a minimum of five (5) years from the date of the decertification. 

Statutory Authority: T.CA §§ 4-5-208 and 71-5-105. 

Rule 1200-13-01-.08 Admission to Long-Term Facilities is deleted in its entirety and replaced with a new rule 
1200-13-01-.08 Personal Needs Allowance, Patient Liability, Third Party Insurance and Estate Recovery for 
Persons Receiving Long-Term Care so as amended the new rule 1200-13-01-.08 shall read as follows: 

1200-13-01-.08 Personal Needs Allowance, Patient Liability, Third Party Insurance and Estate Recovery for 
Persons Receiving Long-Term Care. 

(1) 	 Personal Needs Allowance. The personal needs allowance is established for each enrollee receiving long­
term care services in accordance with the Tennessee Medicaid State plan, approved 1915(c) waiver 
applications, and these rules. It is deducted from the enrollee's monthly income in calculating patient 
liability for long-term care services. 

(a) 	 The personal needs allowance for each person receiving Medicaid-funded services in a Nursing 
Facility or an Intermediate Care Facility for persons with Mental Retardation is $50. Persons with no 
income have no personal needs allowance. Persons with incomes that are less than $50 per month 
(including institutionalized persons receiving SSI payments) may keep the entire amount of their 
income as their personal needs allowance. 

(b) 	 The maximum personal needs allowance for persons participating in CHOICES Group 2 is 300% of 
the SSI Federal Benefit Rate. 

(c) 	 The maximum personal needs allowance for persons participating in one of the State's Section 
1915(c) HCBS waivers is as follows: 

1. 	 The Statewide HCBS E/D Waiver: 200% of the SSI Federal Benefit Rate, as defined in Rule 
1200-13-01-.02. 

2. 	 The Statewide MR Waiver: 200% of the SSI Federal Benefit Rate. 
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3. 	 The Arlington MR Waiver: 200% of the SSI Federal Benefit Rate. 

4. 	 The Self-Determination MR Waiver: 300% of the SSI Federal Benefit Rate. 

(2) 	 Patient Liability. 

(a) 	 Enrollees receiving long-term care services are required to contribute to the cost of their long-term 
care if their incomes are at certain levels. They are subject to the post-eligibility treatment of income 
rules set forth in section 1924 of the Social Security Act (42 U.S.C.A. § 1396r-5), and 42 C.F.R. § 
435.725. 

(b) 	 For persons being served in HCBS waivers, the state must also use institutional eligibility and post­
eligibility rules for determining patient liability. 

(c) 	 For persons in the CHOICES 217-Like Group, the state uses institutional eligibility and post-eligibility 
rules for determining patient liability in the same manner as specified under 42 C.F.R. §§ 435.217, 
435.236, and 435.726 and section 1924 of the Social Security Act (42 U.S.C.A. § 1396r-5), if the 
HCBS were provided under a section 1915(c) waiver. 

(d) 	 For persons in CHOICES Group 2 receiving the Short-term Nursing Facility care benefit (for up to 90 
days) or persons enrolled in one of the State's Section 1915(c) waiver programs that is temporarily 
placed in a medical institution, Le., a hospital, nursing facility or ICFIMR (for up to 120 days if 
admitted prior to 3/1/2010, or up to 90 days if admitted on or after 3/1/2010), the post-eligibility 
calculation shall be performed as if the individual is continuing to receive HCBS. The purpose is to 
ensure that the individual can maintain a community residence for transition back to the community. 
After 90 or 120 days, as applicable, or as soon as it appears that the inpatient stay will not be a 
short-term stay, whichever comes first, a CHOICES Group 2 member will be transitioned to 
CHOICES Group 1, or a waiver participant must be disenrolled from the waiver, and the institutional 
post-eligibility calculation shall apply. 

(e) 	 Patient liability shall be collected as follows: 

1. 	 If the enrollee resides in a Nursing Facility, ICFIMR, or Community Based Residential 
Alternative setting (Le., an Assisted Care Living Facility or Critical Adult Care Home), the 
enrollee must pay his or her patient liability to the residential facility. The facility shall reduce 
the amount billed to TennCare or the MCO, as applicable, by the amount of the enrollee's 
patient liability obligation, regardless of whether such amount is actually collected by the facility. 

2. 	 If a CHOICES Group 2 enrollee does not reside in a Community Based Residential Alternative, 
Le., the enrollee is receiving HCBS in his or her own home, the enrollee must pay his or her 
patient liability to the MCO. The amount of patient liability collected will 'be used to offset the 
cost of CHOICES Group 2 benefits or cost-effective alternative services provided as an 
alternative to covered CHOICES Group 2 benefits that were reimbursed by the MCO for that 
month. The amount of patient liability collected by the MCO cannot exceed the cost of 
CHOICES Group 2 benefits (or cost-effective alternative services provided as an alternative to 
CHOICES Group 2 benefits) reimbursed by the MCO for that month. 

(f) 	 A CHOICES provider, including an MCO, may decline to continue to provide long-term services to a 
CHOICES member who fails to pay his or her patient liability. If other contracted providers or the 
other TennCare MCO operating in the Grand Division are unwilling to provide long-term care services 
to a CHOICES member who has failed to pay his or her patient liability, the individual may be 
disenrolled from the CHOICES program in accordance with the procedures set out in these rules. 

(3) 	 Third Party Liability for Long-term Care. 

(a) 	 Long-term Care insurance policies are considered Third Party Liability and are treated like all other 
Third Party Liability policies, as described in Rule 1200-13-01-.04. 
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(b) 	 Applicants for the CHOICES program who have Long-Term Care insurance policies must report 
these policies to DHS upon enrollment in the CHOICES program. Applicants may be subject to 
criminal prosecution for knowingly providing incorrect information. 

(c) 	 Obligations of CHOICES enrollees receiving Nursing Facility or Community Based Residential 
Alternative services having insurance that will pay for care in a Nursing Facility or other residential 
facility (including cash benefits to the enrollee for the cost of such services): 

1. 	 If the benefits are assignable, the enrollee must assign them to the Nursing Facility or 
residential facility. These benefits will be used to reduce the amounts that the MCO would 
otherwise be required to pay the Nursing Facility or the residential facility for long-term care 
services. . 

2. 	 If the benefits are not assignable, the enrollee must provide payment to the Nursing Facility or 
the residential facility immediately upon receipt of the benefits. These benefits will be used to 
reduce the amounts that the MCO would otherwise be required to pay the Nursing Facility or 
the residential facility for long-term care services. 

(d) 	 Obligations of CHOICES enrollees receiving non-residential HCBS having insurance that will pay for 
HCBS (including cash benefits to the enrollee for the cost of such services): 

1. 	 If the benefits are assignable, the enrollee must assign them to the MCO. These benefits will 
be used to reduce the amounts that the MCO would otherwise be required to pay for HCBS for 
the enrollee. 

2. 	 If the benefits are not assignable, the enrollee must make payment to the MCO immediately 
upon receipt of the benefits. These benefits will be used to reduce the amounts that the MCO 
would otherwise be required to pay for HCBS for the enrollee. 

(e) 	 Third party liability payments do not reduce the amount of patient liability an enrollee is obligated to 
contribute toward the cost of long-term care services. 

(f) 	 If benefits received by the policyholder are not paid to the facility or MCO, as applicable, such 
benefits shall be considered income, and may render the person ineligible for Medicaid (including 
Long-Term Care) benefits. 

(4) 	 Estate Recovery. Persons enrolled in TennCare Long-Term Care programs are subject to the requirements 
of the Federal Estate Recovery Program (FERP) as set forth under Section 1917(b) of the Social Security 
Act, 42 U.S.C.A. § 1396p(b). 

(a) 	 The State is required to seek adjustment or recovery for certain types of medical assistance from the 
estates of individuals as follows: 

1. 	 For persons age 55 and older, the state is obligated to seek adjustment or recovery for nursing 
facility (including ICF/MR) services, HCBS, and related hospital and prescription drug services. 

2. 	 For permanently institutionalized persons under age 55, the state is obligated to seek 
adjustment or recovery for the institutional services. 

(b) 	 Estate recovery shall apply to the estates of individuals under age fifty-five (55) who are inpatients in 
a nursing facility, intermediate care facility for the mentally retarded or other medical institution and 
who cannot reasonably be expected to be discharged home. 

(c) 	 A determination that an individual cannot reasonably be expected to be discharged to return home 
shall be made in accordance with the following . 

1. 	 The PreAdmission Evaluation for level of care which is certified by the physician shall specify 
whether discharge is expected and the anticipated length of stay in the institution. 

2. 	 The following shall be deemed sufficient evidence that a person cannot reasonably be expected 
to be discharged to return home and is thus permanently institutionalized: 
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(i) 	 An approved PAE certified by the physician indicating that discharge is not expected; or, 

(ii) 	 The continued stay of a resident of a medical institution at the end of a temporary stay 
predicted by his physician at the time of admission to be no longer than six months in 
duration. 

(d) 	 Written notice of the determination that the individual residing in a medical institution cannot 
reasonably be expected to be discharged to return home shall be issued to the individual or his 
designated correspondent. The notice shall explain the right to request a reconsideration review. 
Such request must be submitted in writing to the Bureau of TennCare, Long Term Care Division, 
within 30 days of receipt of the written notice. The reconsideration review shall be conducted as a 
Commissioner's Administrative Hearing in the manner set out in Rule 1200-13-01-.1 0(6)(f). 

Statutory Authority: T.CA §§ 4-5-208 and 71-5-105. 

The title of rule 1200-13-01-.10 Criteria for Medicaid Reimbursement of Care in Nursing Facilities is deleted in its 
entirety and replaced with a new title which shall read as follows: 

1200-13-01-.10 Medical (Level of Care) Eligibility Criteria for Medicaid Reimbursement of Care in Nursing 
Facilities. 

Paragraph (1) of retitled rule 1200-13-01-.10 Medical (Level of Care) Eligibility Criteria for Medicaid 
Reimbursement of Care in Nursing Facilities is deleted in its entirety and replaced with a new paragraph (1) which 
shall read as follows: 

(1) 	 Definitions. See Rule 1200-13-01-.02. 

Subparagraph (a) of paragraph (2) retitled rule 1200-13-01-.10 Medical (Level of Care) Eligibility Criteria for 
Medicaid Reimbursement of Care in Nursing Facilities is deleted in its entirety and replaced with a new 
subparagraph (a) which shall read as follows: 

(a) 	 A PreAdmission Evaluation is required in the following circumstances: 

1. 	 When a Medicaid Eligible is admitted to a Nursing Facility for receipt of Medicaid-reimbursed 
nursing facility services. 

2. 	 When a private-paying resident of a Nursing Facility attains Medicaid Eligible status. 

3. 	 When Medicare reimbursement for Skilled Nursing Facility services has ended and Medicaid 
reimbursement for skilled nursing facility services is requested. 

4. 	 When a Nursing Facility Eligible is changed from Medicaid Level 1 to Medicaid Level 2, or from 
Medicaid Level 1 or Level 2 reimbursement to a Chronic Ventilator or Tracheal Suctioning 
Enhanced Respiratory Care rate. 

5. 	 When a Nursing Facility Eligible is changed from Medicaid Level 2 or an Enhanced Respiratory 
Care rate to Medicaid Level 1, unless the individual has an approved unexpired Level 1 
PreAdmission Evaluation. 

6. 	 When a Nursing Facility Eligible is changed from an Enhanced Respiratory Care rate to 
Medicaid Level 2, unless the individual has an approved unexpired Level 2 PreAdmission 
Evaluation. 

7. 	 When a Nursing Facility Eligible requires continuation of the same level of care beyond the 
expiration date assigned by TennCare. 

8. 	 When a Nursing Facility Eligible no longer requires the specific skilled nursing or rehabilitative 
services for which a Level 2 PreAdmission Evaluation was approved but requires other Level 2 
care in a Nursing Facility. 
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The introductory paragraph of subparagraph (b) of paragraph (2) retitled rule 1200-13-01-.10 Medical (Level of 
Care) Eligibility Criteria for Medicaid Reimbursement of Care in Nursing Facilities is deleted in its entirety and 
replaced with a new introductory paragraph to subparagraph (b) so as amended the introductory paragraph of 
subparagraph (b) shall read as follows: 

(b) 	 Transfer Forms are not required in Grand Divisions of the state where CHOICES has been 
implemented. A Transfer Form is required under the fee-for-service program (prior to implementation 
of the CHOICES Program in the Grand Division) in the following circumstances: 

Subparagraph (b) of paragraph (2) of retitled rule 1200-13-01-.10 Medical (Level of Care) Eligibility Criteria for 
Medicaid Reimbursement of Care in Nursing Facilities is amended by adding a new part 3. which shall read as 
follows 

3. 	 When a Medicaid Eligible having an approved unexpired PreAdmission Evaluation transfers 
from Medicaid Level 1 in a4 Nursing Facility to the Statewide Elderly and Disabled Waiver or 
from the Statewide Elderly and Disabled Waiver to Medicaid Level 1 in a Nursing Facility. This 
requirement shall be in effect only in those Grand Divisions where the CHOICES Program has 
not been implemented. 

Subparagraph (c) of paragraph (2) of retitled rule 1200-13-01-.10 Medical (Level of Care) Eligibility Criteria for 
Medicaid Reimbursement of Care in Nursing Facil ities is amended by adding a new part 7. which shall read as 
follows: 

7. 	 For authorization by an MCO of Ventilator Weaning services or short-term payment at the 
Tracheal Suctioning Enhanced Respiratory Care rate for a person who has just been weaned 
from the ventilator, but who still requires short-term intensive respiratory intervention. Medical 
necessity determinations and authorization of Ventilator Weaning services and short-term 
payment at the Tracheal Suctioning Enhanced Respiratory Care rate during the post-weaning 
period will be managed by the enrollee's MCO. 

Subparagraph (d) of paragraph (2) of retitled rule 1200-13-01-.10 Medical (Level of Care) Eligibility Criteria for 
Medicaid Reimbursement of Care in Nursing Facilities is amended by replacing the words "the Department" with 
the word "TennCare" so as amended subparagraph (d) shall read as follows: 

(d) 	 If a Nursing Facility admits or allows continued stay of a Medicaid Eligible without an approved 
PreAdmission Evaluation, it does so at its own risk and in such event the Nursing Facility shall give 
the individual a plain language written notice, in a format approved by TennCare, that Medicaid 
reimbursement will not be paid unless the PreAdmission Evaluation is approved and if it is not finally 
approved the individual can be held financially liable for services provided. 

Subparagraph (f) of paragraph (2) of retitled rule 1200-13-01-.10 Medical (Level of Care) Eligibility Criteria for 
Medicaid Reimbursement of Care in Nursing Facilities is amended by deleting the sentence "The history and 
physical or medical records must be signed by a physiCian who is licensed as a doctor of medicine or doctor of 
osteopathy, or by a licensed nurse practitioner or physician's assistant. " so as amended subparagraph (f) shall 
read as follows: 

(f) 	 A PreAdmission Evaluation must include a recent history and phYSical or current medical records 
which support the applicant's functional and/or skilled nursing or rehabilitative needs, as reflected in 
the PAE. A signed history and physical performed within 365 calendar days of the PAE Request 
Date may be used if the patient's condition has not significantly changed. Additional medical records 
(progress notes, office records, discharge summaries, etc.) may be used to supplement a history and 
physical and provide current medical information if changes have occurred since the history and 
physical was performed. 

Subparagraph (g) of paragraph (2) of retitled rule 1200-13-01-.10 Medical (Level of Care) Eligibility Criteria for 
Medicaid Reimbursement of Care in Nursing Facilities is amended by replacing the words "the Department" with 
the word "TennCare" so as amended subparagraph (g) shall read as follows: 

(g) 	 A PreAdmission Evaluation may be approved by TennCare for a fixed period of time with an 
expiration date based on an assessment by TennCare of the individual's medical condition and 
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anticipated continuing need for inpatient nursing care. Notice of appeal rights shall be provided when 
a PreAdmission Evaluation is approved with an expiration date. 

Part 2. of subparagraph (i) of paragraph (2) of retitled rule 1200-13-01-.10 Medical (Level of Care) Eligibility 
Criteria for Medicaid Reimbursement of Care in Nursing Facilities is deleted in its entirety and replaced with a new 
part 2. which shall read as follows: 

2. 	 For persons with a positive Level I PASRR screen (as submitted or upon review and 
determination by TennCare), TennCare has received a certified exemption or advance 
categorical determination signed by the physician; or a determination by the Department of 
Mental Health and Developmental Disabilities and/or the Division of Intellectual Disabilities 
Services, as applicable, that the person is appropriate for nursing facility placement. 
Determination by TennCare that a Level II PASRR evaluation must be performed may be 
made: 

(i) 	 upon receipt of a positive PASRR screen from the nursing facility or other submitting 
entity; 

(ii) 	 based on TennCare review of a negative PASRR screening form or history and physical 
submitted by a nursing facility or other entity; or 

(iii) 	 upon review of any contradictory information submitted in the PAE application or 
supporting documentation at any time prior to disposition of the PAE. 

The introductory phrase of subparagraph U) of paragraph (2) of retitled rule 1200-13-01-.10 Medical (Level of 
Care) Eligibility Criteria for Medicaid Reimbursement of Care in Nursing Facilities is amended by replacing the 
words "the Department" with the words "TennCare or an MCO" so as amended the introductory phrase of 
subparagraph U) shall read as follows: 

U) 	 A Nursing Facility that has entered into a provider agreement with TennCare or an MCa shall assist a 
resident or applicant as follows: 

Subparagraph (k) of paragraph (2) of retitled rule 1200-13-01-.10 Medical (Level of Care) Eligibility Criteria for 
Medicaid Reimbursement of Care in Nursing Facilities is amended by replacing the word "financial" with the word 
"Medicaid" and inserting the phrase "for Nursing Facility care" between the words "reimbursement" and "shall" so 
as amended subparagraph (k) shall read as follows: 

(k) 	 The Bureau of TennCare shall process PreAdmission Evaluations independently of determinations of 
Medicaid eligibility by the Tennessee Department of Human Services; however, Medicaid 
reimbursement for Nursing Facility care shall not be available until the PASRR process has been 
completed, and both the PreAdmission Evaluation and financial eligibility for Medicaid vendor 
payment have been approved. 

The introductory phrase of subparagraph (a) of paragraph (3) of retitled rule 1200-13-01-.10 Medical (Level of 
Care) Eligibility Criteria for Medicaid Reimbursement of Care in Nursing Facilities is amended by adding the 
phrase "or an enrollee's MCO" after the word "TennCare" so as amended the introductory phrase of 
subparagraph (a) shall read as follows: 

(a) 	 A Nursing Facility that has entered into a provider agreement with the Bureau of TennCare or an 
enrollee's MCO is entitled to receive Medicaid reimbursement for covered services provided to a 
Nursing Facility Eligible if 

Part 2. of subparagraph (a) of paragraph (3) of retitled rule 1200-13-01-.10 Medical (Level of Care) Eligibility 
Criteria for Medicaid Reimbursement of Care in Nursing Facilities is amended by replacing the words "The 
Department" with the word ''TennCare'' so as amended part 2. shall read as follows: 

2. 	 TennCare has received an approvable PreAdmission Evaluation for the individual within ten 
(10) calendar days of the PAE Request Date or the physician certification date, whichever is 
earlier. The PAE Approval Date shall not be more than ten (10) days prior to date of 
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submission of an approvable PAE. An approvable PAE is one in which any deficiencies in the 
submitted application are cured prior to disposition of the PAE. 

Part 3. of subparagraph (a) of paragraph (3) of retitled rule 1200-13-01-.10 Medical (Level of Care) Eligibility 
Criteria for Medicaid Reimbursement of Care in Nursing Facilities is deleted in its entirety and replaced by a new 
part 3. which shall read as follows: 

3. 	 Prior to implementation of the CHOICES Program, for the same-level transfer to Nursing 
Facility services (Level 1 to Level 1, Level 2 to Level 2, or HCBS to Level 1) of an individual 
having an approved unexpired PreAdmission Evaluation, TennCare has received an 
approvable Transfer Form within ten (10) calendar days after admission into the same level of 
care at the admitting Nursing Facility (i.e., the Nursing Facility to which the individual is being 
transferred). For transfer from Level 1 Nursing Facility services to the Statewide Home and 
Community Based Services Waiver program for the Elderly and Adults with Physical 
Disabilities, the transfer form must be submitted and approved prior to enrollment in HCBS. 

Part 4. of subparagraph (a) of paragraph (3) of retitled rule 1200-13-01-.10 Medical (Level of Care) Eligibility 
Criteria for Medicaid Reimbursement of Care in Nursing Facilities is amended by replacing the words "the 
Department" with the word "TennCare" so as amended part 4. shall read as follows: 

4. 	 For a retroactive eligibility determination, TennCare has received a Notice of Disposition or 
Change and has received an approvable request to update an approved, unexpired 
PreAdmission Evaluation within thirty (30) calendar days of the mailing date of the Notice of 
Disposition or Change. The effective date of payment for nursing facility services shall not be 
earlier than the PAE Approval Date of the original approved, unexpired PAE which has been 
updated. 

Subparagraph (a) of paragraph (3) of retitled rule 1200-13-01-.10 Medical (Level of Care) Eligibility Criteria for 
Medicaid Reimbursement of Care inNursing Facilities is amended by adding a new part 5. shall read as follows: 

5. 	 If the Nursing Facility partiCipates in the enrollee's MCO, reimbursement will be made by the 
MCO to the Nursing Facility as a network provider. If the Nursing Facility does not partiCipate in 
the enrollee's MCO, reimbursement will be made by the MCO to the NF as a non-participating 
provider, in accordance with Rule 1200-13-01-.05(9). 

Subparagraph (d) of paragraph (3) of retitled rule 1200-13-01-.10 Medical (Level of Care) Eligibility Criteria for 
Medicaid Reimbursement of Care in Nursing Facilities is amended by replacing the words "the Department" with 
the words "TennCare or an MCO" after the words "a provider agreement with" and by replacing the words "the 
Department" with the words "TennCare or the MCO" after the words "reimbursement from" so as amended 
subparagraph (d) shall read as follows: 

(d) 	 A Nursing Facility that has entered into a provider agreement with TennCare or an MCO and that 
admits a Medicaid Eligible without completion of the PASRR process, and without an approved 
PreAdmission Evaluation or, where applicable, an approved Transfer Form does so without the 
assurance of reimbursement from TennCare or the MCO. 

Subparagraph (f) of paragraph (3) of retitled rule 1200-13-01-.10 Medical (Level of Care) Eligibility Criteria for 
Medicaid Reimbursement of Care in NurSing Facilities is amended by replacing the words "the Department" with 
the word "TennCare or an MCO" so as amended subparagraph (f) shall read as follows: 

(f) 	 A Nursing Facility that has entered into a provider agreement with TennCare or an MCO shall admit 
individuals on a first come, first served basis, except as otherwise permitted by state and federal laws 
and regulations. 

Subparagraph (b) of paragraph (4) of retitled rule 1200-13-01-.10 Medical (Level of Care) Eligibility Criteria for 
Medicaid Reimbursement of Care in Nursing Facilities is amended by deleting the word "financially" so as 
amended subparagraph (b) shall read as follows: 

(b) 	 The individual must be determined by the Tennessee Department of Human Services to be eligible 
for Medicaid reimbursement for Nursing Facility Care. 

SS-7040 (December 2009) 61 	 RDA 1693 

http:1200-13-01-.10
http:1200-13-01-.10
http:1200-13-01-.10
http:1200-13-01-.10
http:1200-13-01-.10
http:1200-13-01-.10


Subparagraph (b) of paragraph (5) of retitled rule 1200-13-01-.10 Medical (Level of Care) Eligibility Criteria for 
Medicaid Reimbursement of Care in Nursing Facilities is amended by deleting the word "financially" so as 
amended subparagraph (b) shall read as follows: 

(b) 	 The individual must be determined by the Tennessee Department of Human Services to be eligible 
for Medicaid reimbursement for Nursing Facility Care. 

Paragraph (5) of retitled rule 1200-13-01-.10 Medical (Level of Care) Eligibility Criteria for Medicaid 
Reimbursement of Care in Nursing Facilities is amended by adding new subparagraphs (d), (e) and (f) which shall 
read as follows: 

(d) 	 In order to be approved for Medicaid-reimbursed Level 2 care in a Nursing Facility at the Chronic 
Ventilator rate of reimbursement, an individual must be ventilator dependent for at least 12 hours 
each day with an invasive patient end of the circuit (Le., tracheostomy cannula). 

(e) 	 In order to be approved for Medicaid-reimbursed Level 2 care in a Nursing Facility at the Tracheal 
Suctioning rate of reimbursement, an individual must have a functioning tracheostomy and require 
suctioning through the tracheostomy, at a minimum, multiple times per 8-hour shift. The suctioning 
must be required to remove excess secretions and/or aspirate from the trachea, which cannot be 
removed by the patient's spontaneous effort. Suctioning of the nasal or oral cavity does not qualify 
for this higher level of reimbursement. 

(f) 	 Determination of medical necessity and authorization for Medicaid reimbursement of Ventilator 
Weaning services, or short-term payment at the Tracheal Suctioning Enhanced Respiratory Care rate 
for a person who has just been weaned from the ventilator, but who still requires short-term intensive 
respiratory intervention shall be managed by the enrollee's MCO. 

The introductory phrase of subparagraph (b) of paragraph (6) of retitled rule 1200-13-01-.10 Medical (Level of 
Care) Eligibility Criteria for Medicaid Reimbursement of Care in NurSing Facilities is amended by replacing the 
words "the Department" with the word "TennCare" so as amended the introductory phrase of subparagraph (b) 
shall read as follows: 

(b) 	 If TennCare denies a PreAdmission Evaluation, the individual will be notified in the following manner: 

Part 2. of subparagraph (b) of paragraph (6) of retitled rule 1200-13-01-.10 Medical (Level of Care) Eligibility 
Criteria for Medicaid Reimbursement of Care in Nursing Facilities is amended by replacing the words "the 
Department" with the word "TennCare" so as amended the part 2. shall read as follows: 

2. 	 If the PreAdmission Evaluation is resubmitted with additional information for review and 
TennCare continues to deny the PreAdmission Evaluation, another written notice of denial shall 
be sent as described in (6)(b)1. 

Subparagraph (f) of paragraph (6) of retitled rule 1200-13-01-.1.0 Medical (Level of Care) Eligibility Criteria for 
Medicaid Reimbursement of Care in Nursing Facilities is amended by replacing the words "the Department" with 
the word and comma "TennCare," so as amended subparagraph (f) shall read as follows: 

(f) 	 When a PreAdmission Evaluation is approved for a fixed period of time with an expiration date 
determined. by TennCare, the individual shall be provided with a notice of appeal rights, including the 
opportunity to submit an appeal within thirty (30) calendar days prior to the expiration date. Nothing 
in this section shall preclude the right of the individual to submit a new PreAdmission Evaluation 
establishing medical necessity of care when the expiration date has been reached . 

Statutory Authority: T.CA §§ 4-5-208 and 71-5-105. 

Rule 1200-13-01-.11 Recipient Abuse and Overutilization of Medicaid Program is amended by replacing the 
words "Department" or "department" with the word "Bureau" wherever the words "Department" or "department" 
appear. 
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Subparagraph (h) of paragraph (9) of rule 1200-13-01-.11 Recipient Abuse and Overutilization of Medicaid 
Program is amended by deleting the phrase "as set out in Rule 1200-13-01-.06(18)(e)" so as amended 
subparagraph (h) shall read: 

(h) 	 A provider is not at risk of a claim denial for inpatient hospital admission and related medical services 
if pre-admission approval has been obtained. 

As amended rule 1200-13-01-.11 shall read as follows: 

(1) 	 Definitions: 

(a) 	 Abuse: Recipient practices or recipient involvement in practices including overutilization of 
Medicaid Program service that result in costs to the Medicaid Program which are not medically 
necessary or medically justified. 

(b) 	 Commencement of Services: The time at which the first covered service(s) is rendered to a 
Medicaid recipient for each individual medical condition. 

(c) 	 Emergency: The sudden and unexpected onset of a medical condition requiring treatment 
immediately after onset or within 72 hours in order to prevent serious disability or death. 

(d) 	 Initiating Provider: The provider who renders the first covered service to a Medicaid recipient 
whose current medical condition requires the services of more than one (1) provider. 

(e) 	 Lock-in Provider: A provider whom a recipient on lock-in status has chosen and to whom a 
recipient is assigned by the Bureau for purposes of receiving medical services and referral to 
other providers. 

(f) 	 Lock-in Status: The restriction of a recipient to a specified and limited number of health care 
providers. 

(g) 	 Overutilization: Recipient initiated use of Medicaid services or items at a frequency or amount 
that is not medically necessary or medically justified. 

(h) 	 Prior Approval Status: The restriction of a recipient to a procedure wherein all health care 
services, except in emergency situations, must be approved by the Bureau prior to the delivery 
of services. 

(2) 	 When a determination is made by the Bureau that a recipient committed, attempted to commit or 
aided in the commission of an abuse or overutilization of the Medicaid Program it shall: 

(a) 	 Restrict the recipient by placing the recipient on lock-in status for an initial period of eighteen 
(18) months; or 

(b) 	 Restrict the recipient by placing the recipient on prior approval status for an initial period of 
eighteen (18) months. 

(3) 	 Activities or practices which may evidence overutilization of the Medicaid Program for which the 
commission or attempted commission justifies placement on lock-in status of all recipients involved, 
include but are not limited to: 

(a) 	 Treatment by several physicians for the same diagnosis. 

(b) 	 Obtaining the same or similar controlled substances from several physicians. 

(c) 	 Obtaining controlled substances in excess of the maximum recommended dose. 

(d) 	 Receiving combinations of drugs which act synergistically or belong to the same class. 

(e) Frequent treatment for diagnoses which are highly susceptible to abuse. 
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(f) 	 Receiving services and/or drugs from numerous providers. 

(g) 	 Obtaining the same or similar drugs on the same day or at frequent intervals. 

(h) 	 Frequent use of emergency room in non-emergency situations. 

(4) 	 Activities or practices which may evidence abuse of the Medicaid Program for which the commission 
or attempted commission justifies placement on prior approval status of all recipients involved, 
include but are not limited to: 

(a) 	 Trading, swapping or selling of Medicaid cards. 

(b) 	 Forging or altering drug prescriptions. 

(c) 	 Selling Medicaid paid prescription drugs. 

(d) 	 Failing to promptly report loss or theft of a Medicaid card when the recipient knew or should 
have known the card was lost or stolen. 

(e) 	 Inability to provide for the security and integrity of assigned Medicaid card. 

(f) 	 Altering a Medicaid card. 

(g) 	 Failure to control overutilization activity while on lock-in status. 

(h) 	 Knowingly providing incomplete, inaccurate or erroneous information during Medicaid financial 
eligibility determination. 

(i) 	 Knowingly providing false, incomplete, inaccurate or erroneous information to provider(s) in 
order to receive covered services for which the recipient is ineligible. 

U) 	 The use of a Medicaid card by a recipient other than the recipient to which it is assigned to 
receive or attempt to receive covered medical services. 

(5) 	 The Bureau shall conduct a review of all recipients placed on lock-in or prior approval status upon the 
expiration of the initial and any additional restriction period(s) and shall: 

(a) 	 Remove the recipient from lock-in or prior approval status and reinstate the recipient to the 
normal Medicaid status, or 

(b) 	 If the recipient's activity indicates continued or attempted abuse of overutilization, regardless of 
the exact nature of the activity, during the initial and/or additional restriction period(s), 

1. 	 continue the recipient on lock-in or prior approval status for an additional eighteen (18) 
months; or 

2. 	 change the recipient from lock-in or prior approval status for an additional eighteen (18) 
months; or 

3. 	 change the recipient from Prior approval to lock-in status for an additional eighteen (18) 
months. 

(c) 	 If at any time during which a recipient is on lock-in status, the recipient's activities indicate 
continued abuse or attempted abuse of the Medicaid Program, the Bureau may review the 
recipient's status and change the recipient from lock-in status to prior approval status for the 
remainder of the initial or additional restriction period. 
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(d) 	 The Bureau may reconsider the need to continue a recipient on lock-in or prior approval status 
upon notification and written verification from a licensed physician that the reCipient is suffering 
from a medical condition including but not limited to: 

1. 	 a catastrophic illness such as terminal cancer or renal dialysis; or 

2. 	 a condition which necessitates admission to an inpatient facility for an extended period of 
time. 

(6) 	 A recipient is entitled to a fair hearing in the following circumstances: 

(a) 	 When the Bureau makes the initial determination to place the recipient on lock-in or prior 
approval status; and 

(b) 	 When the Bureau, after any recipient status review, makes a determination to: 

1. 	 continue the recipient on lock-in or prior approval status; or 

2. 	 change the recipient from lock-in to prior approval status; or 

3. 	 change the recipient from prior approval to lock-in status. 

(c) 	 When the Bureau, pursuant to prior approval procedures, denies a prior approval status 
recipient's claim to or request for the provision of a covered service. 

(d) 	 When the action of the Bureau placing a recipient on a restricted status would result or has 
resulted in the denial of reasonable access to Medicaid services of adequate quality pursuant 
to subsection (13) of this section. 

(7) 	 Fair Hearing Procedures: The following procedure shall apply when a recipient becomes entitled to a 
fair hearing pursuant to section (6): 

(a) 	 The Bureau shall notify the reCipient in writing by certified mail, return receipt requested, of its 
determination. The notice shall contain: 

1. 	 the specific and comprehensive reasons for the determination, and 

2. 	 a statement of the Bureau's intended action, and 

3. 	 a statement of the recipient's right to a hearing pursuant to the Uniform Administrative 
Procedures Act (T.eA Section 4-5-101 et seq.). 

(b) 	 A reCipient must request a hearing within fifteen (15) days of receipt of the notice by filing such 
request in writing with the Bureau. The request for hearings pursuant to subsection 6(c) must 
be made in writing within fifteen (15) days of the date on which the claim to or request for 
services is denied. 

(c) 	 If a recipient fails to request a hearing within the designated time limit the reCipient shall forfeit 
the right to a hearing on the action specified in the notice and the Bureau shall take such action 
as it specified in the notice. 

(d) 	 If a recipient requests a hearing within the designated time limit, the Bureau shall schedule a 
hearing and notify the recipient of the time and place. The recipient's then existing status will 
not change pending a final determination after the hearing. 

(e) 	 A hearing requested pursuant to subsection (6)(c) shall be scheduled within ten (10) days of 
receipt of the request. 

(8) 	 Lock-in Status Procedures: For services rendered to any lock-in status recipient the following shall 
apply: 

88-7040 (December 2009) 65 	 RDA 1693 



(a) 	 The Bureau shall request the recipient to submit the name(s) of the provider(s) from whom the 
recipient wishes to receive services. 

(b) 	 If the recipient's condition necessitates the services of more than one (1) physician, other 
physicians will be allowed to provide needed services and submit a claim to Medicaid; however, 
the physicians must be of different specialties and Medicaid program participants. 

(c) 	 The name(s) submitted by the recipient shall become the recipient's lock-in provider(s) unless 
the Bureau determines that the provider(s) is/are ineligible, unable or unwilling to become the 
lock-in provider(s) .in which case additional provider names will be requested. 

(d) 	 If the recipient fails to submit the requested provider name(s) within ten (10) days of the receipt 
of the Bureau's request, the Bureau may assign, as lock-in providers one (1) physician (non­
specialist) and one (1) pharmacy from those utilized recently by the recipient, or the recipient 
will be placed on prior approval status until the requested provider name(s) are received and 
approved by the Bureau. 

(e) 	 All referrals from a recipient's lock-in provider to a non-lock-in provider must be reported by 
telephone or in writing to the Bureau to avoid automatic denial of the referred providers claim. 

(f) 	 A recipient who is on lock-in status may change providers by giving at least thirty (30) days 
written notice to the Bureau. Elective changes will only be allowed every six (6) months. 
Emergency changes (i.e., death of provider, discharge of recipient by provider, etc.) may be 
accomplished at any time by telephoning the Bureau, but must be followed by a written request 
within ten (10) days. 

(g) 	 Upon the change of a lock-in provider pursuant to subsection (8)(f) of this section all referrals to 
other providers made by the previous lock-in provider shall no longer be valid. 

(h) 	 All providers are responsible for ascertaining recipient Medicaid status and, except in the case 
of an emergency or approved referral or admission to a long term care facility, reimbursement 
for services rendered to a lock-in status recipient by any provider other than the recipient's lock­
in provider shall be denied. 

(9) 	 Prior Approval Status Procedures: For services rendered to any prior approval status recipient the 
following shall apply: 

(a) 	 The provider is responsible for ascertaining the status of any Medicaid recipient. 

(b) 	 The provider is responsible for securing prior approval by telephone from the Bureau in all 
cases, except emergenCies, by calling the telephone number listed on the recipient's Medicaid 
care, in accordance with the following: 

1. 	 If the commencement of services is during the normal office hours (8:00 a.m. to 4:30 
p.m.) on any state working day, approval must be obtained prior to the commencement of 
services regardless of the number of services or the length of time services are provided. 

2. 	 If the commencement of services is during any time state offices are closed, approval 
must be obtained no later than the closing hour of the next state working day following 
the commencement of services regardless of the number of services or the length of time 
services are provided. 

(c) 	 In either of the circumstances listed in subsection (9)(b) of this section, if a recipient's current 
medical condition requires the services of more than one (1) provider the following shall apply: 

1. 	 If the initiating provider secures prior approval in accordance with the rules, the 
subsequent provider(s) need not secure prior approval for any medically necessary 
services rendered . 
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2. 	 If the initiating provider fails to secure prior approval in accordance with the rules, all 
other provider claims arising from that medical condition shall be denied except claims 
submitted by any subsequent provider who secures prior approval in accordance with the 
rules. 

(d) 	 The provider may not seek payment from Medicaid or the recipient for any medical services 
rendered without prior approval or for services rendered beyond the scope of the services 
contemplated by any prior approval. 

(e) 	 A long term care provider is not at risk of a claim denial under this rule for covered services 
rendered to a prior approval status recipient. Compliance with all other long term care rules is 
mandatory to provider reimbursement. 

(f) 	 A provider is not at risk of a claim denial for maintenance prescriptions filled during any time at 
which state offices are closed, however, prior approval procedures pursuant to subsection 
(9)(b) must still be followed . 

(g) 	 Services rendered or to be rendered shall be approved or denied based upon: 

1. 	 The securing of prior approval; 

2. 	 Medical necessity; 

3. 	 The recipient's medical history; 

4. 	 The recipient's medical records; 

5. 	 The medical timeliness of the services; and 

6. 	 Review by the Medicaid Medical Director upon request by the recipient, provider or the 
Bureau prior to initial denial. 

(h) 	 A provider is not at risk of a claim denial for inpatient hospital admission and related medical 
services if pre-admission approval has been obtained. 

(10) 	 Emergency Services: Any Medicaid provider may render services to a recipient on lock-in or prior 
approved status in the event of an emergency, provided however that reimbursement for services 
provided will be allowed only under the following circumstances: 

(a) 	 The provider notifies the Bureau by telephone no later than the end of the next state working 
day following the commencement of services; 

(b) 	 The provider presents sufficient medical evidence concerning the nature of the emergency to 
justify reimbursement; and 

(c) 	 Review by the Medicaid Medical Director upon request by the recipient, provider or the Bureau 
prior to initial denial. 

(11) 	 Identification Verification of Medicaid Lock-In and Prior Approval Recipients 

(a) 	 Medicaid Lock-In and Prior Approval Status Cards 

1. 	 These special cards are pink in color for ready identification and must be signed by the 
recipient. 

2. 	 The date of birth, eligibility period and sex designations on the card shall be utilized to 
assist in provider verification of card ownership as well as current eligibility status of the 
Card holder. 

3. 	 Each prescription dispensed shall be noted on the Medicaid card by marking through a 
circled number on the Medicaid card. 
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4. 	 Pink cards indicating restrictions of SPECIAL PRIOR APPROVAL ONLY require that 
before commencement of services, the Bureau must be contacted at the telephone 
number specified on the card in accordance with the rules contained in subsection (9) of 
this section. 

5. 	 Pink cards indicating restrictions of SPECIAL LOCK IN/PHARMACY/MD limit service to 
the providers listed in the additional information block and in accordance with the rules 
contained in subsection (8) of this section. 

(12) 	 If reimbursement is denied based on a provider's failure to comply with any rules contained in this 
section the recipient or the recipient's family shall NOT be held financially responsible for payment for 
any covered services rendered. 

(13) 	 If the placement of a recipient on lock-in or prior approval status would result or has resulted in the 
denial of reasonable access - taking into account geographic locations and reasonable travel time - to 
Medicaid services of adequate quality, the Bureau shall: 

(a) 	 Prior to the placement on restricted status, take such action as is necessary to assure 
reasonable access to services of adequate quality; or 

(b) 	 Reinstate the recipient to the normal Medicaid status until the Bureau can assure reasonable 
access to services of adequate quality. 

Statutory Authority: T.CA §§ 4-5-208 and 71-5-105. 

The title of rule 1200-13-01-.15 Criteria for Medicaid Reimbursement of Care in an Intermediate Care Facility for 
the Mentally Retarded (ICF/MR) is deleted in its entirety and replaced with a new title which shall read as follows: 

1200-13-01-.15 Medical (Level of Care) Eligibility Criteria for Medicaid Reimbursement of Care in an Intermediate 
Care Facility for Persons with Mental Retardation (or Pursuant to Federal Law, Intermediate Care Facility for the 
Mentally Retarded) (ICF/MR) 

Paragraph (1) of retitled rule 1200-13-01-.15 Medical (Level of Care) Eligibility Criteria for Medicaid 
Reimbursement of Care in an Intermediate Care Facility for Persons with Mental Retardation (or Pursuant to 
Federal Law, Intermediate Care Facility for the Mentally Retarded) (ICF/MR) is deleted in its entirety and replaced 
with a new paragraph (1) which shall read as follows: 

(1) 	 Definitions. See Rule 1200-13-01-.02. 

Subparagraph (e) of paragraph (2) of retitled rule 1200-13-01-.15 Medical (Level of Care) Eligibility Criteria for 
Medicaid Reimbursement of Care in an Intermediate Care Facility for Persons with Mental Retardation (or 
Pursuant to Federal Law, Intermediate Care Facility for the Mentally Retarded) (ICF/MR) is deleted in its entirety 
and replaced with a new subparagraph (e) which shall read as follows: 

(e) 	 An ICF/MR PreAdmission Evaluation must include a psychological evaluation of need for care. 
Pursuant to 42 C.F.R. § 456.370(b), such evaluation must be performed before admission to the 
ICF/MR or authorization of payment, but not more than three months before admission. 

Part 1. of subparagraph (b) of paragraph (5) of retitled rule 1200-13-01-.15 Medical (Level of Care) Eligibility 
Criteria for Medicaid Reimbursement of Care in an Intermediate Care Facility for Persons with Mental Retardation 
(or Pursuant to Federal Law, Intermediate Care Facility for the Mentally Retarded) (ICF/MR) is amended by 
capitalizing the words "designated correspondent" and replacing the words "mailed or faxed" with the word "sent" 
so as amended part 1. shall read as follows: 

1. 	 A written notice of denial shall be sent to the individual and, where applicable, to the Designated 
Correspondent. A notice of denial shall also be sent to the ICF/MR. This notice shall advise the 
individual of the right to appeal the denial decision within thirty (30) calendar days. The notice 
shall also advise the individual of the right to submit within thirty (30) calendar days either the 
original ICF/MR PreAdmission Evaluation with additional information for review or a new ICF/MR 
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PreAdmission Evaluation. The notice shall be mailed to the individual's address as it appears 
upon the ICF/MR PreAdmission Evaluation. If no address appears on the ICF/MR PreAdmission 
Evaluation and supporting documentation, the notice will be mailed to the ICF/MR for forwarding 
to the individual. 

Statutory Authority: T.CA §§ 4-5-208 and 71-5-105. 

The title of rule 1200-13-01-.17 "Statewide Home and Community Based Services Waiver for the Elderly and 
Disabled" is amended by adding the words "(Statewide ElD Waiver") so as amended the new title for rule 1200­
13-01-.17 shall read as follows: 

1200-13-01-.17 Statewide Home and Community Based Community Based Services Waiver for the Elderly and 
Disabled (Statewide ElD Waiver). 

Paragraph (1) of retitled rule 1200-13-01-.17 Statewide Home and Community Based Services Waiver for the 
Elderly and Disabled (Statewide ElD Waiver) is deleted in its entirety and replaced with a new paragraph (1) 
which shall read as follows: 

(1) 	 See Rule 1200-13-01-.02. 

Subparagraph (b) of paragraph (2) of retitled rule 1200-13-01-.17 Statewide Home and Community Based 
Community Based Services Waiver for the Elderly and Disabled (Statewide ElD Waiver) is amended by adding a 
new part 3. which shall read as follows: 

3. 	 Services are limited to one (1) meal per day. 

Subparagraph (e) of paragraph (2) of retitled rule 1200-13-01-.17 Statewide Home and Community Based 
Community Based Services Waiver for the Elderly and Disabled (Statewide E/D Waiver) is amended by adding a 
new part 3. which shall read as follows: 

3. 	 Instillation is limited to one (1) instillation per waiver program year. A waiver program year runs 
from October 1 through September 30. 

Subparagraph (g) of paragraph (2) of retitled rule 1200-13-01-.17 Statewide Home and Community Based 
Community Based Services Waiver for the Elderly and Disabled (Statewide ElD Waiver) is deleted in its entirety 
and replaced with a new subparagraph (g) which shall read as follows: 

(g) 	 Respite Care. 

1. 	 Inpatient Respite Care services will be provided on a short-term basis in a Nursing Facility or 
Assisted Care Living Facility or assisted Care Living Facility, not to exceed nine (9) days per 
waiver program year (October 1 through September 30). 

2. 	 In-Home Respite will be provided on a short-term basis in the patient's residence (excluding 
Nursing Facilities and Assisted Care Living Facilities) not to exceed 216 hours per waiver 
program year (October 1 through September 30). 

Paragraph (2) of retitled rule 1200-13-01-.17 Statewide Home and Community Based Community Based Services 
Waiver for the Elderly and Disabled (Statewide E/D Waiver) is amended by adding subparagraph (h), (i) , 0), (k) 
and (I) which shall read as follows: 

(h) 	 Adult Day Care. Services will be limited to 2080 hours per waiver program year (October 1 through 
September 30). 

(i) 	 Assisted Care Living Facility. 

U) 	 Assistive Technology. Services will be limited to nine (9) units of service or $900.00 per waiver 
program year (October 1 through September 30). 
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(k) Personal Care Assistance/Attendant. Services will be limited to 1080 hours per waiver program year 
(October 1 through September 30). 

(I) Pest Control Services will be limited to nine (9) occasions per waiver program year (October 1 
through September 30). 

Subparagraph (b) of paragraph (5) of retitled rule 1200-13-01-.17 Statewide Home and Community Based 
Community Based Services Waiver for the Elderly and Disabled (Statewide ElD Waiver) is deleted in its entirety 
and replaced with a new subparagraph (b) which shall read as follows: 

(b) 	 Enrollment in the Waiver shall be voluntary and open to all Waiver Eligibles who reside in Tennessee, 
but shall be restricted to the maximum number of unduplicated participants specified in the Waiver for 
the program year, as approved by the Centers for Medicare and Medicaid Services for the State of 
Tennessee. Enrollment may also be restricted if sufficient funds are not appropriated by the 
legislature to support full enrollment. 

Subparagraph (c) of paragraph (5) of retitled rule 1200-13-01-.17 Statewide Home and Community Based 
Community Based Services Waiver for the Elderly and Disabled (Statewide E/D Waiver) is amended by adding a 
new part 3. and the current part 3. is renumbered as part 4. and subsequent parts are renumbered accordingly so 
the new part 3. shall read as follows: 

3. 	 The State must reasonably expect that the cost of waiver services and TennCare home health 
and private duty nursing services the individual will need would not exceed the average cost of 
Level 1 Nursing Facility services. 

Subparagraph (b) of paragraph (7) of retitled rule 1200-13-01-.17 Statewide Home and Community Based 
Community Based Services Waiver for the Elderly and Disabled (Statewide E/D Waiver) is amended by deleting 
part 2. in its entirety and subsequent part 3. is renumbered as 2. so as amended subparagraph (b) shall read as 
follows: 

(b) 	 A Transfer Form is required in the following circumstances: 

1. 	 When an Enrollee having an approved unexpired PreAdmission Evaluation transfers from the 
Waiver to Level 1 care in a Nursing Facility. 

2. 	 When a Waiver Eligible with an approved unexpired PreAdmission Evaluation transfers from a 
Nursing Facility to the Waiver. 

Subparagraph (c) of paragraph (7) of retitled rule 1200-13-01-.17 Statewide Home and Community Based 
Community Based Services Waiver for the Elderly and Disabled (Statewide E/D Waiver) is deleted in its entirety 
and replaced with a new subparagraph (c) which shall read as follows: 

(c) 	 A Level I PASRR assessment for mental illness and mental retardation .is required in the following 
circumstances: 
1. 	 When an Enrollee with an approved, unexpired PreAdmission Evaluation transfers from the 

Waiver to a Nursing Facility. 

2. 	 When an enrollee with an approved, unexpired PreAdmission Evaluation requires a short-term 
stay in a Nursing Facility. 

A Level II PASRR evaluation is required if a history of mental illness or mental retardation is indicated 
by the Levell PASRR assessment, unless criteria for exception are met. 

Subparagraph (a) of paragraph (12) of retitled rule 1200-13-01-.17 Statewide Home and Community Based 
Community Based Services Waiver for the Elderly and Disabled (Statewide ElD Waiver) is amended by adding a 
new part 6. and the current part 6. Is renumbered as part 7. and subsequent parts are renumbered accordingly so 
the new part 6. shall read as follows: 
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6. 	 The State reasonably expects that the cost of waiver services and TennCare home health and 
private duty nursing services the individual would receive will exceed the average cost of Level 
1 Nursing Facility services. 

Part 11. renumbered as part 12. of subparagraph (a) of paragraph (12) of retitled rule 1200-13-01-.17 Statewide 
Home and Community Based Community Based Services Waiver for the Elderly and Disabled (Statewide EID 
Waiver) is deleted in its entirety and replaced with a new part 12. which shall read as follows: 

12. The Enrollee does not receive waiver services for a period exceeding 120 days if such period 
began prior to March 1, 2010, or a period exceeding 90 days if such period begins on or after 
March 1, 2010, due to the need for inpatient services in a hospital, nursing facility, or other 
institutional setting. 

Subparagraph (e) of paragraph (12) of retitled rule 1200-13-01-.17 Statewide Home and Community Based 
Community Based Services Waiver for the Elderly and Disabled (Statewide E/D Waiver) is deleted in its entirety 
and replaced with a new subparagraph (e) which shall read as follows: 

(e) Notice of Disenrollment. 

1. 	 Except under circumstances when the Statewide ElD Waiver is terminated, or the enrollee is no 
longer categorically or financially eligible for Medicaid, or no longer meets medical eligibility (or 
nursing facility level of care) requirements, the Administrative Lead Agency shall provide an 
Enrollee written advance notice of involuntary disenrollment with an explanation of the 
Enrollee's right to a hearing pursuant to T.CA §71-5-113. 

2. 	 When the Statewide E/D Waiver is terminated in a Grand Division upon implementation of the 
CHOICES program, notice of transition to the CHOICES program shall be provided in 
accordance with the State's approved 1115 waiver amendment. 

3. 	 If a person is involuntary disenrolled from the Statewide ElD Waiver because his Medicaid 
eligibility has ended, the Medicaid eligibility termination notice, including the right to request a 
fair hearing regarding such eligibility decision, shall constitute notice of action for termination of 
all Medicaid-reimbursed (including waiver) services. Additional notice regarding involuntary 
disenrollment from the waiver shall not be provided. 

Subparagraph (e) of paragraph (15) of retitled rule 1200-13-01-.17 Statewide Home and Community Based 
Community Based Services Waiver for the Elderly and Disabled (Statewide E/D Waiver) is amended by adding 
the word "level" and number "1" and deleting "1200-13-01-.06(4)" at the end of the rule and replacing it with 
"1200-13-01-.03" so as amended subparagraph (e) shall read as follows: 

(e) 	 Reimbursement shall not be made to the provider of Waiver Services on behalf of Enrollees for 
therapeutic leave or fifteen-day hospital leave ("Bed holds") normally available to Level 1 Nursing 
Facility patients pursuant to rule 1200-13-01-.03. 

Paragraph (17) of retitled rule 1200-13-01-.17 Statewide Home and Community Based Community Based 
Services Waiver for the Elderly and Disabled (Statewide EID Waiver) is deleted in its entirety and replaced with a 
new paragraph (17) which shall read as follows 

(17) 	 Appeal Process. 

(a) 	 Eligibility for the Statewide E/D Waiver. 

1. 	 Appeals regarding categorical and financial eligibility for the Statewide EID Waiver will be 
handled by the Department of Human Services. 

2. 	 Appeals regarding medical (or level of care) eligibility for the Statewide E/D Waiver will be 
handled as set forth in rule 1200-13-01-.10(6). 

(b) 	 Enrollment and involuntary disenrollment. 
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Appeals regarding denial of enrollment into the Statewide ElD Waiver or involuntary disenrollment 
from the Statewide E/D Waiver for reasons other than categorical or financial eligibility or medical 
eligibility will be handled by the TennCare Division of Long-Term Care. 

(c) 	 Adverse actions regarding waiver services. 

Appeals regarding adverse actions pertaining to waiver services covered under the Statewide E/D 
Waiver will be processed in accordance with TennCare rule 1200-13-13-.11 Appeal of Adverse 
Actions Affecting TennCare Services or Benefits. 

Statutory Authority: T.CA §§ 4-5-208 and 71-5-105. 

Paragraph (1) of rule 1200-13-01-.21 Provider Noncompliance or Fraud of Medicaid Program is amended by 
adding a new subparagraph (b) and renumbering the current subparagraph (b) as (c) so as amended the new 
subparagraph (b) shall read as follows: 

(b) 	 Bureau of TennCare (herein referred to as "Bureau"). The division of the Tennessee Department of 
Finance and Administration (the single state Medicaid agency) that administers the TennCare 
Program. For the purposes of these rules, the Bureau of TennCare shall represent the State of 
Tennessee and its representatives. . 

Paragraph (1) of rule 1200-13-01-.21 Provider Noncompliance or Fraud of Medicaid Program is amended by 
deleting current subparagraph (c) "Department - means the Tennessee Department of Health and Environment" 
in its entirety. 

Paragraph (5) of rule 1200-13-01-.21 Provider Noncompliance or Fraud of Medicaid Program is amended by 
replacing the word "Department" with the word "Bureau" so as amended Paragraph (5) shall read as follows: 

(5) 	 Access to Records - The Bureau shall in the furtherance of the administration of the Medicaid Program 
have access to all provider records. Such access shall include the right to make copies of those records 
during normal business hours. 

Paragraph (6) of rule 1200-13-01-.21 Provider Noncompliance or Fraud of Medicaid Program is amended by 
replacing the word "Department" with the word "Bureau" so as amended Paragraph (6) shall read as follows: 

(6) 	 Confidentiality - The Bureau shall be bound by all applicable federal and/or state statutes and regulations 
relative to confidentiality of records. 

Statutory Authority: T.CA §§ 4-5-208 and 71-5-105. 

Paragraph (1) of rule 1200-13-01-.23 Nursing Home Preadmission Screenings for Mental Illness and Mental 
Retardation is deleted in its entirety and replaced with a new paragraph (1) which shall read as follows: 

(1) Definitions. See Rule 1200-13-01-.02. 
Item (I) of subpart (i) of part 1. of subparagraph (a) of paragraph (2) of rule 1200-13-01-.23 Nursing Home 
Preadmission Screenings for Mental Illness and Mental Retardation is amended by deleting the word "prior" after 
the word "See" and by adding the phrase" in Rule 1200-13-01-.02" after the word "illness" in the second sentence 
so as amended item (I) shall read as follows: 

(I) 	 The individual has a diagnosis of mental illness. (See definition of mental illness in 
Rule 1200-13-01-.02.) 

Item (I) of subpart (ii) of part 1. of subparagraph (a) of paragraph (2) of rule 1200-13-01-.23 Nursing Home 
Preadmission Screenings for Mental Illness and Mental Retardation is amended by deleting the word "prior" after 
the word "See" and by adding the phrase " in Rule 1200-13-01-.02" after the word "retardation in the second 
sentence" so as amended item (I) shall read as follows: 

(I) 	 The individual has a diagnosis of mental retardation. (See definition of mental 
retardation in Rule 1200-13-01-.02.) 
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Item (VII) of subpart (ii) of part 1. of subparagraph (a) of paragraph (2) of rule 1200-13-01-.23 Nursing Home 
Preadmission Screenings for Mental Illness and Mental Retardation is amended by deleting the first sentence and 
replacing it with a new first sentence so as amended Item (VII) shall read as follows: 

(VII) 	 Results of the identification screen must be used (unless there is other 
indisputable evidence that the individual is not mentally ill or mentally retarded) in 
determining whether an individual has (or is suspected to have) mental illness or 
mental retardation and therefore must be subjected to the PASRR process. 
Findings from the evaluation should be used in making determinations about 
whether an individual has mental illness or mental retardation. 

Part 2. of subparagraph (d) of paragraph (2) of rule 1200-13-01-.23 Nursing Home Preadmission Screenings for 
Mental Illness and Mental Retardation is amended by deleting the phrase "mentally ill or mentally retarded" after 
the words "PASRR process for" and by adding the phrase" of mental illness or mental retardation" after the word 
"evaluation" so as amended part 2. shall read as follows: 

2. 	 Convalescent Care - Any person with mental illness or mental retardation as long as that 
person is not a danger to self and/or others, may be admitted to a Medicaid-certified 
nursing facility after release from an acute care hospital for a period of recovery without 
being subjected to the PASRR process for evaluation of mental illness or mental 
retardation. 

Part 3. of subparagraph (d) of paragraph (2) of rule 1200-13-01-.23 Nursing Home Preadmission Screenings for 
Mental Illness and Mental Retardation is deleted in its entirety and replaced with a new part 3. which shall read as 
follows: 

3. 	 Terminal Illness - Under 42 U.S.C.A § 1395x(dd)(3)(A), a Medicare beneficiary is 
considered to be terminally ill if he has a medical prognosis that his life expectancy is six 
months or less. This same standard is to be applied to Medicaid recipients with mental 
illness, mental retardation or related conditions who are found to be suffering from a 
terminal illness. An individual with mental illness or mental retardation, as long as that 
person is not a danger to self and/or others, may be admitted to or reside in a Medicaid­
certified nursing facility without being subjected to the PASRRlMI or PASRRlMR 
evaluative process if he or she is certified by a physician to be "terminally ill," as that term 
is defined in 42 U.S.C.A § 1395x(dd)(3)(A), and requires continuous nursing care and/or 
medical supervision and treatment due to his physical condition. 

Statutory Authority: T.CA §§ 4-5-208 and 71-5-105. 

The title of rule 1200-13-01-.25 "Home and Community Based services Waiver for the Mentally Retarded and 
Developmentally Disabled" is deleted in its entirety and replaced with a new title so as amended the rule and title 
shall read as follows: 

1200-13-01-.25 Tennessee's Home and Community Based Services Waiver for the Mentally Retarded and 
Developmentally Disabled under Section 1915(c) of the Social Security Act (Statewide MR Waiver). 

Part 2. of subparagraph (c) of paragraph (2) of retitled rule 1200-13-01-.25 Tennessee's Home and Community 
Based Services Waiver for the Mentally Retarded and Developmentally Disabled under Section 1915(c) of the 
Social Security Act (Statewide MR Waiver) is deleted in its entirety and replaced with a new part 2. which shall 
read as follows: 

2. 	 Behavior Services shall be provided face to face with the Enrollee except for enrollee­
specific training of staff; behavior assessment and plan development; and presentation of 
enrollee behavior information at human rights committee meetings, behavior support 
committee meetings, and enrollee planning meetings. 

Subparagraph (c) of paragraph (2) of retitled rule 1200-13-01-.25 Tennessee's Home and Community Based 
Services Waiver for the Mentally Retarded and Developmentally Disabled under Section 1915(c) of the Social 
Security Act (Statewide MR Waiver) is amended by adding a new part 3. which shall read as follows: 
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3. 	 Reimbursement for presentation of enrollee behavior information at meetings shall be limited 
to a maximum of 5 hours per enrollee per year per provider. Reimbursement for behavior 
assessments shall be limited to a maximum of 8 hours per assessment with a maximum of 2 
assessments per year. Reimbursement for behavior plan development resulting from such a 
behavior assessment and the training of staff on the plan during the first 30 days following its 
approval for use shall be limited to a maximum of 6 hours. 

Subparagraph (g) of paragraph (2) of retitled rule 1200-13-01-.25 Tennessee's Home and Community Based 
Services Waiver for the Mentally Retarded and Developmentally Disabled under Section 1915(c) of the Social 
Security Act (Statewide MR Waiver) is amended by deleting part 1. in its entirety and reformatting so as amended 
subparagraph (g) shall read as follows: 

(g) 	 Individual Transportation Services. 

Individual Transportation Services shall not be used for: 

1. 	 Transportation to and from Day Services; 

2. 	 Transportation to and from supported or competitive employment; 

3. 	 Transportation of school aged children to and from school; 

4. 	 Transportation to and from medical services covered by the Medicaid State Plan; or 

5. 	 Transportation of an Enrollee receiving a residential service, except as described herein for 
Orientation and Mobility Training or Behavioral Respite Services. 

Part 1. of subparagraph (h) of paragraph (2) of retitled rule 1200-13-01-.25 Tennessee's Home and Community 
Based Services Waiver for the Mentally Retarded and Developmentally Disabled under Section 1915(c) of the 
Social Security Act (Statewide MR Waiver) is amended by deleting the phrase "not receiving Day Services or is 
not at school or work" after the words "Enrollee is" and by adding the phrase "not at school and shall be 
responsible for the cost of Day Services needed by the enrollee" so as amended part 1. shall read as follows: 

1. 	 The Medical Residential Services provider shall be responsible for providing an appropriate level 
of services and supports twenty-four (24) hours per day when the Enrollee is not at school and 
shall be responsible for the cost of Day Services needed by the enrollee. 

Part 1. of subparagraph U) of paragraph (2) of retitled rule 1200-13-01-.25 Tennessee's Home and Community 
Based Services Waiver for the Mentally Retarded and Developmentally Disabled under Section 1915(c) of the 
Social Security Act (Statewide MR Waiver) is deleted in its entirety and replaced with a new part 1. which shall 
read as follows: 

1. 	 Nutrition Services must be provided face to face with the Enrollee except for enrollee-specific 
training of caregivers responsible for food purchase, food preparation, or assisting the enrollee to 
eat and except for that portion of the assessment involving development of the plan of care. 

Part 3. of subparagraph U) of paragraph (2) of retitled rule 1200-13-01-.25 Tennessee's Home and Community 
Based Services Waiver for the Mentally Retarded and Developmentally Disabled under Section 1915(c) of the 
Social Security Act (Statewide MR Waiver) is deleted in its entirety and replaced with a new part 3. wh ich shall 
read as follows: 

3. 	 Reimbursement for a Nutrition Services assessment visit, which includes the Nutritional 
Services plan development resulting from such an assessment, shall be limited to one 
assessment visit per month with a maximum of 3 assessment visits per year per enrollee per 
provider Nutrition Services other than such assessments (e.g. , enrollee-specific training of 
caregivers; monitoring dietary compliance and food preparation) shall be limited to a maximum 
of one visit per day. Nutrition Services assessments shall not be billed on the same day with 
other Nutrition Services. 

Part 2. of subparagraph (k) of paragraph (2) of retitled rule 1200-13-01-.25 Tennessee's Home and Community 
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Based Services Waiver for the Mentally Retarded and Developmentally Disabled under Section 1915(c) of the 
Social Security Act (Statewide MR Waiver) is amended by adding the phrase "except for that portion of the 
assessment involving development of the plan of care" at the end of the part so as amended part 2. shall read as 
follows: 

2. 	 Occupational Therapy must be provided face to face with the Enrollee except for that portion of 
the assessment involving development of the plan of care. 

Part 7. of subparagraph (k) of paragraph (2) of retitled rule 1200-13-01-.25 Tennessee's Home and Community 
Based Services Waiver for the Mentally Retarded and Developmentally Disabled under Section 1915(c) of the 
Social Security Act (Statewide MR Waiver) is deleted in its entirety and replaced with a new part 7. which shall 
read as follows: 

7. 	 Reimbursement for an Occupational Therapy assessment with development of an Occupational 
Therapy plan based on such an assessment shall be limited to a maximum of one assessment 
with plan development per month with a maximum of 3 assessments per year per enrollee per 
provider. Occupational Therapy services other than such assessments (e.g., enrollee-specific 
training of caregivers; provision of therapeutic services; monitoring progress) shall be limited to 
a maximum of 1.5 hours per enrollee per day. 

Part 3. of subparagraph (I) of paragraph (2) of retitled rule 1200-13-01-.25 Tennessee's Home and Community 
Based Services Waiver for the Mentally Retarded and Developmentally Disabled under Section 1915(c) of the 
Social Security Act (Statewide MR Waiver) is deleted in its entirety and replaced with a new part 3. which shall 
read as follows: 

3. 	 Reimbursement for an Orientation and Mobility Training assessment with development of the 
Orientation and Mobility Training plan based on such an assessment shall be limited to a 
maximum of one assessment with plan development per month with a maximum of 3 
assessments per year per enrollee per provider. Orientation and Mobility Training assessments 
shall not be billed on the same day with other Orientation and Mobility Training services. 
Orientation and Mobility Training services other than such assessments (e.g., enrollee training; 
enrollee-specific training of caregivers), which shall be reimbursed on a per diem basis, shall be 
limited to a maximum of 52 hours of services per enrollee per year. 

Part 2. of subparagraph (0) of paragraph (2) of retitled rule 1200-13-01-.25 Tennessee's Home and Community 
Based Services Waiver for the Mentally Retarded and Developmentally Disabled under Section 1915(c) of the 
Social Security Act (Statewide MR Waiver) is amended by adding the phrase "except for that portion of the 
assessment involving development of the plan of care" at the end of the part so as amended part 2. shall read as 
follows: 

2. 	 Physical Therapy must be provided face to face with the Enrollee except for that portion of the 
assessment involving development of the plan of care. 

Part 7. of subparagraph (0) of paragraph (2) of retitled rule 1200-13-01-.25 Tennessee's Home and Community 
Based Services Waiver for the Mentally Retarded and Developmentally Disabled under Section 1915(c) of the 
Social Security Act (Statewide MR Waiver) is deleted in its entirety and replaced with a new part 7. which shall 
read as follows: 

7. 	 Reimbursement for a Physical Therapy assessment with development of a Physical Therapy 
plan based on such an assessment shall be limited to a maximum of one assessment with plan 
development per month with a maximum of 3 assessments per year per enrollee per provider. 
Physical Therapy services other than such assessments (e.g., enrollee-specific training of 
caregivers; provision of therapeutic services; monitoring progress) shall be limited to a 
maximum of 1.5 hours per enrollee per day. 

Part 2. of subparagraph (s) of paragraph (2) of retitled rule 1200-13-01-.25 Tennessee's Home and Community 
Based Services Waiver for the Mentally Retarded and Developmentally Disabled under Section 1915(c) of the 
Social Security Act (Statewide MR Waiver) is amended by adding the phrase "except for that portion of the 
assessment involving development of the plan of care" at the end of the sentence so as amended part 2. shall 
read as follows: 
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2. Speech, Language and Hearing Services must be provided face to face with the Enrollee except 
for that portion of the assessment involving development of the plan of care. 

Part 6. of subparagraph (s) of paragraph (2) of retitled rule 1200-13-01-.25 Tennessee's Home and Community 
Based Services Waiver for the Mentally Retarded and Developmentally Disabled under Section 1915(c) of the 
Social Security Act (Statewide MR Waiver) is deleted in its entirety and replaced with a new part 6. which shall 
read as follows: 

6. 	 Reimbursement for a Speech, Language, and Hearing Services assessment with development 
of a Speech, Language, and Hearing Services plan based on such an assessment shall be 
limited to a maximum of one assessment with plan development per month with a maximum of 
3 assessments per year per enrollee per provider. Speech, Language, and Hearing Services 
other than such assessments (e.g., enrollee-specific training of caregivers; provision of 
therapeutic services; monitoring progress) shall be limited to a maximum of 1.5 hours per 
enrollee per day. 

Part 2. of subparagraph (a) of paragraph (3) of retitled rule 1200-13-01-.25 Tennessee's Home and Community 
Based Services Waiver for the Mentally Retarded and Developmentally Disabled under Section 1915(c) of the 
Social Security Act (Statewide MR Waiver) is amended by adding a comma and the phrase "except that 
requirements pertaining to a psychological evaluation shall be in accordance with Rule 1200-13-01-.25(3)(a)5." at 
the end of the sentence so as amended part 2. Shall read as follows: 

2. 	 The individual must, but for the provision of Waiver Services, require the level of care provided 
in an ICF/MR, and must meet the ICF/MR eligibility criteria specified in TennCare rule 1200-13­
01-.15, except that requirements pertaining to a psychological evaluation shall be in 
accordance with rule 1200-13-01-.25(3)(a)5. 

Part 9. of subparagraph (b) of paragraph (6) of retitled rule 1200-13-01-.25 Tennessee's Home and Community 
Based Services Waiver for the Mentally Retarded and Developmentally Disabled under Section 1915(c) of the 
Social Security Act (Statewide MR Waiver) is deleted in its entirety and replaced with a new part 9. which shall 
read as follows: 

9. 	 The Enrollee was transferred to a hospital, nursing facility, Intermediate Care Facility for 
persons with Mental Retardation (or pursuant to federal law, Intermediate Care Facility for the 
Mentally Retarded), Assisted Living Facility, and/or Home for the Aged and has resided there 
for a continuous period exceeding 120 days, if such period began prior to March 1, 2010, or a 
period exceeding 90 days if such period begins on or after March 1, 2010. 

Statutory Authority: T.CA §§ 4-5-208 and 71-5-105. 

The title of rule 1200-13-01-.28 "Home and Community Based Services Waiver for Persons with Mental 
Retardation" is amended by adding the phrase "under Section 1915(c) of the Social Security Act (Arlington MR 
Waiver)" at the end of the title so as amended the retitled rule 1200-13-01-.28 shall read as follows: 
1200-13-01-.28 Home and Community Based Services Waiver for Persons with Mental Retardation under Section 
1915(c) of the Social Security Act (Arlington MR Waiver). 

Part 2. of subparagraph (b) of paragraph (2) of retitled rule 1200-13-01-.28 Home and Community Based Services 
Waiver for Persons with Mental Retardation under Section 1915(c) of the Social Security Act (Arlington MR 
Waiver) is deleted in its entirety and replaced with a new part 2. which shall read as follows: 

2. 	 Behavior Services shall be provided face to face with the Enrollee except for enrollee-specific 
training of staff; behavior assessment and plan development; and presentation of enrollee 
behavior information at human rights committee meetings, behavior support committee 
meetings, and enrollee planning meetings. 

Subparagraph (b) of paragraph (2) of retitled rule 1200-13-01-.28 Home and Community Based Services Waiver 
for Persons with Mental Retardation under Section 1915(c) of the Social Security Act (Arlington MR Waiver) is 
amended by adding a new part 3. which shall read as follows: 
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3. 	 Reimbursement for presentation of enrollee behavior information at meetings shall be limited to a 
maximum of 5 hours per enrollee per year per provider. Reimbursement for behavior 
assessments shall be limited to a maximum of 8 hours per assessment with a maximum of 2 
assessments per year. Reimbursement for behavior plan development resulting from such a 
behavior assessment and the training of staff on the plan during the first 30 days following its 
approval for use shall be limited to a maximum of 6 hours. 

Subparagraph (g) of paragraph (2) of retitled rule 1200-13-01-.28 Home and Community Based Services Waiver 
for Persons with Mental Retardation under Section 1915(c) of the Social Security Act (Arlington MR Waiver) is 
amended by deleting part 1. in its entirety and reformatting so as amended subparagraph (g) shall read as 
follows: 

(g) 	 Individual Transportation Services. 

Individual Transportation Services shall not be used for: 

1. 	 Transportation to and from Day Services; 

3. 	 Transportation to and from supported or competitive employment; 

3. 	 Transportation of school aged children to and from school; 

4. 	 Transportation to and from medical services covered by the Medicaid State Plan; or 

5. 	 Transportation of an Enrollee receiving a residential service, except as described herein for 
Orientation and Mobility Training or Behavioral Respite Services. 

Part 1. of subparagraph (h) of paragraph (2) of retitled rule 1200-13-01-.28 Home and Community Based Services 
Waiver for Persons with Mental Retardation under Section 1915(c) of the Social Security Act (Arlington MR 
Waiver) is amended by deleting the phrase "not receiving Day Services or is not at school or work" after the 
words "Enrollee is" and by adding the phrase "not at school and shall be responsible for the cost of Day Services 
needed by the enrollee" so as amended part 1. shall read as follows: 

1. 	 The Medical Residential Services provider shall be responsible for providing an appropriate level 
of services and supports twenty-four (24) hours per day when the Enrollee is not at school and 
shall be responsible for the cost of Day Services needed by the enrollee. 

Part 1. of subparagraph U) of paragraph (2) of retitled rule 1200-13-01-.28 Home and Community Based Services 
Waiver for Persons with Mental Retardation under Section 1915(c) of the Social Security Act (Arlington MR 
Waiver) is deleted in its entirety and replaced with a new part 1. which shall read as follows: 

1. 	 Nutrition Services must be provided face to face with the Enrollee except for enrollee-specific 
training of caregivers responsible for food purchase, food preparation, or assisting the enrollee to 
eat and except for that portion of the assessment involving development of the plan of care. 

Part 3. of subparagraph U) of paragraph (2) of retitled rule 1200-13-01-.28 Home and Community Based Services 
Waiver for Persons with Mental Retardation under Section 1915(c) of the Social Security Act (Arlington MR 
Waiver) is deleted in its entirety and replaced with a new part 3. which shall read as follows: 

3. 	 Reimbursement for a Nutrition Services assessment visit, which includes the Nutritional 
Services plan development resulting from such an assessment, shall be limited to one 
assessment visit per month with a maximum of 3 assessment visits per year per enrollee per 
provider Nutrition Services other than such assessments (e.g., enrollee-specific training of 
caregivers; monitoring dietary compliance and food preparation) shall be limited to a maximum 
of one visit per day. Nutrition Services assessments shall not be billed on the same day with 
other Nutrition Services. 

Part 2. of subparagraph (k) of paragraph (2) of retitled rule 1200-13-01-.28 Home and Community Based Services 
Waiver for Persons with Mental Retardation under Section 1915(c) of the Social Security Act (Arlington MR 
Waiver) is amended by adding the phrase "except for that portion of the assessment involving development of the 
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plan of care" at the end of the part so as amended part 2. shall read as follows: 

2. 	 Occupational Therapy must be provided face to face with the Enrollee except for that portion of 
the assessment involving development of the plan of care. 

Part 7. of subparagraph (k) of paragraph (2) of retitled rule 1200-13-01-.28 Home and Community Based Services 
Waiver for Persons with Mental Retardation under Section 1915(c) of the Social Security Act (Arlington MR 
Waiver) is deleted in its entirety and replaced with a new part 7. which shall read as follows: 

7. 	 Reimbursement for an Occupational Therapy assessment with development of an Occupational 
Therapy plan based on such an assessment shall be limited to a maximum of one assessment 
with plan development per month with a maximum of 3 assessments per year per enrollee per 
provider. Occupational Therapy services other than such assessments (e.g. , enrollee-specific 
training of caregivers; provision of therapeutic services; monitoring progress) shall be limited to 
a maximum of 1.5 hours per enrollee per day. 

Part 3. of subparagraph (I) of paragraph (2) of retitled rule 1200-13-01-.28 Home and Community Based Services 
Waiver for Persons with Mental Retardation under Section 1915(c) of the Social Security Act (Arlington MR 
Waiver) is deleted in its entirety and replaced with a new part 3. which shall read as follows: 

3. 	 Reimbursement for an Orientation and Mobility Training assessment with development of the 
Orientation and Mobility Training plan based on such an assessment shall be limited to a 
maximum of one assessment with plan development per month with a maximum of 3 
assessments per year per enrollee per provider. Orientation and Mobility Training assessments 
shall not be billed on the same day with other Orientation and Mobility Training services. 
Orientation and Mobility Training services other than such assessments (e.g., enrollee training; 
enrollee-specific training of caregivers), which shall be reimbursed on a per diem basis, shall be 
limited to a maximum of 52 hours of services per enrollee per year. 

Part 2. of subparagraph (0) of paragraph (2) of retitled rule 1200-13-01-.28 Home and Community Based Services 
Waiver for Persons with Mental Retardation under Section 1915(c) of the Social Security Act (Arlington MR 
Waiver) is amended by adding the phrase "except for that portion of the assessment involving development of the 
plan of care" at the end of the part so as amended part 2. shall read as follows: 

2. 	 Physical Therapy must be provided face to face with the Enrollee except for that portion of the 
assessment involving development of the plan of care. 

Part 7. of subparagraph (0) of paragraph (2) of retitled rule 1200-13-01-.28 Home and Community Based Services 
Waiver for Persons with Mental Retardation under Section 1915(c) of the Social Security Act (Arlington MR 
Waiver) is deleted in its entirety and replaced with a new part 7. which shall read as follows: 

7. 	 Reimbursement for a Physical Therapy assessment with development of a Physical Therapy 
plan based on such an assessment shall be limited to a maximum of one assessment with plan 
development per month with a maximum of 3 assessments per year per enrollee per provider. 
Physical Therapy services other than such assessments (e.g., enrollee-specific training of 
caregivers; provision of therapeutic services; monitoring progress) shall be limited to a 
maximum of 1.5 hours per enrollee per day. 

Part 2. of subparagraph (s) of paragraph (2) of retitled rule 1200-13-01-.28 Home and Community Based Services 
Waiver for Persons with Mental Retardation under Section 1915(c) of the Social Security Act (Arlington MR 
Waiver) is amended by adding the phrase "except for that portion of the assessment involving development of the 
plan of care" at the end of the sentence so as amended part 2. shall read as follows: 

2. 	 Speech, Language and Hearing Services must be provided face to face with the Enrollee except 
for that portion of the assessment involving development of the plan of care. 

Part 6. of subparagraph (s) of paragraph (2) of retitled rule 1200-13-01-.28 Home and Community Based Services 
Waiver for Persons with Mental Retardation under Section 1915(c) of the Social Security Act (Arlington MR 
Waiver) is deleted in its entirety and replaced with a new part 6. which shall read as follows: 

SS-7040 (December 2009) 78 	 RDA 1693 

http:1200-13-01-.28
http:1200-13-01-.28
http:1200-13-01-.28
http:1200-13-01-.28
http:1200-13-01-.28
http:1200-13-01-.28


6. 	 Reimbursement for a Speech, Language, and Hearing Services assessment with development 
of a Speech, Language, and Hearing Services plan based on such an assessment shall be 
limited to a maximum of one assessment with plan development per month with a maximum of 
3 assessments per year per enrollee per provider. Speech, Language, and Hearing Services 
other than such assessments (e.g., enrollee-specific training of caregivers; provision of 
therapeutic services; monitoring progress) shall be limited to a maximum of 1.5 hours per 
enrollee per day. 

Part 3. of subparagraph (a) of paragraph (3) of retitled rule 1200-13-01-.28 Home and Community Based Services 
Waiver for Persons with Mental Retardation under Section 1915(c) of the Social Security Act (Arlington MR 
Waiver) is amended by adding a comma and the phrase "except that requirements pertaining to a psychological 
evaluation shall be in accordance with rule 1200-13-01-.28(3)(a)6." at the end of the sentence so as amended 
part 3. shall read as follows: 

3. 	 The individual must, but for the provision of Waiver Services, require the level of care provided 
in an ICF/MR, and must meet the ICF/MR eligibility criteria specified in TennCare rule 1200-13­
01-.15, except that requirements pertaining to a psychological evaluation shall be in 
accordance with rule 1200-13-01-.28(3)(a)6. 

Part 9. of subparagraph (b) of paragraph (6) of retitled rule 1200-13-01-.28 Home and Community Based Services 
Waiver for Persons with Mental Retardation under Section 1915(c) of the Social Security Act (Arlington MR 
Waiver) is deleted in its entirety and replaced with a new part 9. which shall read as follows: 

9. 	 The Enrollee was transferred to a hospital, nursing facility, Intermediate Care Facility for 
persons with Mental Retardation (or pursuant to federal law, Intermediate Care Facility for the 
Mentally Retarded), Assisted Living Facility, and/or Home for the Aged and has resided there 
for a continuous period exceeding 120 days, if such period began prior to March 1, 2010, or a 
period exceeding 90 days if such period begins on or after March 1, 2010. 

Statutory Authority: T.CA §§ 4-5-208 and 71-5-105. 

The title of rule 1200-13-01-.29 "Tennessee Self-Determination Waiver Program" is amended by deleting the word 
"Program" and by adding the phrase "under Section 1915(c) of the Social Security Act (Self-Determination MR 
Waiver Program)" so as amended the new title shall read as follows: 

1200-13-01-.29 Tennessee's Self-Determination Waiver under Section 1915(c) of the Social Security Act (Self­
Determination MR Waiver Program). 

Subparagraph (n) of paragraph(1) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination Waiver Under 
Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is deleted in its entirety and replaced 
with a new subparagraph (n) which shall read as follows: 

(n) 	 Financial Administration Entity - an entity which meets the State Medicaid Agency requirements to 
provide Financial Administration services and which has been approved by the Operational 
Administrative Agency to provide Financial Administration services. 

Subparagraph (aa) of paragraph (1) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination Waiver under 
Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is amended by deleting the word 
"Training" after the word "mobility" and adding the phrase "Services for Impaired Vision" so as amended 
subparagraph (aa) shall read as follows: 

(aa) 	 Orientation and Mobility Services for Impaired Vision assessment of the ability of an Enrollee who is 
legally blind to move independently, safely, and purposefully in the home and community 
environment; orientation and mobility coul)seling; and training and education of the Enrollee and of 
caregivers responsible for assisting in the mobility of the Enrollee. 

Part 3. of subparagraph (a) of paragraph (2) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination 
Waiver under Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is amended by deleting 
the words "be selected to" after the words "entity must" so as amended part 3. Shall read as follows: 
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3. 	 When the Enrollee or the Enrollee's guardian or conservator elects to Self-Direct one or 
more of the Covered Services specified in subparagraph (2)(b); a Financial Administration 
Entity must -provide Financial Administration services. 

Part 2., 6., and 7. of subparagraph (b) of paragraph (2) of retitled rule 1200-13-01-.29 Tennessee's Self­
Determination Waiver under Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) are 
deleted in their entirety so as amended subparagraph (b) shall read as follows: 

(b) 	 The following Covered Services may be Self-Directed: 

1. 	 Day Services which are not facility-based. 

2. 	 Individual Transportation Services. 

3. 	 Personal Assistance. 

4. 	 Respite Services when provided by an approved respite provider who serves only one (1) 
Enrollee. 

Part 6. of subparagraph (c) of paragraph (2) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination 
Waiver under Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is deleted in its entirety 
and the current part 7. is renumbered as part 6. and subsequent parts are renumbered accordingly. 

Part 2. of subparagraph (c) of paragraph (3) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination 
Waiver under Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is deleted in its entirety 
and replaced by a new part 2. which shall read as follows: 

2. 	 Behavior Services shall be provided face to face with the Enrollee except enrollee-specific 
training of staff; behavior assessment and plan development; and presentation of enrollee 
behavior information at human rights committee meetings, behavior support committee meetings, 
and enrollee planning meetings. 

Subparagraph (c) of paragraph (3) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination Waiver under 
Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is amended by adding a new part 3. 
Which shall read as follows: 

3. 	 Reimbursement for presentation of enrollee behavior information at meetings shall be limited to a 
maximum of 5 hours per enrollee per year per provider. Reimbursement for behavior 
assessments shall be limited to a maximum of 8 hours per assessment with a maximum of 2 
assessments per year. Reimbursement for behavior plan development resulting from such a 
behavior assessment and the training of staff on the plan during the first 30 days following its 
approval for use shall be limited to a maximum of 6 hours. 

Subparagraph (f) Financial Administration of paragraph (3) of retitled rule 1200-13-01-.29 Tennessee's Self­
Determination Waiver under Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is deleted 
in its entirety and the current subparagraph (g) is relettered as (f). 

Subparagraph (g) relettered as (f) of paragraph (3) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination 
Waiver under Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is amended by deleting 
part 1. in its entirety and reformatting relettered subparagraph (f) so as amended relettered subparagraph (f) shall 
read as follows: 

(f) 	 Individual Transportation Services. 

Individual Transportation Services shall not be used for: 

1. 	 Transportation to and from Day Services; 

2. 	 Transportation to and from supported or competitive employment; 
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3. 	 Transportation of school aged children to and from school; or 

4. 	 Transportation to and from medical services covered by the Medicaid State Plan. 

Part 1. of subparagraph (i) of paragraph (3) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination 
Waiver under Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is deleted in its entirety 
and replaced by a new part 1. which shall read as follows: 

1. 	 Nutrition Services must be provided face to face with the Enrollee except for enrollee­
specific training of caregivers responsible for food purchase, food preparation, or 
assisting the enrollee to eat and except for that portion of the assessment involving 
development of the plan of care. 

Subparagraph (i) of paragraph (3) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination Waiver under 
Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is amended by adding a new part 3. 
which shall read as follows: 

3. 	 Reimbursement for a Nutrition Services assessment visit, which includes the Nutritional 
Services plan development resulting from such an assessment, shall be limited to one 
assessment visit per month with a maximum of 3 assessment visits per year per enrollee 
per provider Nutrition Services other than such assessments (e.g., enrollee-specific 
training of caregivers; monitoring dietary compliance and food preparation) shall be 
limited to a maximum of one visit per day. Nutrition Services assessments shall not be 
billed on the same day with other Nutrition Services. 

Part 2. of subparagraph U) of paragraph (3) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination 
Waiver under Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is amended by adding 
the phrase "except for that portion of the assessment involving development of the plan of care" after the word 
"Enrollee" so as amended part 2. shall read as follows: 

2. 	 Occupational Therapy must be provided face to face with the Enrollee except for that 
portion of the assessment involving development of the plan of care. 

Subparagraph U) of paragraph (3) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination Waiver under 
Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is amended by adding a new part 7. 
which shall read as follows: 

7. 	 Reimbursement for an Occupational Therapy assessment with development of an 
Occupational Therapy plan based on such an assessment shall be limited to a maximum 
of one assessment with plan development per month with a maximum of 3 assessments 
per year per enrollee per provider. Occupational Therapy services other than such 
assessments (e.g., enrollee-specific training of caregivers; provision of therapeutic 
services; monitoring progress) shall be limited to a maximum of 1.5 hours per enrollee 
per day. 

The introductory sentence to subparagraph (k) of paragraph (3) of retitled rule 1200-13-01-.29 Tennessee's Self­
Determination Waiver under Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is 
amended by deleting the word "Training" and by adding the phrase "Services for Impaired Vision" so as amended 
the introductory sentence to subparagraph (k) shall read as follows: 

(k) Orientation and Mobility Services for Impaired Vision. 

Part 1. of subparagraph (k) of paragraph (3) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination 
Waiver under Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is amended by deleting 
the word "Training" after the word "Mobility" and by adding the phrase "Services for Impaired Vision" so as 

. amended part 1. shall read as follows: 

1. 	 Orientation and Mobility Services for Impaired Vision shall not be billed when provided 
during the same time period as Physical Therapy; Occupational Therapy; Nutrition 
Services; Behavior Services; or Speech, Language and Hearing Services, unless there is 
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documentation in the Enrollee's record of medical justification for the two services to be 
provided concurrently. 

Part 2. of subparagraph (k) of paragraph (3) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination 
Waiver under Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is amended by deleting 
the word "Training" after the word "Mobility" and by adding the phrase "Services for Impaired Vision" so as 
amended part 2. shall read as follows: 

2. 	 Orientation and Mobility Services for Impaired Vision shall not replace services available 
under a program funded by the Rehabilitation Act of 1973 or Individuals with Disabilities 
Education Act. 

Part 3. of subparagraph (k) of paragraph (3) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination 
Waiver under Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is deleted in its entirety 
and replaced with a new part 3. which shall read as follows: 

3. 	 Reimbursement for an Orientation and Mobility Services for Impaired Vision assessment 
with development of the Orientation and Mobility Services for Impaired Vision plan based 
on such an assessment shall be limited to a maximum of one assessment with plan 
development per month with a maximum of 3 assessments per year per enrollee per 
provider. Orientation and Mobility Services for Impaired Vision assessments shall not be 
billed on the same day with other Orientation and Mobility services. Orientation and 
Mobility Services for Impaired Vision other than such assessments (e.g., enrollee 
training; enrollee-specific training of caregivers), which shall be reimbursed on a per diem 
basis, shall be limited to a maximum of 52 hours of services per enrollee per year. 

Part 2. of subparagraph (n) of paragraph (3) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination 
Waiver under Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is amended by adding 
the phrase "except for that portion of the assessment involving development of the plan of care" at the end of the 
part so as amended part 2. shall read as follows: 

2. 	 Physical Therapy must be provided face to face with the Enrollee except for that portion 
of the assessment involving development of the plan of care. 

Subparagraph (n) of paragraph (3) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination Waiver under 
Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is amended by adding a new part 7. 
which shall read as follows: 

7. 	 Reimbursement for a Physical Therapy assessment with development of a Physical 
Therapy plan based on such an assessment shall be limited to a maximum of one 
assessment with plan development per month with a maximum of 3 assessments per 
year per enrollee per provider. Physical Therapy services other than such assessments 
(e.g., enrollee-specific training of caregivers; provision of therapeutic services; monitoring 
progress) shall be limited to a maximum of 1.5 hours per enrollee per day. 

Part 2. of subparagraph (q) of paragraph (3) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination 
Waiver under Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is amended by adding 
the phrase "except for that portion of the assessment involving development of the plan of care" at the end of the 
part so as amended part 2. shall read as follows 

2. 	 Speech, Language and Hearing Services must be provided face to face with the Enrollee 
except for that portion of the assessment involving development of the plan of care. 

Subparagraph (q) of paragraph (3) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination Waiver under 
Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is amended by adding a new part 6. 
which shall read as follows: 

6. 	 Reimbursement for a Speech, Language, and Hearing Services assessment with 
development of a Speech, Language, and Hearing Services plan based on such an 
assessment shall be limited to a maximum of one assessment with plan development per 
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month with a maximum of 3 assessments per year per enrollee per provider. Speech, 
Language, and Hearing Services other than such assessments (e.g., enrollee-specific 
training of caregivers; provision of therapeutic services; monitoring progress) shall be 
limited to a maximum of 1.5 hours per enrollee per day. 

Subparagraph (r) of paragraph (3) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination Waiver under 
Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is deleted in its entirety and the current 
subparagraph (s) is relettered as (r) and subsequent subparagraphs are relettered accordingly. 

Part 2. of subparagraph (a) of paragraph (4) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination 
Waiver under Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is deleted in its entirety 
and the current part 3. is renumbered as part 2. and subsequent parts renumbered accordingly. 

Renumbered part 3. of subparagraph (a) of paragraph (4) of retitled rule 1200-13-01-.29 Tennessee's Self­
Determination Waiver under Section 1915(c) of the Social Security Act (Self-Determination MR Waiver). is 
amended by adding a comma and the phrase "except that requirements pertaining to a psychological evaluation 
shall be in accordance with Rule 1200-13-01-.29(4)(a)6." so as amended the renumbered part 3. shall read as 
follows: 

3. 	 The individual must, but for the provision of Waiver Services, require the level of care 
provided in an ICF/MR, and must meet the ICF/MR eligibility criteria specified in 
TennCare rule 1200-13-01-.15, except that requirements pertaining to a psychological 
evaluation shall be in accordance with 1200-13-01-.29 (4)(a)6. 

Subpart (ii) of renumbered part 6. of subparagraph (a) of paragraph (4) of retitled rule 1200-13-01-.29 
Tennessee's Self-Determination Waiver under Section 1915(c) of the Social Security Act (Self-Determination MR 
Waiver) is amended by replacing the number "7" in "1200-13-01-.29(a)7.(i)" with the number "6" so as amended 
subpart (ii) shall read as follows: 

(ii) 	 There is no time limit for when the psychological evaluation is conducted as long as 
it is completed prior to the submission of the PAE, and as long as the evaluation 
meets the requirements specified in 1200-13-01-.29(4)(a)6.(i) above, and the 
person's current medical, social, developmental and psycho-social history 
continues to support the evaluation. 

Part 9. of subparagraph (b) of paragraph (7) of retitled rule 1200-13-01-.29 Tennessee's Self-Determination 
Waiver under Section 1915(c) of the Social Security Act (Self-Determination MR Waiver) is deleted in its entirety 
and replaced a new part 9. which shall read as follows: 

9. 	 The Enrollee was transferred to a hospital, nursing facility, Intermediate Care Facility for 
persons with Mental Retardation (or pursuant to federal law, Intermediate Care Facility 
for the Mentally Retarded), Assisted Living Facility, and/or Home for the Aged and has 
resided there for a continuous period exceeding 120 days, if such period began prior to 
March 1, 2010, or a period exceeding 90 days if such period begins on or after March 1, 
2010. 

Statutory Authority: T.CA §§ 4-5-208 and 71-5-105. 

Retitled Rule Chapter 1200-13-01 TennCare Long-Term Care Programs is amended by adding a new rule 1200­
13-01-.30 TennCare ICF/MR Program which shall read as follows: 

1200-13-01-.30 TennCare ICF/MR Program 

(1) 	 Definitions. See Rule 1200-13-01-.02. 

(2) 	 Eligibility for Medicaid-reimbursed care in an ICF/MR. 

(a) 	 The individual must be determined by the Tennessee Department of Human Services to be financially 
and categorically eligible for Medicaid-reimbursed long-term care services. 
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(b) 	 The individual must have a valid, unexpired ICF/MR PreAdmission Evaluation (PAE) that has been 
approved by the Bureau of TennCare in accordance with rule 1200-13-01-.15. 

(3) 	 Conditions of participation for ICFs/MR 

(a) 	 The ICF/MR must enter into a provider agreement with TennCare. 

(b) 	 The ICF/MR must be certified by the state, showing it has met the standards set out in 42 C.F.R., Part 
442, Subpart C and 42 C.F.R., Part 483. 

(c) 	 ICFs/MR participating in the State of Tennessee's TennCare program shall be terminated as a 
TennCare provider if certification or licensure is canceled by the state. 

(d) 	 If the resident has resources to apply toward payment, the payment made by the state will be his 
current maximum payment per day, charges or per diem cost (whichever is less), minus the available 
patient resources. 

(e) 	 Payments for residents requiring ICF/MR services will not exceed per diem costs or charges, 
whichever is less. 

(f) 	 If an ICF/MR (upon submission of a cost report and audit of its cost), has collected on a per diem 
basis during the period covered by the cost report and audit, more than cost reimbursement allowed 
for the ICF/MR patient, the facility shall be required to reimburse the state (through the Bureau of 
Medicaid and/or the ICF/MR's Third Party), for that portion of the reimbursement collected in excess 
of the cost reimbursement allowed. 

(g) 	 Regardless of the reimbursement rate established for an ICF/MR, no ICF/MR may charge Medicaid 
patients an amount greater than the amount per day charge to private paying patients for equivalent 
accommodations and services. 

(h) 	 Personal laundry services in an ICF/MR shall be considered a covered service and included in the 
per diem rate. Medicaid patients may not be charged for personal laundry services. 

(4) 	 Conditions that ICFs/MR must meet to receive Medicaid reimbursement 

(a) 	 An ICF/MR which has entered into a provider agreement with the Bureau of TennCare is entitled to 
receive Medicaid reimbursement for covered services provided to an ICF/MR Eligible if 

1. 	 The Bureau of TennCare has received an approvable ICF/MR PreAdmission Evaluation for the 
individual within ten (10) calendar days of the ICF/MR PAE Request Date or the physician 
certification date, whichever is earlier. The PAE Approval Date shall not be more than ten (10) 
days prior to date of submission of an approvable PAE. An approvable PAE is one in which any 
deficiencies in the submitted application are cured prior to disposition of the PAE. 

2. 	 For the transfer to an ICF/MR of an individual having an approved unexpired ICF/MR 
PreAdmission Evaluation, the Bureau of TennCare has received an approvable Transfer Form 
within ten (10) calendar days after the date of the transfer. For transfer from ICF/MR services 
to an HCBS MR Waiver program, the transfer form must be submitted and approved prior to 
enrollment in the HCBS MR Waiver program. 

3. 	 For a retroactive eligibility determination, the Bureau of TennCare has received a Notice of 
Disposition or Change and has received an approvable request to update an approved, 
unexpired ICF/MR PreAdmission Evaluation within thirty (30) calendar days of the mailing date 
of the Notice of Disposition or Change. The effective date of payment for ICF/MR services shall 
not be earlier than the PAE Approval Date of the original approved, unexpired PAE which has 
been updated. 

(b) 	 Any deficiencies in a submitted PAE application must be cured prior to disposition of the PAE to 
preserve the PAE submission date for payment purposes. 
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1. 	 Deficiencies cured after the PAE is denied but within thirty (30) days of the original PAE 
submission date will be processed as a new application, with reconsideration of the earlier 
denial based on the record as a whole (including both the original denied application and the 
additional information submitted). If approved, the effective date of PAE approval can be no 
earlier than the date of receipt of the information which cured the original deficiencies in the 
denied PAE. Payment will not be retroactive back to the date the deficient application was 
received or to the date requested in the deficient application. 

2. 	 Once a PAE has been denied, the original denied PAE application must be resubmitted along 
with any additional information which cures the deficiencies of the original application. Failure 
to include the original denied application may delay the availability of Medicaid reimbursement 
for ICF/MR services. 

(c) 	 An ICF/MR that admits a Medicaid Eligible without an approved ICF/MR PreAdmission Evaluation or, 
where applicable, an approved Transfer Form does so without the assurance of reimbursement from 
the Bureau of TennCare. 

(5) 	 Reimbursement methodology for Intermediate Care Facilities for persons with Mental Retardation (or 
pursuant to Federal Law, Intermediate Care Facilities for the Mentally Retarded). 

(a) 	 Private for-profit and private not-for-profit Intermediate Care Facilities for persons with Mental 
Retardation (or pursuant to Federal Law, Intermediate Care Facilities for the Mentally Retarded) 
(ICFs/MR) shall be reimbursed at the lower of Medicaid cost or charges. An annual inflation factor 
will be applied to operating costs. The trending factor shall be computed for facilities that have 
submitted cost reports covering at least six months of program operations. For facilities that have 
submitted cost reports covering at least three full years of program participation, the trending factor 
shall be the average cost increase over the three-year period, limited to the 75th percentile trending 
factor of facilities participating for at least three years. Negative averages shall be considered zero. 
For facilities that have not completed three full years in the program, the one-year trending factor 
shall be the 50th percentile trending factor of facilities participating in the program for at least three 
years. For facilities that have failed to file timely cost reports, the trending factor shall be zero. 
Capital-related costs are not subject to indexing. Capital-related costs are property, depreciation, and 
amortization expenses included in Section F.18 and F.19 of the Nursing Facility Cost Report Form. 
All other costs, including home office costs and management fees, are operating costs. Once a per­
diem rate is determined from a clean cost report, the rate will not be changed until the next rate 
determination except for audit adjustments, correction of errors, or termination of a budgeted rate. 

(b) 	 Public Intermediate Care Facilities for persons with Mental Retardation (or pursuant to Federal Law, 
Intermediate Care Facilities for the Mentally Retarded) (ICFs/MR) that are owned by government 
shall be reimbursed at 100% of allowable Medicaid costs with no cost-containment incentive. 
Reimbursement shall be based on Medicare principles of retrospective cost reimbursement with year­
end cost report settlements. Interim per-diem rates for the fiscal year beginning July 1, 1995 and 
ending June 30, 1996 shall be established from budgeted cost and patient day information submitted 
by the government ICF/MR facilities. Thereafter, interim rates shall be based on the providers' cost 
reports. There will be a tentative year-end cost settlement within 30 days of submission of the cost 
reports and a final settlement within 12 months of submission of the cost reports. 

(c) 	 Costs for supplies and other items, including any facility staff required to deliver the service, which are 
billed to Medicare Part B on behalf of all patients must be included as a reduction to reimbursable 
expenses in Section G of the nursing facility cost report. 

(6) 	 Bed holds. 

An ICF/MR will be reimbursed in accordance with this paragraph for the recipient's bed in that facility during 
the reCipient's temporary absence from that facility in accordance with the following: 

(a) 	 For days not to exceed 15 days per occasion while the recipient is hospitalized and the following 
conditions are met: 

1. 	 The resident intends to return to the ICF/MR. 
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2. 	 The hospital provides a discharge plan for the resident. 

3. 	 At least 85% of all other beds in the ICF/MR certified at the recipient's designated level of care 
(i.e., intensive training, high personal care or medical), when computed separately, are 
occupied at the time of hospital admission. An occupied bed is one that is actually being used 
by a patient. Beds being held for other patients while they are hospitalized or otherwise absent 
from the facility are not considered to be occupied beds, for purposes of this calculation. 

4. 	 Each period of hospitalization must be physician ordered and so documented in the patient's 
medical record in the ICF/MR. 

(b) 	 For days not to exceed 60 days per state fiscal year and limited to 14 days per occasion while the 
recipient, pursuant to a physician's order, is absent from the facility on a therapeutic home visit or 
other therapeutic absence. 

(7) 	 Other reimbursement issues 

(a) 	 No change of ownership or controlling interest of an existing Medicaid provider, including ICFs/MR, 
can occur until monies as may be owed to Medicaid are provided for. The purchaser shall notify 
Medicaid of the purchase at the time of ownership change and is financially liable for the outstanding 
liabilities to Medicaid for one (1) year from the date of purchase or for one (1) year following 
Medicaid's receipt of the provider's Medicare final notice of program reimbursement, whichever is 
later. The purchaser shall be entitled to utilize any means available to it by law to secure and recoup 
these funds from the selling entity. In addition, purchasers of ICFs/MR are responsible for obtaining 
an accurate accounting and transfer of funds held in trust for Medicaid residents at the time of the 
change of ownership or controlling interest. 

(b) 	 If the Division of Medicaid has not reimbursed a business for Medicaid services provided under the 
Medicaid program at the time the business is sold, when such an amount is determined the division of 
Medicaid shall be required to reimburse the person owning the business provided such sale included 
the sale of such assets. 

(c) 	 When a provider was originally paid within a retrospective payment system that is subject to regular 
adjustments and the provider disputes the proposed adjustment action, the provider must file with the 
State not later than thirty (30) days after receipt of the notice informing the provider of the proposed 
adjustment action, a request for hearing. The provider'S right to a hearing shall be deemed waived if 
a hearing is not requested within thirty (30) days after receipt of the notice. 

Statutory Authority: T.CA §§ 4-5-208 and 71-5-105. 
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Additional Information Required by Joint Government Operations Committee 

All agencies, upon filing a rule, must also submit the following pursuant to TCA 4-5-226(i)(1). 

(A) 	 A brief summary of the rule and a description of all relevant changes in previous regulations effectuated by 
such rule; 

These rules are being promulgated to allow the Bureau of TennCare to implement the Long-Term Care 
CHOICES Act of 2008. 

(8) A citation to and brief description of any federal law or regulation or any state law or regulation mandating 
promulgation of such rule or establishing guidelines relevant thereto; 

The rules are lawfully promulgated and adopted by the Department of Finance and Administration in accordance 
with T.CA && 4-5-208 and 71-5-105. 

(C) 	 Identification of persons, organizations, corporations or governmental entities most directly affected by this 
rule, and whether those persons, organizations, corporations or governmental entities urge adoption or 
rejection of this rule; 

The governmental entity most directly affected by these rules is the Tennessee Department of Finance and 
Administration. 

(0) 	 Identification of any opinions of the attorney general and reporter or any judicial ruling that directly relates to 
the rule; 

I These rules were approved by the Tennessee Attorney General. No additional opinion was given or requested. 

(E) 	 An estimate of the probable increase or decrease in state and local government revenues and expenditures, 
if any, resulting from the promulgation of this rule, and assumptions and reasoning upon which the estimate 
is based. An agency shall not state that the fiscal impact is minimal if the fiscal impact is more than two 
percent (2%) of the agency's annual budget or five hundred thousand dollars ($500,000), whichever is less; 

The promUlgation of these rules is not anticipated to have an effect on state and local government revenues and 
exoenditures. 

(F) Identification of the appropriate agency representative or representatives, possessing substantial knowledge 
and understanding of the rule; 

Darin J. Gordon 
Director, Bureau of TennCare 

(G) Identification of the appropriate agency representative or representatives who will explain the rule at a 
scheduled meeting of the committees; 

Darin J. Gordon 
Director, Bureau of TennCare 

(H) Office address, telephone number, and email address of the agency representative or representatives who 
will explain the rule at a scheduled meeting of the committees; and 

310 Great Circle Road 
Nashville, TN 37243 
(615) 507-6443 
Darin.i.Gordon@tn.qov 

Any additional information relevant to the rule orooosed for continuation that the committee reauests. 
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for Persons with Mental Retardation (or Pursuant to 
Federal Law, Intermediate Care Facility for the Mentally 
Retardedl (ICF/MR). 
1200-13-01-.16 Repealed 1200-13-01-.30 TennCare ICF/MR Program 
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GENERAL RULES CHAPTER 1200-13-01 
(Rule 1200-13-01-.01, continued) 

1200-13-01-.01 DEFINITIONS. PURPOSE. 
(1) 	 The purpose of these rules is to set forth requirements pertaining to the Long-Term 

Care delivery system. 
(2) 	 The Bureau of TennCare offers the following Long-Term Care programs and 

services: 
(a) 	 Nursing Facility services. 

1. 	 Until such time as the CHOICES Program is implemented in a particular 
Grand Division, Nursing Facility services will be administered by the 
State under a fee-for-service system and in accordance with these rules. 

2. 	 At the time that the CHOICES Program is implemented in a particular 
Grand Division, Nursing Facility services for eligible residents of that 
Grand Division will be administered by the Managed Care Organizations 
under the managed care system and in accordance with these rules. 

3. 	 At the time that the CHOICES Program is fully implemented statewide, 
all Nursing Facility services will be administered by the Managed Care 
Organizations under the managed care system and in accordance with 
these rules. 

(b) 	 Statewide Home and Community Sased Services Waiver for the Elderly and 
Disabled (Statewide E/D Waiver). (See Rule 1200-13-01-.17.) 

1. 	 Until such time as the CHOICES Program is implemented in a particular Grand 
Division, the Statewide E/D Waiver will offer home and community based 
services (HCSS) to residents of that Grand Division under a fee-for-service 
system and in accordance with these rules. 

2. 	 At the time that the CHOICES Program is implemented in a particular Grand 
Division, the Statewide E/D Waiver will terminate in that Grand Division and 
HCSS for residents of that Grand Division will be administered by the Managed 
Care Organizations under the managed care system and in accordance with 
these rules. The HCSS waivers for persons with mental retardation are not 
affected by the implementation of the CHOICES Program. 

3. 	 At the time that the CHOICES Program is fully implemented statewide, the 
Statewide E/D Waiver will terminate and all HCSS other than those offered 
under the HCSS waivers for individuals with mental retardation or the PACE 
program will be administered by the Managed Care Organizations under the 
managed care system and in accordance with these rules. 

(c) 	 TennCare CHOICES Program. (See Rule 1200-13-01-.05.) This program has two 
components: 

1. 	 Nursing Facility Services. 

2. 	 Home and Community Sased Services (HCSS) for adults who are elderly or 

physically disabled. 
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GENERAL RULES CHAPTER 1200-13-01 
(Rule 1200-13-01-.01, continued) 

(d) 	 Intermediate Care Facility services for persons with Mental Retardation (or pursuant 
to federal law, for the Mentally Retarded) (ICFs/MR). 

(e) 	 Home and Community Based Services waivers for individuals with Mental 
Retardation. 

1. 	 Statewide MR Waiver. (See Rule 1200-13-01-.25.) 

2. 	 Arlington MR Waiver. (See Rule 1200-13-01-.28.) 

3. 	 Self-Determination MR Waiver. (See Rule 1200-13-01-.29.) 

(f) 	 PACE (Program of All-Inclusive Care for the Elderly). This is a program for certain 
dually eligible Medicare and Medicaid beneficiaries that is offered through the 
Tennessee Medicaid State plan, Attachment 3.1-A, #26. 

(3) 	 Individuals receiving Lonq-Term Care services will be enrolled in Managed Care 
Contractors (MCCs) as follows: 

(a) 	 Individuals receiving TennCare-reimbursed Long-Term Care services, other than 
PACE, are also enrolled in a TennCare Managed Care Organization (MCO) for 
primary care, behavioral health services, and acute care services. 

(b) 	 In addition to enrollment in an MCa, the following Long-Term Care recipients, other 
than those enrolled in the PACE Program, are enrolled with the TennCare Pharmacy 
Benefits Manager for coverage of prescription drugs: 

1. Children under the age of twenty-one (21 ). 

2. Adults aged twenty-one (21) and older who are not Medicare beneficiaries. 

(c) 	 Children under the age of twenty-one (21) who are Long-Term Care recipients are 
also enrolled with the TennCare Dental Benefits Manager for coverage of dental 
services. 

(4) 	 Acronyms. The following are acronyms used throughout these rules and the terms they 
represent: 

(a) 	 AAAD - Area Agencies on Aging and Disability 

(b) 	 ACLF - Assisted Care Living Facility 

(c) 	 ADL - Activities of Daily Living 
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GENERAL RULES CHAPTER 1200-13-01 
(Rule 1200-13-01-.01, continued) 

(d) ALA - Administrative Lead Agency 

(e) Arlington MR Waiver - Home and Community Based Services Waiver for Persons 
with Mental Retardation under Section 1915(c) of the Social Security Act (limited to 
members of the Arlington class certified in United States v. Tennessee, et. al.) 

(f) CBRA - Community-Based Residential Alternative 

(g) CMS - Centers for Medicare and Medicaid Services 

(h) DBM - Dental Benefits Manager 

(i) DHS - Tennessee Department of Human Services 

(j) DIDS - Tennessee Department of Finance and Administration's Division of 
Intellectual Disabilities Services 

(k) DMHDD - Tennessee Department of Mental Health and Developmental Disabilities 

(I) EVV - Electronic Visit Verification 

(m) FEA - Fiscal Employer Agent 

(n) FERP - Federal Estate Recovery Program 

(0) FFS - Fee-for-Service 

(p) HCBS - Home and Community-Based Services 

(9) ICF/MR - Intermediate Care Facility for persons with Mental Retardation (or 
pursuant to federal law, Intermediate Care Facility for the Mentally Retarded) 

(r) IADL - Instrumental Activities of Daily Living 

(s) MCO - Managed Care Organization 

(t) NF - Nursing Facility 

(u) OAA - Operational Administrative Agency 

(v) PACE - Program of All-Inclusive Care for the Elderly 

(w) PAE - PreAdmission Evaluation 

(x) PASRR - PreAdmission Screening and Resident Review 

(y) PBM - Pharmacy Benefits Manager 

(z) PERS - Personal Emergency Response System 

(aa) PNA - Personal Needs Allowance 
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(Rule 1200-13-01-.01, continued) 

(bb) 	 QIT - Qualifying Income Trust 

(cc) QMRP - Qualified Mental Retardation Professional 

(dd) Self-Determination MR Waiver - Tennessee's [Home and 
Services] Self-Determination Waiver [for persons with Mental 
Section 1915(c) of the Social Security Act 

(ee) SNF - Skilled Nursing Facility (as defined under Medicare) 

(ff) SPOE - Single Point of Entry 

(gg) SSI - Supplemental Security Income 

(hh) SSI FBR - Supplemental Security Income Federal Benefit Rate 

Community Based 

Retardation] under 


(ii) 	 Statewide E/D Waiver - Tennessee's HCBS Elderly and Disabled Waiver under 
Section 1915(c) of the Social Security Act 

(jj) 	 Statewide MR Waiver - Tennessee's Home and Community Based Services 
[Statewide] Waiver for the Mentally Retarded and Developmentally Disabled under 
Section 1915(c) of the Social Security Act 

(1) 	 Nursing Facility shall mean that as defined in 42 USCA 1395X(j) as of the effective 
date of these rules. 

(2) 	 Intermediate Care Facility shall mean that as defined in 42 USCA 1396 (d) as of the 
effective dates of these rules. 

(3) 	 Physician means a doctor of medicine or osteopathy who has received a degree 
from an accredited medical school and licensed to practice their profession in this 
~ 

(4) 	 Provider means any person, institution, agency, or business concern providing 
medical care services or goods authorized under these rules, holding, where 
applicable, a current valid license to provide such services or to dispense such 
aoods. 

(5) 	 Categorically needy shall mean those individuals determined to be categorically 
needy by the Tennessee Department of Human Services pursuant to Rule 124003 
02 .02. O#icial Gomoilation of the Rules and Reaulations of the State of Tennessee. 

(6) 	 Medically needy shall mean those individuals determined to be medically needy by 
the Tennessee Department of Human Services pursuant to Rule 124003 02 .03, 
Official GomoiJation of the Rules and Reaulations of the State of Tennessee. 
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(7) 	 Durable medical equipment shall mean equipment that can withstand repeated use, 
is primarily and customarily used to serve a modical purpose, genorally is not useful 
to a person in the absence of illness or iniury. and is appropriate for use in the home. 

(8) 	 Medical supplies shall mean expendable items that are primarily and customarily 
used to serve a medical purpose and generally are not useful to a person in the 
absence of illness or iniury. 

(9) 	 Emergency medical cenditien means a medical conditien that manifests itself by 
symptoms of sufficient severity, including severe pain, that a prudent layperson who 
possesses an average knowledge of health and medicine, could reasonably expect 
the absence of immediate medical attention to potentially result in: 

(a) 	 h'Placing the person 's ( r. . r un orn child's) or with r 	 ' ealth In serious ieopard'" espect to a pregnant woman he b 

(b) 	 Serious impairment to bodily functions: or 

(c) 	 Serious dvsfunction of anv bodilv oroan or part. 

(10) 	 Prosthetic devices covered under the Home Health or Medical Vendor Program are 
devices which replace all or part of a missina portion of the bodY. 

(11) 	 Orthotic appliances are rigid and semi rigid devices which are used for the purpose 
of supporting a weak or deformed body member or restricting or eliminating motion 
in a diseased or injured part of the body. Elastic stockings and similar devices do 
not come within the scope of this definition. 

his/her home.makes • tI . wherever he/she .. r an intermedla e I 

of ,"sideRGe IS "~Ial a R"FSiR§ faGlh~y °laGO of FesidoRGe(1~) 	 TAO ,"Gi~iORt'~ ':!:~AO doliAilioA of ~ :::~dO':"d .IAO ,"Gi~II~O~ ~:dOF lAO ModiGaldIASliMIORS IAa salioR laGihly, aFe A" OAI OF modlGal S"PPcare/mental retar medical equlpm 
for coverage of home 
nronr~m_ 

(13) 	 Applicant shall mean any person '""ho seeks admission to a Long term Care Facility 
and is not limited to those persons who have completed an official application or 
have complied with the Long term Care Facility's preadmission requirements. The 
term shall include all persons who have affirmatively expressed an intent to be 
considered for current or future admission to the Long tarm Care Facility or 
requested that their name be entered on any ")\fait list". Persons who only mal·(Q 
casual inquiry concerning the Long term Care Facility or its admission practices, who 
request information on these subjects, or who do not express any intention that they 
'Nish to be actively considered for admission shall not be considered applicants. All 
persons, whether applicants or non applicants, who contact a Long term Care 
Facility to casually inquire about the facility's services or admissions policies shall be 
informed by the facility of that person's right to apply for admission and be 
considered for admissien on a nondiscriminatory basis and in conformance with Rule 
1200 1301 .08. 
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(Rule 1200-13-01-.0 1, continued) 

(14) 	 Medicaid eligib le shall mean a person who has been determined by the Tennessee 
Department of Human Services or the Social Security Administration to be financially 
FllinihlFl tA h~\(Fl ~4FlCjir:~irl m~kFl rAimhllr~FlmAnt fAr r:A\(FlrFlrl ~An 'ir:A~ 

(15) 	 Medically Entitled shall mean a person ",,,,ho has a Pre Admission Evaluation (PAE) 
that has been certified bv a ohvsician and that has been aooroved bv the 
Deoartment. 

(16) 	 Involuntary transfer or discharge shall Mean any transfer or discharge that is 
opposed by the resident or a representative of the resident. For purposes of 
compliance with the requirements of Rule 1200 13 01 .05(18), a discharge or 
transfer is involuntary when the Long term Care Facility initiates the action to 
tr~m,for Ar rli~c:h~rnFl_ 

(17) 	 Notice, when used in regulations pertaining to Long term Care Facilities, shall mean 
notification that must be provided by the facility to "residents" or "applicants," and 
shall also include notification to the person identified in a PAE application as the 
resident's or applicant's deSignated representative and any other individual who is 
authorized by law to act on the resident's or applicant's behalf or who is in fact acting 
on the resident's or aoolicant's behalf in dealina with the Lona term Care Facilitv 

(18) ,L\djudicated claim shall 	mean a request for payment submitted by a provider, as 
described in rule 1200 13 01 .05. that has reached final disoosition such that it has 
FlithFlr hFlFln n~irl Ar rlFlniFlrl 

(19) 	 Provider's usual and customary charge for a covered service means the uniform 
amount which the individual orovider charaes to the aeneral oublic for a soecific 
mFlrlir:~1 nmr:FlrlllrFl Ar ~FlPdC:Fl 

(20) 	 ResePJFlo 

(21) 	 Prosumptive eligibility shall mean temporary eligibility granted to a pregnant 'Noman 
whose family income is at or below a specified percentage of the federal poverty 
levAI in ArrlAr fAr thFl \OJAm~n tA rFlr:eivFl ~mhIJI~tArV ArFln~t~1 c;~re ~ervic:e~ 

(22) 	 Qualified Medicare Beneficiary (QMB) shall men any individual who meets the 
income and resource standards set forth in the Medicare Catastroohic Coveraae Act 
At 1QRR ~nrl i~ rlA~inn~tArl ~~ ~ OIJ~litiFlrl ~4Arlir:~rFl RAnefic:i:1rv 

Authority: T. G.A. 4-5-202, 71-5-105, 71-5-109, Executive Order No. 11. Administrative 
History: Original rule filed September 10, 1975; effective October 10, 1975. Repealed and 
refiled July 13, 1977; effective August 12, 1977. Repealed and refiled November 17, 1977; 
effective December 19, 1977. Amendment filed August 31, 1981; effective October 15. 1981. 
Amendment filed June 27, 1984; effective July 27, 1984. Amendment filed February 9, 1987; 
effective April 9, 1987. Amendment filed May 30, 1989; effective July 14, 1989. Amendment 
filed November 28, 1990; effective January 12, 1991. Amendment filed February 22, 1991; 
effective April 9, 1991. Amendment filed September 16, 1991; effective October 31, 1991. 
Amendment filed September 19, 1991; effective November 3, 1991. Amendment filed January 
10, 1992; effective February 24, 1992. Amendment filed May 1, 1992; effective June 15, 1992. 
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(Rule 1200-13-01-.01, continued) 

Amendment filed October 20, 1999; effective January 3, 2000. Amendment filed June 29, 2000; 
effective September 12, 2000. 
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GENERAL RULES CHAPTER 1200-13-01 
(Rule 1200-13-01-.02, continued) 

1200-13-01-.02 EliGIBIliTY DEFINITIONS. 

(1) 	 Administrative Lead Agency (ALA). The approved agency or agencies with which 
the Bureau of TennCare contracts for the provision of covered services through the 
Statewide ElD Waiver. 

(2) 	 Adult Care Home. For purposes of the CHOICES Program, a state-licensed 
community-based residential alternative which offers twenty-four (24) hour 
residential care and support in a single family residence to no more than five (5) 
elderly or disabled adults who meet NF level of care, but who would prefer to 
receive care in the community in a smaller, home-like setting. The provider must 
either live on-site in the home, or hire a resident manager who lives on-site so that 
the person primarily responsible for delivering care on a day-to-day basis is living 
in the home with the individuals for whom they are providing care. Coverage shall 
not include the costs of room and board. Pursuant to state law, licensure is 
currently limited to Critical Adult Care Homes for persons who are ventilator 
dependent and adults with traumatic brain injury. 

(3) 	 Adult Day Care. For purposes of the CHOICES Program and the Statewide E/D 
Waiver, community-based group programs of care lasting more than three (3) 
hours per day but less than twenty-four (24) hours per day provided pursuant to an 
individualized plan of care by a licensed provider not related to the participating 
adult. 

(4) 	 Applicant. For purposes of compliance with the Linton Order, an individual who 
seeks admission to a NF and is not limited to those individuals who have 
completed an official application or have complied with the NF's pre-admission 
requirements. The term shall include all individuals who have affirmatively 
expressed an intent to be considered for current or future admission to the NF or 
requested that their name be entered on any "wait list." Individuals who only make 
casual inquiry concerning the NF or its admission practices, who request 
information on these subjects, or who do not express any intention that they wish 
to be actively considered for admission shall not be considered applicants. All 
individuals, whether applicants or non-applicants, who contact a NF to casually 
inquire about the facility's services or admissions policies shall be informed by the 
facility of that individual's right to apply for admission and be considered for 
admission on a nondiscriminatory basis and in conformance with Rule 1200-13-01­
.06. 

(5) 	 Area AgenCies on Aging and Disability (AAAD). Regional agencies designated 
under Tennessee Rule 0030-01-5-.02. 

(6) 	 Assisted Care Living Facility (ACLF) Services. For purposes of the CHOICES 
Program, a CBRA to NF care in a licensed ACLF that provides and/or arranges for 
daily meals, personal, homemaker and other supportive services or health care 
including medication oversight (to the extent permitted under state law), in a home-
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GENERAL RULES CHAPTER 1200-13-01 
(Rule 1200-13-01-.02, continued) 

like environment to persons who need assistance with activities of daily living. 
Coverage shall not include the costs of room and board. 

(7) 	 Assisted Care Living Facility (ACLF) Services. For purposes of the Statewide E/D 
Waiver, personal care services, homemaker services, and medication oversight (to 
the extent permitted under state law) provided in a home-like environment in a 
licensed ACLF. Coverage shall not include the costs of room and board. 

(8) 	 Assistive Technology. For purposes of the CHOICES Program and the Statewide 
E/D Waiver, an assistive device, adaptive aids, controls or appliances which 
enable an enrollee to increase the ability to perform activities of daily living or to 
perceive or control their environment. Examples include, but are not limited to, 
"grabbers" to pick objects off the floor, a strobe light to signify the smoke alarm has 
been activated, etc. 

(9) 	 Attendant Care. For purposes of the CHOICES Program, hands-on assistance, 
safety monitoring, and supervision for an enrollee who, due to age and/or physical 
disability, needs more extensive assistance than can be provided through 
intermittent personal care visits (i.e., more than four (4) hours per occurrence). 

(a) 	 Attendant Care may include assistance with the following: 

1. 	 Activities of daily living (ADLs) such as bathing, dressing and personal hygiene, 
eating, toileting, transfers and ambulation; or 

2. 	 Instrumental activities of daily living (lADLs) that are essential, although 
secondary, to the personal care tasks needed by the enrollee in order to 
continue living at home. IADLs may include tasks such as picking up 
medications or shopping for groceries; meal preparation or household tasks 
such as making the bed, washing soiled linens or bedclothes; or continuous 
monitoring and supervision because there is no household member, relative, 
caregiver, or volunteer to meet the specified need. 

3. 	 Attendant care cannot be provided to persons living in a CBRA or receiving 
Short-Term NF services. 

(b) 	 Attendant care does not include care or assistance including meal preparation or 
household tasks for other residents of the same household; yard work; or care of 
non-service related pets and animals. 

(10) Sack-up Plan. 	 A written plan that is a required component of the plan of care for 
all CHOICES members receiving companion care or non-residential HCSS in their 
own homes and which specifies unpaid persons as well as paid consumer-directed 
workers and/or contract providers (as applicable) who are available, have agreed 
to serve as back-up, and who will be contacted to deliver needed care in situations 
when regularly scheduled HCSS providers or workers are unavailable or do not 
arrive as scheduled. A CHOICES member or his representative may not elect, as 
part of the back-up plan, to go without services. The back-up plan shall include the 
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names and telephone numbers of persons and agencies to contact and the 
services to be provided by each of the listed contacts. The member and his 
representative (as applicable) shall have primary responsibility for the development 
and implementation of the back-up plan for consumer-directed services with 
assistance from the FEA as needed. 

(11) Bed Hold. 	 The policy by which NFs providing Level 1 care and ICFs/MR are 
reimbursed for holding a resident's bed for him while he is away from the facility , in 
accordance with these rules. 

(12) Bureau 	of TennCare (herein referred to as "TennCare" or as "Bureau"). The 
division of the Tennessee Department of Finance and Administration (the single 
state Medicaid agency) that administers the TennCare Program. For the purposes 
of these rules, the Bureau of TennCare shall represent the State of Tennessee and 
its representatives. 

(13) Care 	 Coordination. For purposes of the CHOICES Program, the continuous 
process of: (1) assessing a member's physical, behavioral, functional, and 
psychosocial needs; (2) identifying the physical health, behavioral health and long­
term care services and other social support services and assistance (e.g., housing 
or income assistance) that are necessary to meet identified needs; (3) ensuring 
timely access to and provision, coordination and monitoring of physical health, 
behavioral health, and long-term care services needed to help the member 
maintain or improve his or her physical or behavioral health status or functional 
abilities and maximize independence; and (4) faCilitating access to other social 
support services and assistance needed in order to ensure the member's health, 
safety and welfare, and as applicable, to delay or prevent the need for more 
expensive institutional placement. 

(14) Caregiver. 	 For purposes of the Statewide E/D Waiver, one or more adult 
individuals who sign an agreement with the ALA to provide services to enrollees 
participating in the Waiver to meet the needs of the enrollee during the hours when 
waiver services are not being provided by the Administrative Lead Agency. 

(15) Case Management. 	 For purposes of the Statewide E/D Waiver, services which will 
assist individuals who receive waiver services in gaining access to needed waiver 
and other Medicaid State plan services, as well as needed medical, social, 
educational, and other services, regardless of the funding source for the services 
to which access is gained. 

(16) Case Manager. 	 For purposes of the Statewide ElD Waiver, the individual who is 
responsible for development of the Plan of Care and for ongoing monitoring of the 
provision of services included in the enrollee's Plan of Care. Case Managers shall 
initiate and oversee the process of assessment and reassessment of the enrollee's 
level of care and the review of Plans of Care at such intervals as are specified in 
the waiver rules and policies. Case Managers are prohibited from providing any 
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other services to an enrollee for whom they serve as Case Managers under the 
Waiver. 

(17) Centers for Medicare and Medicaid Services (CMS). The agency within the United 
States Department of Health and Human Services that is responsible for 
administering Title XVIII, Title XIX, and Title XXI of the Social Security Act. 

(18) Certification. 	 A process by which a physician who is licensed as a doctor of 
medicine or doctor of osteopathy signs and dates a PAE signifying that: (1) the 
person requires the requested level of institutional care or reimbursement (Level 1 
NF, Level 2 NF, Enhanced Respiratory Care, or ICF/MR) or, in the case of a 
section 1915(c) HCBS waiver program, requires HCBS as an alternative to the 
applicable level of institutional care for which the person would qualify; and (2) the 
requested long-term care services are medically necessary for the individual. 
Physician certification is not required for CHOICES HCBS. 

(19) CHOICES. See "TennCare CHOICES in Long-Term Care." 

(20) CHOICES 217-Like Group. 	 Individuals age sixty-five (65) and older and adults age 
twenty-one (21) and older with physical disabilities who meet the NF level of care 
criteria, who could have been eligible for HCBS under 42 C.F.R. § 435.217 had the 
state continued its section 1915(c) HCBS Waiver for persons who are elderly 
and/or physically disabled, and who need and are receiving HCBS as an 
alternative to NF care. This group exists only in the Grand Divisions of Tennessee 
where the CHOICES Program has been implemented, and participation is subject 
to the enrollment target for CHOICES Group 2. 

(21) CHOICES Group 1. Individuals of all ages who are receiving Medicaid-reimbursed 
care in a NF. 

(22) CHOICES Group 	2. Individuals age sixty-five (65) and older and adults age 
twenty-one (21) and older with physical disabilities who meet the Nursing Facility 
level of care and who qualify for TennCare either as SSI recipients or in an 
institutional category (i.e., as members of the CHOICES 217-Like demonstration 
population), and who need and are receiving HCBS as an alternative to NF care. 
TennCare has the discretion to apply an enrollment target to this group, as 
described in these rules. 

(23) CHOICES 	Member. An individual who has been enrolled by the Bureau of 
TennCare into the CHOICES Program. 

(24) Community-Based 	 Residential Alternatives (CBRA) to institutional care. For 
purposes of the CHOICES Program, residential services which offer a cost­
effective, community-based alternative to NF care for individuals who are elderly 
and/or adults with physical disabilities. CBRAs include, but are not limited to, 
ACLFs, Adult Care Homes, and Companion Care. 
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(25) Companion Care. 	 For purposes of the CHOICES Program, a consumer-directed 
residential model in which a CHOICES member may choose to select, employ, 
supervise and pay, utilizing the services of a Fiscal Intermediary, on a daily, 
weekly, or monthly basis, as applicable, a live-in companion who will be present in 
the member's home and provide frequent intermittent assistance or continuous 
supervision and monitoring throughout the entire period of service duration. Such 
model will be available only for a CHOICES member who requires and does not 
have available through family or other caregiving supports frequent intermittent 
assistance with activities of daily living or supervision and monitoring for extended 
periods of time that cannot be met more cost-effectively with other non-residential 
services. A CHOICES member who requires assistance in order to direct his or her 
companion care may designate a representative to assume consumer direction of 
companion care services on his/her behalf, pursuant to requirements for 
representatives otherwise applicable to consumer direction. 

(26) Competent Adult. 	 For purposes of self-direction of health care tasks in consumer 
direction, a person age twenty-one (21) or older who has the capability and 
capacity to evaluate knowledgeably the options available and the risks attendant 
upon each and to make an informed decision acting in accordance with his own 
preferences and values. A person is presumed competent unless a decision to the 
contrary is made. 

(27) Consumer Direction 	of HCBS. For purposes of the CHOICES Program, the 
opportunity for a member assessed to need specified types of HCBS limited to 
attendant care, personal care, homemaker, in-home respite, and/or companion 
care to elect to direct and manage (or to have a representative direct and manage) 
certain aspects of the provision of such services-primarily, the hiring, firing, and 
day-fo-day supervision of consumer directed workers delivering the needed 
service(s). 

(28) Consumer-Directed Worker (Worker). 	 An individual who has been hired by a 
CHOICES member participating in Consumer Direction of HCBS or his 
representative to provide one or more eligible HCBS to the member. A consumer­
directed worker does not include an employee of an agency that is being paid by 
an MCO to provide HCBS to the member. 

(29) Continuity of Care Period. 	 For purposes of the CHOICES Program, the period of 
time immediately following implementation of the CHOICES Program in a Grand 
Division during which a member will continue to receive the same long-term care 
services, as specified in the plan of care in place prior to CHOICES 
implementation, from the same long-term care providers, regardless of whether 
such providers have elected to participate in the MCO's network. Such period 
shall be at least thirty (30) days following implementation, but in the case of 
CHOICES Group 2 partiCipants, shall continue for up to ninety (90) days or until a 
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comprehensive needs assessment has been performed and a new plan of care 
has been developed. 

(30) Contract Provider. 	 A provider who is under contract with an enrollee's MCO. Also 
called "network provider" or "in-network provider." 

(31) Cost-Effective Alternative Service. 	 A service that is not a covered service but that 
is approved by TennCare and CMS and provided at an MCO's discretion. 
TennCare enrollees are not entitled to receive these services. Cost-effective 
alternative services may be provided because they are either: (1) alternatives to 
covered Medicaid services that, in the MCO's judgment, are cost-effective; or (2) 
preventative in nature and offered to avoid the development of conditions that, in 
the MCO's judgment, would require more costly treatment in the future. Cost­
effective alternative services need not be determined medically necessary except 
to the extent that they are provided as an alternative to covered Medicaid services. 
Even if medically necessary, cost effective alternative services are not covered 
services and are provided only at an MCO's discretion. For purposes of the 
CHOICES Program, cost-effective alternative service may include the provision of 
HCBS as an alternative to NF care when the Enrollment Target for CHOICES 
Group 2 has been reached as described in Rule 1200-13-01-.05. 

(32) Cost Neutrality Cap. 	 For purposes of the CHOICES Program, the average cost of 
the level of NF reimbursement that would be paid if the member were 
institutionalized. It functions as a limit on the total cost of HCBS that, when 
combined with the cost of Home Health Services and Private Duty Nursing 
services the person will receive, can be provided to the individual in the home or 
community setting. The Cost Neutrality Cap shall be individually applied. 

(33) Dental Benefits Manager (DBM). 	 See "Dental Benefits Manager" in Rule 1200-13­
13-.01. 

(34) DeSignated Correspondent. A person 	or agency authorized by an individual to 
receive correspondence on his behalf related to a NF or ICF/MR PAE. 

(35) Disenrollment. 	 The voluntary or involuntary termination of an individual's 
enrollment in a Long-Term Care Program. 

(36) Division of Intellectual Disabilities Services (DIDS). 	 The division of the Tennessee 
Department of Finance and Administration that serves as the Operational 
Administrative Agency for day-to-day operations of the Home and Community 
Based Services Waivers for persons with Mental Retardation. Formerly the 
Division of Mental Retardation Services. 

(37) Electronic 	 Visit Verification (EVV) system. An electronic system into which 
caregivers can check-in at the beginning and check-out at the end of each period 
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of service delivery to monitor member receipt of HCBS and which may also be 
utilized for submission of claims. 

(38) Eligible 	 HCBS. For purposes of consumer direction, services that may be 
consumer directed are limited to attendant care, personal care visits, homemaker 
services, in-home respite care, and companion care. 

(39) Employer of Record. The member participating in Consumer Direction of HCBS or 
a representative deSignated by the member to assume the Consumer Direction of 
HCBS functions on the member's behalf. 

(40) Enrollee. 	 A Medicaid Eligible individual who is enrolled in a TennCare Long-Term 
Care program. 

(41) Enrollment target. 	 The maximum number of individuals that can be enrolled in 
CHOICES Group 2 at any given time, subject to the exceptions provided in these 
rules. The enrollment target is not calculated on the basis of "unduplicated 
participants." Vacated slots in CHOICES Group 2 may be refilled immediately, 
rather than being held until the next program year, as is required in the HCBS 
waiver programs. 

(42) Expiration Date. 	 A date assigned by the Bureau of TennCare at the time of 
approval of a PAE after which Medicaid reimbursement will not be made unless a 
new PAE is submitted and approved, or 365 days after the PAE Approval Date 
when the PAE has not been used. A PAE is "used" when the individual has begun 
receiving long-term care services based on the level of care approved in the PAE. 
A PAE is "expired" when the individual has not begun receiving long-term care 
services on or before the 365th day. The first claim for reimbursement may be 
submitted after the 365th day, so long as the first date of service is on or before the 
365th day. 

(43) Federal Estate Recovery Program (FERP). 	 A federal program set forth under 
section 1917(b) of the Social Security Act which requires states offering Medicaid­
reimbursed long-term care services to seek adjustment or recovery for certain 
types of medical assistance from the estates of individuals who were age fifty-five 
(55) or older at the time such assistance was received, and from permanently 
institutionalized individuals of any age. For persons age fifty-five (55) and older, 
states are obligated to seek adjustment or recovery for nursing facility (including 
ICF/MR) services, HCBS, and related and hospital and prescription drug services. 
For permanently institutionalized persons, states are obligated to seek adjustment 
or recovery for the institutional services. For both mandatory populations, the 
State may elect to recover up to the total cost of all medical assistance provided. 

(44) Fee-for-Service (FFS) System. 	 An arrangement whereby the State, rather than the 
MCO, is responsible for arranging for covered long-term care services and paying 
claims for these services. 
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(45) Fiscal Employer Agent (FEA). 	 An entity contracting with the State and/or an MCO 
that helps CHOICES members participating in Consumer Direction of HCBS. The 
FEA provides both financial administration and supports brokerage functions for 
CHOICES members participating in Consumer Direction of HCBS. This term is 
used by the IRS to deSignate an entity operating under Section 3504 of the IRS 
code, Revenue Procedure 70-6 and Notice 2003-70, as the agent to members for 
the purpose of filing certain federal tax forms and paying federal income tax 
withholding, FICA and FUTA taxes. The FEA also files state income tax 
withholding and unemployment insurance tax forms and pays the associated taxes 
and processes payroll based on the eligible HCBS authorized and provided. 

(46) Grand Divisions. See "Grand Divisions" in Rule 1200-13-13-.01. 

(47) Health Care Tasks. 	 For persons participating in consumer direction, health care 
tasks are those medical nursing or home health services, beyond activities of daily 
living, which (1) a person without a functional disability or a caregiver would 
customarily perform without the assistance of a licensed health care provider; (2) 
the person is unable to perform for himself due to a functional or cognitive 
limitation; (3) the treating physiCian, advanced practice nurse, or registered nurse 
determines can safely be performed in the home and community under the 
direction of a competent adult or caregiver; and (4) enable the person to maintain 
independence, personal hygiene, and safety in his own home. 

(48) Home (of an enrollee). For purposes of the Statewide E/D Waiver, the residence 
or dwelling in which the enrollee resides in Tennessee, excluding hospitals, NFs, 
ICFs/MR, ACLFs, Homes for the Aged (Residential Homes for the Aged), and 
other CBRAs. 

(49) Home 	 and Community Sased Services (HCSS). Services not covered by 
Tennessee's Title XIX State Plan that are provided pursuant to a written plan of 
care as an alternative to long-term care institutional services in a NF or an ICF/MR 
to individuals for whom there has been a determination that, but for the provision of 
such services, the individuals would require the level of care provided in the 
institution to which the HCSS offer an alternative . HCSS does not include home 
health and private duty nursing services. 

(50) Home and Community Sased Services (HCSS) Waiver. 	 A waiver approved by 
CMS under the section 1915(c) authority. 

(51) 	Home-Delivered Meals. For purposes of the CHOICES Program and the 
Statewide ElD Waiver, nutritionally well-balanced meals, other than those provided 
under Title III C-2 of the Older Americans Act, that provide at least one-third but no 
more than two-thirds of the current daily Recommended Dietary Allowance (as 
estimated by the Food and Nutrition Soard of Sciences - National Research 
Council) and that will be served in the enrollee's home. Special diets shall be 
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provided in accordance with the individual Plan of Care when ordered by the 
enrollee's physician. Home-delivered meals cannot be provided to persons living 
in a CBRA or receiving Short-Term NF services. 

(52) 	Home Health Services. See "Home Health Services" in Rule 1200-13-13-.01. 

(53) 	Homemaker Services. For purposes of the CHOICES Program. qeneral 
household activities and chores such as sweeping, mopping, and dusting in areas 
of the home used by the member, changing the member's linens, making the 
member's bed, washing the member's dishes, doing the member's personal 
laundry, ironing, or mending, meal preparation and/or educating caregivers about 
preparation of nutritious meals for the member, assistance with maintenance of 
safe environment, and errands such as grocery shopping and having the member's 
prescriptions filled. Homemaker services are to be provided only for the member 
(and not for other household members) and only when the member is unable to 
perform such activities and there is no other caregiver or household member 
available to perform such activities for the member. Homemaker services cannot 
be provided to persons living in a CBRA or receiving Short-Term NF services. 

(54) Homemaker 	Services. For purposes of the Statewide E/D Waiver, general 
household activities and chores such as sweeping, mopping, dusting, changing 
linens, making beds, washing dishes, doing personal laundry, ironing, mending, 
meal preparation and/or education about preparation of nutritious appetizing 
meals, assistance with maintenance of safe environment and errands such as 
grocery shopping and having prescriptions filled. Homemaker services are to be 
provided when the enrollee is unable to perform such activities and the individual 
regularly responsible for these activities is unable to perform such activities for the 
enrollee. Homemaker services cannot be provided to persons living in a CBRA or 
receiving Short-Term NF services. 

(55) ICF/MR Eligible. 	 An individual determined by DHS to qualify for Medicaid­
reimbursement of ICF/MR services and determined by TennCare to meet ICF/MR 
level of care. 

(56) 	ICF/MR PAE Approval Date. The beginning date of level of care eligibility for 
Medicaid-reimbursed care in an ICF/MR for which the ICF/MR PAE has been 
approved by TennCare. 

(57) ICF/MR PAE Form. 	 The assessment form used by TennCare to document the 
current medical and habilitative needs of an individual with mental retardation and 
to document that the individual meets the Medicaid level of care eligibility criteria 
for care in an ICF/MR. 

(58) Identification Screen (Level 	I). The identification screen to determine which NF 
applicants or residents have mental illness or mental retardation and are subject to 
preadmission screening/resident review (PASRR). Individuals with a supportable 
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primary diagnosis of Alzheimer's disease or dementia will also be detected through 
the identification screen. NFs are responsible for ensuring that all applicants 
receive a Level I identification screen prior to admission to the facility, and for 
submission of the Levell screen to TennCare. 

(59) Immediate Eligibility. 	 A mechanism by which the State can elect, based on a 
preliminary determination of an individual's eligibility for the CHOICES 217-Like 
Group, to enroll the individual into CHOICES Group 2 and provide immediate 
access to a limited package of HCSS pending a final determination of eligibility. To 
qualify for immediate eligibility, an individual must be applying to receive covered 
HCSS, be determined by TennCare to meet Nursing Facility level of care, have 
submitted an application for financial eligibility determination to DHS, and be 
expected to qualify for CHOICES Group 2 based on review of the financial 
information provided by the applicant. Immediate eligibility shall only be for 
specified HCSS (no other covered services) and for a maximum of forty-five (45) 
days. Immediate Eligibility is not available for individuals who are already enrolled 
in TennCare. 

(60) Individual Cost Neutrality Cap. See Cost Neutrality Cap. 

(61) Individual 	 Plan of Care. For purposes of the Statewide ElD Waiver, an 
individualized written plan of care which serves as the fundamental tool by which 
the State ensures the health and welfare of enrollees and which meets the 
requirements of these rules. 

(62) In-Home Respite Care. 	 For purposes of the CHOICES Program, services provided 
to individuals unable to care for themselves, furnished on a short-term basis in the 
individual's place of residence, because of the absence or need for relief of those 
persons normally providing the care. In-Home Respite Care cannot be provided to 
persons living in a CSRA or receiving Short-Term NF services. 

(63) In-Patient 	 Respite Care. For purposes of the CHOICES Program services 
provided to individuals unable to care for themselves, furnished on a short-term 
basis in a licensed NF or licensed CSRA, because of the absence or need for relief 
of those persons normally providing the care. Persons receiving CSRA (other than 
Companion Care) or Short-Term NF services are not eligible to receive In-Patient 
Respite Care. 

(64) In-Patient Nursing Care. 	 Nursing services which are available twenty-four (24) 
hours per day by or under the supervision of a licensed practical nurse or 
registered nurse and which, in accordance with general medical practice, are 
usually and customarily provided on an inpatient basis in a NF. Inpatient nursing 
care includes, but is not limited to, routine nursing services such as observation 
and assessment of the individual's medical condition, administration of legend 
drugs, and supervision of nurse aides, and other skilled nursing therapies or 
services that are performed by a licensed practical nurse or registered nurse. 
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(65) Intermediate Care 	Facility for Persons with Mental Retardation (or pursuant to 
federal law, Intermediate Care Facility for the Mentally Retarded) (ICF/MR). A 
licensed facility approved for Medicaid reimbursement that provides specialized 
services for individuals with mental retardation or related conditions and that 
complies with current federal standards and certification requirements set forth in 
42 C.F.R., Part 483. 

(66) Involuntary Transfer or Discharge. 	 Any transfer or discharge that is opposed by 
the resident or a representative of the resident of a NF or ICF/MR. For purposes of 
compliance with the requirements of these rules, a discharge or transfer is 
involuntary when the NF initiates the action to transfer or discharge. 

(67) Legally AppOinted Representative. Any person appointed by a court of competent 
jurisdiction or authorized by legal process (e.g., power of attorney for health care 
treatment. declaration for mental health treatment) to determine the legal and/or 
health care interests of an individual and/or his estate. 

(68) Level of Care. 	 Medical eligibility criteria for receipt of an institutional service. An 
individual who meets the level of care criteria for NF care is an individual who has 
been determined by TennCare to meet the medical eligibility criteria established for 
that service. 

(69) Level 1 Nursing Facility care. 	 The level of Medicaid reimbursement provided for 
nursing facility services delivered to residents eligible for Medicaid-reimbursement 
of NF services determined by TennCare to meet the medical eligibility criteria set 
forth in Rule 1200-13-01-.10(4) by a NF that meets the requirements set forth in 
Rule 1200-13-01-.03, and in accordance with the reimbursement methodology for 
Level I NF Care set forth in Rule 1200-13-01-.03. 

(70) Level 2 Nursing Facility care. 	 The level of Medicaid reimbursement provided for 
nursing facility services delivered to residents eligible for Medicaid-reimbursement 
of NF services determined by TennCare to meet the medical eligibility criteria set 
forth in Rule 1200-13-01-.10(5) by a NF that meets the requirements set forth in 
Rule 1200-13-01-.03, and in accordance with the reimbursement methodology for 
Level 2 NF Care set forth in Rule 1200-13-01-.03. 

(71) Long-Term Care Enrollee 	or Participant. An individual who is partiCipating in a 
TennCare Long-Term Care Program. 

(72) Long-term Care Ombudsman. 	 An individual with expertise and experience in the 
fields of long-term care and advocacy, who assists in the identification, 
investigation, and resolution of complaints that are made by, or on behalf of, NF 
residents, and persons residing in Community-Based Residential Alternative 
settings, including ACLFs and Adult Care Homes. The Tennessee Long-Term 
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Care Ombudsmen program is operated by the Tennessee Commission on Aging 
and Disability. 

(73) Long-Term Care Program. 	 One of the programs offering long-term care services 
to individuals enrolled in TennCare. Long-Term Care Programs include 
institutional programs (NFs and ICFs/MR). as well as HCBS offered either through 
the CHOICES Program or through a section 1915(c) HCBS waiver program. 

(74) Managed Care Organization (MCO). See "Managed Care Organization" in Rule 
1200-13-13-.01. 	 . 

(75) Managed Care System. 	 A system under which the MCOs are responsible for 
arranging for services and paying claims for delivery of these services to members 
enrolled in their plans. 

(76) Medicaid Eligible. 	 An individual who has been determined by DHS or the Social 
Security Administration to be financially eligible to have Medicaid make 
reimbursement for covered services. 

(77) Medicare Savings Program. 	 The mechanisms by which low-income Medicare 
beneficiaries can get assistance from Medicaid in paying for their Medicare 
premiums, deductibles, and/or coinsurance. These programs include the Qualified 
Medicare Beneficiary (QMB) program, the Specified Low Income Medicare 
Beneficiary (SLMB) program, and the Qualified Individual (QI) program. 

(78) Mental Illness. For the purposes of compliance with federal PASRR regulations, an 
individual who meets the following requirements on diagnosis, level of impairment 
and duration of illness: 

(a) 	 The individual has a major mental disorder diagnosable under the Diagnostic and 
Statistical Manual of Mental Disorders, 3rd edition which is a schizophrenic, mood, 
paranoid, panic or other severe anxiety disorder; somatoform disorder; personality 
disorder; other psychotic disorder; or another mental disorder that may lead to a 
chronic disability; but is not a primary diagnosis of dementia, including Alzheimer's 
disease or a related disorder, or a non-primary diagnosis of dementia unless the 
primary diagnosis is a major mental disorder; 

(b) 	 The level of impairment must result in functional limitations in major life activities 
within the past three to six months that would be appropriate for the individual's 
developmental stage: or 

(c) 	 The treatment history of the individual has at least one of the following: a psychiatric 
treatment more intensive than outpatient care more than once in the past two years, 
or within the last two years, due to a mental disorder, the individual has experienced 
an episode of significant disruption to the normal living situation, for which supportive 
services were reguired to maintain functioning at home, or in a residential treatment 
environment, or which resulted in intervention by housing or law enforcement 
officials. 
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(79) 	 Mental Retardation and Related Conditions. For the purposes of compliance with federal 
PASRR regulations, an individual is considered to be mentally retarded if he/she has a 
level of retardation (mild, moderate, severe and profound) as described in the American 
Association on Mental Deficiency's Manual on Classification in Mental Retardation (1983). 

(a) 	 Mental Retardation refers to significantly subaverage general intellectual functioning 
existing concurrently with deficits in adaptive behavior and manifested during the 
developmental period (i.e., prior to age eighteen). 

(b) 	 The provisions of this section also apply to persons with "related conditions", as 
defined by 42 C.F.R. § 435.1010, which states: "Persons with related conditions" 
means individuals who have a severe, chronic disability that meets all of the 
following conditions: 

1. 	 It is attributable to: 

(i) 	 Cerebral palsy or epilepsy, or 

(ii) 	 Any other condition, other than mental illness, found to be closely related 
to mental retardation because this condition results in impairment of 
general intellectual functioning or adaptive behavior similar to that of 
persons with mental retardation, and requires treatment or services 
similar to those requ ired for these persons. 

2. 	 It is manifested before the person reaches age twenty-two (22). 

3. 	 It is likely to continue indefinitely. 

4. 	 It results in substantial functional limitations in three or more of the following 
areas of major life activity: 

(i) 	 Self-care; 

(ii) 	 Understanding and use of language; 

(iii) 	 Learning; 

(iv) 	 Mobility; 

(v) 	 Self-direction; and 

(vi) 	 Capacity for independent living. 

(80) Minor Home Modifications. 	 For purposes of the CHOICES Program. provision and 
installation of certain home mobility aids (e.g .. a wheelchair ramp and modifications 
directly related to and specifically required for the construction or installation of the 
ramp, hand rails for interior or exterior stairs or steps, grab bars and other devices) 
and minor physical adaptations to the interior of a member's place of residence 
which are necessary to ensure the health, welfare and safety of the individual. or 
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which increase the member's mobility and accessibility within the residence, such 
as widening of doorways or modification of bathroom facilities. Excluded are 
installation of stairway lifts or elevators and those adaptations which are 
considered to be general maintenance of the residence or which are considered 
improvements to the residence or which are of general utility and not of direct 
medical or remedial benefit to the individual, such as installation, repair, 
replacement or roof, ceiling, walls, or carpet or other flooring; installation, repair, or 
replacement of heating or cooling units or systems; installation or purchase of air 
or water purifiers or humidifiers; and installation or repair of driveways, sidewalks, 
fences, decks, and patiOS. Adaptations that add to the total square footage of the 
home are excluded from this benefit. All services shall be provided in accordance 
with applicable state or local building codes. Minor Home Modifications cannot be 
provided to persons living in a CSRA or receiving Short-Term NF services, except 
as provided in Rule 1200-13-01-.05. 

(81) Minor 	Home Modifications. For purposes of the Statewide E/D Waiver, the 
provision and installation of certain home mobility aids (e.g., ramps, rails, non-skid 
surfacing, grab bars, and other devices and minor home modifications which 
facilitate mobility) and modifications to the home environment to enhance safety. 
Excluded are those adaptations or improvements to the home which are of general 
utility and which are not of direct medical or remedial benefit to the individual, such 
as carpeting, roof repair, central air conditioning, etc. Adaptations that add to the 
total square footage of the home are excluded from this benefit. All services shall 
be provided in accordance with applicable state or local building codes. 

(82) Natural Supports. 	 For purposes of the CHOICES Program, unpaid support and 
assistance delivered by family members, friends, neighbors, and other entities, 
including clubs, churches, and community organizations, to a CHOICES member 
residing in the community which are critical to ensuring the member's health, 
safety, and welfare and quality of life in the community, and which should be 
supplemented, but not supplanted by paid HCSS in order to help sustain the 
natural supports over time, and to help ensure the delivery of cost-effective 
community-based care. 

(83) Network Provider. See "Contract Provider. 

(84) Non-Contract 	Provider. A provider who does not have a contract with an 
enrollee's MCO. Also called "out-of-network" provider. 

(85) Notice. 	 When used in regulations pertaining to NFs, notification that must be 
provided by the facility to "residents" or "applicants," and shall also include 
notification to the person identified in a PAE application as the resident's or 
applicant's designated representative and any other individual who is authorized by 
law to act on the resident's or applicant's behalf or who is in fact acting on the 
resident's or applicant's behalf in dealing with the NF. 
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(86) Notice of 	Disposition or Change. A notice issued by DHS of an individual's 
financial eligibility for Medicaid and approved Medicaid vendor date for payments 
to a NF or an ICF/MR. 

(87) Nursing 	 Facility (NF). A Medicaid-certified NF approved by the Bureau of 
TennCare. 

(88) Nursing Facility Eligible. 	 An individual determined by DHS to qualify for Medicaid­
reimbursement of NF services and determined by TennCare to meet NF level of 
care. 

(89) Out-of-Network Provider. See "Non-Contract Provider." 

(90) PAE Approval Date. 	 The beginning date of level of care eligibility for Medicaid­
reimbursed care in a NF for which the PAE has been approved by TennCare, 
which cannot precede completion of the PASRR process. 

(91) Patient Liability. 	 The amount determined by DHS which a Medicaid Eligible is 
required to pay for covered services provided by a NF, an ICF/MR, an HCBS 
waiver program, or the CHOICES Program. 

(92) Personal Care Assistance/Attendant Services. 	 For purposes of the Statewide E/D 
Waiver, intermittent provision of direct assistance with activities such as toileting, 
bathing, dressing, personal hygiene, eating, meal preparation (excluding the cost 
of food), budget management, attending appointments, and interpersonal and 
social skill building to enable the enrollee to live in a community setting. Personal 
Care Assistance/Attendant Services cannot be provided to persons living in a 
CBRA or receiving Short-Term NF services. 

(93) Personal Care Services. 	 For purposes of the Statewide E/D Waiver, services 
provided to assist the enrollee with activities of daily living, and related essential 
household tasks (e.g., making the bed, washing soiled linens or bedclothes that 
require immediate attention), and other activities that enable the enrollee to remain 
in the home, as an alternative to Nursing Facility care, including the following: 

(a) 	 Assistance with activities of daily living (e.g., bathing, grooming, personal 
hygiene, toileting, feeding, dressing, ambulation); 

(b) 	 Assistance with cleaning that is an integral part of personal care and is 
essential to the health and welfare of the enrollee; 

(c) 	 Assistance with maintenance of a safe environment. 

Personal Care Services cannot be provided to persons living in a CBRA or 
receiving Short-Term NF services. 
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(94) Personal Care Visits. 	 For purposes of the CHOICES Program, intermittent visits of 
limited duration not to exceed four (4) hours per visit and two (2) visits per day to 
provide hands-on assistance to an enrollee who, due to age and/or physical 
disability, needs help with ADLs such as bathing, dressing and personal hygiene, 
eating, toileting, transfers and ambulation; assistance with IADLs such as picking 
up medications or shopping for groceries, and meal preparation or household tasks 
such as making the bed, washing soiled linens or bedclothes, that are essential, 
although secondary, to the personal care tasks needed by the enrollee in order to 
continue living at home because there is no household member, relative, 
caregiver, or volunteer to meet the specified need. 

Personal care visits do not include: 

(a) Companion or sitter services, including safety monitoring and supervision; 

(b) Care or assistance including meal preparation or household tasks for other 
residents of the same household; 

(c) Yard work; or 

(d) Care of non-service related pets and animals. 

Personal Care Visits cannot be provided to persons living in a CBRA or receiving 
Short-Term NF services. 

(95) Personal Emergency Response System (PERS). 	 For purposes of the CHOICES 
Program, an electronic device which enables certain individuals at high risk of 
institutionalization to summon help in an emergency. The individual may also wear 
a portable "help" button to allow for mobility. The system is programmed to signal 
a response center once the "help" button is activated. The response center is 
staffed by trained professionals who assess the nature of the emergency, and 
obtain assistance for the individual, as needed. PERS services are limited to those 
individuals who have demonstrated mental and physical capacity to utilize such 
system effectively and who live alone or who are alone with no caregiver for 
extended periods of time, such that the individual's safety would be compromised 
without access to a PERS. Personal Emergency Response System (PERS) 
cannot be provided to persons living in a CBRA or receiving Short-Term NF 
services. 

(96) Personal Emergency Response System (PERS). 	 For purposes of the Statewide 
E/D Waiver, an electronic device which enables certain individuals at high risk of 
institutionalization to summon 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 a response center once a "help" button 
is activated. The response center is staffed by trained professionals. PERS 
services are limited to those individuals who are alone for significant parts of the 
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day, who have no regular caregiver for extended periods of time, and who would 
otherwise require extensive routine supervision. Personal Emergency Response 
System (PERS) cannot be provided to persons living in a CBRA or receiving Short­
Term NF services. 

(97) Personal Needs Allowance (PNA). 	 A reasonable amount which is deducted by 
DHS pursuant to federal and state law and the Medicaid State Plan in the 
application of post-eligibility provisions and the calculation of patient liability for 
long-term care services. The PNA is set aside for clothing and other personal 
needs of the individual while in the institution (Institutional PNA), and to also pay 
room, board and other living expenses in the community (Community PNA) . 

(98) Pest Control. 	 For purposes of the CHOICES Program and the Statewide E/D 
Waiver, the use of sprays, poisons and traps, as appropriate, in the enrollee's 
residence (excluding NFs or ACLFs) to regulate or eliminate the intrusion of 
cockroaches, wasps. mice, rats and other species of pests into the household 
environment thereby removing an environmental issue that could be detrimental to 
a frail elderly or disabled enrollee's health and physical well-being . Pest Control 
cannot be provided to persons living in a CBRA or receiving Short-Term NF 
services. 

(99) Pharmacy Benefits Manager (PBM). 	 See "Pharmacy Benefits Manager" in Rule 
1200-13-13-.01. 

(100) 	 Physical Disabilities. One or more medically diagnosed chronic , physical 
impairments, either congenital or acquired, which limit independent, purposeful 
physical movement of the body or of one or more extremities, as evidenced by 
substantial functiona l limitations in one or more activities of daily living that require 
such movement-primarily mobility or transfer-and which are primarily 
attributable to the physical impairments and not to cognitive impairments or mental 
health conditions. A person with cognitive impairments or mental health conditions 
who also has one or more physical disabilities as defined above may qualify as 
"PhYSically Disabled," and may be enrolled into CHOICES Group 2 so long as such 
individual can be safely served in the community and at a cost that does not 
exceed the individual's cost neutrality cap. This includes consideration of whether 
or not the CHOICES Group 2 benefit package can adequate ly address any 
special ized service needs the appl icant may have pertaining to the cognitive 
impairment or mental health condition, as applicable. 

(101) 	 Physically Disabled. For purposes of enrollment into CHOICES Group 2 or the 
Statewide E/D Waiver, an adult aged twenty-one (21) or older who has one or 
more physical disabil ities. 

(102) 	 Physician. A doctor of medicine or osteopathy who has received a degree from 
an accredited medical school and licensed to practice their profeSSion in 
Tennessee. 
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(103) 	 Physician's Plan of Care. For purposes of the Statewide E/D Waiver, an 
individualized written Plan of Care developed by the enrollee's physician and 
included on the PAE and reviewed as needed or at least every ninety (90) days. 

(104) 	 Plain language. Any notice or explanation that requires no more than a sixth 
grade level of education as measured by the Flesch Index, Fog Index, or Flesch­
Kincaid Index. 

(105) 	 Pre-Admission Evaluation (PAE). A process of assessment by the Bureau of 
TennCare used to determine an individual'S medical (or level of care) eligibility for 
Medicaid-reimbursed care in a NF or ICF/MR, and in the case of NF services, the 
appropriate level of reimbursement for such care. For purposes of the CHOICES 
Program, the PAE application shall be used for the purposes of determining level 
of care and for calculating the individual Cost Neutrality Cap. 

(106) 	 Pre-Admission Screening/Resident Review (PASRR). The process by which the 
State determines whether an individual who resides in or seeks admission to a 
Medicaid-certified NF has, or is suspected of having, mental illness or mental 
retardation, and, if so, whether the individual requires specialized services and is 
appropriate for NF placement. See "Identification Screen (Level!) ." 

(107) 	 PreAdmission Screening/Resident Review (Level II). The process whereby a 
determination is made about whether the individual requires the level of services 
provided by a NF or another type of facility and, if so, whether the individual 
requires specialized services. These reviews shall be the responsibility of the 
DMHDD and/or DIDS, as applicable. 

(108) 	 Private Duty Nursing Services. See "Private Duty Nursing Services" in Rule 
1200-13-13-.01. 

(109) 	 Program of All-inclusive Care for the Elderly (PACE). A program for dually 
eligible enrollees in need of long-term care services that is authorized under the 
Medicaid State Plan, Attachment 3.1-A, #26. 

(110) 	 Provider. See "Provider" in Rule 1200-13-13-.01. Provider does not include 
consumer-directed workers (see Consumer-Directed Worker); nor does provider 
include the FEA (see Fiscal Employer Agent) . 

(111) 	 Qualifying Income Trust (QIT). See "Qualified Income Trust" in Rule 1240-03­
03-.03(8). 

(112) 	 Recertification. For purposes of the Statewide E/D Waiver, the process 
approved by the Bureau of TennCare by which the enrollee's physician assesses 
the medical necessity of continuation of waiver services and certifies in writing that 
the enrollee continues to require waiver services. 
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(113) Related Conditions. See "Mental Retardation and Related Conditions." 

(114) 	 Representative. In general, for CHOICES members, a person who is at least 
eighteen (18) years of age and is authorized by the member to participate in care 
planning and implementation and to speak and make decisions on the member'S 
behalf, including but not limited to identification of needs, preference regarding 
services and service delivery settings, and communication and resolution of 
complaints and concerns. As it relates to Consumer Direction of HCSS, a person 
who is authorized by the member to direct and manage the member's worker(s), 
and signs a representative agreement. The representative for Consumer Direction 
of HCSS must also: be at least eighteen (18) years of age; have a personal 
relationship with the member and understand his support needs; know the 
member's daily schedule and routine, medical and functional status, medication 
regimen, likes and dislikes, and strengths and weaknesses; and be physically 
present in the member's residence on a regular basis or at least at a frequency 
necessary to supervise and evaluate workers. 

(115) 	 Representative Agreement. The agreement between a CHOICES member 
electing Consumer Direction of HCSS who has a representative direct and manage 
the consumer's worker(s) and the member's representative that specifies the roles 
and responsibilities of the member and the member's representative. 

(116) 	 Reserve Capacity. The State's right to maintain some capacity within an 
established enrollment target to enroll individuals into HCSS under certain 
circumstances. These circumstances could include, but are not limited to: 
accommodation of a phased in implementation of the CHOICES Program; 
discharge from a NF; discharge from an acute care setting where institutional 
placement is otherwise imminent, or other circumstances which the state may 
establish from time to time in accord with these rules. 

(117) 	 Respite Care. For purposes of the Statewide E/D Waiver, services provided to 
individuals unable to care for themselves, furnished on a short-term basis because 
of the absence or need for relief of those persons normally providing the care. 
These services may be provided in-patient or in-home. Respite Care cannot be 
provided to persons living in a CSRA or receiving Short-Term NF services. 

(118) 	 Risk Agreement. An agreement signed by a member who will receive HCSS (or 
his representative) that includes, at a minimum, identified risks to the member of 
residing in the community and receiving HCSS, the consequences of such risks, 
strategies to mitigate the identified risks, and the member's decision regarding his 
acceptance of risk. For members electing to participate in Consumer Direction, the 
risk agreement must include any additional risks associated with the member's 
decision to act as the employer of record, or to have a representative act as the 
employer of record on his behalf. 
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(119) Room and Board. Lodging, meals, and utilities. The kinds of items that are 
considered "room and board" and are therefore not reimbursable by Medicaid 
include: 

(a) 	 Rent, or, if the individual owns his home, mortgage payments, depreciation, or 
mortgage interest 

(b) 	 Property taxes 

(c) 	 Insurance (title, mortgage, property and casualty) 

(d) 	 Building and/or grounds maintenance costs 

(e) 	 Resident "raw" food costs including individual special dietary needs (the cost of 
preparing, serving, and cleaning up after meals is not included) 

(n 	 Household supplies necessary for the room and board of the individual 

(g) 	 Furnishings used by the resident 

(h) 	 Utilities (electricity, water and sewer, gas) 

(i) 	 Resident telephone 

(j) 	 Resident cable television 

(120) Safety Plan. 	 For purposes of the Statewide E/D Waiver, an individualized plan by which 
the Administrative Lead Agency ensures the health, safety, and welfare of enrollees who 
do not have twenty-four (24) hour caregiver services and which meets the reguirements of 
these rules. 

(121) Self-Direction of Health Care Tasks. 	 A decision by a CHOICES member participating in 
Consumer Direction to direct and supervise a paid worker delivering eligible HCBS in the 
performance of health care tasks that would otherwise be performed by a licensed nurse. 
Self-direction of health care tasks is not a service, but rather health care-related duties and 
functions (such as administration of medications) that a CHOICES member participating in 
Consumer Direction may elect to have performed by a consumer-directed worker as part 
of the delivery of eligible HCBS s/he is authorized to receive. 

(122) Service Agreement. 	 The agreement between a CHOICES member electing Consumer 
Direction of HCBS (or the member's representative) and the member's consumer-directed 
worker that specifies the roles and responsibilities of the member (or the member's 
representative) and the member's worker. 

(123) Short-Term Nursing Facility Care. 	 For purposes of the CHOICES Program, the provision 
of NF care for up to no more than ninety (90) days to a CHOICES Group 2 member who 
was receiving home and community based services upon admission and who requires 
temporary placement in a NF-for example, due to the need for skilled or rehabilitative 
services upon hospital discharge or due to the temporary illness or absence of a primary 
caregiver-when such member is reasonably expected to be discharged and to resume 
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HCSS participation within no more than ninety (90) days. Such CHOICES Group 2 
member must meet the NF level of care upon admission and in such case, while receiving 
Short-Term Nursing Facility care may continue enrollment in Group 2, pending discharge 
from the NF within no more than ninety (90) days or until such time it is determined that 
discharge within ninety (90) days from admission is not likely to occur, at which time the 
member shall be transitioned to CHOICES Group 1, as appropriate. The community 
personal needs allowance shall continue to apply during the provision of Short-Term NF 
care in order to allow sufficient resources for the member to maintain his or her community 
residence for transition back to the community. The PASRR process is required for 
CHOICES Group 2 members entering Short-Term Nursing Facility Care. Persons 
receiving Short-Term NF Care are not eligible to receive any other HCSS. 

(124) Single Point of Entry (SPOE). 	 The agency charged with screening, intake, and facilitated 
enrollment processes for non-Medicaid eligible individuals seeking enrollment into the 
CHOICES Program. 

(125) Skilled Nursing Service. 	 A physician-ordered nursing service the complexity of which is 
such that it can only be safely and effectively provided directly by a registered nurse or 
licensed practical nurse. 

(126) Skilled Rehabilitative Service. 	 A physician-ordered rehabi litative service the complexity of 
which is such that it can only be safely and effectively provided by qualified health care 
personnel (e.g., registered physical therapist, licensed physical therapist assistant, 
registered occupational therapist, certified occupational therapy assistance, licensed 
respiratory therapist. licensed respiratory therapist assistant). 

(127) Specialized 	 Services for Individuals with Mental Illness. The implementation of an 
individualized Plan of Care developed under and supervised by a physician, provided by a 
physiCian and other qualified mental health professionals; 

(a) 	 that prescribes specific therapies and activities for the treatment of individuals who 
are experiencing an acute episode of severe mental illness, which necessitates 
continuous supervision by trained mental health personnel; and 

(b) 	 is directed toward diagnosing and reducing the resident's behavioral symptoms that 
necessitated institutionalization, improving his or her level of independent 
functioning, and achieving a functioning level that permits reduction in the intensity of 
mental health services to below the level of specialized services at the earliest 
possible convenience. Services to maintain generally independent individuals who 
are able to function with little supervision or in the absence of a continuous 
specialized services program are not included. 

(128) Specialized Services for Individuals with Mental Retardation and Related Conditions. 	 The 
implementation of an individual ized Plan of Care specifying a continuous program for each 
individual, which includes aggressive, consistent implementation of a program of 
specialized and generiC training, treatment, health services, and related services that is 
directed towards the acquisition of the behaviors necessary for the individual to function 
with as much self-determination and independence as possible; and the prevention or 
deceleration of regression or loss of current optimal functional status. Services to maintain 
generally independent individuals who are able to function with little supervision or in the 
absence of a continuous specialized services program are not included. 
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(129) Statewide 	 E/D Waiver. The section 1915(c) HCBS Waiver project approved for 
Tennessee by CMS to provide services to a specified number of Medicaid-eligible adults 
who reside in Tennessee, who are aged or have physical disabilities, and who meet the 
medical eligibility (or level of care) criteria for reimbursement of Level 1 NF services. 

(130) Subcontractor. 	 For purposes of the Statewide E/D Waiver, an individual, organized 
partnership, professional corporation, or other legal association or entity which enters into 
a written contract with the Administrative Lead Agency to provide waiver services to an 
enrollee. 

(131) Supports Broker. 	 For purposes of consumer direction, an individual assigned by the FEA 
to each member who assists the member/representative in performing the employer of 
record functions, including, but not limited to: developing job descriptions; locating, 
recruiting, interviewing. scheduling, monitoring, and evaluating workers. The supports 
broker collaborates with, but does not duplicate, the functions of the member's care 
coordinator. The supports broker does not have authority or responsibility for Consumer 
Direction. The member or member's representative must retain authority and responsibility 
for Consumer Direction. 

(132) TennCare. 	 The program administered by the Single State Agency as designated by the 
State and CMS pursuant to Title XIX of the Social Security Act and the Section 1115 
Research and Demonstration Waiver granted to the State of Tennessee. 

(133)TennCare CHOICES 	in Long-Term Care (called "CHOICES"). The program in which NF 
services for TennCare eligibles of any age and HCSS for individuals aged sixty-five (65) 
and older and/or adults aged twenty-one (21) and older with physical disabilities are 
integrated into TennCare's managed care delivery system. 

(134) Transfer Form. 	 For purposes of the ICF/MR program, a Medicaid-approved form which is 
used in lieu of a new PAE to document the transfer of an ICF/MR eligible individual having 
an approved unexpired ICF/MR PAE from one ICF/MR to another ICF/MR, from an HCSS 
MR Waiver Program to an ICF/MR, from an ICF/MR to an HCSS MR Waiver Program, or 
from one HCSS MR Waiver Program to another HCSS MR Waiver Program. 

(135)Transfer 	Form. For purposes of the NF program and HCSS E/D Waiver prior to 
implementation of the CHOICES Program, a form which is used in lieu of a new PAE to 
document the transfer of a NF eligible individual having an approved unexpired PAE from 
Medicaid Level 1 at one NF to Medicaid Level 1 at another such facility or to the HCSS 
E/D Waiver, from Medicaid Level 2 at one NF to Medicaid Level 2 at another such facility. 
or from the HCSS E/D Waiver to Medicaid Level 1 at a NF. 

(136) Transition Allowance. 	 For purposes of the CHOICES Program, a per member allotment 
not to exceed two thousand dollars ($2,000) per lifetime which may, at the sole discretion 
of a managed care organization. be provided as a cost-effective alternative to continued 
institutional care for a CHOICES member in order to facilitate transition from a nursing 
facility to the community when such member will. upon transition, receive more cost­
effective non-residential home and community based services or companion care. Items 
which may be purchased or reimbursed are only those items which the member has no 
other means to obtain and which are essential in order to establish a community residence 
when such residence is not already established and to facilitate the person's safe and 
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timely transition, including rent and/or utility deposits, essential kitchen appliances, basic 
furniture, and essential basic household items, such as towels, linens, and dishes. 
Transition Allowance cannot be provided to persons transitioning to a CBRA. 

(137) Wait List. 	 The list maintained by NFs of all individuals who have affirmatively expressed 
an intent to be considered for current or future admission to the NF or reguested that their 
name be entered on any "wait list." 

(138) Waiting List. 	 For purposes of the CHOICES Program, the list maintained by the Bureau of 
TennCare of individuals who have applied for CHOICES Group 2 but who cannot be 
served because an enrollment target has been met. 

(139) Waiver 	 Eligible. For purposes of the Statewide HCBS E/D Waiver, a resident of 
Tennessee determined by TennCare to meet the criteria specified in Rule 1200-13-01­
.17(5), and determined by DHS to qualify for Medicaid upon enrollment into a section 
1915(c) HCBS waiver and receipt of HCBS. A Waiver Eligible person is not necessarily 
enrolled into the Waiver. 

(140) Worker. See "Consumer-Directed Worker." 

(1) 	 The Department of Health and Environment accepts the eligibility dates for Medicaid 
recipients as determined by the Department of Human Services and the Department 
of Health. Education and Welfare Social Securitv. 

In effectuating the provisions of Chapter 177, Public /\cts of 1979, the Department of 
Health and Environment shall be guided by the following federal requirements 
dofininn olinihilitv for honAfit~ . 

\Nhen eligibility is determined for the adult categories in Medicaid, the Department of 
Human Services will follo'N the regulations as set out in the Social Security Act, 
Sections 1614 (f)(1) and 1614 (f)(2) which orovide: 

(a) 	 (f)(1) For purposes of determining eligibility for and the amount of benefits for 
any individual 'Nho is married and whose spouse is living '1lith him in tho same 
household but is not an eligible spouse, such individual's income and 
rosources shall be deemed to include any income and resources of such 
spouse, whether or not available to such individual, except to the extent 
determined by the Secretary to be inequitable under the circumstances. (42 
USCA 1382dfH1 U 

(b) 	 (2) For purposes of determining eligibility for and the amount of benefits for any 
individual 'Nho is a child under age 21, such individual'S income and 
resources shall be deemed to include any income and resources of a 
parent of such individual who is living in the same household as such 
individual, whether or not available to such individual, except to the extent 
determined bv the Secretarv to be ineQuitable under the circumstances. 

(2) 	 In the aid for dependent children category the present income of parents to the 
children will be considered in determination of eligibility in the same manner as is 
used in determininQ eliQibilitv for cash assistance. Onlv those individuals who are 
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cash recipients of the Aid to Families \Nith Dopendent Children Program or the 
Supplementary Security Income Program will be eligible for the Department to 
purchase Part B premiums for those benefits available under Part B of Title XVIII of 
the Social Securitv Act. 

(3) 	 In institutional cases the income of legally responsible relatives will be considered in 
the amount actuallv contributed to an aoolicant for Medicaid. 

(4) 	 When funds from any of the above sources are identified, the Department of Health 
and Environment will make demand on the party for payment. If payment is not 
made to the Department, the Department will furnish the Attorney General all the 
facts and information available and request the Attorney General to take appropriate 
action. 

(5) 	 TennCare may provide a 45 day period of presumptive eligibility in conjunction with 
an approved Pre ,1\dmission Evaluation for persons seeking admission to a Home 
and Community Based Services program as described in ru les 1200 1301 .17, 
1200 13 01 .26 or 1200 13 01 .27. Such Presumptive Eligibility shall only be valid 
for the payment of covered services provided in the Home and Community Based 
Services program during the period of presumptive eligibility. Such Presumptive 
Eligibility shall not be valid for the payment of any Medicaid services other than 
those covered in the Home and Communitv Based Services oroaram. 

Authority: T. G.A. §§4-S-202, 14-23-10S, 14-23-109, 71-S-10S, 71-S-109, and Executive Order 
No. 23. Administrative History: Original rule filed November 17, 1977; effective December 
19, 1977. Amendment filed December 31, 1979; effective February 14, 1980. Amendment filed 
May 26, 1983; effective June 27, 1983. Amendment filed September 16, 1987; effective 
October 31, 1987. Amendment filed November 10, 1988; effective December 2S, 1988. Public 
necessity rule filed January 30, 2006; effective through July 14, 2006. Public necessity rule 
filed January 30, 2006, expired on July 14, 2006. On July 15, 2006, rule reverted to 
status in effect on January 29, 2006. Amendment filed May 3, 2006; effective July 17, 
2006. Amendment filed January 30, 2007; effective April 15, 2007. 
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1200-13-01-.03 AMOUNT, DURATION, AND SCOPE OF ASSISTANCE. NURSING 
FACILITY PROVIDER REIMBURSEMENT 

(1) 	 Definitions. See Rule 1200-13-01-.02. 

(2) 	 Level 1, Level 2, and Enhanced Respiratory Care Nursing Facility Reimbursement. 
Reimbursement for Nursing Facility (NF) services provided to Medicaid recipients 
enrolled in the TennCare program will be categorized according to the needs of 
recipients and the level of skilled and/or rehabilitative services required as 
specified in Rule 1200-13-01-.10. Level 2 or Enhanced Respiratory Care NF 
reimbursement shall be provided only for beds that are certified for both Medicaid 
and Medicare for the provision of Skilled Nursing Facility care. 

(3) 	 Conditions for reimbursement of Level 1 NF care. 

(a) 	 The Level 1 Nursing Facility must enter into a provider agreement with 
TennCare or, upon implementation of the CHOICES Program in the Grand 
Division, one or more TennCare Managed Care Organizations, for 
reimbursement of Level 1 NF services. 

(b) 	 The Level 1 Nursing Facility must be certified by the Tennessee Department 
of Health, showing that it has met the standards set out in 42 C.F.R., Part 
442. 

(c) 	 Nursing Facilities reimbursed for Level 1 NF services participating in 
TennCare shall be terminated as a TennCare provider if certification or 
licensure is canceled by the state. 

(d) · If the resident has resources to apply toward payment, including patient 
liability as determined by the Department of Human Services or third party 
liability, which may include long-term insurance benefits, the payment made 
by the state will be his current maximum payment per day, charges or per 
diem cost (whichever is less), minus the available patient resources. 

(e) 	 Payments for residents requiring reimbursement for Level 1 Nursing Facility 
Services will not exceed per diem costs or charges, whichever is less. 

(f) 	 Regardless of the reimbursement rate established for a Level 1 Nursing 
Facility, no Level 1 Nursing Facility may charge TennCare enrollees an 

, amount greater than the amount per day charge to private paying patients for 
equivalent accommodations and services. 

(g) 	 Personal laundry services in a Level 1 Nursing Faci lity shall be considered a 
covered service and included in the per diem rate. TennCare enrollees may 
not be charged for personal laundry services 
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(4) 	 Conditions for reimbursement of Level 2 NF care 

(a) 	 The Level 2 Nursing Facility must enter into a provider agreement with 
TennCare, or, upon implementation of the CHOICES Program in the Grand 
Division, one or more TennCare Managed Care Organizations, for 
reimbursement of Level 2 NF services. 

(b) 	 Nursing Facilities (Medicare SNFs and TennCare facilities receiving 
reimbursement for Level 2 NF care) must be certified by Medicare, showing 
they have met the federal certification standards. Any of these Nursing 
Facilities participating in TennCare shall be terminated as a TennCare 
provider if certification or licensure is canceled by the state. 

(c) 	 If the patient has available resources to apply toward payment. including 
patient liability as determined by the Department of Human Services or third 
party liability, which may include long-term care insurance benefits, the 
payment made by the state is the current maximum payment per day, 
charges or per diem cost, whichever is less, minus the patient's available 
resources. 

(d) 	 If the Level 2 Nursing Facility (upon submission of a cost report and a desk 
review or examination of its cost). has collected on a per diem basis during 
the period covered by the cost report and examination, more than cost 
reimbursement allowed, the skilled nursing facility shall be required to 
reimburse the state for that portion of the reimbursement collected in excess 
of the actual recorded and examined cost. 

(e) 	 Regardless of the reimbursement rate established for a Level 2 NurSing 
Facility, no Level 2 Nursing Facility may charge Medicaid patients an amount 
greater than the amount per day charged to private paying patients for 
equivalent accommodations and services. 

(5) 	 Conditions for reimbursement of Enhanced Respiratory Care 

(a) 	 The Level 2 Nursing Facility must enter into a provider agreement with one or 
more TennCare Managed Care Organizations for the provision and 
reimbursement of Ventilator Weaning, Chronic Ventilator Services and/or 
Frequent Tracheal Suctioning in a Level 2 certified and licensed Skilled 
Nursing Facility. 

(b) 	 Nursing Facilities (Medicare SNFs and TennCare facilities providing 
Enhanced Respiratory Care services in a Level 2 NF) must be certified by 
Medicare, showing they have met the federal certification standards. Any of 
these NurSing Facilities participating in the TennCare shall be terminated by 
all TennCare Managed Care Organizations as a TennCare provider if 
certification or licensure is canceled by the state. 
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(c) 	 Nursing Facilities providing Ventilator Weaning or Chronic Ventilator services 
and Nursing Facilities receiving short-term reimbursement at the Tracheal 
Suctioning Rate for a person who has just been weaned from the ventilator, 
but who still requires short-term intensive respiratory intervention, shall also 
meet or exceed the following minimum standards: 

1. 	 A licensed respiratory care practitioner as defined by T.C.A. § 63-27­
102(7). shall be on site twenty four (24) hours per day, seven (7) days 
per week to provide: 

(i) 	 ventilator care; 

(ii) 	 administration of medical gases; 
(iii) 	 administration of aerosol medications; and 

(iv) 	 diagnostic testing and monitoring of life support systems. 

2. 	 The facility shall ensure that an appropriate individualized plan of care is 
prepared for each patient requiring ventilator services. The plan of care 
shall be developed with input and partiCipation from a pulmonologist or a 
physician with experience in ventilator care. 

3. 	 The facility shall establish admissions criteria to ensure the medical 
stability of ventilator-dependent patients prior to transfer from an acute 
care setting. 

4. 	 Arterial Blood Gas (ABG) shall be readily available in order to document 
the patient's acid base status and/or End Tidal Carbon Dioxide (etC02) 
and continuous pulse oximetry measurements should be performed in 
lieu of ABG studies. 

5. 	 An audible, redundant external alarm system shall be located outside of 
each ventilator-dependent patient's room for the purpose of alerting 
caregivers of patient disconnection, ventilator disconnection or ventilator 
failure. 

6. 	 Ventilator equipment shall be connected to electrical outlets connected 
to back-up generator power. 

7. 	 Ventilators shall be equipped with battery back-up systems. 

8. 	 The facility shall be equipped to employ the use of current ventilator 
technology consistent with meeting patients' needs for mobility and 
comfort. 
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9. 	 A (one) back-up ventilator shall be available at all times in the facility 

(d) 	 Except as provided in (c) above, the standards set forth in (c) are not 
applicable for reimbursement of Tracheal Suctioning Enhanced Respiratory 
Care services; however, the NF must ensure the availability of necessary 
equipment, supplies, and appropriately trained and licensed nurses or 
licensed respiratory therapists to perform the specified tasks. 

(e) 	 If the patient has available resources to apply toward payment, including 
patient liability as determined by the Department of Human Services or third 
party liability, which may include long-term care insurance benefits, the 
payment made by the state is the per diem rate established by TennCare 
minus the patient's available resources. 

(6) 	 Reimbursement methodology for Level 1 care: 

(a) A Level 1 NurSing Facility will be reimbursed on the lowest of the following: 

1 . 	 Allowable cost, 

2. 	 Allowable charges, 

3. 	 An amount representing the 65th percentile of all such facilities or beds, 
whichever is lower, partiCipating in the Level 1 Medicaid Nursing Facility 
program. In determining the 65th percentile for purposes of this sub­
section, each provider's most recently filed and reviewed cost report 
shall be inflated from the mid-point of the provider's cost reporting period 
to the mid-point of the state's payment period. The trending factor shall 
be computed for facilities that have submitted cost reports covering at 
least six months of program operations. For facilities that have 
submitted cost reports covering at least three full years of program 
participation, the trending factor shall be the average cost increase over 
the three-year period, limited to the 75th percentile trending factor of 
facilities partiCipating for at least three years. Negative averages shall 
be considered zero. For facilities that have not completed three full 
years in the program, the one-year trending factor shall be the 50th 
percentile trending factor of facilities participating in the program for at 
least three years. For facilities that have failed to file timely cost reports, 
the trending factor shall be zero, 

4. 	 An amount representing the reimbursable cost of the 65th percentile of 
facilities or beds, whichever is lower, participating in the Nursing Facility 
Level 1 Program. In determining the 65th percentile ceiling for purposes 
of this sub-section, operating costs from each provider's most recently 
filed and reviewed cost report will be inflated from the mid-point of the 
provider's cost reporting period to the mid-point of the state's payment 
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period. The inflation factor shall be as described in 3. above. Capital­
related costs are not subject to indexing. Capital-related costs are 
property, depreciation, and amortization expenses included in Section 
F.18 and F.19 of the Nursing Facility Cost Report Form. All other costs, 
including home office costs and management fees, are operating costs. 
No inflation factor will be allowed for providers not filing timely cost 
reports. For providers in the program less than three years, the inflation 
factor shall be the 50th percentile of allowable inflation factors for 
providers participating in the program for at least three years. Budgeted 
cost reports receive no inflation allowance; or 

5. 	 For State Fiscal Year 1997-98, the budgeted amount for Level 1 and 
Level 2 care of $672,040,000. For State Fiscal Year 1998-99, the 
budgeted amount for Level 1 and Level 2 care of $705,642,000. For 
State Fiscal Year 1999-2000 and subsequent years, a proportional share 
of expenditures not to exceed the amount budgeted by the state for 
Nursing Facility reimbursement. Expenditures will be monitored 
throughout each year to determine if rate adjustments are necessary to 
assure that each level of care is within the budgeted amount. 

To assure the proper application of limit 5. above, the Comptroller's 
Office shall be authorized to adjust per-diem rates up or down as 
necessary during the year. 

The annual Nursing Facility tax will be passed through as an allowable 
cost, but will be excluded for purposes of computing the inflation 
allowance and cost-containment incentive. The Nursing Facility tax will 
not be subject to the 65th percentile limits but is subject to the limit 
specified in Rule 1200-13-01-.03(6)(a)5. 

If the patient has no available resources to apply toward payment, the 
payment made by the state is the lower of per-diem cost, charges, or the 
65th percentile of all such facilities or beds participating in the Medicaid 
Program, whichever is less. Cost is determined on a facility by facility 
basis. 

1 65thThe 	 cost report closing date for determination of the Level 
percentile shall be the first working day of the month preceding the 
month in which the recomputed 65th percentile is effective. All clean cost 
reports received by the Comptroller's Office on or before the closing date 
shall 	be included in the determination of the 65th percentile ceiling. A 
clean cost report is one upon which rates may be set without additional 
communication from the provider. Home office cost reports must be filed 
before any individual Nursing Facility cost reports included in a chain can 
be processed. 
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(b) 	 Costs for supplies and other items billed, including any facility staff required to 
deliver the service, which are billed to Medicare Part B on behalf of all 
patients must be included as a reduction to reimbursable expenses in Section 
G of the nursing facility cost report. 

(c) 	 Once a per-diem rate is determined from a clean cost report, the rate will not 
be changed until the next ceiling redetermination except for audit 
adjustments, correction of errors, or termination of a budgeted rate, or as 
necessary to comply with rule 1200-13-01-.03(6)(a)5. 

(7) 	 Reimbursement methodology for Level 2 care: 

(a) A Level 2 Nursing Facility will be reimbursed on the lowest of the following: 

1 . 	 Allowable costs, 

2. 	 Allowable charges, 

3. 	 An amount representing the reimbursable cost of the 65th percentile of 
all such facilities or beds, whichever is lower, participating in the Level 2 
Medicaid Nursing Facility program. In determining the 65th percentile for 
purposes of this subsection, each provider's most recently filed and 
reviewed cost report shall be inflated from the mid-point of the provider's 
cost reporting period to the mid-point of the state's payment period. The 
trending factor shall be computed for facilities that have submitted cost 
reports covering at least six months of program operations. For facilities 
that have submitted cost reports covering at least three full years of 
program participation, the trending factor shall be the average cost 
increase over the three-year period, limited to the 75th percentile 
trending factor of facilities participating for at least three years. Negative 
averages shall be considered zero. For facilities that have not 
completed three full years in the program, the one-year trending factor 
shall be the 50th percentile trending factor of facilities participating in the 
program for at least three years. For facilities that have failed to file 
timely cost reports, the trending factor shall be zero. 

4. 	 A prospective amount representing the reimbursable cost of the 65th 
percentile of facilities or beds, whichever is lower, participating in the 
Nursing Facility Level 2 Program. In determining the 65th percentile 
ceiling for purposes of this sub-section, operating costs from each 
provider's most recently filed and reviewed cost report will be inflated 
from the midpoint of the provider's cost reporting period to the mid-point 
of the state's payment period. The inflation factor shall be as described 
in Part 3. above. Capital-related costs are not subject to indexing. 
Operating and capital-related costs are as specified on Worksheet B of 
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the Medicare Skilled Nursing Facility cost report form. Budgeted cost 
reports receive no inflation allowance; or 

5. 	 For State Fiscal Year 1997-98, the budgeted amount for Level 1 and 
Level 2 care of $672,040,000. For State Fiscal Year 1998-99, the 
budgeted amount for level 1 and level 2 care of $705,642,000. For State 
Fiscal Year 1999-2000 and subsequent years, a proportional share of 
expenditures not to exceed the amount budgeted by the state for 
Nursing Facility reimbursement. Expenditures will be monitored 
throughout each year to determine if rate adjustments are necessary to 
assure that each level of care is within the budgeted amount. 

To assure the proper application of limit 5. above, the Comptroller's 
Office shall be authorized to adjust per-diem rates up or down as 
necessary during the year. 

The cost report closing date for determination of the Level 2 65th 
percentile shall be the first working day of the month preceding the 
month in which the recomputed 65th percentile is effective. All clean 
cost reports receive·d by the Comptroller's Office on or before the closing 
date shall be included in the determination of the 65th percentile. A 
clean cost report is one upon which rates may be set without additional 
communication from the provider. Home office cost reports must be filed 
before any individual Nursing Facility cost reports included in a chain can 
be processed. 

The annual Nursing Facility tax will be passed through as an allowable 
cost, but will be excluded for purposes of computing the inflation 
allowance and cost-containment incentive. The Nursing Facility tax will 
not be subject to the 65th percentile limits but is subject to the limit 
specified in Rule 1200-13-01-.03(7)(a)5. 

Once a per-diem rate is determined from a clean cost report, the rate will 
not be changed until the next ceiling redetermination except for audit 
adjustments, correction of errors, or termination of a budgeted rate, or as 
necessary to comply with Rule 1200-13-01-.03(7)(a)5. 

If the patient has no available resources to apply toward payment, the 
payment made by the state is the lower of per-diem cost, charges, or the 
65th percentile of beds or facilities. whichever is lower. participating in 
the Medicaid Program. Cost is determined on a facility by facility basis. 

(b) 	 Medicare Part B charges. including any facility staff required to deliver the 
service. are non-allowable in calculating Medicaid Level 2 Nursing Facility 
reimbursement. 
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(8) 	 Reimbursement for Enhanced Respiratory Care services in a Medicare-certified and 
licensed Level 2 Skilled Nursing Facility shall be made only by TennCare Managed Care 
Organizations in accordance with these rules and rates established by TennCare. 

(9) 	 Bed holds. 

(a) 	 A Level 1 Nursing Facility (NF) shall be reimbursed in accordance with this 
paragraph for the recipient's bed in that facility during the recipient's temporary 
absence from that facility in accordance with the following: 

1. 	 Reimbursement will be made for up to a total of ten (10) days per state fiscal 
year while the resident is hospitalized or absent from the facility on therapeutic 
leave. The following conditions must be met in order for a bed hold 
reimbursement to be made under this provision: 

(i) 	 The resident intends to return to the NF. 

(ii) 	 For hospital leave days: 

(I) 	 Each period of hospitalization is physician ordered and so 
documented in the patient's medical record in the NF; and 

(II) 	 The hospital provides a discharge plan for the resident. 

(iii) 	 Therapeutic leave days, when the resident is absent from the facility on a 
therapeutic home visit or other therapeutic absence, are provided 
pursuant to a phYSician's order. 

(iv) 	 At least 85% of all other beds in the NF are occupied at the time of the 
hospital admission or therapeutic absence. An occupied bed is one that 
is actually being used by a patient. Beds being held for other patients 
while they are hospitalized or otherwise absent from the facility are not 
considered to be occupied beds, for purposes of this calculation. 

(b) 	 Nursing Facilities shall not be reimbursed for holding a bed for a person receiving 
Level 2 NF or Enhanced Respiratory Care reimbursement during his temporary 
absence from the facility. 

(10) 	 Other reimbursement issues 

(a) 	 No change of ownership or controlling interest of an existing Medicaid provider, 
including Nursing Facilities, can occur until monies as may be owed to Medicaid are 
provided for. The purchaser shall notify Medicaid of the purchase at the time of 
ownership change and is financially liable for the outstanding liabilities to Medicaid 
for one (1) year from the date of purchase or for one (1) year following Medicaid's 
receipt of the provider's Medicare final notice of program reimbursement. whichever 
is later. The purchaser shall be entitled to utilize any means available to it by law to 
secure and recoup these funds from the selling entity. In addition, purchasers of 
Nursing Facilities are responsible for obtaining an accurate accounting and transfer 
of funds held in trust for Medicaid residents at the time of the change of ownership or 
controlling interest. 
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(b) 	 If the division of Medicaid has not reimbursed a business for Medicaid services 
provided under the Medicaid program at the time the business is sold, when such an 
amount is determined the division of Medicaid shall be required to reimburse the 
person owning the business provided such sale included the sale of such assets. 

(c) 	 When a provider was originally paid within a retrospective payment system that is 
subject to regular adjustments and the provider disputes the proposed adjustment 
action, the provider must file with the State not later than thirty (30) days after receipt 
of the notice informing the provider of the proposed adjustment action, a request for 
hearing. The provider's right to a hearing shall be deemed waived if a hearing is not 
requested within thirty (30) days after receipt of the notice. 

(1) 	 Medically necessary medical assistance available to eligible categorically neody and 
medically needy individuals for which participating providers will be reimbursed after 
compliance with Medicaid policies and procedures as defined in current rules, 
regulations, provider manuals, and bulletins and submission of a properly completed 
claim shall be in the followina amount. duration. and scooe: 

(a) 	 Inpatient hospital services other than those provided in an institution for mental 
disease and those associated with approved organ transplants shall be 
covered as medically necessary. The first twenty (20) days per fiscal year will 
be reimbursed at 100 percent of the operating component plus 100 percent of 
the capital, direct and indirect education, return on equity (for proprietary 
providers only), and Medicaid Disproportionate Share Adjustment (MDSA) 
components. For days in excess of twenty (20), reimbursement will be made at 
60 percont of the operating component plus 100 percent of the capital, direct 
and indirect education, return on equity (for proprietary providers only), and 
MDSA components. Transplants involving heart, liver and bone marrow shall 
be limited to the number of inpatient days as specified in rule 1200 13 01 
.06(18)(f)2. and will be reimbursed at 100 percent of the operating component 
plus 100 percent of the capital , direct and indirect education, return on equity 
(for proprietary providers only), and MDSA components. Admissions and stays 
involving organ transplants that span fiscal years 'Nill be reimbursed as if the 
entire stay had occurred during the first fiscal year. Any hospital days paid by 
insurance or other third party benefits will be considered to be days paid by the 
Medicaid program. Friday and Saturday admissions will be limited to 
emeraencies or suraerv the same or next dav. 

(b) 	 Out Patient hosoital services 'Nill be limited to thirty visits oer fiscal vear. 

(c) 	 Laboratory and x ray services, other than inpatient hospital, will be covered but 
limited to services provided on thirty occasions per fiscal year. An occasion is 
interpreted to mean laboratory and/or x ray services performed during a 
recipient visit, i.e., to a radiologist; or to procedures, i.e., laboratory tests 
oerformed for recioient on a aiven day bv an indeoendent laboratorv. 

(d) 	 Skilled Nursing Facility services (other than services in an institution for 
tuberculosis mental diseases) will be covered. 
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(e) 	 Early periodic screening and diagnosis of individuals under 21 years of age and 
treatment of conditions found will be covered for eligible recipients. Those 
individuals receiving EPSDT services shall be allowed up to t ......enty days of 
inpatient hospital services and twenty physician inpatient hospital visits per 
fiscal 'lear. 

(f) 	 Family planning services and supplies for individuals of child bearing age 'Nill 
be covered as required by agreement between Medicaid and Family Planning 
Services. 

(a) 	 Phvsicians services will be limited to the follo¥,'ina visits oer fiscal 'lear: 

1. 	 Twenty four (24) office visits. Visits made pursuant to subparagraphs 
(hh) and (II) of rule 1200 13 01 .03(1) will count toward this limit. 

2. 	 Inpatient hospital visits will be limited to twenty (20) except that when 
transplant procedures occur, the total limit ,,\fill increase as described in 
Rule 1200 13 01 .06(18)(f)2. 

3. 	 Inpatient psychiatric hospital visits will be limited to the corresponding 
number of aooroved inoatient davs. 

(h) 	 Routine vision care servicos shall be covered for recipients undor age 21 and 
limited to the followina benefits: 

1. 	 One (1) oye examination for the treatment and/or diagnosis of refractive 
error oer fiscal 'lear. 

2. 	 One (1) pair of eyeglasses (frames and lenses) per fiscal year. Contact 
lenses, in lieu of eyeglasses, will bo reimbursed only with justification that 
the" are medicall" necessary. 

3. 	 One (1) pair of replacement eyeglasses or contact lenses (subject to the 
conditions in 2. above) per fiscal year. Tho previously provided 
evealasses or contact lenses: 

(i) 	 must have been lost: or 

(ii) 	 must have boen broken or damaaed bovond reoair: or 

(iii) 	 are no longer usable due to a change in the recipient's vision so that 
a new orescrintion is reauired. 

4. 	 Services in excess of the limits described above may be reimbursed 
when orior authorization for medical necessitv is obtained from Medicaid. 

(i) 	 ~ome health services will be covered with a limit of 69 !lisits per recip· t 
Iseal year when the follo'Ning conditions de~c·b d . ; permet 	 ' n e In ru e 1200 1391 len.18, are 
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1. 	 The recipient has been determined homebound after physical 
examination bva phvsician: 

2. 	 The home hcertTealth sep'ic:1 ~ed/recertified es medical! ' knolAlled and,v are vlng 	 personal 
if 

rereGIDIont: and b, a ph'>""Gian ha" y neGeGsary, "Fdege dof the 

3. 	 The services are provided pursuant to a plan of care developed by the 
physician pursuant to 1200 13 01 .05(12) and 1200 13 01 .18 of these 
fl:He&. 

4. 	 The services are not provided to a recipient who resides in a Nursing 
Facility, or an Intermediate Care Facility for the Mentally Retarded, except 
for physical therapy services in a Nursing Facility which provides Level I 
care and which does not otherv"ise provide phYsical therapy services. 

(j) 	 Community Health Clinics; Rural Health Clinics; Ambulatory Surgical Treatment 
Centers: and Neiahborhood Health Oraanizations services will be covered. 

(k) 	 Dental services II/ill be covered with limitations as set out in rule 1200 13 01 
A-&.­

' 'II be co"ered for I 'ear 1"'1. eI'Igl'bleh' el(aluation per flsca Y:' State approved speec 
(I) 	 One Go",ple!e heaFln,g aF; 01 ago when perlor",od In a ma ' be Gend"G!e. as a 

indi"id"als "ndor 21 ~~iS G"",ple!e heaFing eva.l"atlon basrs Tho presGribinll, 
and hoarinll ~~~~-j- refeFral or on a solf i,~On!:I~::'~~iVid"ais "ndor the ago 01 
res"l! of an .. Fing aids are Go..,re . Gen!er. HeaFlnll 
Ghanging and fitting ~ ':~a!~ apprO\led speeGh and h:Fa~i:~1 year: (a) one 
21 when perlor",e. '" ·n the follewing 1I",I!a!lons p aids and ",aids fOF 
aids aro f"rAlshod. "'!~",ination; (b) one hoaFing. aid ~~ e"al"ation; and (0) 
Go",ple!e heaFing al. nded as a ros"it 01 the heaFl~g a nly by prior apprEWal. 
oaGh yoar as reG""'~:lon or broken aids Will bo ",a °~"hen porlor",ed by or 
replaG"",on! 01 los!, s, '''ill be GoveFed for all eligibles.. neGessary part 01
,A,udiology testing ~~p.lce~ .. physician and rendered as a

nder the supervIsion 0 au , 
treatment services. 

(m) 	 Prescribed drugs "viII be covered as listed in the Tennessee Department of 
Health and Environment Title XIX Drug Formulary. Each recipient INili be 
limited to a maximum of 7 orescriotions and/or refills oer month, 

(n) 	 Dentures II/ill be covered but limited to individuals under 21 years of age 
reauirina dentures. 

(0) 	 Prosthetic and orthotic devices will be covered on the written request of the 
attending physician and proper documentation of medical necessity. Prior 
approval is required for any prosthetic deyice or orthotic appliance for which the 
billed amount is $160.00 or more, Orthotic shoes or other supportive devices 
for the feet are not covered unless the shoe is attached permanently to a leg 
~ 
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(p) 	 Inpatient hospital services for individuals age 65 and older in institutions of 
tuberculosis will be covered. 

(q) 	 Skilled Nursing Facility services for individuals age 65 or older in institutions for 
tuberculosis will be covered. 

(r) 	 Intermediate Care Facility services for individuals age 65 or older in institutions 
for tuberculosis INili be covered for those lNho require institutional health 
services below the level of care rendered in skilled nursina facilities. 

(s) 	 Inpatient hospital services for individuals age 65 or older in institutions for 
mental diseases will be covered. 

(t) 	 Skilled Nursing Facility services for individuals age 65 or older in institutions for 
mental diseases will be covered, after initial authorization is granted by the 
Department based on the daily need of skilled patient prepared by the 
attendina phvsician in terms of the plan of treatment and patient evaluation. 

(u) 	 Intermediate Care Facility services for individuals age 65 or older in institutions 
for mental diseases will be covered for those lNho require institutional health 
services below the level of care rendered in skilled nursina facilities. 

(v) 	 Intermediate Care Facility services other than services in an institution for 
tuberculosis or mental diseases will be covered. 

(w) 	 Acute inpatient psvchiatric services shall be provided as follows: 

1. 	 According to the following definitions when used in Rule 1200 13 01 
.03(1 )(w)inclusive. unless otherwise indicated as follows: 

(i) 	 Psychiatric Emergency Sudden onset of a psychiatric condition 
manifesting itself by acute symptoms of such severity that the 
absence of immediate medical attention could reasonably be 
expected to result in serious dysfunction of any bodily organ/part or 
death of the individual or harm to another person bv the individual. 

(ii) 	 Acute Psychiatric Inpatient Care Hospital based treatment provided 
under the direction of a physician for a psychiatric condition lNhich 
has a relatively sudden onset and a short, severe course. The 
psychiatric condition should be of such a nature as to pose a 
significant and immediate danger to self, others, or the public safety 
or one which has resulted in marked psychosocial dysfunction or 
grave mental disability of the patient. The therapeutic intervention 
should be aggressive and aimed towards expeditiously moving the 
patient to a less restricted environment. 

(iii) 	 Elective Admission /\ny admission which is non emergency or does 
not involve transfer from one hospital to another. 
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(iv) 

(v) 

(vi) 

(vii) 

(viii) 

(ix) 

(x) 

(xi) 

(ix) 

(xiii) 

Non Elective Admission Admission which involves an emergency or 
involves transfer from one hosoital to another. 

Pre Approval Certification RelCielftf Th ' , 
which assures that ambulat~:' e rellew and app~oval process 
community do not meet the ~e care resource~ ,available in the 
treatment of the recipient's pSyc:~~ ,of the, r,eclplent;, that proper 
on an acute inpatient basis under ~~cd?on~ltlon requlre~ services 
that upon admission ' ' , Irec,lon of a phYSICian; and 
expected to imp ac:te ps!~hlatFic services can reasonably be 

rove t e recIpient's dl 
rearession so that such sep'ice;

r 
'~'m no~ononaer110: or prevent further 
h e needed. 

Concurrent Review A revie'.\! to determine if there is a need for 
continued acute inpatient treatment in the psychiatric facility, to be 
performed at no greater than 30 day intervals, The criteria used for 
concurrent reviews will be the same as those used for pre approval 
reviows. 

Independent Team Review An individualized in hospital case revie'N 
performed by a three member professional team at 120 day 
intervals after admission to determine if there is a need for 
continued acute inoatient treatment in the osvchiatric facilitv. 

Telephone Review A pre approval certification review or concurrent 
review in which a recioient's case is reviewed over the teleohone. 

Face to Face Review A pre approval certification review or 
concurrent review in which a recipient, his treating clinicians or both 
are seen personally by a clinical professional designated by the 
contractor at a location convenient to the reCipient. A patient will not 
be required to leave the facility for a concurrent revie\\'. Reviews 
will first be conducted by telephone. A face to face review will be 
requested only when the telephone review provides insufficient 
clinical information uoon 'Nhich to make a decision. 

Criteria The criteria for acute psychiatric care are based on 
multiaxial diagnosis contained in the Diagnostic and Statistical 
Manual of Mental Disorders (Third Edition Revised) published by 
the American Psychiatric Association. The diagnostic ratings plus 
clinical information must confirm that the patient's condition is not 
amenable to outpatient treatment and requires admission to an 
acute inoatient osvchiatric facilitv. 

Working day Monday through Friday, 9:00 a.m. to 6:00 p.m., 
excludina State holidav. 

Patient A child or adolescent under age 21 with a currently valid 
Medicaid 1.0. card. 

Guardian The patient s parent, patient's legal guardia ' n, guardian' adHtem , 
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2. 	 Under the direction of a ohvsician: 

3. 	 By a psychiatric facility or a distinct unit of an acute care hospital 
accredited as a "psychiatric facility" by the Joint Commission on 
Accreditation of Health Care Oraanizations: 

4. 	 Before the individual roaches age 21 , but if the individual was roceiving 
the services immediately before reaching age 21 and continues to require 
the services, then the services may continue until he/she no longer needs 
the services or unto the individual reaches aae 22: whichever occurs first: 

6. 	 According to the roquiroments of the Code of Federal Regulations at Title 
42 , Part 441 , Subpart D (42 CFR 441.150 through .156, effective October 
1. 1981): and 

6. 	 The recipient shall meet the following criteria as indicated in (i) , (ii) , (iii) 
and (iv) in order to be certified for admission and continued stav: 

(i) 	 Have a psychiatric condition/disorder 'Nhich is classified as a DSM 
III R (Diagnostic and Statistical Manual, Third edition, revised, 1987) 
Axis I diaanosis: and 

(ii) 	 Is experiencing a level of psychosocial stressors which lNarrants a 
rating on DSM III R Axis IV of 4 (severe) or greater and has a 
current level of adaptive functioning which warrants a rating on DSM 
III R Axis V of 50 (serious svmotoms) or less: and 

(iii) 	 Is currontly experiencing problems in one of the four follo1Ning 
cateaories. desianated (I) . (II). (III) and (IV) 

(I) 	 Self Care Deficit: Basic impairment of needs for nutrition, 
sleep, hygiene, rest, stimulation due to a DSM II R diagnosis 
(not mental retardation or develoomental delav) and 

I. 

II. 	 Self care deficit that places the child in a life throatening 
physiological imbalance without skilled intervention and 
supervision (examples: dehydration , starvation states, 
exhaustion due to extrome hvoeraotivitv): or 

III. 	 Sleeo deorivation or sianificantweiaht loss. 

. "erbalizations orSelf 	or Others.. b' mental(II) Impaired Sa~ety, tT:~e:r: self or others, caused;gestures of Inten 

disorder and 
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I. 	 Threats accomoanied bv one of the followina: 

A. 	 Oeoressed mood. or 

B. 	 Recent loss. or 

C. 	 Recent suicide attemot or gesture. or 

O. Concomitant substance abuse: or 

II Verbalizations escalating in intensity; or verbalization of 
intent accomDanied bv gesture or Dian: or 

III 0' ,.Isruptlon of safety of self f 'I~',.,.,...."n 	 ' ami y peer or community' 

(III) 	 Imp'aired Thought P reality to extent t roc~sses: Inabilit I to ' 
Ref partisipate ~Rat shlld saRRo! Re;etiarefselve aAd '/alidate 
hali"siAatieAs. del lamlly,4;sheel lile (: basIs eAvifOAmeAt. ranola.uSlons) and ,xamples' pa " 

I. 	 Impaired reality testing sufficient to prohibit participation 
in anv communitv educational alternative: or 

II. 	 Not responsive to outpatient trial of medication. 
sUDDortive care: or 

III. 	 Requires inpatient diagnostic evaluation to determine 
treatment needs. 

(IV) 	 Severely Oysfunctional Patterns: 
Family/environmental/behavioral processes which place the 
child at risk and 

I. 	 Documentation by mental health professional of family 
environment that is causing escalation of the child's 
svmotoms or olaces the child at risk: or 

II, 	 Family situation not responsive to outpatient or 
communitv resourcos and intorventions: or 

III . 	 Escalation of instabilitv or disruotion: or 

IV. 	 Situation does not improve with provision of 
economic/social resources: or 

V. 	 Situation does not warrant foster home placement (as 
determined by OHS) and child's behavior or lack of 
family cooperation renders participation in any alternative 
outoatient educational RettinG imooRRible: or 
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VI. Severe behavior prohibits any 
alternative educational or 
community, including day treat
and residential programs such 

participation in any 
treatment setting in 

mont, crisis stabilization 
as therapeutic boarding 

homes. ranches. camps that deal with conduct oroblems. 

(iv) 	 In addition to providing the above information along with supporting 
documentation, the facility must provide a description of the plan for 
treatment and discharae. 

7. 	 Accordina to the followina procedures: 

(i) 	 Pre approval certifications review for approval of admissions to 
psychiatric facilities will be conducted by the Departmont or the 
Department's contractor as follo'NS: 

Reauests for 

(I) 	 Pre approval certifications shall be requested by the 
admitting/attending physician or the acute inpatient psychiatric 
facilitv. 

(II) 	 Except for emergency admissions (discussed below at (III)) , 
pre approval certification of all admissions to acute inpatient 
psychiatric facilities shall be requested before the; Patient is 
admitted to tho hospital. 

(III) 	 Pre approval certification for emergency admissions shall be 
reauested within fourteen (14) calendar davs of the admission. 

(IV) 	 Pre approval certification of individuals ¥lho apply for medical 
assistance while in the facility shall be requestod within ten 
(10) working days of the date that written notification is 
received by the facility from the Department of Human 
Services before Medicaid authorizes payment and shall cover 
any authorized period prior to the application period for which 
claims are made. Upon receipt of notification from the 
Department of Human Services, the facility shall date stamp 
such notification. 

(ii) 	 At le~~t once every thirt ' (30) d ' . .. . . 
phYSICian shall recertifY\he ind~t: af~,er the Initial certification, the 
Inpatient service in a s 'chiat' • .~a s n~ed for continued acute 
verified bv the Depart~~nt. FlC faCIlity. ThiS recertification must be 

(iii) 	 The acute inpatient psychiatric services must include active 
treatment implemented throuah an individual plan of care INhich: 

(I) 	 is developed and designed by a team of professionals 
(specified at 42 CFR 441.166, effective October 1,1981) in 
consultation with the individual and his or her familv or others 
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in whose care the individual will be released after discharge. 
Net later than fourteen (14) days after admission, the plan 
shall be developed for each individual to improve his or her 
condition to the extent that acute inpatient care is no longer 
necessary and to achieve the individual's discharge from 
inoatient status at the earliest oossible time. 

(II) 	 is based on a diagnostic evaluation that includes examination 
of the medical, psychological, social, behavioral and 
developmental aspects of the individual's situation. The plan 
shall include diagnoses, symptoms, complaints and 
complications. Tho plan shall indicate the need for admission 
and for acute inoatient osvchiatric care. 

(III) 	 statos treatment objectives and prescribes an integrated 
program of therapies, activities and experiences designed to 
meet the obiectives. 

(IV) 	 includes all orders for medications, treatments, restorative and 
rehabilitative services, activities, therapies, social , diet and 
special procedures recommended for the health and safety of 
the Individual. 

(")IV 	 sets forth a plan f "ap' or continuing .~proprlate time, a partial d' care Including, at the 
discharge plan for the coordin:tharge . pla~ and/or a post 
::Iatod, GommuAity sOlviGe6 to lOA of IApatlOAt 60,,,,i,,os witR 

e Individuals familv. school ;nsure co~tlnuity of care with an communlt" uoon d' h" ISC arae. 

(VI) 	 is professionally supervised and shall be implemented not later 
than fourteen (14) davs after admission. 

(VII) 	 is reviewed every thirty (30) days to determine that the 
services being provided are roquired on an inpatient basis and 
to recommend changes indicated by the individual's overall 
adjustment as an inpatient. The written report of each 
evaluation and plan of care must be entered in the individual's 
medical record. 

8. 	 For a duration not Ionpsychiatric conditi ger. than the period durin \A,' •

provided by tRe le~A GrAtIAUeS. to ,"~ui,e aGuteSiA"R~"R tRO IAdividual's 
sRall mOAito. aAd ,?,. mgulatloAs, Gited aboye pa 10At treatmeAt, as 
aAd pe'iodiG m" ~,:aluate tRIS Aeed tRmugR tR ' TAo pSY"Rlat'iG faGility 
mviow aAd o",ai~'::t~°tIR:Re plaA 01 Ga"" IA ad:i~~~"~~60S of ceHilicatieA 
OAe RUAdmd aAd t'" S ,Aeed, at IAtervals AOt less'l 0 DopaHmeAt will 
lollows: ..eAf\> (120) days, tRre R' ,e~ueAt tRaA eye,yug 	 Independent teams , as 

h f rth certification of the individual'S 
(i) 	 On, or before~ the date tf 

.t peati:~; service in a psychiatric facility, 

:::~~~~a~:~t~:=:dtha:u1 ~Olt~ day after admission. an indeoendent 
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team, appointed by the Department, will evaluate the individual's 
need for continued acute inoatient treatment. 

(ii) 	 For so long as the individual continues to require acute inpatient 
treatment, independent team review and evaluation will be repeated 
on, or before, every fourth certification period (not later than the 
120th day, the 240th day and, if the individual is still an inpatient, 
the 360th day et seq.) . After an evaluation , an indopendont revie'N 
team may recommend that the individual 's need be reevaluated at 
the next certification period. 

(iii) 	 An independent revie'.''.' team will consist of three (3) members, one 
of whom must be a psychiatric social 'Norker. The other two (2) 
members will be appointed from the professional fields of clinical 
psychology, psychiatry with an emphasis on child and adolescent 
behavior, medicine with an orientation to child and adolescent 
psychiatry, psychiatric nursing and/or special education. After an 
evaluation, a team may recommend that the next evaluation of the 
individual include a team member with certain expertise appropriate 
to the case. Team members must be knowledgeable of acute 
inoatient osvchiatric treatment. 

(iv) 	 No member of an independent review team may be an officer or 
employee of state government, although a member may contract 
with Medicaid as a provider of medical assistance or may perform 
the evaluations established by this rule. No member of a team shall 
be an employee of, contractor with , consultant to, hold staff 
privileges in , or have a financial interest in the psychiatric facility in 
which the individual to be evaluated is being treated or any other 
facility with related management or ownership. No member may 
have kn0\6/1edge of an individual to be evaluated, except that 
aCQuired throuQh a previous evaluation. 

(v) 	 Each member of an independent review team shall maintain the 
confidentiality of the information reviewed and acquired during the 
evaluation. Such information may be shared only with the 
Department for the limited purpose of administering the acute 
inpatient psychiatric program and with those facility personnel who 
are both involved in the individual's treatment and similarly bound to 
maintain the confidences. 

(vi) 	 An independent team review 'Nill be conducted at the facility in 
'J'.'hich an individual to be evaluated is being treated . The 
independent team will review the individual's initial ~Nritten treatment 
plan (plan of care); specific geals and projected/completed 
treatment milestones; progress notes and documentation of 
progress made against treatment plan; medications; 
family/significant other involvement in the treatment progress; level 
of function; discharge plans; therapeutic notes and psychological 
test results and ohvsician 's recertification of the need for continued 

December, 2009 (Revised) 	 50 

http:1200-13-01-.03


GENERAL RULES CHAPTER 1200-13-01 
(Rule 1200-13-01-.03, continued) 

stay. As appropriate, the team may discuss the individual with 
oersonnel involved in the treatment. and intervie'N the individual. 

(vii) 	 Upon concluding an independent revie'N, the team will make a 
written report to the Department 'Nith one of the following 
recommendations: 

(I) 	 continuation of acute inpatient treatment in the psychiatric 
facilitv. 

(II) 	 the individual'S psychiatric condition no longer requires acute 
inpatient services under the direction of a physician. 
Accompanying any such recommendation, the team will 
indicate of the information reviO\ved or acquired during the 
independent review and the reasons that the team reached 
this conclusion. 

(III) 	 the individual'S need for continued acute inpatient treatment 
could not reasonably be determined due to specified reasons 
or conditions. 

. 	 the team may alsof those alter~atlv~s , ntinued need at the In aaailion 10 o~ealfon of Ihe inai",dyal • G: of a leam membo, 
mena meva y , , , ~o'ioa , InGlYOI n 'a lion of an,eGom~ '(30) aay GORlhGalion - "aIYalion, GonSI o,a , I'.ea 

ne'" Ihilly Rioe in Ihe ne.1 e. m lelo or o~eGla I , 
wilh o~eGifiea e.:e ~Ian of Garo, moro GO a ~or Irealmenl, ana,o; 
amenamenlf!: ';n~iViaual and hi. or horf:~:ORl~lianGO wilh feaera evaluation 0 eilit "s treatment pregram review of the fac ) 
reauirements. 

n d in '''riting of the . t be no I Ie h . l'
9. 	 Iefon~ of any review, attending~ho p~rt~e'~ia~ the facility, the patlen Upon 	com~ I de the p ySI , s

decision v.'11i IRC u . t 

auard'an and the oatlen . 
I 

10. 	 Subsequent to the completion of any review if the admission or the 
continued stay is denied, the written notice 'Nill include an explanation of 
the denial, the reasons for the denial the specific regulations supporting 
the denial, and an explanation of the individuals right to request a fair 
hearino. 

11. 	 Failure to Reouest Pre aooreval Certification 

(i) 	 For an elective admission if a pre approval certification is not 
requested prior to admission, the recipient shall not be billed for any 
costs covered by Medicaid that are associated with the 
hospitalization and that would have been covered by Medicaid upon 
the Drior aODroval of a ore aODroved certification. 

(ii) 	 If pre approval certification is not requested within fourteen (14) 
',clorking days after admission for an emergency admission , the 
FOoiniAnt ~h~1I not hA hillArJ for ~nv oo~t covered bv Medicaid that 
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are associated with the hospitalization and that would have been 
covered bv Medicaid uoon aooroval of a ore aooroval certification. 

. . 'd I I ' for medical assistance while in 
(iii) 	 In situ~t!on~ where Indl'lI:,~~ :e,:gc~tion is not requested within ten 

the faCIlity,. If a pr~ a~p::v date that notification is received by the 
(10), working dayS 0 .e. .,. 'bl f r medical assistance, 
facility th~t an individual IS ~1.~a:c;a!IYa:~g~:;:ts0 covered by Medicaid 
the recIpient s~all :o~,-~: t~ee hO:Pitalization and that would have 
that are associate "I . . ro"al of a pre approval 
been 	 covered by Medicaid upon app 11 

certification. 

(iv) 	 If a facility admits a Medicaid recipient without an approved pre 
approval certification for that recipient the guardian of the recipient 
and/or the recipient shall be informed that Medicaid reimbursement 
will not be paid until and unless the certification is approved. Any 
facility that admits a recipient without an approved pre approval 
certification for that recioient does so at its own financial risk. 

12. 	 Aooeal of Denied Pre Aooroval Certification or Continued Stav Reauests 

(i) 	 Immediately follm..,ing verbal denial of a request for pre approval 
certification or continued stay, the recipient and a provider will be 
notified in writina of the decision. 

(ii) 	 An appeal may be initiated by the recipient or the recipient's legal 
auardian. 

(iii) 	 The notification will set forth the specific rights to appeal the 
decision, the procedures to effect the appeal, and the time periods 
for exercisina the riahts set out in the notice. 

(iv) 	 te;.T~e recipient and the reci' , I Iedplent s guardian will be notT of the right 

(I) 	 An informal reconsideration conducted by the Department or 
the Department's contractor using appropriate psychiatric 
consultation. 

I. 	 A request for informal reconsideration shall be made in 
writing within ten (10) working days after receiving 
notification of a denied pre approval certification or 
continued stay request. An informal reconsideration will 
be held within three (3) working days after receipt of the 
'ivritten reauest for such. 

II. 	 If the reconsideration is unfavorable the recipient will be 
notified in writing of the right to a fair hearing to review 
this decision through a formal contested case proceeding 
before the Department of Health and Environment, 
nur!;uant to T.C.A. &71 5 113. Anv such oetition for 
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appeal shall be submitted to the Department in writing 
with in fifteen (15) calendar days after the date of receipt 
by the recipient of the notification of the unfavorable 
reconsideration decision. or of the initial decision if 
informal reconsideration is not demanded. 

(II) 	 In any contested case proceeding the opinions of the certifying 
physician and the treating physician of the patient concerning 
the necessity of acute inpatient psychiatric care for the patient 
shall not automatically be of controlling ¥'leight but such 
opinions are to be properly weighed against all other evidence 
before the Commissioner. 

13. 	 Continuation of Services 

(i) 	 If after receiving notice of the denial of continued stay, the recipient 
requests a hearing before the date or discharge, Medicaid may not 
terminate or reduce services until a final order is issued after the 
hearina. 

(ii) 	 If the decision is sustained by the hearing, Medicaid may institute 
recovery procedures against the facility to recoup the cost of any 
services furnished the recipient, to the extent they were furnished 
solelv bv roason of this section. 

(x) 	 Transportation will be covered under the followina conditions. 

1. 	 Emergency ambulance transportation shall be provided for recipients in 
case of injury or acute medical condition where the same is liable to 
cause death or severe injury or illness as determined by the attending 
phvsician. paramedic. emeraencv medical technician. or reaistered nurse. 

(i) 	 Coverage shall be limited to one way transportation to the nearest 
appropriate facility. For purposes of this rule , appropriate facility 
shall mean an institution that is generally equipped and staffed to 
provide the needed hospital care for the illness or injury involved. 
The fact that a more distant institution may be better equipped to 
care for the patient shall not I,\larrant a finding that a closer institution 
does not have "appropriate facilities". An institution shall not be 
considered an aoorooriate facilitv if there is no bed available. 

(ii) 	 Coverage of air ambulance transportation shall be limited to 
situations where transportation by land ambulance was 
contraindicated because the point of pickup was inaccessible by 
land vehicle or the time/distance to reach a hospital with appropriate 
facilities was orohibitive because of the patient's medical condition. 

b 'ded "'hen the roVI Vi e transportation Shalle, Pother method of
e",ergeAoy a",bulaAG h that use of aA~ of IraAspertatioA a 

2. 	 NOApiOAI'S GeAdilioA IS /:ed. IA overy IASlaAGe roaislared Aurse, or 
reol rt feA is GOAIralA IG "odiGalleGhAlOlaA.transpo a I d'c emeraencv m phvsician. oarame I . 
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r eAsee rcal~ras I nurse ntation that the re written docume . ust bemust prepa. or This documentation m sR servlses. I 
IS eTeA '"'arraAls su I for cavmeA . patient's con I I b

ri 

lance orovider's roaues attached to the am u 

(y) 	 Care and services covered in a Christian Science Sanatoria will be provided 
but limited to ten davs oer fiscal vear. 

(z) 	 Emeraencv Hosoital Services: 

1. 	 Emergency hospital services will be coverod but such emergency care is 
included in the number of days allowed pursuant to subparagraph (a) of 
this paragraph. Hospitals which do not have an agreement to participate 
in the medical assistance program may receive payment for inpatient 
hospital services or outpatient services furnished by it, or by other under 
arranaements 'Nith it. if: 

(i) 	 the services are emeraencv services: and 

(ii) 	 ~patient is eligible for Medicaid at the time services are rendered; 

(iii) 	 the services are covered services under the Medicaid Proaram: and 

. definition of a hospital as define . d'In.TC .JAt • 

(iv) 	 the hospital me?ts the t th utilization review plan and the 
53 130(a), (but It need. ~ot mee ?bed by the Secretary of Health, 
health and safety conditions proscn 
and Human Services): and 

(v) 	 the hospital agrees on an individual case basis not to charge the 
patient or other person for items or services covered by the 
Medicaid Proaram: and to return anv monev incorrectl" collected. 

2. 	 An emergency no longer exists when it becomes safe from a medical 
standpoint determined by the attending physician to move the patient to a 
oarticioatina institution. or to discharae him. whichever comes first. 

(aa) 	 Medicaid will sav for sterilization under the followina conditions onlv: 

1. 	 The individual must be over 21 years of age, legally and mentally 
comoetent to aive voluntarv consent to the sterilization ooeration: 

2. 	 The individual must sign a Medicaid approved consent form after a 
comolete examination of the form and its meanina. 

3. 	 At least 30 days, but not more than 180 days, have passed between the 
date of informed consent and the date of the sterilization, except in the 
case of premature delivery or emergency abdominal surgery. An 
individual may consent to be sterilized at the time of a premature delivery 
or emergency abdominal surgery, if at least 72 hours have passed since 
he or she aave informed consent for the sterilization. In the case of 
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premature delivery, the informed consent must have been given at least 
30 davs before the exoected date of deliverv. 

(bb) 	 Services by a Certified Registered Nurse Anesthetist are covered when she/he 
has completed an advanced course in anesthesia, and holds a current 
certification from the American Association of Nurse Anesthetists as a nurse 
anesthetist as reauired in T.C.A &71 5 107(22), 

(cc) 	 When Medicaid enters into an agreement with a Health Maintenance 
Organization or any organization providing pre paid health services, the full 
range of benefits offered by these organizations may be given the recipients, 
but limited to recipients IIlho reside in the geographic area served by the 
contractina oraanization and who elect to obtain services from it. 

(dd) 	 Physician office visits over and above the number allowed in subsection (g) 
above that are for the purpose of providing second or third surgical opinions as 
provided at Rule 1200 13 01 .06(19) and (20), and laboratory and x ray 
services over and above the amount allowed in subsection (c) above that are 
necessary for the provision of such opinions, shall be covered, subject to the 
limitations in Rule 1200 13 01 .06(20), 

(ee) 	 The following items of durable medical equipment shall be covered, subject to 
anv conditions and reauirements set forth herein and elsewhere in these rules: 

1. 	 Hosoital beds. with mattresses 

(i) 	 Standard 
(ii) 	 Semi electric 
(iii) 	 Hi Low 
(iv) 	 Pediatric, hospital crib 
(v) 	 Crib, child, standard 
(vi) 	 Crib. vouth 

2. 	 Reolacement Darts 

(i) 	 Mattress, innerspring 
(ii) 	 Mattress, regular 
(iii) 	 Side rail, full length 
(iv) 	 Side rail, 3/4 length 
(v) 	 Sido rail. 1/2 lenath 

3. 	 Bed Dans and urinals 

(i) 	 Standard bed pan, metal or plastic 
(ii) 	 Male urinal, jug, type, any material 
(iii) 	 Female urinal. iua tVDe. anv material 

4. 	 Canes 

(i) 	 Adjustable or fixed quad or 3 prong, all materials 
(ii) 	 Standard. all materials 
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5. Crutches. oair. adiustable or fixed with tios and handorios 

(i) Aluminum 
(ii) Wood 
(iii) Forearm 
(iv) Gaither aid crutches 

6. VValkers 

(i) Adjustable, or fixed, rigid (pickup) height 
(ii) Wheels, with seat/crutch attached 
(iii) Walk n roll 
(iv) Folding (pickup), adjustable or fixed height 
(v) Junior training walker 
(vi) Toddlers, guardian walker, on wheels 
(vii) Wheels for guardian walker 
(viii) Pediatric walker, on wheels, platform crutch on right or left side 
(ix) Platform crutch attachment, forearm crutch 
(x) Wheels for oed iatric walker 

7. Wheelchairs 

(i) Standard 

(!!~ Standard, detachable arms lA/
u/' ,(III) 	 Standard detachable ' swing anay, detachable footrest 

" 	 arms detacl:1abl I ' ,swlngaway 	 ,e e evatlng leg rests, 

(IV) 	 Ligl:1tweigl:1t, witl:1 fixed fdetacl:1able ,ull lengtl:1 arms, elevating leg rests, 

(v) 	 Ligl:1tweight, witl:1 detacl:1able d , detacl:1able footrests eSk, full lengtl:1 arm style, s'Ninging 

nmpu ee, (III).. 	 1\ t fixed. full len tl:1 . .. elevating leg rests garms, sWing a'Nay, detacl:1able, 

(VII) 	 Amputee, fixed full length .
(viii) 	 Amputee, detacl:1able arm:r(~s, ~Ievatlng leg rests, l:1eavy duty 
, s'Ning away es or full length) elevating leg rests, 

(IX) 	 :utee, fixed arms (desk or full lengtl:1) 'Nitl:1out foot rests or leg 

(x) 	 Full reclining, fixed full len th . u/' , elovating leg rests garms, Snlng away detachable 

(XI) 	 Full reclining remo" bl(xii) 	 1\' . ~ ita e arms, elevating Ie rests 
~ndult, full reclining, swinging , detac a gh ble leg rest, adjustable, desk . 

(xiii) 	 Semi reclining, fixed full len !AI ' . elevating leg rests gth arms, salng3\\'ay, detachable 

(XIV) 	 Adult, outdoor frame 8" c
style, semi reclining backst;l~te~..~et~chable, desk length, arm 
cam release 	 ' hinging detacl:1able, foot rests 

(xv) 	 Semi reclining deta h bl ' 
(xvi) 	 Hiol:1 back re~;ni;a cae arms, elevating leg rests 
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(xvii) Adult size, 8" caster, 18" outdoor frame, light'lleight, detachable 
desk or full length arm, s'lling away detachable elevating leg rests 

(xviii) Adult, outdoor frame, 8" caster, adjustable, detachable, desk 
length armstyle, sectional back, swinging detachable foot rests, 
(cam release) 

(xix) Adult, 8" caster, outdoor frame detachable, desk length armstyle, 
swinging, detachable elevating, leg rests, cam release 

(xx) Narro¥l adult, 8" caster, outdoor frame, adjustable, detachable, full 
length arm style, semireclining back style, s'llinging , detachable, 
elevating leg rests, cam release 

(xxi) Narrow adult, 8" caster, outdoor frame, adjustable, detachable full 
length arm style, standard back, s'llinging detachable footrest, 
cam release 

(xxii) NarrmN adult outdoor frame, 8" caster, detachable desk length 
arm style, swinging detachable foot rests, cam release 

(xxiii) Tall, adult 
(xxiv) Hemi with detachable arms, swingaway, detachable, elevating leg 

fests 
(xxv) Heavy duty, extra 'Nide, 22 (in) detachable arms, swing a'Nay foot 

rests, detachable, elevating leg rests 
(xxvi) Tiny tot, 5" caster, high seat, detachable full length arm style, 

semi reclining back, tiny tot footrests 
(xxvii) Tiny tot 12", outdoor frame, 5" caster, highseat, detachable desk 

length arm, tiny tot footrests 
(xxviii) Child model, detachable desk arm 
(xxvix) Pediatric grO'tving chair 
(xxx) 	 Child size chair 
(xxxi) 	 Growing chair, 8" caster, standard lightweight, fixed non 

detachable arm style, swinging detachable foot rests, cam release 
(xxxii) 	 Growing chair, outdoor frame, 8" caster, detachable full length arm 

style, swinging detachable, footrests , cam release 
(xxxi ii) 	Chair with one wheel drive 
(xxxiv) Rigid frame, sports type 
(xxxv) 	 Folding chair, sports type, includes anti tipping device 
(xxxvi) Swede chair, ortho I<inetic 
(xxxvii) Wheelchair transporter 
(xxxviii) Wheelchair, micromax, ortho kinetic 
(xxxix) Gunnell positioning chair 
(xl) 	 Gunnell wheelchair insert 
(xli) 	 Motorized wheelchair, detachable arms desk or full length, swing 

away detachable footrests 
(xlii) 	 Motorized wheelchair, detachable arms, desk or full length swing 

away leg rests 
PO'tvered wheelchair, adult ~ 
Powered wheelchair, junior ~ 
Powered wheelchair, youth ~ 

fxWij 	 Wheelchair reCliner, powered 
Hi Quad chair, with short throw chin controlfsip/puff, etc.) ~ 
Specially sized or constructed , brand name required ~ 
Travel chair ~ 

B1 	 Travel chair, ortho kinetic chair #6302 
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8. Wheelchair /\ccessories 

(i) Abduction Pad 
(ii) Abduction System Swing Away 
(iii) Anti Tipping Device 
(i") "rm Pad for \II/LGv" H, 

(v) Arm Support, Mobile for reclining \o;heelchair with arm trough 
(vi) Back, Custom Made 
(vii) Back, Support Panel 
(viii) Battery for Wheelchair 12 Volt (one set per recipient in a twelve 

(12) month period) 
(ix) Battery charger 12 volt 
(x) Battery charger, 24 volt 
(xi) Belt, Perineal 
(xii) Belt, seat w/velcro closure 
(xiii) Calf support for swede, ortho kinetic wheelchair 
(xiv) Chest belt 'Ii/pad 
(xv) Chest Panel, Custom 
(xvi) Clothing Guard 
(xvii) Cushion, for wheelchair back 
(xviii) Cushion, Jay 
(xix) Cushion , Quadra 
(xx) Cushion, Seat Temper Foam, 4" wlvinyl and double knit cover 
(xxi) Elbow Block 
(xxii) Foot Plate 
(xxiii) Foot Platform 
(xxiv) Footboard Reinforcement Plate Set 
(xxv) Footrest, Individual, Adjustable 
(xxvi) Foot Restraint 
(xxvii) Grade Aid, PR 
(xxviii) H. Strap 
(xxix) Handrims for protection, WIC (pr.) 
(xxx) Head Rest, Hook on, extension 
(xxxi) Heel Loop 
(xxxii) Heel Rest 
(xxxiii) Hip Bolster 
(xxxiv) Knee Strap 
(xxxv) Lateral Support 
(xxxvi) Leg Rest 
(xxxvii) Pad, Scoliosis 
(xxxviii) Pad, WIG Tri Pad 
(xxxix) Reacher, for W/C 
(xl) Seat, Custom Made 
(xli) Seat, Solid 
(xlii) Shoulder retractor adjustable 
(xliii) Spoke Repair Kit, Heavy Duty Wheel 10 spokes and nipples pkg. 
(xliv) Spoke Protector 
(xlv) Support, VlJedgehead \\'iheadband 
(xlvi) Tire, Pneumatic 
(xlvii) Toe Loop 
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Tray, ABS ~ 
Tray, Ajusto ~ 
Tray, Arm Restraining 

00 Tray, Arm Restraining with storable tray 
{hlt Tray, Clear 

~ 

Tray, Customized ~ 
VVebb Strap~ 

M 
tM1 

MISCEllANEOUS DME 
~ 

~ 

~ 
~ 
~ 
fOOij 

VVheel Lock, Handle Extension 
\hJheel Lock, Toggle Extension 

Apnea Monitor Respirators/BradycardiafTachycardia for persons 
one year of age or above 
Apnea Monitor Respirators/BradycardiafTachycardia for children 
under one year of age 
Bathaid, Modular Medical 
Battery for Voice Box (CR15V, set of 2) 
Commode Chair, Custom adaptation for standard 
Commode Chair, stationary ¥lith Fixed ,l'I,rms 
Commode Chair, Tiny Tot ~ 
Floor sitter (C4)~ 

g. Seatina svstems 

Basic unit for McLarren, all hardware, U frame, seat w/pad and ~ 

hMi, 	 t U frame, seat 
t:ICtUt'tBasic unit for whee c I h·air, all hardv'/are and s raps, w 
w/pad and back 
McLarren Buggy 

M U8NN 260 760 without upholstery or footrest 
M DESEMO Seating Systom Adult 
fvij DESEMO Seating System Child 

~ 

Foam in Place Back Windot Contour U System, Quick Foam) 
fvhl) Foam in Place Seat (Pindot Quick Foam Contour System) 
M Foam and Plywood Complex Seat (Pindot, Endo Flex System 

(Seat 	 and Back Included) Plano System (Includes Seat and 
Back)) 

w Foam and PIY'Nood Soat, MPI Like 
M Foam and Plywood Flat Side 

Foam 	and PIYVlood Complex Back, Pindot, Endo Flex System 

~ 

~ 
(Seat & Back Included) Plano System (Includes seat & Back) 
Foam and PlyvJood Back, MPI Like~ 
Foam and Plywood Flat Back ~ 

~ Foam and Plywood Seat and Back on Adjustable Frame 
fxvij 	 Foam and PIY'Nood Seat or Bacl< with one MPI component (either 

seat OF back) on adjustable frame 
Orthotic Custom Contoured Bead Back ~ 
Orthotic Custom Bead Seat ~ 
Orthotic Shell ~ 

f**j 	 Presto Main Streamer Chair 
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10. Mulholland Seatina SYstems 

(i) 
(ii) 
(iii) 
(iv) 
(v) 
(vi) 
(vii) 

Positioning chair 
Insert System 
Junior System 
Teddler System 
Youth System 
Halo System 
Povvor Attachment 

11. Seatina SYstem Accessories and Parts 

(i) 
(ii) 
(iii) 
(iv) 
(v) 
(vi) 
(vii) 
(viii) 
(ix) 
(x) 
(xi) 
(xii) 
(xiii) 
(xiv) 
(xv) 
(xvi) 
(xvii) 
(xviii) 
(xix) 
(xx) 
(xxi) 
(xxii) 
(xxiii) 
(xxiv) 

Back 
Back Pad 
Bandoliers 
Footrests 
Foot Straps 
OB Headrest & Fixture 
Seat with Pad 
Seat Pad, All Sizes 
Tray for Wheelchair 
Tray overlay, clear 
M.E.D. Headrest and Fixture 
M.E.D. Neck Collar and Fixture 
M.E.D. 2 step and Fixtures 
O.B. Headrest #1 
O.B. Headrest #2 
O.B. Headrest, 2 step fixture 
O.B. Neckrest and Fixture #1 
O.B. Neckrest and Fixture #2 
O.B. Neckrest 
0 .8. Neckrest, Small 
O.B. 2 step 
O.B. Trunk Support Pads, Pr 
O.B. Wheelchair Mounting Kit 
Footrest for Main Streamer Chair 

12. Decubitis Care Eauioment 

(i) 	 Alternating pressure mattress with pump 
(ii) 	 Foam Leveling Gel Pad 
(iii) 	 Mattress, floatation, dry 
(iv) 	 Gel Pressure Pad or Cushion 
(v) 	 Drv Pressure Pad for Mattress 

1a. Resoiratorv Eauioment 

(i) 	 Oxygen Concentrator (Inc. cannula or mask, and tubing) 
(ii) 	 Oxygen, System, Gaseous Stationary, Setup (Includes contents, 

oxygen cylinder, regulator with flow gauge, humidifier/nebulizer, 
cannula. or mask and tubina.) 
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f4ij 	 Oxygen System, Gaseous Portable (Inc. contents portable 
container, cart or carrying case, regulator with flow gauge, 
humidifier, cannula or mask and tubing) 

M 	 Oxygen System, Liquid stationary (includes reservoir, contents, 
contents indicator, flow meter, humidifier, cannula or mask, tubing 
and nebulizer). 

M 	 Oxygen System, Liquid Portable (Includes contents, container, 
cart or carrying case, cannula or masl<s tubing and contents 
indicator.) 

M Oxygen Tent, Complete 
(v4j Percussor, Electric or Pneumatic Home Model 

Nasal Aip.'vay Pressure System (CPAP BiPAP) ~ 
Resuscitator Bag, Adult ~ 

w Resuscitator Bag, Pediatric 
M 	 Volume Ventilator, Portable, (Includes battery, battery charger and 

battery cables) 
Ventilator battery ~ 
Ventilator Circuits, each ~ 
Ventilator Cart ~ 
Ventilator Cleaning Kit ~ 
Ventilator Tray for WIC~ 
Suction Machine, Home Model, Portable ~ 
Suction Machine Base ~ 

~ Trach tubos, cuffless, each 
M l\ir Compressor Large, Portable 

Cascade Heated Humidifier 'N/extra Jar and Lid~ 
~ Cool Mist Croupette Tent 


Medical ,i\ir Compressor for Oxygen Tent 
~ 
Nebulizer with Compressor, (i.e., Maxi Mist) ~ 
Nebulizer Disposable, For Use with i.e. (pulmeaide, Maxi Mist) ~ 
Nebulizer Heater (for trach patient only) ~ 
Nebulizer, Durable Glass or Autoclavable, plastic bottle type for ~ 

1'1. 

15. 

1n. 

use with Regulator or Flmev meter 
(xxviii) Nebulizer, Ultrasonic Self Contained 
(xxix) 	 Oxygen Accumulator 
(xxx) 	 Oxygen Aerosol Mist Tent 
(xxxi) 	 IPPB Units, Manual Valves, External 

NAhljliz~tion 

Communication Aid Devices 

(i) 	 Electronic 
(ii) 	 Manual 
(iii) 	 MorlifiG~tion . M~nual and Electronic 

Blood Glucose Menitors/,i\ccessories 

(i) 	 Blood glucose monitor 
(ii) 	 Lancet Holder 

Drv Heat Aoolication 

Power Source, Built in 
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(i) 	 Heat Lamp with Stand, Bulb or Infrared element 
(ii) 	 Heatina Pad. electric 

17. Enteral/Parenteral Eauioment 

(i) 	 Enteral Pump 
(ii) 	 Parenteral 
(iii) 	 IV Stands, ,"ttach to Bed/wheelchair 
(iv) 	 Floor Base 

18. Miscellaneous DME 

(i) 	 Floor sitter (C5) 
(ii) 	 Headgear accessories 
(iii) 	 Headgear customization 
(iv) 	 Headgear helmet 
(v) 	 Lift for Patient, bathtub mount 
(vi) 	 Lift for Patient, hydraulic 
(vii) 	 Noninvasive Osteogenic stimulation system 
(viii) 	 Osto Aide (for seat belt users) 
(ix) 	 Pacemaker Monitor self contained 
(x) 	 Phototherapy System (covered for a maximum of 4 days) 
(xi) 	 Pogan Buggy, Youth 
(xii) 	 Ambulatory, Infusion, Pump 'Nith Administrative Equipment, Worn 

by Patient 
(xiii) 	 Pump, for insulin infusion 
(xiv) 	 Pump, Lymphedema, (nonsegmental therapy type) 
(xv) 	 Segmental Pump 
(xvi) 	 Leg Appliance tor Pump 
(xvii) 	 Rifton Knee Pads 
(xviii) 	 Rifton Scooter E60 
(xix) 	 Rifton Side Lying Board E90 
(xx) 	 Rifton Toddler Chair E77 
(xxi) 	 Trunk Support Pads Rigid Mount, Pr. 
(xxii) 	 Whirlpool Portable (over the tub type) 
(xxiii) 	 Rifton Trunk Support 
(xxiv) 	 Shower Chair, with back 
(xxv) 	 Sitz Bath 
(xxvi) 	 Dynasplint Elbm\' Extension 
(xxvii) Dynasplint Cuffing Kit 
(xxviii) Dynasplint Pediatric ElbmN Extension 
(xix) 	 Dynasplint Universal, Knee extension, adult 
(xxx) Dynasplint Elbow Flexion 
(>o<xi) Dynasplint Universal Knee Extension, pediatric 
(xxxii) Dynasplint, Universal, wrist extension 
(>o<xiii) Dynasplint LPS /\nkle Dorsi Flexion 
(xxxiv) Dynasplint LPS Universal Knee Flexion 
(xxxv) Dynasplint Elbow Extension 
(xxxvi) Dynasplint Pediatric Elbow Extension 
(xxxiii) Dvnasolint Elbow Flexion 
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(xxix) Dynasplint Universal Knee Extension, Pediatric 
(xl) Dynasplint Universal VI/rist Extension 
(xli) Dynasplint bPS ,A.nkle Dorsi Flexion 
(xlii) 	 Dvnasolint Knee Flexion 

. rosthetic devices . i ment including p. rior approval ble medlGal e~u p . be Goverod II p IIho' s 01 dura d abo"e mal ' Iho UGO 0 
1Q, ~!:e;~~.:s a;;pliaAGOG;;~~~:",,,;;;;ai SOmji~~~ 	~:~'::I~i; "'001 Ih~ 

, d '''horo a re uipmonl wi 	 '''0 moaAS 0is obtalAo , .. Iho, "'po 01 oq-:- loss 0xpOASI. , 'eAt's 
' I AO 0 , h e IS AO d Iho roSlp'O~UlPfRO.A 'modiGal needs" I 0'; fRodiGal noeds, an , fRont Prior

~:d;~E~~n~::~A~~I~:£~~~:::~e~i:~;:::~~~~:i!:~7:~ ;~~~;~~~
Hal 01 sus h sod baso " 	"'Rolhor p appr~d bo reAIod or pu,s-affi;:U ils total sost, 	a"fs~1 whateyor thoshou d lor tho oqulp tal more pms I .period of nee air would make ren 

frequency o! re!t use. 
intended oeFiod 

20. 	 Repair, maintenance, and replacement of equipment and expendable 
Darts thereof shall be covered as soecified in rule 1200 13 01 .05(10)(h)2 

(ff) 	 Except as provided in rule 1200 13 01 .07, medically necessary medical 
supplies not included s part of institutional services shall be covered only 'Nhen 
provided by or through a home health agency or by or through a medical 
vendor supplier. Medical supplies require a 'Nritten prescription by the 
recipient's attending physiCian. The following medical supplies will be covered 
subject to any conditions and requirements set forth herein and elsewhere in 
these rules. 

1. 	 Anti embolism suooort items 

(i) 	 Sleeve. Arm 

(ii) 	 Sleeve. Arm/Shoulder Flao 

(iii) 	 Stockinas. Knee benath 

(iv) 	 Sleeve, Arm 

(v) 	 Stockinas. Thiah benath 

(vi) 	 Tiahts. Waist Heiaht 

2. 	 Bandaaes. dressinas aauze taoe 

(j) 	 Bandaae. Elastic 

(ii) 	 Bandaae. Klina. Nonsterile 

(iii) 	 Bandaaes. Klina. Sterile 
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(iv) 	 Dressinas, Nonsterile 

(v) 	 Dressinqs, Primary Surqical Kit (Sterile Dressings, pads, etc.) 

(vi) 	 Gauze. Iodoform 

(vii) 	 Gauze. Vaseline 

(viii) 	 Sterile Strio Skin Closures 

(ix) 	 Tape, All Tvoes, All Sizes 

(x) 	 Taoe. Paoer 

(xi) 	 Taoe. Transoore 

3. 	 Decubitus ulcer products 

(i) 	 Dressinas, Hvdro colloid 

(ii) 	 Granules.•t..bsorotive 4 aram oka. 

(iii) 	 Pad, Sheepskin/Lambs'Nool. An'! Size 

4. 	 Diabetes oroducts 

(i) 	 Blood Glucose Test or Reagent Strips for Home Blood Glucose 
Monitor. 

(ii) 	 Dextrochek Control Solution 

(iii) 	 Lancets 

• 	 (iv) Perm Calibration Chios 

(v) 	 S'!rinaes, Insulin 

6. 	 Incontinence oroducts 

(i) 	 Catheter, Male External, With or Without Adhesive, With or Without 
Anti Reflux Device. 

(ii) 	 Catheter, Indwelling, Foley Type, Three VVay, for Continuous 
Irriaation 

(iii) 	 Catheter. French 

(i'!) 	 Catheter, Indwelling, Foley Type, Two VVay Latex With Coating 
(Teflon. Silicone. Silicone Elastomer. or Hvdroohillic. Etc.) 

(v) 	 Catheter. Ind'Nellina Fole" Tvpe, All Silicone 
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(vi) • Insertion Tra'l With Drainaae Baa but Without Catheter. 

(vii) 	 Urinary Drainage Bag, Bedside Drainage Bag, Day or !'light, VlJith or 
Without Anti Reflux Device. V'Iith or Without Tube 

(viii) Urinarv Lea Baa. Vinvl. With or Without Tube. 

Incontinence Underaarments 

(ix) 	 Disoosable Incontinent. Briefs. Small 

(x) 	 Disoosable Incontinent. Briefs. Medium 

(xi) 	 Disoosable Incontinent. Briefs. Laroe 

(xii) 	 Incontinent Pants 

(xiii) 	 Liners. Pants 

6. 	 Irriaation eauioment and suoolies 

(i) Frame 


(in Irriaation. Adaoter 


(iii) 	 Irriaation Baa. with Stoma Cone 

(iv) 	 Irriaation Suoolv: Sleeve 

(v) 	 Irriaation Travs (Disoosable) 

(vi) 	 I rriaation Trav 

(vii) 	 Ostom'llrriaation Set 

(viii) 	 Stoma Cone Reolacement Unit 

(ix) 	 Tubina 

7. 	 IV suoolies 

(i) 	 Catheters, Vascular Implantable, Vascular Access Portal/Catheter 
(Venous. Arterial. or Peritoneal) 

(ii) 	 Gauze Dads 

(iii) 	 Heoarin lock (for svrinaes) 

(iv) 	 Tubina 
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(v) 	 LV. 50lutions. 500 cc 

(vi) 	 50onGes. 50ftwick 

8. 	 Ostomv/colostomv oroducts 

(i) 	 Adhensive Disc 

(ii) 	 Belt. Ostomv 

(iii) 	 Gasket 

(iv) 	 Stoma Caos with Filter 

9. 	 Adhesive and removers 

(i) 	 Adhesive Remover 

(ii) 	 Adhesive Karava. Stoma Powder 

(iii) 	 Adhensive for Ostomy or Catheter Liquid (Spray, Brush, Etc.) 
Cement Powder or Paste, any Composition (ec. Silicone, Latex) 
Per Oz. 

10. 	 Pouches 

(j) 	 Colostomv. Mini Pouch 

(ii) 	 Colostomv Pouch. Disoosable with 50al 

(iii) 	 Colostomv Pouch Drainable Without Barrier Attached (one oiece) 

(iv) 	 Ileostomv Pouch 

(v) 	 Looo Ostomv Pouch 

(vi) 	 Pouch. urinar'; with barrier (one Diece) 

(vii) 	 Urostomv Pouch 

11. 	 Skin barrier blankets 

(i) 	 Barrier Skin Wafers 

(ii) 	 Skin. Barrier with FlanGe (Solid. Flexible or Accordian) Anv Size 

(iii) 	 Plate 5hield/ace 

12. 	 Skin barrier liauids. Dastes. DO'Nder and rinas. 
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(i) Bodv Rina/Frame 

(ii) Karaya Rinal' ....lashers 

(iii) OstomY Skin Barrier: Liauid. moray Brush. Etc.) Pme;der or Paste: 

(iv) Oval Rina (Laroe or Double Stoma) 

(v) Skin Barrier: Solid or Eauivalent: 

(vi) Ostomv Skin Barrier Extended Wear 

13. Skin care and skin ael oroducts 

(j) Cleaner. Skin 

(ii) Gel. Skin 

14. Ventilator suoolies 

(i) Artificial Nose 

(ii) Cannula. Nasal 

(iii) Catheter. Trachael Suction. An\' Tvoe. 

(iv) Catheter Trav. Suction Sterile \v/aloves. water and catheter 

(v) Neublizer. Flexible Hose 

(vi) Softwick. Trach Soonaes 

(vii) Inch Trav (Diso) for Cleanina 

(viii) Tracheostomv Tubes 

(ix) Tubina. corroaated 

(x) TracheotomY Mask or Collar 

15. Miscellaneous 

(j) Benzoin. Liauid 

(ii) Benzoin. Tincture 

(iii) Dakin's Solution 
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(iv) Dialdohvdo 

(v) Donuts. Plastic 

(vi) Drossina. Bard Absorption Sterile jar 

(vii) Enema. Floots 

(viii) Eve Pads 

(ix) Finaer Solint 

(x) Gloves Sterile or nonsterile 

(xi) Infusion Pump. Supplv Kit Medication cassettes. tubina. etc. 

(xii) Loa Belt. Velcro 

(xiii) Neodles. Sterile 

(xiv) Reston. Foam Pads 

(xv) Restraints. Anv Tvoe (Bodv. Chest. Wrist. or /\nkle) 

(xvi) Saline Irriaation Solution. Nonsterile 

(xvii) Saline Irriaation Solution. Sterile 

(xviii) Scalp Vein Set 

(xix) Sitz Bath. Disposable 

(xx) Solution. Betadine or Phisohex 

(xxi) Soldium Chloride INJ 

(xxii) Soldium Chloride (0.9%) 

(xxiii) Solutions. Alcohol or Peroxide 

(xxiv) Splint V'lrist 

(xxv) Suture removal trav 

(xxvi) Svrinaes 

Syringes, Asepto ~ 

~ Syringes, Piston/Bult 

(xxix) Telfa Pads 
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(xxx) Telfa Strios 

(xxxi) Tens units Electrodes Carbon (1 set oer vr) 

(xxxii) Tens units beadwires (1 or. oer vr.) 

(xxxiv) Ten units oatches (100 oer a 30 dav oeriod) 

(xxxv) Uni Boots 

(xxxvi) \I'/ater. Saline Sterile 

(xxxvii) "'Vater. Sterile 

16. Enternal oarenteral kits 

(i) Parenteral Administration Kit (Baas. Clios. etc.) monthlv 

(ii) Parenteral Nutrition Suoolv Kit for 1 Month. Premix 

(iii) Suoolv Kit Gravitv Fed (1 oer month) 

(iv) Suoolv Kit Pumo Fed (Monthlv) (1 oor month) 

(v) Suoolv Kit Svrinae Fed (Month Iv) (1 oer month) 

17. Enteral formulae 

(i) Cateoorv I Semi svnthetic Per 100 Calories 

(ii) Cateoorv I Blenderized Per 100 Calories 

(iii) Cateaorv II Per 100 Calories 

(iv) Cateaorv III Per 100 Calories 

(v) Cateoorv IV Per 100 Calories 

(vi) Cateoorv V Per 100 Calories 

(vii) Cateaorv VI Per 100 Calories 

1B. TPN solution 

(i) Permix 

19. Tubes and tubin~ 
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(i) 	 Gastrostomv,ldeiunosstomv Tube (I oer month) 

(ii) 	 Mic Gastrostomv Tube 

(iii) 	 NG Tube with Stvlet (3 Per Month) 

(iv) 	 NG Tube VVithout Stvlet (3 Per Month) 

(v) 	 Stomach Tube Levine T\'oe (15 oer month) 

20. 	 Soecial formulae and suoolements 

(i) Ltvrosine. Suoolement 


(in Vita Carne LCarnitore 


(iii) 	 Betaino 

(iv) 	 Biotin 

(v) 	 Pediasure 

(gg) 	 Medically necessary circumcision will be covered only on an outpatient basis 
unless admission as an inpatient is justified by the attending physician as 
required by rule 1200 13 01 .06 (18)(d) of this chapter Routine newborn 
circumcision is not covered under anv circumstances. 

(hh) 	 Podiatry services 'ivill be covered. Services are · to be provided within the 
podiatrist's license to practice. Office visits will be limited to two (2) per 
recipient per fiscal year. These visits will count toward the limit on office visits 
as soecified in rule 1200 13 01 .03(1 )(a)1. 

(ii) 	 Reserved 

Uj) 	 The service of a physician assistant will be covered when ordered and billed by 
a ohvsician. 

(kk) 	 Certified nurse midwife services (to the extent provided in rule 1200 13 01 .22) 
will be covered. 

(II) 	 Optometry services will be covered. Services are to be provided within the 
optometrist's license to practice. Optometry services for recipient's over age 
21 do not include services for the purposes of prescribing or providing 
eyeglasses or contact lenses. Office visits will be limited to four (4) per 
recipient per fiscal year and will count toward the limit on office visits as 
soecified in rule 1200 13 01 .03(1 )(a)1. 

(mm) Hospice services 'Nill be covered in accordance with the following sequence of 
election oeriods: 
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1. 	 An initial 90 dav Deriod. 

2. 	 A subseauent gO dav oeriorL 

3. 	 A subseauent 30 da'l oeriod. 

Hospice benefits paid by Medicare or other insurance 'Nill be considered to be 
benefits oaid bv the Modicaid oroaram. 

(nn) 	 Private dutv nursina services will be covered as follows: 

1. 	 Servi?~s shall be I!mited to. children under age 21 INho have a medical 
condl.tlon that requires nursing care (e.g., ventilator care, total parenteral 
nutrition care, etc) provided by a licensed nurse. The nursing care must 
be. ~xpected to Improve the child's medical condition, to prevent the 
c~lld s health status from det.e~iorating, or to delay the progression of a 
disease. There must. be suff~cle~t documentation, as determined by the 
Department, to esta.bllsh and Justify the medical necessity of the services. 
Th~t" need for ~ursln~ care must be in excess of that INhich can be 
::; Ided on an Intermittent basis through covered home health services; 

2. 	 The child must meet the medical criteria established by Tennessee 
Medicaid for care in a nursina facilitv: and 

3. 	 The child must have a medical disability or impairment that confines the 
child to the home and necessitates the provision of nursing care services 
in the home: and 

4. 	 The child must have a responsible adult caretaker (e.g., parent, 
grandparent or guardian) 'Nith whom the child resides and who is 
available and able to meet the child's needs when private duty nursing 
services are not beina Drovided: and 

5­

6. 	 There must be no otherdetermined b ' th more cost effecti"efor tho o;r~';:' a~~ Depart",eAt, that is ayailableG:'U::di:~I~~oat",eAI,. asy appropriate 

7- Services shall be provided only by licensed home health agencies 
enrolled in the Tennessee Medicaid oroaram: and 

8- Services must be provided in a private resident that serves as the child's 
home_ Private dutv nursina services Drovided to a child who is in an 
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institutional setting (e.g. hospital, nursing facility, Intermediate Care 
Facilitv for the Mentallv Retarded) are not covered: and 

9. 	 Written prior authorization for private duty nursing services must be 
obtained from the Department. The home health agency requesting prior 
authorization must submit a properly completed Prior Authorization 
Request for Private Duty Nursing form containing the following 
information: 

(j) 	 Diaonoses: 

(ii) 	 Historv and ohvsical: 

(iii) 	 Medications: 

(iv) 	 Descriotion of reauired nursin~ services: 

(v) 	 Estimated amount. freauencv and duration of nursina services: and 

(vi) 	 Certification bv the attendina ohvsician. 

The child 's attending physician must recertify the child's need for private 
dutv nursina services at intervals of no greater than 62 davs: and 

10. 	 .At letter from the child's attending physician containing the follo'Ning 
information must be submitted with the reQuest for orior authorization: 

(i) 	 Primary diagnosis or diagnoses for which private duty nursing is 
reQuired: 

(ii) 	 Historv of the child 's illness: and 

(iii) 	 Estimated amount, frequency and duration of nursing services (e.g. , 
ahours oer dav. 5 davs a week for 62 davs). 

11. 	 Information regarding the availability of any third party resources for 
coverage of nursing services must be submitted \vith the request for prior 
authorization: and 

12. 	 I nformation regarding the availability of nursing facilities or other 
community resources to meet the child's nursing care needs must be 
submitted with the request for prior authorization. There must be 
documentation that a minimum of three local nursing facilities have been 
contacted regarding placement of the child and the results of such 
olacement reauests. 

13. 	 Each prior authorization request will be revie'Ned by the Department and 
written notice of the decision will be issued. If the request is approved, 
the notification will soecifv the oeriod of time. the number of hours oer dav 
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and the days per week that were approved. If the request is not 
aooroved. the notification will soecifv the reason for denial. 

nd necessitates a change ind' I condition changes a . sep/ices the 
14. 'Nhen a Gh:ld;Se~"e;~~~. or d"ration of the ",q"irle~e;"~r::; A"t;'ori'~tion 

the a:o"ng~:GY myst s"omit a proporly Gom~o~g '.'ith the followingproVI er a / N rsing form a .. ". 
Request for Privat~ Duty fr~m the child's attend ina ohvslclan.information orovided In a letter 

(i) 	 Primary diagnosis or diagnoses for which private duty nursing is 
reauired: 

(ii) 	 An explanation of the change in the child's medical condition which 
necessitates the change in the amount, frequency or duration of 
nursina care: and 

(iii) 	 An estimate of the required amount, frequency and duration of 
private duty nursing services (e.g., B hours per day, 5 days a week 
for 62 davs). 

15. 	 If a transfer of care from one enrolled provider to another occurs, the new 
provider agency must promptly notify the Department in '1lriting of the 
transfer, specify the reasons for the transfer and submit a properly 
completed Prior Authorization Request for Private Duty Nursing form. 
The new provider agency must coordinate the transfer of services with 
the child's attending physician and must obtain the physician's orders to 
orovide the reauired nursina services. 

(00) 	 Speech pathology evaluations are limited to (2) per recipient per fiscal year and 
covered onlv '.ethen: 

1. 	 Ordered bv a ohvsician. 

2. 	 Performed bv a ohvsician or certified soeech oatholoaist and 

3. 	 Billed by a home health agency, community health clinic, rural health 
clinic or ohvsician enrolled in the Medicaid oroaram. 

(pp) 	 Services provided by qualified Community Mental Retardation Clinics shall be 
limited to those to be orovided bv each clinic. 

(2) 	 Medical assistance, to the extent established in the Rules, will be furnished to 
Medicaid eligible individuals ',yho are residents of the State of Tennessee, but are 
absent therefrom. if an\' of the followina conditions are met. 

(a) 	 Where an emeraencv arises from accident or illness: 

(b) 	 Where the health of the individual ',yould be endangered if he/she were 
reauired to return to the State of Tennessee: 
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(c) 	 When it is general practice for residents of a particular locality to use medical 
resources outside the State of Tennessee: 

(d) 	 !''''hen non emergency, medical care and services, or needed supplementar' 
reso~rces ,are not aV,allable 'Nithin Tennessee as determined by the Medicai~ 
Medical Director. Prior approval of the Medicaid Medical Director is required'
Gf 	 ' 

(e) 	 When the medical care and services are provided to a child in custody, of the 
State of Tennessee or for whom Tennessee makes adoption assistance er 
foster care maintenance navments under Title IV E of the Act. 

(3) 	 Nobody may be compelled to undergo any medical services, diagnosis, or treatment 
or, to accept any other health service under Tennessee Medicaid if the individual 
objects, or, in the case of a child, if a parent or guardian objects, on religious 
grounds, However, if a physical examination is necessary to establish eligibility 
based on disability or blindness, the individual cannot be found eligible unless he 
underaoes the examination. 

(4) 	 The fiscal year begins on July 1 ends on June 30 of the follo'J'Jing year. Unused 
benefits are not transferrable and may not be carried forward to the succeeding 
yeaf&.­

(5) 	 Monim~in will n~v for ~bortion onlv whon: 

(a) 	 A physician has found and certified in writing to the Medicaid agency, that on 
the basis of his professional judgment the life of the mother would be 
endangered if the fetus were carried to term. The certification must contain the 
name and address of the oatient. 

(b) 	 The certification and documentation must be submitted to the Medicaid agency 
orior to oavment for an abortion. 

(c) 	 The certification must be accomplished by proper completion of a Certification 
of Medical Necessity for Abortion Mother's Life, form TDH 604. Signed by the 
physician in his/her own original handwriting. Instructions for proper 
completion of form TDH 604 are found in the applicable Medicaid provider 
m~ntj~IF>. 

(6) 	 Patients receiving inpatient hospital services or Skilled Nursing Facility care must be 
moved promptly to the appropriate level of care once the Utilization Review 
Committee, PSRO, Tennessee Department of Health and Environment, and/or 
attending physician decides that further care in the facility is not required or 
necessary. After the decision has been made that the patient no longer requires 
care in the facility, but additional time is needed to relocate the patient at the 
appropriate level of care, i.e., to find a vacant Intermediate Care Facility bed or 
someone to stay at home with the patient. Medicaid will continue to reimburse the 
f~r;ilitv for tho norion of ~nnitioR81 f>tav un to a maximum of three davs. 
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(7) 	 Roserved . 

(Q) 	 Pavment of Premiums For Cost Effective Health Insurance Policios. 

(a) 	 Coveraae for Medicaid recinionts 

Medicaid shall pay health insurance premiums (policyholder portion only if it is 
an employment related policy) for Medicaid recipients with policies determined 
to be cost effective to the Medicaid program. These payments shall be made 
directlv to the emolover or health insuror orovidino the coveraoe. 

(b) 	 Cost effectiveness based on averaae exoenditure oroiection. 

Cost effectiveness of a health insurance policy to Medicaid shall be determined 
by comparing the annualized premium, deductible, and copayments, and the 
cost of analysis and processing established by the Department of Human 
Services and the Department of Health Bureau of Medicaid against the 
average Medicaid expenditure for a recipient(s) in the recipient's oligibility 
classification. The premium shall be paid oven if the policy covers othor non 
Medicaid person(s). Federal financial participation shall be available for the 
oremium. 

(c) 	 Cost effoctiveness based on actual exnenditures 

be based upon actual expenditure . 	 nce may dnaGost oUosti"onoss 0' hoalth '~G~:~IitS) f'~m the inG"ro, whish, l3aGo ":Othe
documentatio~ (~xplanatl?~ 0 are likely to continue and that oxcee 

.. 	 t' eXisting condition, . b)reclple~ Sf~h oolicv as described In ( .annualized cost 0 e 

(d) 	 Continw=!tion c;ovort=!no of Modic;t=!id roc;ininnts 

If a current Medicaid recioient. covered bv an emolover's oolicv: 

1. 	 dies: 

2. 	 is terminated by the employer for reasons other than gross misconduct or 
loses work hours sufficient to lose hoalth insurance coveraGe: 

3. 	 is divorced or leoall'.' sooaratod from the emolovee's soouso: 

4. 	 hOGOmOF; olinihlo for ModiGt=!ro: or 

6. 	 is a dependent child and to be a dependent child under the generally 
aoolicable reauirements of the olan: 

and, the employer is under COBRA 1986 and other la',\'s relative to it, 
Medicaid will pay premiums for continuation coverage of cost effective 
health nolicios for tho time frame oermitted under federal 1m\'. 
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(e) 	 Policies with coveraae limitations 

Health insurance policies which may not be cost effective based upon the 
limited nature of their coverage are accident, indemnity, Medicare 
Supplemental and surgical policies. For Medicaid purposes these policies shall 
not be considered cost effective and therefore will not be evaluated. Dread 
disease and cancer policies may be cost effective if documentation is provided 
by the recipient of recent insurance payments made 'I/hich can be expected te 
be onaoina and when applied aaainst the cost of the policy as described in (bL 

(f) 	 Notification reauirements for recipient 

The recipient shall notify the Department of Human Services in the event of any 
change of status 'I/hich might affect the cost effectiveness of the health 
insurance. immediately. 

(a) 	 Notification reauirements for emplo'lee/insurance compan'l/plan administrator 

The 	employer or insurance company receiving payment for premiums from 
Medicaid shall immediately notify Medicaid in the event of a policyholder status 
chanae. as in (d). and anv applicable policv continuation premium information. 

(h) 	 Notification reQuirements under Public Chanter 420. 

1. 	 The following notice shall be distributed in accordance with the 
notification reQuirements under Chapter 420. 

"You may be entitled to have the State of Tennessee pay the premium for 
'lour onaoina health insurance if. 

(j) 	 You are eliQible for Medicaid coveraQe. and 

(ii) 	 You have the availability of health insurance either through your 
employment or through COBRA regulations governing the 
continuation of health insurance during periods of unemployment or 
a reduction in work hours. 

For more 	 aI Department of H uman Services." information, contact your loc 

2. 	 These notices shall be prominently displayed and available at all offices 
of the Tennessee Department of Employment Security and Human 
Services. Each Department shall be responsible for printing and 
distribution of these notices in accordance with this part. 

(9) 	 Medical assistance fer persons 'I/hose entitlement for assistance is limited to 
Qualified Medicare Beneficiary (QMB) enly status shall be limited to the payment of 
Medicare Part A and B buy in premiums and Medicare Part /\ and B 
deductible/ceinsurance. For persons dually eligible for assistance under QMB status 
and cateQoricaliv needv or medically needv eliQibilitv. medical assistance shall 
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include payment of Medicaro Part A and B buy in premiums, Medicare Part A and B 
deductibles/coinsurance and other medically necessary medical assistance as 
described elsewhere in this chaDter. 

(10) 	 Women who are granted presumptive eligibility shall be entitled to receive medical 
assistance as described in these rules when such assistance is provided pursuant to 
the followina conditions: 

(a) Services must be orovided on an ambulatorv basis: 

(b) Services must be related to the oreanancv: and 

(c) 	 Services must not be provided for the purposes of terminating the pregnancy or 
Dreventina future Dreanancv. 

(11) 	 For services provided prior to January 1, 1994, the rules as set out at 1200 13 01 
.03(1) (10) shall apply. Effective January 1, 1994, medical services previously 
covered under the Tennessee Medicaid program with the exceptions of nursing 
facility services, intermediate care facility services for the mentally retarded (ICF 
MR), Home and Community Based Waiver Services, and payment of Medicare 
Beneficiaries (QMBs) and Special Lm'l Income Medicare Beneficiaries (SLlMBs) will 
be provided through the TennCare program. The rules of TennCare are set out at 
rule chaDter 1200 13 12. 

Authority: T. C.A. §§4-5-202, 4-5-205, 71-5-105, 71-5-109, Executive Order No. 23, 
and Public Chapter 358 of the Acts of 1993. Administrative History: Original rule filed 
November 17, 1977; effective December 19, 1977. Amendment filed January 31, 1979; 
effective March 16, 1979. Amendment filed August 31, 1981; effective October 15, 
1981. Amendment filed November 4, 1981; effective December 21, 1981. Amendment 
filed September 27, 1982; effective October 27, 1982. Amendment filed February 11, 
1983; effective March 14, 1983. Amendment filed May 27, 1983; effective June 27, 
1983. Amendment filed June 23, 1983; effective July 25, 1983. Amendment filed 
February 14, 1984; effective March 15, 1984. Amendment filed March 12, 1984; 
effective April 11, 1984. Amendment filed June 27, 1984; effective July 27, 1984. 
Amendment filed June 25, 1984; effective September 11, 1984. Amendment filed 
September 10, 1985; effective October 10, 1985. Amendment filed November 4, 1985; 
effective December 4, 1985. Amendment filed November 4, 1985; effective February 
12, 1986. Amendment filed April 29, 1986; effective May 29, 1986. Original rule filed 
July 30, 1987; effective September 13, 1987. Amendment filed September 30, 1987; 
effective November 14, 1987. Amendment filed January 22, 1988; effective March 7, 
1988. Amendment filed September 30, 1988; effective November 14, 1988. 
Amendment filed October 27, 1988; effective December 11, 1988. Amendment filed 
November 10, 1988; effective December 25, 1988. Amendment filed December 15, 
1988; effective January 29, 1989. Amendment filed May 30, 1989; effective July 14, 
1989. Amendment filed July 22, 1989; effective August 4, 1989. Amendment filed 
August 31, 1989; effective October 15, 1989. Amendment filed November 27, 1989; 
effective January 11, 1990. Amendment filed January 29, 1990; effective March 15, 
1990. Amendment filed March 1, 1990; effective April 15, 1990. Amendment filed 
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November 5, 1990; effective December 20, 1990. Amendment filed January 17, 1991; 
effective March 3, 1991. Amendment filed January 31, 1991; effective March 17, 1991. 
Amendment filed February 12, 1991; effective March 29, 1991. Amendment filed 
February 21, 1991; effective April 7, 1991. Amendment filed February 27, 1991; 
effective April 13, 1991. Amendment filed June 12, 1991; effective July 27, 1991. 
Amendment filed September 11, 1991; effective October 26, 1991. Amendment filed 
September 17, 1991; effective November 1. 1991. Amendment filed October 25, 1991; 
effective December 9, 1991. Amendment filed November 27, 1991; effective January 
11, 1992. Amendment filed March 9, 1992; effective April 23, 1992. Amendment filed 
March 10, 1992; effective April 24, 1992. Amendment filed March 17, 1992; effective 
May 1, 1992. Amendment filed April 14, 1992; effective May 29, 1992. Amendment 
filed April 30, 1992; effective June 14, 1992. Amendment filed May 1, 1992; effective 
June 15, 1992. Amendment filed December 4, 1992; effective January 19, 1993. 
Amendment filed November 17, 1993; effective January 31, 1994. Amendment filed 
December 7, 1993; effective February 20, 1994. Amendment filed March 18, 1994; 
effective June 1, 1994. Public necessity rule filed July 1, 2005; effective through 
December 13, 2005. Public necessity rule filed September 26, 2005; effective through 
March 10, 2006. Amendment filed December 20, 2005; effective March 5, 2006. 
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1200-13-01-.04 THIRD PARTY RESOURCES. 

(1) 	 Definitions 

(a) 	 Third party resources shall mean any individual, entity or program that is or 
may be liable to pay all or part of the expenditures for medical assistance 
furnished to a Tennessee Medicaid recipient. 

Recipient resources acquired through medical malpractice or victim 
compensation actions or from indemnity insurance, which compensates for loss 
of work or loss of limb, shall not be considered a third party resource. An 
indemnity insurance policy which compensates for specific medical services 
such as inpatient hospital confinement, is a third party resource. 

(b) 	 Third party payment shall mean compensation provided to a Medical provider 
or to Medicaid by any third party resource which eliminates or reduces 
Medicaid's indebtness for medical assistance furnished to a Tennessee 
Medicaid recipient. 

(c) 	 Direct billing shall mean the process used by Medicaid to collect/recover 
payments for covered services from any third party resource available to a 
Medicaid recipient. 

(d) 	 Recipient assignment of rights shall mean that a recipient or responsible party 
shall assign rights to Medicaid for medical support or other third party 
payments. The recipient and/or responsible party shall cooperate with 
Medicaid and providers in obtaining Medical support or payments. 

(e) 	 Third party documentation shall mean: 

1. 	 an insurance company's explanation of benefits (EOB) related to the 
specific claim, or 

2. 	 a statement on the provider's letterhead indicating contact with the 
insurance company and the reason for denial. The statement must be 
signed and dated by an authorized employee of the provider and include 
the insurance company name, policy and group number, the date of 
contact, the date of service, the recipient name and Medicaid 
identification number. 

(2) 	 Claims for Medicaid covered services provided to Medicaid eligibles shall not be 
made against Medicaid until Medicare and other probable third party resources to 
the recipient have been collected, unless prohibited by federal law except where 
third party resources are provided by other state agencies under contract with this 
Department which designated the agency as payor after Medicaid. 

(a) 	 Medicaid may be bill following formal notification from the third party resources 
that the services provided are not covered or payable or when third party 
payment has been received. AD claims submitted shall indicate the third party 
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payment amount received, if third party resources are found to be nonexistent, 
copies of letter(s) or other supporting documentation shall be attached to the 
claim. 

1. 	 If third party payment is less than the Medicaid allowable, Medicaid will 
pay the difference between the third party payment and the Medicaid 
allowable. No further claim shall be allowed against the recipient and/or 
the recipient's responsible party(s) for Medicaid services, or 

2. 	 If third party payment is equal to or exceeds the Medicaid allowable no 
further claim shall be allowed against Medicaid or the Medicaid recipient 
and/or that recipient's responsible party(s) for Medicaid covered services. 

(3) 	 Providers receiving third party payments following Medicaid payment shall notify and 
refund Medicaid within 60 days of receipt of the third party payment. The refund to 
Medicaid shall be the lessor of the third party or Medicaid payment. The provider 
shall submit a check to Medicaid, or may request Medicaid to setoff the refund 
amount from the provider's current claim. A Medicaid - Title XIX Adjustment Void 
Request from identifying the recipient's name and Medicaid number, date(s) of 
service, remittance advice I number and the name and address of the third party 
resource, shall be submitted with a check or request for setoff to assure the proper 
credit is provided and recipient accounts. 

(4) 	 Providers having received third party payments which should have been reported 
and refundable in whole or in part to Medicaid as specified in parts (2) and (3), which 
were held more than 60 days and not refunded, and/or which are found in an 
audit/review shall be subject to any resulting federal monetary assessment against 
the State Medicaid program. 

(5) 	 Medicaid shall perform audits of' provider records to identify third party resources 
unreported and/or unrefunded to Medicaid as specified in part (3). Provider(s) to be 
audited shall be selected based upon the potential of the provider and/or provider 
category (hospitals, physicians, etc.) to receive third party resources. 

(6) 	 Direct Billing 

(a) 	 Medicaid shall utilize direct billing when it is determined that a previously paid 
service(s) may have been covered by a third party. Additionally, not 
withstanding Section (2). direct billing for some services may be more cost 
effective than requiring the provider to collect prior to billing Medicaid. These 
services shall be, but are not limited to, pharmacy claims. 

(b) 	 Medicaid shall identify to the third party resource, the recipient name and 
address, the third party group and/or policy number (if appropriate), the name 
of the responsible party/policyholder, the name of the provider of service, the 
description of the service that was provided, the date(s) of the service, the 
amount billed Medicaid by the provider of service, and the amount paid by 
Medicaid to the provider of service. 
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(c) 	 The third party resources shall submit payment to Medicaid and/or notify 

Medicaid in writing of no-coverage data such as the date the policy started and 
lapsed, services that are non-covered, and the identity of any other party 
having been paid by the third party resource for any of the identified service(s). 

(d) 	 Medicaid shall notify the Tennessee Department of Human Services in the 
event an absent parent, court ordered to provided for medical expenses, 
cannot be located and/or refuses to make full restitution to Medicaid. 

(7) 	 Reserved. 

(8) 	 Provider Billing Requirements 

(a) 	 Providers shall bill Medicaid for all covered services rendered under the plan 
and report third party collections. 

(b) 	 Unless otherwise allocated on the payor's explanation of benefits (EOB), third 
party payment reported to Medicaid shall be prorated equally over the 
institutional days or professional services billed. 

(c) 	 Medicaid will not make payment if the provider is aware of a third party 
resource prior to rendering service and is denied payment from the third party 
resource because of provider non-compliance with policy/contract provisions. 

(9) 	 Paid claims, for which a third party resource is later identified, may be voided by 
Medicaid if the date of service is within one year of the resource identification. The 
third party resource will be identified to the provider on the remittance advice which 
identities the voided claim. 

(10) 	 Provider Discrimination 

A provider who furnished services and is participating under the plan may not refuse 
to furnish services to a recipient because of a third party potential liability for 
payment for the service. 

(11) Assignment of Benefits 

(a) 	 A recipient assigns rights to Medicaid when the recipient uses a Medicaid card 
to receive medical assistance. 

(b) 	 Any document released by a provider to a Medicaid recipient concerning the 
provision of a covered service shall have "Benefits Assigned" printed boldly on 
the statement. If a provider refunds third party payments to a recipient the 
provider is subject to recovery from Medicaid up to the Medicaid paid amount. 
If a third party pays the recipient directly Medicaid shall recover from the 
recipient. 

(c) A provider shall immediately notify Medicaid of a request for medical records 
from a Medicaid recipient and/or agent or attorney. If proper authorization is 
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received from the recipient the records may be released with the statement 
"Benefits Assigned." The notification to Medicaid must include: 

1. 	 name and Medicaid number of the recipient, 
2. 	 dates of service in question. 
3. 	 provider name and provider number, 
4. 	 attorney name, address and telephone number, and/or 
5. 	 insurance company name, address and telephone number. 

(12) 	 Recipient Shall Cooperate with Provider 

If the provider documents at least two attempts to obtain recipient cooperation in 
meeting third party resource policy/plan requirements they may contact the Medicaid 
TPL Unit for assistance. The provider may bill Medicaid after 180 days with copies 
of the documentation attached to the claim. Medicaid shall pay the provider and 
attempt recovery from the recipient and/or third party resource. 

(13) 	 Absent Parents 

(a) 	 An absent parent obligated by court order to provide continuing health 
insurance, medical support or a combination of insurance and support shall: 

1. 	 be billed by Medicaid for reimbursement of costs incurred for his/her child, 
and 

2. 	 reimburse Medicaid promptly or provide adequate health insurance 
coverage information to Medicaid. 

Medicaid may bill the insurance carrier directly and request provider 
assistance in the recovery. Medicaid will enter into a written cooperative 
agreement for the enforcement of rights to, and collection of, such third 
party benefits as provided in 42 CFR Section 433.151, as amended. 

(b) 	 An absent parent obligated by court order to pay for paternity expenses only 
shall be billed for costs incurred for the delivery of his/her child. Failure by the 
absent parent to reimburse Medicaid will initiate the recovery process in 
Section (13)(a). 

(14) Subrogation Notice 

Medicaid shall notify any third party or attorney of the state's claim of subrogation, 
when either is suspected of representing a Medicaid recipient who has received 
benefits. If an unauthorized settlement is distributed to the recipient and/or a 
responsible party after the receipt of the subrogation notice, the person responsible 
for the distribution shall be financially liable to the State for Medicaid's payments. 

(15) 	 Third Party Documentation/Explanation of Benefits 
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(a) 	 A provider shall maintain third party documentation/explanation of benefits until 

audited but no longer than three (3) years from date of service, unless other 
record requirements apply. 

(b) 	 A provider shall attach explicit documentation of a third party resource denial to 
the Medicaid claim, except in the case of U8-82 and tape billing. This 
documentation must provide sufficient information for Medicaid to justify 
payment. The information will also be used by Medicaid to update its third 
party resource files as appropriate. 

(c) 	 If a third party resource denial is based on services in excess of an annual 
limitation, the documentation shall only be valid on claims for the applicable 
year. Documentation shall be appropriate to the claim submitted or the claim 
will be denied. 

(16) 	 Third party is established and available on the date of service. 

If provider learns of a third party resource after billing Medicaid the provider shall 
immediately bill the third party. If third party payment is received the provider shall 
adjust the previous Medicaid payment using the Medicaid AdjustmenWoid Request 
Form. The insurance company name and policy number should be entered on the 
form. If no third party payment is received the explanation of benefits should be kept 
on file by the provider. 

(17) 	 Third party is not established or available on the date of service (example: 
automobile accident - party possibly at fault with liability coverage which may pay 
recipient medical claims.) 

(a) 	 A provider may elect to big the anticipated liable third party for a covered ' 
Medicaid service, or 

(b) 	 If the provider elects to bill Medicaid, Medicaid will recover from the third party. 

(c) 	 The provider may not include charges for covered services billed to Medicaid in 
an independent claim to the potentially liable third party. 

(d) 	 The provider may void a claim previously paid by Medicaid at any time in an 
attempt to recover a larger payment from a potentially liable third party. 

(e) 	 Medicaid may not be billed for a covered service under the plan following the 
expiration of Medicaid's timely filing limits. 

(18) 	 A provider may keep the total third party payment even if it exceeds the Medicaid 
allowable amount. 

(19) 	 Medical assistance benefits shall be coordinated with third party resources and 
reimbursement shall not be made for services which would have been reimbursable 
by the third party except for failure to adhere to the third party's requirements. 
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Authority: T. G.A. §§4-5-202, 14-23-105 and 14-23-109. Administrative History: Original 
rule filed November 17, 1977; effective December 19, 1977. Amendment filed January 31, 
1979; effective March 16, 1979. Amendments filed May 29, 1987; effective July 13, 1987. 
Amendment filed June 22, 1989; effective August 4, 1989. Amendment filed August 31, 1989; 
effective October 15, 1989. 
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1200-13-01-.05 PROVIDERS TENNCARE CHOICES PROGRAM. 

(1) 	 Definitions. See Rule 1200-13-01-.02. 

(2) 	 Program components. The TennCare CHOICES Program is a managed long-term care 
program that is administered by the TennCare Managed Care Organizations (MCOs) 
under contract with the Bureau of TennCare. The program consists of two components: 

(a) 	 Nursing Facility services, as described in these rules. 

(b) 	 Home and Community Based Services (HCBS), as described in these rules. 

The MCOs are responsible for coordinating all covered physical, behavioral, and 
long-term care services for their members who qualify for and are enrolled in the 
CHOICES program. 

(3) 	 Eligibility for CHOICES. 

(a) 	 There are two groups in TennCare CHOICES: 

1. 	 CHOICES Group 1. Participation in CHOICES Group 1 is limited to 
Medicaid enrollees of all ages who qualify for and are receiving 
Medicaid-reimbursed Nursing Facility services. Medicaid eligibility for 
long-term care services is determined by the Department of Human 
Services (DHS). Medical (or level of care) eligibility is determined by 
TennCare as specified in Rule 1200-13-01-.10. Persons in CHOICES 
Group 1 must be enrolled in TennCare Medicaid and qualify for 
Medicaid-reimbursement of long-term care services. 

2. 	 CHOICES Group 2. Participation in CHOICES Group 2 is limited to 
TennCare enrollees who qualify for and are receiving TennCare­
reimbursed HCBS. Eligible enrollees for CHOICES Group 2 must: (a) be 
in one of the defined target populations; (b) qualify in one of the specified 
eligibility categories; (c) meet nursing facility level of care; and (d) have 
needs which can be safely and appropriately met in the community and 
at a cost that does not exceed their individual cost neutrality cap as 
defined in these rules. 

(i) 	 Target Populations for CHOICES Group 2. Only persons in one of 
the target populations below may qualify to enroll in CHOICES 
Group 2: 

(I) 	 Persons age sixty-five (65) and older 

(II) 	 Persons twenty-one (21) years of age and older who have one or 
more physical disabilities as defined in Rule 1200-13-01-.02. 
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(ii) 	 Eligibility Categories Served in CHOICES Group 2. Participation in 

CHOICES Group 2 is limited to TennCare enrollees who qualify in one of 
the following eligibility categories: 

(I) 	 SSI eligibles, who are determined eligible for SSI by the Social 
Security Admin istration. SSI eligibles are enrolled in TennCare 
Medicaid. 

(II) 	 The CHOICES 217-Like Group, as defined in Rule 1200-13-01-.02. 
Financial and categorical eligibility are determined by the 
Department of Human Services. Persons who qualify in the 
CHOICES 217-Like Group in accordance with Rule 1200-13-14-.02 
are enrolled in TennCare Standard. 

(b) 	 Level of Care. 

All enrollees in TennCare CHOICES must meet the level of care criteria for Nursing 
Facility services, as determined by TennCare in accordance with Rule 1200-13-01­
.10. Physician certification of level of care shall be required only for nursing facility 
services. Upon implementation of CHOICES in the Grand Division, only the 
CHOICES PAE may be submitted to establish level of care eligibility for CHOICES 
long-term care services. However, an unexpired non-CHOICES PAE eligibility 
segment may be used as permitted by TennCare for enrollment into CHOICES, 
including persons on a waiting list for Home and Community Based Services. 

(c) 	 With respect to the PASRR process described in Rule 1200-13-01-.23: 

1. 	 Persons in CHOICES Group 1 must have been determined through the PASRR 
process described in Rules 1200-13-01.-10 and 1200-13-01-.23 appropriate for 
NF placement. 

2. 	 Persons in CHOICES Group 2 are not required to complete the PASRR 
process unless they are admitted to a Nursing Facility for the Short-term 
Nursing Facility benefit described in paragraph (7). Completion of the PASRR 
process is not required for members of CHOICES Group 2 who have elected 
the In-Patient Respite Care benefit described in paragraph (7), since the 
service being provided is not Nursing Facility services, but rather, In-Patient 
Respite Care, which is an HCBS. 

(d) 	 All enrollees in TennCare CHOICES must be admitted to a NurSing Facility and 
require Medicaid-reimbursement of Nursing Facility services or be receiving HCBS in 
CHOICES Group 2. 

(e) 	 All enrollees in TennCare CHOICES Group 2 must be determined by the Area 
Agency on Aging and Disability or the Managed Care Organization, as applicable, to 
be able to be served safely and appropriately in the community and within thei r 
individual cost-neutrality cap, in accordance with these rules. Reasons a person 
cannot be served safely and appropriately in the community may include, but are not 
limited to, the following: 
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1. 	 The home or home environment of the applicant is unsafe to the extent that it 

would reasonably be expected that HCSS could not be provided without 
significant risk of harm or injury to the person or to individuals who provide 
covered services. 

2. 	 The health, safety, and welfare of the individual cannot be assured due to the 
lack of a signed Risk Agreement, or the person's decision to receive services in 
the home or community poses an unacceptable level of risk. 

3. 	 The applicant or his caregiver is unwilling to abide by the plan of care or Risk 
Agreement, resulting in the inability to ensure the person's health , safety and 
welfare. 

(f) 	 Immediate Eligibility. See definition in Rule 1200-13-01-.02. 

1. 	 TennCare may elect, based on information provided in a Medicaid application 
that has been submitted to DHS for determination, to grant a forty-five (45) day 
period of Immediate Eligibil ity for a person who: 

(i) 	 is deemed likely to qualify for Medicaid in the CHOICES 217-Like 
eligibility category; and 

(ii) 	 has an approved CHOICES PAE; and 

(iii) 	 meets all other specified criteria for enrollment into CHOICES Group 2, 
subject to categorical and financial eligibility determination. 

2. 	 Persons admitted to the CHOICES program under the Immediate Eligibility 
option are persons who are not already eligible for TennCare. 

3. 	 Immediate Eligibility is not a covered eligibility category in the Medicaid State 
plan or the TennCare 1115 Waiver. There is no entitlement to apply or qualify 
for Immediate Eligibility. Should TennCare not elect to provide a period of 
Immediate Eligibility, no notice shall be issued, 

4. 	 If eligibility in the CHOICES 217-Like Group is denied by DHS, the applicant 
shall receive notice and the right to request a fair hearing regarding the DHS 
eligibility decision. Continuation of HCSS benefits or Immediate Eligibility shall 
not be granted during the fair hearing process once the forty-five (45) day 
Immediate Eligibility period has expired. A fair hearing shall not be granted 
regarding: 

(i) 	 a decision by TennCare to not grant the optional forty-five (45) day period 
of Immediate Eligibility; or 

(ii) the end of a forty-five (45) day period of Immediate Eligibility granted by 
TennCare. 
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5. 	 During a period of Immediate Eligibility, enrollees are eligible only for the limited 

package of HCBS identified in paragraph (l)(D. They are not eligible for any 
other TennCare (including other long-term care) services. 

6. 	 During a period of Immediate Eligibility, enrollees who are also Medicare 
beneficiaries are not entitled to Medicare crossover payments on their 
Medicare benefits. They cannot be considered "dual eligibles" since they are 
not yet Medicaid-eligible. 

(4) 	 Enrollment in TennCare CHOICES. 

Enrollment into TennCare CHOICES shall be processed by TennCare in 
accordance with the following: 

(a) 	 Enrollment into CHOICES Group 1 


To qualify for enrollment into CHOICES Group1, an individual must: 


1. 	 Have completed the PASRR process as defined in Rules 1200-13-01-.10 and 
1200-13-01-.23. 

2. 	 Have an approved unexpired CHOICES PAE for Level 1 services or CHOICES 
Skilled Nursing Facility PAE for Level 2 or enhanced respiratory care 
reimbursement. TennCare may also accept, at its discretion, an approved, 
unexpired non-CHOICES PAE for the applicable level of care (Level 1 NF or 
Level 2 NF) submitted prior to implementation of the CHOICES Program in the 
Grand Division. Eligibility for Enhanced Respiratory Care reimbursement may 
be established only with a CHOICES PAE. 

3. 	 Be approved by the Department of Human Services for Medicaid­
reimbursement of nurSing facility services. 

4. 	 Be admitted to a Nursing Facility. TennCare must have received notification 
from the Nursing Facility that Medicaid reimbursement is reguested for the 
effective date of CHOICES enrollment (i.e., the individual is no longer privately 
paying for nursing facility services and Medicare payment of nursing facility 
services is not available). Enrollment into CHOICES Group 1 (and payment of 
a capitation payment for long-term care services) cannot begin until Medicaid 
will be responsible for payment of nursing facility services. 

(b) 	 Enrollment into CHOICES Group 2 


To qualify for enrollment into CHOICES Group 2: 


1. 	 An individual must be in one of the target populations specified in these rules. 

2. 	 An individual must have an approved unexpired CHOICES PAE. TennCare 
may also accept, at its discretion, an approved, unexpired non-CHOICES PAE 
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for Level I NF care or the Statewide E/D Waiver submitted prior to 
implementation of the CHOICES Program in the Grand Division. 

3. 	 An individual must be approved by the Department of Human Services for 
Medicaid-reimbursement of long-term care services as an SSI recipient or in 
the CHOICES 217-Like Group. To gualify in the CHOICES 217-Like Group, an 
individual must be approved by TennCare for immediate enrollment into 
CHOICES Group 2 or be enrolled in CHOICES Group 2, subject to categorical 
and financial eligibility by DHS. 

4. 	 TennCare must have received a determination by the AAAD or MCO, as 
applicable, that the person's needs can be safely and appropriately met in the 
community, and at a cost that does not exceed his individual cost neutrality 
cap, as described in these rules. 

5. 	 There must be capacity within the established enrollment target to enroll the 
person in accordance with these rules, which may include satisfaction of criteria 
for reserve capacity, as applicable; or the person must meet specified 
exceptions to enroll even when the enrollment target has been reached. 

(c) 	 Individual Cost Neutrality Cap 

1. 	 Each person enrolled in CHOICES Group 2 shall have an individual cost 
neutrality cap, which shall be used to determine: 

(i) 	 Whether or not he qualifies to enroll in CHOICES Group 2; 

(ii) 	 Whether or not he qualifies to remain enrolled in CHOICES Group 
2; and 

(iii) 	 The total cost of HCBS, Home Health services, and Private Duty 
Nursing services he can receive while enrolled in CHOICES Group 
2. The person's individual cost neutrality cap functions as a limit on 
the total cost of HCBS that, when combined with the cost of Home 
Health Services and Private Duty Nursing services the person will 
receive, can be provided to the individual in the home or community 
setting. 

2. 	 An enrollee is not entitled to receive services up to the amount of his 
cost neutrality cap. An enrollee shall receive only those services which 
are medically necessary (Le., required in order to help ensure the 
person's health, safety and welfare in the home or community setting 
and to delay or prevent the need for nursing facility placement). 
Determination of the services which are needed shall be based on a 
comprehensive assessment of the person's needs and the availability of 
natural supports and other (non-TennCare reimbursed) services to meet 
identified needs which shall be conducted by the member's Care 
Coordinator. 
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3. Calculating a Group 2 member's individual cost neutrality cap. 

(i) 	 Each Group 2 member will have an individual cost neutrality cap 
that is based on the average cost of the level of NF reimbursement 
that would be paid if the member were institutionalized in a nursing 
facility. CHOICES Group 2 does not offer an alternative to hospital 
level of care. 

(in 	 The PreAdmission Evaluation application will be used to submit 
information that will be used by TennCare to establish a member's 
individual cost neutrality cap. 

(iii) 	 A member's individual cost neutrality cap shall be the average cost 
of Level 1 NF care as set forth in Items (I) through (III) below unless 
a higher cost neutrality cap is established based on information 
submitted in the PAE application. 

(I) 	 A member who would qualify only for Level 1 NF 
reimbursement shall have a cost neutrality cap set at the 
average cost of Level 1 NF care. 

(II) 	 A member who would qualify for Level 2 NF reimbursement 
shall have a cost neutrality cap set at the average cost of 
Level 2 (or skilled) NF care. 

(III) 	 A member that would qualify for the enhanced respiratory care 
rate for persons who are chronically ventilator dependent. or 
for persons who have a functioning tracheostomy that requires 
frequent suctioning through the tracheostomy will have a cost 
neutrality cap that reflects the higher payment that would be 
made to the NF for such care. There is no cost neutrality cap 
for the ventilator weaning respiratory care rate, as such 
service is available only on a short-term basis in a skilled 
nursing facility or acute care setting. 

4. 	 Application of the Individual Cost Neutrality Cap. 

(i) 	 The annual cost neutrality cap will be applied on a calendar year 
basis. T ennCare and the MCOs will track utilization of HCSS, 
Home Health services, and Private Duty Nursing services across 
calendar year increments. 

(in 	 In addition, a member'S individual cost neutrality cap must be 
applied prospectively on a twelve (12) month basis. This is to 
ensure that a person's plan of care does not establish a threshold 
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level of supports that cannot be sustained over the course of time. 
This means that, for purposes of care planning, the AAAD or MCO 
will always project the total cost of all HCSS (including one-time 
costs such as minor home modifications, short-term services or 
short-term increases in services) and Home Health and Private 
Duty Nursing services forward for twelve (12) months in order to 
determine whether the member's needs can continue to be safely 
and cost-effectively met based on the most current plan of care that 
has been developed. The cost of one-time services such as minor 
home modifications, short-term services or short-term increases in 
services must be counted as part of the total cost of HCSS for a full 
twelve (12) month period following the date of service delivery. 

(iii) 	 If it can be reasonably anticipated, based on the HCSS, Home 
Health and Private Duty Nursing services currently received or 
determined to be needed in order to safely meet the person's 
needs in the community, that the person will exceed his cost 
neutrality cap, the person does not qualify to enroll in or to remain 
enrolled in CHOICES Group 2. 

5. 	 As the setting of an individual's cost neutrality cap does not, in and of 
itself, result in any increase or decrease in a member's services, notice 
of action shall not be provided regarding TennCare's cost neutrality cap 
calculation. A member's right to due process regarding his individual 
cost neutrality cap comes into play when services are denied or reduced, 
or when a determination is made that an applicant cannot be enrolled 
into CHOICES or a currently enrolled CHOICES member can no longer 
remain enrolled in CHOICES because his/her needs cannot be safely 
and effectively met in the home and community-based setting at a cost 
that does not exceed his or her individual cost neutrality cap. At such 
time that an adverse action is taken, notice of action will be provided, 
and the applicant or member, as applicable, shall have the right to fair 
hearing regarding any valid factual dispute pertaining to such action, 
which may include (but is not limited to) whether his cost neutrality cap 
was calculated appropriately. 

(i) 	 Denial of or reductions in HCSS based on a member's cost 
neutrality cap shall constitute an adverse action under the Grier 
Revised Consent Decree (Modified) (See Rule 1200-13-13-.01(4) 
and 1200-13-14-.01(4)), and shall give rise to Grier notice of action 
and due process rights to request a fair hearing in accordance with 
Rules 1200-13-13-.11 and 1200-13-14-.11. 

(ij) 	 Denial of enrollment and/or involuntary disenrollment because a 
person's cost neutrality cap will be exceeded shall constitute an 
eligibility/enrollment action, and shall give rise to notice of action 
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and due process rights to request a fair hearing in accordance with 
this rule. 

(d) 	 Enrollment Target for CHOICES Group 2 

1. 	 There will be an enrollment target for CHOICES Group 2. The 
enrollment target functions as a cap on the total number of people that 
can be enrolled into CHOICES Group 2 at any given time. 

(i) 	 Effective March 1, 2010, the enrollment target for CHOICES Group 
2 will be seven thousand five hundred (7,500). 

(ii) 	 Effective July 1, 2010, the enrollment target for CHOICES Group 2 
will be nine thousand five hundred (9,500). 

2. 	 Reserve Capacity. 

(i) 	 The State will reserve three hundred (300) slots in CHOICES 
Group 2 Enrollment Target within the enrollment target. These 
slots are available only when the Enrollment Target has otherwise 
been reached, and only to: 

(I) 	 Individuals being discharged from a Nursing Facility (NF); and 

(II) 	 Individuals being discharged from an acute care setting who are at 
imminent risk of being placed in a Nursing Facility setting absent the 
provision of home and community-based services. 

(ii) 	 Once all other available (i.e., unreserved) slots have been filled, 
individuals who meet specified criteria (including new applicants 
seeking to establish eligibility in the CHOICES 217-Like Group as 
well as current SSI-eligible individuals seeking enrollment into 
CHOICES Group 2) may be enrolled into reserved slots. TennCare 
may require confirmation of the nursing facility or hospital discharge 
and in the case of hospital discharge, written explanation of the 
applicant's circumstances which warrant the immediate provision of 
Nursing Facility services unless HCSS are immediately available. 

(iii) 	 If enrollment into a reserve capacity slot is denied, notice shall be 
provided to the applicant, including the right to request a fair 
hearing regarding any valid factual dispute pertaining to the State's 
decision. If the person otherwise qualifies for enrollment into 
CHOICES Group 2, but does not meet the specified criteria for 
reserve capacity, the person will be placed on a waiting list for 
CHOICES Group 2. 
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(iv) 	 Once the enrollment target is reached, qualified persons shall not 

be enrolled into CHOICES Group 2 or qualify in the CHOICES 217­
Like eligibility category based on receipt of HCSS until such time 
that capacity within the enrollment target is available, with the 
following exceptions: 

(I) 	 Nursing Facility-to-Community Transitions. An enrollee being 
served in CHOICES Group 1 who meets reguirements to enroll in 
CHOICES Group 2 can enroll in CHOICES Group 2 notwithstanding 
the enrollment target. This person will be served in CHOICES 
Group 2 outside the enrollment target but shall be moved within the 
CHOICES enrollment target at such time that a slot becomes 
available. A reguest to transition a member from CHOICES Group 
1 to CHOICES Group 2 in excess of the CHOICES Group 2 
enrollment target must specify the name of the nursing facility where 
the person currently resides, the date of admission and planned 
date of transition. 

(II) 	 Cost-Effective Alternative Enrollment. An MCO with an SSI eligible 
recipient that meets all other criteria for enrollment into CHOICES 
Group 2, but who cannot enroll in CHOICES Group 2 because the 
enrollment target for that group has been met, has the option, at its 
sole discretion, of offering HCSS as a cost-effective alternative to 
the individual. Upon receipt of satisfactory documentation from the 
MCO of its cost-effective alternative determination and assurance of 
provider capacity to meet the member's needs, TennCare will enroll 
the person into CHOICES Group 2, notwithstanding the enrollment 
target. The person will be served in CHOICES Group 2 outside the 
enrollment target, but moved within the CHOICES Group 2 
enrollment target at such time that a slot becomes available. 
Satisfactory documentation of the MCO's cost-effective alternative 
determination shall include an explanation of the member's 
circumstances which warrant the immediate provision of nursing 
facility services unless HCSS are immediately available. 
Documentation of adequate provider capacity to meet the member's 
needs shall include a listing of providers for each HCSS in the 
member's plan of care which the MCO has confirmed are willing and 
able to initiate HCSS within five (5) days of the member's enrollment 
into CHOICES. 

(v) 	 Once the CHOICES Group 2 enrollment target is reached, any 
persons enrolled in excess of the enrollment target in accordance 
with these rules must receive the first available slots that become 
available. Only after all persons enrolled in excess of the 
enrollment target have been moved under the enrollment target can 
additional persons be enrolled into CHOICES Group 2. 

(5) 	 Disenrollment from CHOICES. 
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A member may be disenrolled from CHOICES voluntarily or involuntarily. 

(a) 	 Voluntary disenrollment shall proceed only upon receipt of a statement signed 
by the member or his authorized representative. No notice of action shall be 
issued regarding a member's decision to voluntarily disenroll from CHOICES. 
However, notice shall be provided regarding any subsequent adverse action 
which may occur as a result of the member's decision, including as 
applicable, any change in benefits, cost-sharing responsibility, or continued 
eligibility for TennCare when the person's eligibility was conditioned on 
receipt of long-term care services. 

(b) 	 A person may be involuntarily disenrolled from CHOICES only by TennCare, 
although such process may be initiated by a person's MCO. 

Reasons for involuntary disenrollment include when the person no longer 
meets one or more criteria for eligibility and/or enrollment as specified in 
these rules. Such reasons include but are not limited to: 

1. 	 The person's needs can no longer be safely met in the community. This 
may include, but is not limited to the following instances: 

(i) 	 The home or home environment of the enrollee becomes unsafe to the 
extent that it would reasonably be expected that waiver services could not 
be provided without significant risk of harm or injury to the enrollee or to 
individuals who provide covered services to the enrollee. 

(ii) 	 The enrollee or his/her caregiver refuses to abide by the plan of care or 
Risk Agreement, resulting in the inability to ensure the enrollee's health, 
safety and welfare. 

(iii) 	 Notwithstanding an adequate provider network, there are no providers 
who are willing to provide necessary services to the enrollee. 

(iv) 	 The health, safety, and welfare of the enrollee cannot be assured due to 
the lack of a signed Risk Agreement, or the member's decision to 
continue receiving services in the home or community poses an 
unacceptable level of risk. 

2. 	 The person's needs can no longer be safely met in the community at a 
cost that does not exceed the person's cost neutrality cap, as described 
in these rules. 

3. 	 The person no longer needs or is no longer receiving long-term care 
services. 

4. 	 The person has refused to pay his or her patient liability, the MCO and/or 
its partiCipating providers are unwilling to serve the member because he 
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has not paid his patient liability, and/or no other Mea is willing to serve 
the member. 

(6) 	 Transitioning into CHOICES and transitioning between CHOICES Groups. 

(a) 	 Transition at the time that the CHOICES program is implemented in a particular 
Grand Division of the state: 

1. 	 All active participants in the existing section 1915(c) Elderly and Disabled 
waiver who live in that Grand Division shall be automatically transitioned into 
CHOICES. 

2. 	 All persons receiving TennCare-reimbursed Nursing Facility services in that 
Grand Division shall be automatically transitioned into CHOICES. 

3. 	 There shall be no right to fair hearing regarding the termination of the section 
1915(c) waiver, and no ability for a member to remain enrolled in the section 
1915(c) waiver or to continue receiving fee-for-service Nursing Facility care. 
Once the CHOICES Program has been implemented in their Grand Division, 
TennCare members in that Grand Division may receive long-term care services 
only through the CHOICES Program, with the following exceptions: 

(i) 	 Institutional and community services for persons with mental retardation 
will continue to be offered through the ICF/MR program described in Rule 
1200-13-01-.30 and the HCSS waiver programs for persons with mental 
retardation described in Rules 1200-13-01-.25, .28, and .29 

(i i) Elderly and disabled residents of Hamilton County may elect to participate 
in the PACE program, in which case they will not be enrolled with a 
TennCare MCO. 

4. 	 Members shall remain in their currently assigned MCO. Long-term care 
services will become part of the covered benefit package provided to the 
member by his current MCO. 

(b) 	 Continuity of Care period 

1. 	 Members residing in Nursing Facilities and transitioning into CHOICES Group 1 
and members transitioning from the existing section 1915(c) waiver into 
CHOICES Group 2 shall receive a Continuity of Care period based on thei r 
currently authorized plan of care. 

2. 	 The Continuity of Care period will last for a minimum of thirty (30) days and will 
continue for up to ninety (90) days for persons enrolled in CHOICES Group 2 or 
until a new plan of care has been implemented. 

3. 	 During the Continuity of Care period: 

(i) 	 CHOICES Group 1 members 
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(I) 	 The member will continue to receive NF services from the current 

NF provider, regardless of whether the NF is a contract or non­
contract provider, unless the member chooses to move to another 
NF and such choice is documented. 

(II) 	 NF providers not participating in the MCO's network shall be 
reimbursed at the contract rate for the first thirty (30) days following 
implementation, and thereafter in accordance with Rule 1200-13-01­
.05(9)(e). 

(ii) 	 CHOICES Group 2 members 

(I) 	 The member shall continue to receive the services currently 
specified in his waiver plan of care, except for case management 
services which shall be replaced with care coordination provided by 
the member's MCO. 

(II) 	 The member shall continue to receive HCBS from his current waiver 
providers, regardless of whether such providers are contracted with 
the MCO to deliver CHOICES benefits. Non-contract HCBS 
providers shall be reimbursed at the MCO's full contract rate during 
the Continuity of Care period, even if such period is extended 
beyond thirty (30) days. In the case of members receiving services 
in a Community Based Residential Alternative (CBRA) setting, the 
member shall remain in that CBRA during the Continuity of Care 
period, unless he chooses to move to another CBRA and such 
choice is documented. 

(III) 	 Any action to reduce or change the type, amount, frequency, or 
duration of waiver services in order to implement the new plan of 
care shall require notice of action in accordance with Rules 1200­
13-13-.11 and 1200-13-14-.11. 

(c) 	 Transitioning between CHOICES Groups 

1. 	 Transition from Group 1 to Group 2. 

(i) 	 An MeO may request to transition a member from Group 1 to 
Group 2 only when the member chooses to transition from the 
Nursing Facility to a home and community-based setting. Members 
shall not be required to transition from Group 1 to Group 2. 

(ij) 	 When persons move from Group 1 to Group 2, DHS must 
recalculate the member's patient liability based on the Community 
personal needs allowance. 

2. 	 Transition from Group 2 to Group 1. 
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(i) 	 An MCO may reguest to transition a member from Group 2 to Group 1 

only under the following circumstances: 

(I) 	 The member chooses to transition from HCBS to NF for example, 
due to a decline in the member's health or functional status, or a 
change in the member's natural caregiving supports; or 

(II) 	 The MCO has made a determination that the person's needs can no 
longer be safely met in the community and at a cost that does not 
exceed the average cost of NF services for which the member 
would gualify, and the member chooses to transition to the more 
appropriate institutional setting in order to safely meet his needs. 

(ii) 	 When persons move from Group 2 to Group 1, DHS must recalculate the 
member's patient liability based on the Institutional personal needs 
allowance. 

3. 	 At such time as a transition between groups is made, the MCO shall issue 
notice of transition to the member. Because the member has elected the 
transition and remains enrolled in the CHOICES Program, such transition 
between CHOICES groups shall not constitute an adverse action. Thus the 
notice will not include the right to appeal or reguest a fair hearing regarding the 
member's decision. 

(7) 	 Benefits in the TennCare CHOICES Program. 

(a) 	 The CHOICES Program includes Nursing Faci lity care and Home and Community­
Based Services (HCBS) benefits, as described in these rules. Pursuant to federal 
regulations, Nursing Facility services must be ordered by the treating physician. A 
physician's order is not regu ired for HCBS. 

(b) 	 Persons in CHOICES Group 1 receive Nursing Facility care, in addition to all of the 
medically necessary covered benefits available for Medicaid recipients, as specified 
in TennCare Rules 1200-13-13-.04. While they are receiving Nursing Facility care, 
they are not eligible for HCBS. 

(c) 	 Persons in CHOICES Group 2 who are Medicaid eligible receive HCBS as specified 
in an approved plan of care, in addition to medically necessary covered benefits 
available for TennCare Medicaid recipients, as specified in TennCare Rule 1200-13­
13-.04. While they are receiving HCBS, they are not eligible for Nursing Facility 
care, except for Short-Term Nursing Facility care, as described in these rules. 

(d) 	 Persons in CHOICES Group 2 who are eligible for TennCare Standard in the 
CHOICES 217-Like Group receive HCBS as specified in an approved plan of care, in 
addition to medically necessary covered benefits available for TennCare Standard 
recipients, as specified in TennCare Rule 1200-13-14-.04. While they are receiving 
HCBS, they are not eligible for Nursing Facility care, except for Short-Term Nursing 
Facility care, as described in these rules. 

December, 2009 (Revised) 	 97 

http:1200-13-14-.04
http:1200-13-13-.04
http:1200-13-01-.05


GENERAL RULES 	 CHAPTER 1200-13-01 


(Rule 1200-13-01-.05, continued) 
(e) 	 Persons are not eligible to receive any other HCSS during the time that short-term 

NF services are provided. HCSS such as minor home modifications or installation of 
a Personal Emergency Response System (PERS) which are required to facilitate 
transition from the NF back to the home or community may be provided during the 
NF stay and billed with date of service being on or after discharge from the NF. 

(f) 	 Persons receiving CSRA services, other than Companion Care, are eligible to 
receive only Assistive Technology services, since other types of support and 
assistance are within the defined scope of the 24-hour CSRA benefit and are the 
responsibility of the CSRA provider. 

(g) 	 Persons receiving Companion Care are eligible to receive only Assistive Technology, 
Minor Home Modifications, and Pest Control, since all needed assistance with ADLs 
and IADLs are within the defined scope of the 24-hour CSRA benefit. 

(h) 	 All long-term care services, NF services as well as HCSS, must be authorized by the 
MCO in order for MCO payment to be made for the services. An MCO may elect to 
accept TennCare's PAE determination as its prior authorization for NF services. 
Nursing Facility care may sometimes start before authorization is obtained, but 
payment will not be made until the MCO has authorized the service. Except for 
special provisions which may be made by an MCO during the Continuity of Care 
period for CHOICES implementation, HCSS must be specified in an approved plan 
of care and authorized by the MCO prior to delivery of the service in order for MCO 
payment to be made for the services. 

(i) 	 HCBS covered under TennCare CHOICES and corresponding limitations regarding 
the scope of each service are defined in Rule 1200-13-01-.02. Limits of these 
services are as follows: 

1. 	 Short-Term Nursing Facility care, up to no more than 90 days per stay, per 
enrollee 

2. 	 Community-Based Residential Alternatives, to include Adult Care Homes, 
Assisted Care Living Facility services, and Companion Care 

3. 	 Personal Care visits, up to 2 visits per day, per enrollee; visits limited to no 
more than 4 hours per visit 

4. 	 Attendant Care, up to 1080 hours per calendar year, per enrollee. Attendant 
Care services must be needed for more than four (4) hours per occasion. If a 
lesser intensity of service is needed, Personal Care Visits is the more 
appropriate benefit. 

5. 	 Homemaker services, up to 3 visits per week, per enrollee 

6. 	 Home-delivered Meals, up to 1 meal per day, per enrollee 

7. 	 Personal Emergency Response System (PERS) 

8. 	 Adult Day Care, up to 2080 hours per calendar year, per enrollee 
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9. 	 In-home Respite Care, up to 216 hours per year, per enrollee 

10. 	 Inpatient Respite Care, up to 9 days per year, per enrollee 

11. 	 Assistive Technology, up to $900 per year, per enrollee 

12. 	 Minor Home Modifications, with the following limitations: 

(i) 	 $6,000 per project; 

(ii) 	 $10,000 per calendar year; and 

(iii) 	 $20,000 per lifetime. 

13. Pest Control, up to 9 treatment visits per calendar year, per enrollee 

(j) 	 Persons who gualify as "Immediate Eligibles" are eligible only for certain HCSS 
covered under CHOICES. They are not eligible for any other TennCare benefits, 
including other CHOICES benefits. These HCSS are listed below. The limits are the 
same as those specified in subparagraph (i) above. When the limit is an annual limit, 
the services used in the immediate eligibility period count against the annual limit if 
the individual should become eligible for TennCare. 

1. 	 Personal Care 

2. 	 Attendant Care 

3. 	 Homemaker services 

4. 	 Home-delivered Meals 

5. 	 PERS 

6. 	 Adult day care 

(k) 	 Transportation. 

1. 	 Emergency and non-emergency transportation to TennCare covered services 
other than CHOICES services is provided by the MCOs in accordance with 
Rules 1200-13-13-.04 and 1200-13-14-.04. 

2. 	 Transportation is not provided to HCSS covered by CHOICES, except in the 
circumstance where a member requires Adult Day Care that is not available 
within 30 miles of the member's residence. 

For CHOICES enrollees not participating in Consumer Direction, provider 
agencies delivering HCSS may permit staff to accompany a member outside 
the home, but not to personally transport the enrollee. The decision of whether 
or not to accompany the member outside the home is at the discretion of the 
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agency/worker, taking into account such issues as the ability to safely provide 
services outside the home setting and the cost involved. In no case will 
additional hours of service and/or an increased rate of reimbursement be 
provided as a result of an agency/worker decision to accompany a member 
outside the home. 

3. 	 For CHOICES enrollees participating in Consumer Direction, the enrollee may 
elect to have his consumer directed workers (including Companion Care 
workers) to accompany and/or transport the member if such an arrangement is 
agreed to by both the member and the workers and specified in the Service 
Agreement; however, no additional hours or reimbursement will be available. 

(I) 	 Freedom of Choice. 

1. 	 CHOICES members shall be given freedom of choice of nursing facility care or 
HCSS, so long as the person meets all criteria for enrollment into CHOICES 
Group 2, as specified in these rules, and the person may be enrolled into 
CHOICES Group 2 in accordance with reguirements pertaining to the 
CHOICES Group 2 enrollment target as described in these rules. 

2. 	 CHOICES member shall also be permitted to choose providers for HCSS 
specified in the plan of care from the MCO's list of participating providers, so 
long as the participating provider selected is available and willing to initiate 
services timely and to deliver services in accordance with the plan of care. The 
member is not entitled to receive services from a particular provider, however. 
A member is not entitled to a fair hearing if he is not able to receive services 
from the provider of his choice. 

(m) 	 Transition allowance. For CHOICES members moving from CHOICES 1 to 
CHOICES 2, the MCO may, at its sole discretion, provide a Transition Allowance not 
to exceed $2,000 per lifetime as a cost-effective alternative to facilitate transition of 
the member from the NF to the community. Items which may be purchased or 
reimbursed are only those items which the member has no other means to obtain 
and which are essential in order to establish a community residence when such 
residence is not already established and to facilitate the person's safe and timely 
transition, including rent and/or utility deposits, essential kitchen appliances, basic 
furniture, and essential basic household items, such as towels, linens, and dishes. 

(8) 	 Consumer-Direction. 

(a) 	 Consumer Direction is a model of service delivery that affords CHOICES Group 2 
members the opportunity to have more choice and control with respect to certain 
types of home and community based services (HCSS) that are needed by the 
member, in accordance with the rules described herein. Consumer Direction is not a 
service or set of services. 

The model of Consumer Direction that will be implemented in CHOICES is a prior 
authorization model. The determination regarding the services a member will 
receive will be based on a comprehensive needs assessment performed by a care 
coordinator which identifies the member's needs, the availability of family and other 
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caregivers to meet those needs, and the gaps in care for which paid services may be 
authorized. Once the type and amount of services that a member needs have been 
determined, CHOICES members determined to need eligible HCBS may elect to 
receive one or more of the eligible HCBS through a Contract Provider, or they may 
participate in Consumer Direction. Companion care is available only through 
Consumer Direction. CHOICES members who do not need eligible HCBS will not be 
offered the opportunity to enroll in Consumer Direction. 

(b) 	 HCBS Eligible for Consumer Direction (Eligible HCBS). 

1. 	 Consumer Direction is limited to the following HCBS: 

(i) 	 Attendant Care 

(ii) 	 Companion Care (Companion Care is only available for persons electing 
Consumer Direction) 

(iii) 	 Homemaker Services 

(iv) 	 In-Home Respite Care 

(v) 	 Personal Care Visits 

2. 	 The amount of a covered benefit available to the member will not increase as a 
result of his decision to participate in Consumer Direction, even if the rate of 
reimbursement for the service is lower in Consumer Direction. The amount of 
each covered benefit to be provided to the member is specified in the approved 
plan of care. 

3. 	 Home health services, private duty nursing services, and HCBS other than 
those specified above shall not be available through Consumer Direction. 

(c) 	 Eligibility for Consumer Direction. To be eligible for Consumer Direction, CHOICES 
members must meet all of the following criteria: 

1. 	 They must be members of CHOICES Group 2; 

2. 	 They must be determined by a Care Coordinator, based on a comprehensive 
Needs Assessment, to need one or more of the HCBS eligible for Consumer 
Direction. 

3. 	 They must be willing and able to serve as the employer of record for their 
consumer-directed workers and to fulfill all of the reguired responsibilities for 
consumer direction, or they must have a gualified representative who is willing 
and able to serve as the employer of record and to fulfill all of the reguired 
responsibilities for consumer direction. Assistance shall be provided to the 
member or his representative by the Fiscal Employer Agent. 

4. 	 Any additional risks associated with a member's decision to participate in 
Consumer Direction must be identified and addressed in a signed Risk 
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Agreement, and the MCO must determine that the person's needs can be 
safely and appropriately met in the community while participating in Consumer 
Direction. 

5. 	 The member or his representative for consumer direction and any workers he 
employs must agree to use the services of TennCare's contracted Fiscal 
Employer Agent to perform required Financial Administration and Supports 
Brokerage functions. 

(d) 	 Enrollment in Consumer Direction. 

1. 	 A CHOICES Group 2 member assessed to need one or more eligible HCBS 
may elect to participate in Consumer Direction at any time. 

2. 	 If the member is unable to make a decision regarding his participation in 
Consumer Direction or to communicate his decision, only a legally appointed 
representative may make such decision on his behalf. The member, or a family 
member or other caregiver, must sign a Consumer Direction participation form 
reflecting the decision the member has made. 

3. 	 If the member is unable to make a decision regarding Consumer Direction or to 
communicate his decision and does not have a legally appointed 
representative, the member cannot participate in Consumer Direction since 
there is no one with the legal authority to assume and/or delegate Consumer 
Direction responsibilities. 

4. 	 Self-Assessment Tool. If a member elects to participate in Consumer 
Direction, he must complete a self-assessment tool to determine whether he 
requires the assistance of a representative to perform the responsibilities of 
Consumer Direction. 

5. 	 Representative. If the member requires assistance in order to participate in 
Consumer Direction, he must designate, or have appointed by a legally 
appointed representative, arepresentative to assume the Consumer Direction 
responsibilities on his behalf. 

(i) A representative must meet all of the following criteria: 

(I) 	 Be at least 18 years of age; 

(II) 	 Have a personal relationship with the member and understand his 
support needs; 

(III) 	 Know the member's daily schedule and routine, medical and 
functional status, medication regimen, likes and dislikes, strengths 
and weaknesses; and 

(IV) 	 Be physically present in the member's residence on a regular basis 
or at least at a frequency necessary to supervise and evaluate each 
consumer-directed worker. 
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(ii) 	 If a member requires a Representative but is unwilling or unable to 
appoint one, the MCa may submit to TennCare, for review and approval, 
a request to deny the member's participation in Consumer Direction. 

(iii) 	 If a member's care coordinator believes that the person selected as the 
member's representative for Consumer Direction does not meet the 
specified requirements (e.g., the representative is not physically present 
in the member's residence at a freguency necessary to adeguatelv 
supervise workers), the Care Coordinator may request that the member 
select a different representative who meets the specified requirements. 

If the member does not select another Representative who meets the 
specified requirements, the MCa may, in order to help ensure the 
member's health and safety, submit to TennCare, for review and 
approval, a request to deny the member's participation in Consumer 
Direction. 

(iv) 	 A member's representative shall not receive payment for serving in this 
capacity and shall not serve as the member's worker for any consumer­
directed service. 

(v) 	 Representative agreement. A representative agreement must be signed 
by the member (or person authorized to sign on the member's behalf) and 
the representative in the presence of the care coordinator. By completing 
a representative agreement, the representative confi rms that he agrees to 
serve as a member's representative and that he accepts the 
responsibilities and will perform the duties associated with being a 
representative. 

(vi) 	 A member may change his representative at any time by immediately 
notifying his care coordinator and his supports broker that he intends to 
change representatives. The care coordinator shall verify that the new 
representative meets the qualifications as described above. A new 
representative agreement must be completed and signed, in the presence 
of a care coordinator, prior to the new representative assuming his 
respective responsibilities. 

(e) 	 Employer of record. 

1. 	 If a member elects to participate in Consumer Direction, either he or his 
representative must serve as the employer of record. 

2. 	 The employer of record is responsible for the following: 

(i) 	 Recruiting, hiring and firing workers; 

(ii) 	 Determining workers' duties and developing job descriptions; 

(iii) 	 Scheduling workers; 
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(iv) Supervising workers; 

(v) Evaluating worker perfor
or concerns; 

mance and addressing any identified deficiencies 

(vi) Setting wages 
TennCare. 

from a range of reimbursement levels established by 

(vii) 	 Training workers to provide personalized care based on the member's 
needs and preferences; 

(viii) 	 Ensuring that workers deliver only those services authorized, and 
reviewing and approving hours worked by consumer-directed workers; 

(ix) 	 Reviewing and ensuring proper documentation for services provided; and 

(x) 	 Developing and implementing as needed a back-up plan to address 
instances when a scheduled worker is not available or fails to show up as 
scheduled. 

(f) 	 Denial of Enrollment in Consumer Direction. 

1. 	 Enrollment into Consumer Direction may be denied by TennCare when: 

(i) 	 The person is not enrolled in TennCare or in CHOICES Group 2. 

(ii) 	 The member does not need one or more of the HCSS eligible for 
Consumer Direction, as specified in the plan of care. 

(iii) 	 The member is not willing or able to serve as the employer of record for 
their consumer-directed workers and to fulfill all of the required 
responsibilities for consumer direction, and does not have a qualified 
representative who is willing and able to serve as the employer of record 
and to fulfill all of the reguired responsibilities for consumer direction. 

(iv) 	 The member is unwilling to sign a Risk Agreement which identifies and 
addresses any additional risks associated with the member's decision to 
participate in Consumer Direction, or the risks associated with the 
member's decision to participate in Consumer Direction pose too great a 
threat to the member's health, safety and welfare. 

(v) 	 The member does not have an adequate back-up plan for consumer 
direction. 

(vi) 	 The member's needs cannot be safely and appropriately met in the 
community while participating in Consumer Direction. 

(vii) 	 The member or his representative for consumer direction, or consumer 
directed workers they want to employ are unwilling to use the services of 
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TennCare's contracted Fiscal Employer Agent to perform required 
Financial Administration and Supports Brokerage functions. 

(viii) 	 Other significant concerns regarding the member's participation in 
Consumer Direction which jeopardize the health, safety or welfare of the 
member. 

2. 	 Denial of enrollment in Consumer Direction gives rise to notice and due 
process including the right to a fair hearing, as set forth in this rule. 

(g) 	 Fiscal Employer Agent (FEA) 

1. 	 The FEA shall perform the following functions on behalf of all members 
participatinq in Consumer Direction: 

(i) 	 Financial Administration functions in the performance of payroll and 
related tasks; and 

(ii) 	 Supports Brokerage functions to assist the member or his representative 
with other non-payroll related tasks such as recruiting and training 
workers. 

2. 	 The FEA will: 

(i) 	 Assign a supports broker to each CHOICES member electing to 
partiCipate in Consumer Direction of HCBS. 

(ii) 	 Provide initial and ongoing training to members and their representatives 
(as applicable) on Consumer Direction and other relevant issues; 

(iii) 	 Verify worker qualifications, including conducting background checks on 
workers, enrolling workers into Medicaid, assigning provider Medicaid ID 
numbers, and holding Medicaid provider agreements; 

(iv) 	 Provide initial and ongoing training to workers on Consumer Direction and 
other relevant issues; 

(v) 	 Assist the member and/or representative in developing and updating 
service agreements; 

(vi) 	 Withhold, file and pay applicable federal, state and local income taxes; 
employment and unemployment taxes; and worker's compensation; 

(vii) 	 Pay workers for authorized services rendered within authorized 
timeframes; 

(h) 	 Back-up Plan for Consumer-Directed Workers. 

1. 	 Each member partiCipating in Consumer Direction or his representative is 
responsible for the development and implementation of a back-up plan that 
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identifies how the member/representative will address situations when a 
scheduled worker is not available or fails to show up as scheduled. 

2. 	 The member/representative (as applicable) may not elect, as part of the back­
up plan, to go without services. 

3. 	 The back-up plan for Consumer Direction shall include the names and 
telephone numbers of contacts (workers, agency staff, organizations, supports) 
for alternate care, the order in which each shall be notified and the services to 
be provided by contacts. 

4. 	 Sack-up contacts may include paid and unpaid supports; however, it is the 
responsibility of the member electing Consumer Direction and/or his 
representative to secure paid (as well as unpaid) back-up contacts who are 
willing and available to serve in this capacity, and for initiating the back-up plan 
when needed. 

5. 	 The member's back-up plan for consumer-directed workers shall be integrated 
into the member's back-up plan for services provided by contract providers, as 
applicable, and the member's plan of care. 

6. 	 The care coordinator shall review the back-up plan developed by the member 
and/or his representative to determine its adeguacy to address the member's 
needs. If an adequate back-up plan cannot be provided to consumer direction, 
enrollment into Consumer Direction may be denied, as set forth in this rule. 

7. 	 The back-up plan will be reviewed and updated at least annually, and as 
frequently as necessary if there are changes in the type, amount, duration, 
scope of eligible HCSS or the schedule at which such services are needed, 
changes in workers (when such workers also serve as a back-up to other 
workers) and changes in the availability of paid or unpaid back-up workers to 
deliver needed care. 

(i) 	 Consumer-directed Workers (Workers). 

1. 	 Hiring Consumer-Directed Workers. 

(i) 	 Members shall have the flexibility to hire persons with whom they have a 
close personal relationship to serve as workers, such as neighbors or 
friends. 

(ii) 	 Members may hire family members, excluding spouses, to serve as 
workers. However, a family member shall not be reimbursed for a service 
that he would have otherwise provided without pay. A member or his 
representative for Consumer Direction may not hire a family member or 
other person with whom the member currently resides to begin delivering 
Companion Care services. 

(iii) 	 Members may elect to have a worker provide more than one service, 
have multiple workers, or have both a worker and a contract provider for a 
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given service, in which case, there must be a set schedule which clearly 
defines when contract providers will be utilized. 

2. 	 Qualifications of Consumer-Directed Workers. 

Consumer-directed workers must meet the following requirements prior to 
providing services: 

(i) 	 Be at least 18 years of age or older. 

(ii) 	 pass a background check which includes criminal background check 
(including fingerprinting) , or, as an alternative, a background check from a 
licensed private investigation company; 

(iii) 	 verification that the person's name does not appear on the State abuse 
registry; 

(iv) 	 verification that the person 's name does not appear on the state and 
national sexual offender registries and licensure verification , as 
applicable; 

(v) 	 complete all required training; 

(vi) 	 complete all required applications to become a TennCare provider; 

(vii) 	 sign an abbreviated Medicaid agreement; 

(viii) 	 be assigned a Medicaid provider 10 number; and 

(ix) 	 sign a service agreement. 

(x) 	 If the worker will be transporting the member as specified in the Service 
Agreement, a valid driver's license and proof of insurance must also be 
provided. 

3. 	 Disgualification from Serving as a Consumer-Directed Worker. 

A member cannot waive a background check for a potential worker. The 
following findings shall disgualify a person from serving as a worker: 

(i) 	 Conviction of an offense involving physical, sexual or emotional 
abuse, neglect, financial exploitation or misuse of funds, 
misappropriation of property, theft from any person, violence 
against any person, or manufacture, sale, possession or distribution 
of any drug; 

(ii) 	 Entering of a plea of nolo contendere or when a jUry verdict of guilty 
is rendered but adjudication of guilt is withheld with respect to a 
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crime reasonably related to the nature of the position sought or 
held; 

(iii) 	 Identification on the abuse registry; 

(iv) 	 Identification on the state or national sexual offender registry; 

(v) 	 Failure to have a required license; and 

(vi) 	 Refusal to cooperate with a background check. 

4. 	 Exception to Disqualification of a Consumer-Directed Worker. 

If a worker fails the backqround check, an exception to disqualification may be 
granted at the member's discretion if all of the following conditions are met: 

(i) Offense is a misdemeanor; 


(in Offense occurred more than five (5) years ago; 


(iii) 	 Offense is not related to physical or sexual or emotional abuse of 
another person; 

(iv) 	 Offense does not involve violence against another person or the 
manufacture, sale, or distribution of drugs; and 

(v) 	 There is only one disqualifying offense. 

5. 	 Service Agreement. 

(i) 	 A member shall develop a serviGe agreement with each worker, 
which includes, at a minimum: 

(I) 	 The roles and responsibilities of the worker and the member; 

(II) 	 The worker's schedule (as developed by the member and/or 
representative), including hours and days; 

(III) 	 The scope of each service (i.e., the specific tasks and functions the 
worker is to perform); 

(IV) 	 The service rate; and 

(V) 	 The requested start date for services. 

(ij) 	 The service agreement must be in place for each worker prior to 
the worker providing services. 

December, 2009 (Revised) 	 108 

http:1200-13-01-.05


GENERAL RULES 	 CHAPTER 1200-13-01 

(Rule 1200-13-01-.05, continued) 
(iii) 	 The service agreement shall also stipulate if a worker will provide 

one or more self-directed health care tasks, the specific task(s) to 
be performed, and the frequency of each self-directed health care 
task. 

6. 	 Payments to Consumer-Directed Workers. 

(i) 	 Rates. 

With the exception of companion care services, members 
partiCipating in Consumer Direction have the flexibility to set wages 
for their workers from a range of reimbursement levels established 
by TennCare. 

(I) 	 Monthly companion care rates are only available for a full month of 
service delivery and will be pro-rated when a lesser number of days 
are actually delivered. 

(II) 	 The back-up per diem rate is available only when a regularly 
scheduled companion is ill or unexpectedly unable to deliver 
services, and shall not be authorized as a component of ongoing 
companion care services. 

Oi) 	 Payments to Consumer-Directed Workers. In order to receive 
payment for services rendered, all workers must: 

(I) 	 Deliver services in accordance with the schedule of services 
specified in the member's plan of care and in the MCG's service 
authorization, and in accordance with worker assignments 
determined by the member or his representative. 

(II) 	 Utilize the EVV system to log in and out at each visit. 

(III) 	 Provide detailed documentation of service delivery including but not 
limited to the specific tasks and functions performed for the member 
at each visit, which shall be maintained in the member's home. 

(IV) 	 Provide no more than forty (40) hours of services within a 
consecutive seven (7) day period, unless explicitly permitted by 
program guidelines and in accordance with service authorizations. 

(iii) 	 Termination of Consumer-Directed Workers' Employment. 

(I) 	 A member may terminate a worker's employment at any time if he 
feels that the worker is not adhering to the terms of the service 
agreement and/or is not providing quality services. 

(II) 	 The MCC may not terminate a worker's employment. but may 
request that a member be involuntarily withdrawn from Consumer 
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Direction if it is determined that the health, safety and welfare of the 
member may be in jeopardy if the member continues to employ a 
worker but the member and/or representative does not want to 
terminate the worker. 

(j) 	 Self Direction of Health Care Tasks. 

1. 	 A competent adult, as defined in Rule 1200-13-01-.02, with a functional 
disability living in his or her own home, enrolled in CHOICES Group 2, 
and participating in Consumer Direction, or his representative for 
consumer direction may choose to direct and supervise a consumer 
directed worker in the performance of a health care task as defined in 
these rules. 

2. 	 For purposes of this rule, home does not include a nursing facility or 
assisted care living facility. 

3. 	 A member will not receive additional amounts of any service as a result 
of his decision to self-direct health care tasks. Rather, the health care 
tasks will be performed by the worker in the course of delivering eligible 
HCSS already determined to be needed, as specified in the plan of care. 

4. 	 Health care tasks that may be self directed for the purposes of this 
subparagraph are limited to administration of oral, topical and inhaled 
medications. 

5. 	 The member or representative who chooses to self-direct a health care 
task is responsible for initiating self-direction by informing the health care 
professional who has ordered the treatment which involves the health 
care task of the individual or caregiver's intent to perform that task 
through self-direction. The provider shall not be required to prescribe 
self-direction of the health care task. 

6. 	 When a licensed health care provider orders treatment involving a health 
care task to be performed through self-directed care, the responsibility to 
ascertain that the patient or caregiver understands the treatment and will 
be able to follow through on the self-directed care task is the same as it 
would be for a patient or caregiver who performs the health care task for 
himself or herself, and the licensed health care provider incurs no 
additional liability when ordering a health care task which is to be 
performed through self-directed care. 

7. 	 The member or his representative for Consumer Direction will identify 
one or more consumer directed workers who will perform the task in the 
course of delivery of eligible HCSS. If a worker agrees to perform the 
health care tasks, the tasks to be performed must be specified in the 
Service Agreement. The member or his representative for Consumer 
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Direction is solely responsible for identifying a worker that is willing to 
perform health care tasks, and for instructing the paid personal aide on 
the task(s) to be performed. 

8. 	 The member or his representative for Consumer Direction must also 
identify in his back-up plan for consumer direction who will perform the 
health care task if the worker is unavailable, or stops performing the task 
for any reason. 

9. 	 Ongoing monitoring of the worker performing self-directed health care 
tasks is the responsibility of the member or his representative. Members 
are encouraged to use a home medication log as a tool to document 
medication administration. Medications should be kept in original 
containers, with labels intact and legible. 

(k) 	 Withdrawal from Participation in Consumer Direction. 

1. 	 General . 

(i) 	 Voluntary Withdrawal from Consumer Direction. Members 
participating in Consumer Direction may voluntarily withdraw from 
participation in Consumer Direction at any time. The member's 
request must be in writing. Whenever possible, notice of a 
member's decision to withdraw from participation in Consumer 
Direction should be provided in advance to permit time to arrange 
for delivery of services through contracted providers. 

(ij) 	 Voluntary or involuntary withdrawal of a member from Consumer 
Direction of HCSS shall not affect a member's eligibility for long­
term care services or enrollment in CHOICES, so long as the 
member continues to meet all requirements for enrollment in 
CHOICES as defined in these rules. 

(iii) 	 If a member voluntarily withdraws or is involuntarily withdrawn from 
Consumer Direction, any eligible HCSS he receives shall be 
provided through contract providers, subject to the requirements set 
forth in these rules, with the exception of Companion Care, which is 
only available through Consumer Direction. 

2. 	 Involuntary Withdrawal. 

(i) 	 A person may be involuntary withdrawn from participation in 
Consumer Direction of HCSS for any of the following reasons: 

(I) 	 The person is no longer enrolled in TennCare. 

(II) 	 The person is no longer enrolled in CHOICES Group 2. 
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(III) The member no longer needs any of the HCBS eligible for 
Consumer Direction, as specified in the plan of care. 

(IV) 	 The member is no longer willing or able to serve as the employer of 
record for their consumer-directed workers and to fulfill all of the 
required responsibilities for consumer direction, and does not have 
a qualified representative who is willing and able to serve as the 
employer of record and to fulfill all of the required responsibilities for 
consumer direction. 

(V) 	 The member is unwilling to sign a Risk Agreement which identifies 
and addresses any additional risks associated with the member's 
decision to participate in Consumer Direction, or the risks 
associated with the member's decision to participate in Consumer 
Direction pose too great a threat to the member'S health, safety and 
welfare. 

(VI) 	 The health, safety and welfare of the member may be in jeopardy if 
the member or his representative continues to employ a worker but 
the member and/or representative does not want to terminate the 
worker. 

(VII) The member does not have an adequate back-up plan for consumer 
direction. 

(VIII) The person's needs cannot 	be safely and appropriately met in the 
community while participating in Consumer Direction. 

(IX) 	 The member or his representative for consumer direction, or 
consumer directed workers they want to employ are unwilling to use 
the services of TennCare's contracted Fiscal Employer Agent to 
perform required Financial Administration and Supports Brokerage 
functions. 

(X) 	 The member or his representative for consumer direction are 
unwilling to abide by the requirements of the CHOICES Consumer 
Direction program. 

(XI) 	 If a member's representative fails to perform in accordance with the 
terms of the representative agreement and the health, safety and 
welfare of the member is at risk, and the member wants to continue 
to use the representative. 

(XII) 	 If a member has consistently demonstrated that he is unable to 
manage, with sufficient supports (including appointment of a 
representative) his services and the care coordinator or FEA has 
identified health, safety and/or welfare issues. 
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(XIII) A 	care coordinator has determined that the health, safety and 

welfare of the member may be in jeopardy if the member continues 
to employ a worker but the member and/or representative does not 
want to terminate the worker. 

(XIV) Other significant concerns 	regarding the member's participation in 
Consumer Direction which jeopardize the health, safety or welfare of 
the member. 

(ii) 	 The Bureau of TennCare must review and approve all MCC 
requests for involuntary withdrawal from Consumer Direction of 
HCBS before such action may occur. If the Bureau of TennCare 
approves the request, written notice shall be given to the member 
at least ten (10) days in advance of the withdrawal. The date of 
withdrawal may be delayed when necessary to allow adequate time 
to transition the member to contract provider services as 
seamlessly as possible. 

(iii) 	 The member shall have the right to appeal involuntary withdrawal 
from Consumer Direction. 

(iii) 	 If a person is no longer enrolled in TennCare or in CHOICES, his 
participation in Consumer Direction shall be terminated 
automatically. 

(9) 	 Nursing Facilities in the TennCare CHOICES program. 

(a) 	 Conditions of participation. Nursing Facilities participating in the CHOICES program 
must meet all of the conditions of participation and conditions for reimbursement 
outlined in their provider agreements with the TennCare Managed Care 
Organizations. 

(b) 	 Reimbursement methodology for Level 1 care: See Rule 1200-13-01-.03(6). 

(c) 	 Reimbursement methodology for Level 2 care: See Rule 1200-13-01-.03(7). 

(d) 	 Reimbursement methodology for Level 2 care at an enhanced respiratory care rate: 
See Rule 1200-13-01.03(8). 

(e) 	 Non-partiCipating providers. Nursing Facilities that wish to continue serving existing 
residents without entering into provider agreements with TennCare MCOs will be 
considered non-participating providers. 

1. 	 Non-participating Nursing Facility providers must comply with Rules 1200-13­
01-.03,1200-13-01-.06, and 1200-13-01-.09. 

2. 	 Non-participating providers must sign a modified contract (called a case 
agreement) with the MCO to continue receiving reimbursement for existing 
residents, including residents who may become Medicaid eligible. 
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3. 	 Non-participating Nursing Facility providers will be reimbursed 80% of the 
lowest rate paid to any participating Nursing Facility provider in Tennessee for 
the applicable level of NF services except that for the first 30 days following 
CHOICES implementation in the Grand Division , reimbursement shall be made 
at the nursing facility's rate as established by the Office of the Comptroller. 

(f) 	 Bed holds. See Rule 1200-1 3-01-.03(9). 

(g) 	 Other reimbursement issues. See Rule 1200-13-01-.03(10). 

(10) 	 HCBS Providers in the CHOICES Program. 

(a) 	 HCBS providers delivering care under the CHOICES program must specified license 
requirements and shall meet conditions for reimbursement outlined in their provider 
agreements with the TennCare Managed Care Organizations. 

(b) 	 During the continuity of care period, both participating and non-participating HCBS 
providers will be reimbursed by the member's MCO in accordance with the contract 
rates for providers of similar services. 

(c) 	 After the Continuity of Care period has ended, non-participating HCBS providers will 
be reimbursed by the patient's Managed Care Organization at 80% of the lowest rate 
paid to any HCBS provider in the state for that service. 

(11) 	 Appeals . 

(a) 	 Appeals related to determinations of eligibility for TennCare Medicaid or TennCare 
Standard are processed by the Department of Human Services, in accordance with 
Chapters 1200-13-13 and 1200-13-14. 

(b) 	 Appeals related to the denial, reduction, suspension, or termination of a covered 
service are processed by the Bureau of TennCare in accordance with Rules 1200­
13-13-.11 and 1200-13-14-.11. 

(c) 	 Appeals related to the PreAdmission Evaluation process (including decisions 
pertaining to the PASRR process) are handled by the Division of Long-Term Care in 
the Bureau of TennCare in accordance with Rule 1200-13-01-.10(6). 

(d) 	 Appeals related to the enrollment or disenrollment of an individual in TennCare 
CHOICES, or to denial or involuntary withdrawal from participation in Consumer 
Direction are processed by the Division of Long-Term Care in the Bureau of 
TennCare, in accordance with the following procedures: 

1. 	 If enrollment into TennCare CHOICES is denied or if participation in Consumer 
Direction is denied, notice shall be provided which provides explanation of the 
reason for such denial. The notice shall include the person's right to request a 
fair hearing within 30 days from receipt of the written notice regarding valid 
factual disputes pertaining to the enrollment denial decision. 
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2. 	 If a person is involuntarily disenrolled from CHOICES, or if participation in 

Consumer Direction is involuntarily withdrawn, advance notice of involuntary 
withdrawal shall be issued. The notice shall include notice of the persons' right 
to request a fair hearing within 30 days from receipt of the written notice 
regarding valid factual disputes pertaining to the decision. 

3. 	 Appeals regarding denial of enrollment into CHOICES, involuntary 
disenrollment from CHOICES, or denial or involuntary withdrawal from 
participation in Consumer Direction must be filed in writing with the TennCare 
Division of Long-Term Care within 35 days of issuance of the written notice if 
the appeal is filed with TennCare by fax, and within 40 days of issuance of the 
written notice if the appeal is mailed to TennCare. This allows 5 days mail time 
for receipt of the written notice and when applicable, 5 days mail time for 
receipt of the written appeal. 

4. 	 In the case of involuntary disenrollment from CHOICES only, if the appeal is 
received prior to the date of action, continuation of CHOICES benefits shall be 
provided, pending resolution of the disenrollment appeal. 

5. 	 In the case of involuntary withdrawal from participation in Consumer Direction, 
if the appeal is received prior to the date of action, continuation of participation 
in Consumer Direction shall be provided, unless such continuation would pose 
a serious risk to the member's health, safety and welfare, in which case, 
services specified in the plan of care shall be made available through agency 
providers pending resolution of the appeal. 

(1) 	 Providers may be eligible for reimbursement for Medicaid services on the 
date of their application, providing they are subsequently determined eligible 
~nri nnrol/nri ~F: ~ MnriiG~iri nrovirinr. 

(:1) P:1rtinin:1tion in tho Morlin:1irl nroor:1m I;.'ill ho limitorl to nrovirlorR who: 

1. 	 Aooept, as payment in full, the amounts paid by Medioaid or paid in lieu of 
Medicaid bv a third oartv (Medicare. insurance. etc.): 

2. 	 Maintain Tennessee, or the State in which they practice, medical licenses 
and/or certifications as reauired bv their oraotioe: 

3. 	 Are not under a federal Drug Enforcement Agenoy (DEA) restriction of 
their prescribing and/or dispensing certification for soheduled drugs 
(relative to ohvsioians. osteooaths. dentists and oharmacists): 

4. 	 Agree to maintain and provide access to Medicaid and/or its agency all 
Medicaid recipient medical records for rive (6) years from the date of 
service or upon ',""ritten authorization from Medicaid following an audit, 
',&,'hinhovnr iR Rhortnr. 
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6. 	 Provide medical assistance at or above recognized standards of practice; 

aM 

6. 	 Comply with all contractual terms and Medicaid policies as outlined in 
federal and state rules and regulations and Medicaid provider manuals 
;md hlJIIAtinf>_ 

7. 	 Failure to comply with any of the above provisions 1. through 6. may 
subiect a orovider to actions described in rule 1200 13 01 .21. 

(b) 	 Provider Solicitations and Referrals 

1. 	 /\ provider shall not solicit Medicaid recipients by any method offering as 
enticements other goods and services (free or othePNise) for the 
opportunity of providing the recipient with Medicaid covered services that 
are not medicallv necessarv and/or overutilize the Medicaid oroaram. 

2. 	 /\ provider may request a waiver from this restriction in writing to 
Medicaid. Medicaid shall determine the value of a waiver request based 
upon the medical necessity and need for the solicitation. The provider 
may implement the solicitation only upon receipt of a written waiver 
approval from Medicaid. This 'Naiver is not transferable and may be 
canceled bv Medicaid uoon written notice. 

3. 	 Medicaid payments for services related to a non waive red solicitation 
enticement shall be considered by Medicaid as a non covered service 
and recouped. The provider may not bill the recipient for non covered 
services recouDed under this authoritv. 

'1 . 	 /\ provider shall not offer or receive remuneration in any form related to 
the volume of referrals made or received from or to another orovider. 

(c) 	 Providers may seek payment from a Medicaid recipient under the following 
conditions: 

1. 	 the services provided are not covered by Medicaid and the provider 
informed the recipient the service was not covered prior to providing the 
service. 

2. 	 the services provided are Medicaid covered services but exceed the 
number or limitation on services. 

3. 	 after reasonable inquiry, the provider was not clearly informed of 
Medicaid eligibility by the recipient, or the recipient's responsible party, 
orior to orovidina non emeraencv services. 

'1 . 	 the provider clearly informed the recipient or the recipient's responsible 
Dartv orior to orovidina non emeraencv services that the Drovider did not 

December, 2009 (Revised) 	 116 

http:1200-13-01-.05


GENERAL RULES 	 CHAPTER 1200- 13-01 

(Rule 1200-13-01-.05, continued) 
accept Medicaid assignment and the recipient negotiated a private 
aGrooment '.'vith the orovidor to ho rm:;nonf.>ihlo for tho GOf.>tf.> of tho ~orviGo_ 

(d) 	 Providers may not seek payment from a Medicaid recipient under the follo'J'Jing 
conditions: 

1. 	 the provider was aware of Medicaid eligibi lity or pending eligibility prior to 
providing services and did not clearly inform the recipient that they did not 
accoot Medicaid assianmont 

2. 	 the claim(s) submitted to Medicaid for payment were denied due to 
orovidor hillinn orror or ~ ModiG~id d~im nroGof.>f.>inn orror 

3. 	 the provider accepted Medicaid assignment on a claim and it is 
determined that another payor paid an amount equal to or greater than 
the Medicaid allowable amount. 

4. 	 the provider failed to comply with Medicaid policies and procedures or 
provided a service which lacks medical necessity or justification. These 
policies and procedures include, but are not limited to, prior authorization , 
second surgical opinions, sterilization consent form , inpatient hospital 
admission review. Dsvchiatric hosoital admission review. 

5. 	 the provider failed to submit or resubmit claims for payment 'Nithin the 
tim a oeriods roauirod mm:;uant tn rulo 1200 13 01 _06(2t 

6. 	 the provider failed to ascertain the existence of Medicaid eligibility or 
oendina eliaibilitv orior to orovidina non emeraencv services. 

7. 	 the provider failed to inform the recipient prior to providing a service not 
covered by Medicaid that the service '1;as not covered and the recipient 
may be responsible for the cost of the service. Services which are non 
covered by virtue of exceeding limitations are exempt from this 
reauirement and shall be aoverned bv rule 1200 13 01 .05(1 )(c)2. 

R 	 tho roc:iniont fRilod to koon R f.>c:horlIJlorl ~nnointmont(f.>t 

(e) 	 Providers may seek payment from a person whose Medicaid eligibility is 
pending at the time services are provided if the provider informs the person 
they 'Nill not accept Medicaid assignment whether or not eligibility is 
established retroactive Iv. 

(f) 	 Providers may seek payment from a person whose Medicaid eligibility is 
pending at the time services are provided, however, all monies collected must 
be refunded when a claim is submitted to Medicaid if the provider agreed to 
accept Medicaid aSSignment once retroactive Medicaid eligibility was 
o~t:1hlif.>horl 
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(2) 	 Providors of inpatient hospital services, outpatient hospital services, skilled nursing 

facility services, independent laboratory and x ray services, hospice services, and 
home health agencies must be approved for Title XVIII Medicare in order to be 
certified as providers under the Medicaid Program; in the case of hospitals, the 
hospital must meet state licensure requirements and be approved by Medicare as an 
acute care hospital as of the date of enrollment in Tennessee Medicaid. Children's 
hospitals and State mental hospitals may participate in Medicaid without having 
been Medicare approved; however, they must be approved by the Joint Commission 
for Accreditation of Health Care Oraanizations as a condition of oarticioation. 

(a) 	 Medical records in inoatient acute care hosoitals shall include: 

1. 	 Phvsician's admission note and orders uoon admission. 

2. 	 Complete history and physical (H&P) "/ithin 24 hours of admission. 
Generally accepted components are chief complaint, present illness, past 
medical history, review of systems, social history and habits, and physical 
examination findinas. 

3. 	 Emeraenev room reoort. if aoorooriate. 

4. 	 Physician orders, as appropriate. Must be legible and signed and dated 
bv the ohvsician. 

5. 	 Physician progress notes sufficient to denote changes or progress at 
least daily. Deficiencies shall be subject to per diem recoupment and 
nhlJsin~1 visit ronAlmmont. 

6. 	 Nurses notes, during each shift, sufficient to describe/document patients 
condition, course, treatment, response to treatments, with evaluation of 
nomnl~ints ~nd nursing ovaluation£ and ro£non£o£. 

7. 	 Medication records, during each shift, noting all medications given, time, 
form. dose/strenath. and IV fluids if not keot seoaratelv. 

R 	 I ~h/x mlJ/EK~ ~nd other nroGodlJro ronorts. if ardorod and dono. 

9. 	 Vital sign reports, each shift, as ordered and/or per nursing protocol for 
the hospital to include, temperature, pulse, respirations and blood 
nrossllrA 

10. 	 Intako/outout and woights. as aoorooriate to diaanosis. 

11. 	 Oiot:-ml ronorts. as ;mnronri~to. 

12. 	 P.T., R.T., O.T., and speech therapy reports, as appropriate, to include 
evaluations. recommendations. treatments and resoonses. 

1~ . GonslJltntinn rAnnrts. as annrnnriato. 
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14. 	 Social service notes. as aoorooriate. 

15. 	 Short stay summary, if stay is 48 hours or less within 24 hours of 
discharae in lieu of H&P discharae summarv. 

16. 	 Discharae summar"\'. '/lithin two (2) weeks of discharae. 

(b) 	 Medical records in psychiatric hospitals, and psychiatric and alcohol and drugs 
units of acute care hosoitals. shall include: 

1. 	 Phvsician's admission note and orders uoon admission. 

2. 	 Complete history and physical (H&P),within 24 hours of admission. 
Generally accepted components are noted in Rule 1200 13 01 .05(2)(a)2. 
~hOVl=l 

3. 	 Treatment olan sianed bv a ohvsician within five (5) davs of admission. 

4. 	 PhYSician orders, as appropriate. Must be legible and signed and dated 
bv tho ohvsician. 

5. 	 Physician's progress notes sufficient to denote changes or progress shall 
be ',,'ritten daily for alcohol and drug (A & D) detoxification and at least 
every other day for ,A, & D treatment and every third day for other 
psychiatric diagnoses. Deficiencies shall be subject to per diem 
recouoment and ohvsician visit oavment recouoment. 

6. Other discioline oroaress notes. shift and/or dailv as aoorooriate. 

7 Medical or other consultation reoorts. as aoorooriate. 

8. 	 Nurses notes, during each shift, sufficient to describe/document patients 
condition, course, treatments, response to treatments, '/lith evaluation of 
comolaints and nursina conditions and resoonses. 

9. 	 Medication records. during each shift, noting all medications given, time, 
form. dose/strenath. and IV fluids if not keot seoaratelv. 

10. 	 Discharae summarv. within two (2) \\'eei<s of discharae. 

(c) 	 Medical records of all oroviders shall include at a minimum the followina: 

1. 	 Documentation sufficient to justify the medical necessity of tests or other 
services ordered for, or provided to, Medicaid recipients. Documentation 
shall be considered to be invalid if it is illegible, and services based on 
illeaible documentation shall be subiect to recouoment. 
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2. 	 Documentation of all medications administered to, or prescribed for, 

Medicaid recipients and the diagnoses for which the medications 'Nere 
administered or orescribed. 

3. 	 Documentation of orders for laboratory, radiologic, EKG, hearing, vision , 
and other tests and the results of such tests. 

(d) 	 Services are to be justified by the medical records. Services insufficiently 
justified shall be determined as not medically necessary and subject to 
recouoment bv Medicaid . 

(3) 	 Medicaid will pay the Medicare part A deductible and Medicare part B deductible and 
co insurance for Medicare/Medicaid recioients accordinG to the folimevinG restrictions: 

(a) 	 The payment of the deductible(s) and coinsurance will be made only to 
oroviders who acceot assiGnment of the Fecioient's Medicare. and: 

(b) 	 The deductible(s) and co insurance shall be paid only as they are incurred for 
:th care services covered under the Tennessee Medical Assistance Plan, 

, 

(c) 	 the total amount paid by a combination of Medicare for the covered health care 
services, patient liability, if any, and Medicaid as deductible and co insurance 
shall not exceed the limit of the Medicaid fee schedule for the covered services 
in question or, 'Nhere there is no Medicaid fee schedule for the covered service, 
reasonable billed charGes. and: 

. ra raph shall be the . 	 rsuant to this pa ~ gram or the de by Medicaid pu f Ol the Modicmd p,e eFFlbe,s,I 'f any Ola o"ldo, FO 'faFFllly FFI 
(dj 	 ThOpaYFFle';;;~~;1 ;~lIeGlible by Ih:, P;;;:p~nsible parties (I.~I ;~-;'i" 'a ModiGaid 

Ola",FFlUOl a , , AI SF Ihal 'OGlp'OA G "ide, shall nel alleFFIMedicaid reclple C nsequently, the pro. 
guardians. etc.). 0 fble or co insurance. 
FeGI'oient for the deduc II 

(4) Skilled Nursing Facilities will be reimbursed subiect to tho followinG conditions: 

(a) 	 The facilities must enter into a orovider aareement with the Deoartment. 

(b) 	 Nursing Facilities (Medicare SNFs and TennCare facilities providing Level II 
Care services) must be certified by Medicare, showing they have met the 
Federal certifications standards. Any of these nursing facilities participating in 
the State of Tennessee's TennCare program shall be terminated as a 
TennCare orovider if the Insoector General terminates Medicare oarticioation. 

(c) 	 If the pa lent has available r 	 r~ade by the State is th esources to apply toward' 
010",000' whioh"" ' 0 GUFFOAI Ola.iOl"Ol pay",e I parOleAI, Iho paYOleAI

dar IS 1m,s. minlls tho nationt's " ~ per day, charges or per . aval ahle resources. 

(d) 	 No payments for covered services from relatives or others are allowed except 
to reduce Medicaid oavments. 
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(e) 	 If the Skilled Nursing Facility (upon submission of a cost settlement report and 
an audit of its cost), has collected on a per diem basis during the period 
covered by the cost report and audit, more than cost reimbursement allovled, 
the skilled nursing facility shall be required to re imburse the State (threugh the 
Medicaid Division), for that portion of the reimbursement collected in excess of 
the actual recorded and audited cost. 

(f) 	 If the Skilled Nursing Facility (upon submission of a cost settlement report and 
audit of its cost) has collected on a per diem basis and reimbursement is less 
than its actual and reported per diem cost, retroactive settlement shall be made 
by the State. The skilled nursing facility shall have the right, and shall be 
responsible for adjusting its 'interim reimbursable per diem cost rate" at any 
time during its fiscal period, so that its verified cost rate approximates as nearly 
aF> DOF>F>ihlo tho aGhJal Gllrront oDoration GOF>t of tho faGilitv_ 

(g) 	 Regardless of the reimbursement rate established for a Skilled Nursing Facility, 
no Skilled Nursing Facility may charge Medicaid patients an amount greater 
than the amount per day charged to private paying patients for equivalent 
accommodations and sorvicOF>_ 

(5) 	 Intermediate Care Facilities viill be reimbursed under the follo'Nino conditions: 

(a) 	 The Intermediate Care Facility, must enter into a provider agreement with the 
Deoartmont 

(b) 	 The Intermediate Care Facility, must be certified by the Department, showing 
they have met the standards set out in 45 CFR 249.12 or in the case of 
Intormodiato Care Facilitios for tho montallv retardod_ 45 CFA 249_13_ 

(c) 	 Nursing Facilities (providing Level I Care services) and Intermediate Care 
Facilities for Mentally Retarded participating in the State of Tennessee's 
TennCare program shall be terminated as a TennCare provider if certification is 
G:-mGoloci hv tho hommiF>F>ionor 

(d) 	 If the resident has resources to apply to'Nard payment, the payment made by 
the state will be his current maximum payment per day, charges or per diem 
GO~t (whiGhovor iF> IOF>F>t minllF> tho availahlo oaiient re~olJrGeF>_ 

(e) 	 No payments from relatives or others are allowed except to reduce payments 
hv tho F>tate_ 

(f) 	 ~ayments for resid ..IRstitution f ents. requIring Intermedi t CWhiGheve:isO;e~<" "'"Rtally retamed, will Rot e:G~Od~:r ;aGility SeIViGes, aRd. . _ 	 lem costs or charges, 

(g) 	 If an Intermediate Care Facility (upon submission of a cost report and audit of 
its cost), has collected on a per diem basis during the period covered by the 
cost reoort and audit. more than cost reimbursement allowed for the ICF 
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patient, the facility shall be required to reimburse the state (through the 
Medicaid Division add/or the ICFs Third Party), for that portion of the 
reimbursement collected in excess of the cost reimbursement allowed. 

(h) 	 Regardless of the reimbursement rate established for an Intermediate Care 
Facility, no Intermediate Care Facility may charge Medicaid patients an amount 
greater than the amount per day charge to private paying patients for 
eQuivalent accommodation!> and !>orvicA!>. 

(i) 	 Effective July 1, 1990, personal laundry services in a nursing facility or an 
intermediate care facility for the mentally retarded shall be considered a 
covered service and included in the per diem rate. Medicaid patients may root 
be charaed for sersonal laundrv services. 

(6) 	 Except in those cases in which it is determined that payments are denied because of 
the failure of Medicaid to act in a timely manner, Medicaid will not reimburse 
oroviders for services for which thAre is not federal financial narticination. 

(7) 	 Rules concerning provider abuse or fraud of the Medicaid program shall be found in 
rule 1200 13 01 .21. 

(8) 	 (a) Nursing facilities are responsible for assuring that physician visits are made 
accorrJino to the SChArJlIIA set Ollt Flt 42 GFR 4R;:Ul0 

To meet the requirement for a physician visit, the physician must, at the time of 
the visit. 

1. 	 See the satient: and 

2. 	 Revimv the satient's total oroaram of care. includinQ treatments: and 

3. 	 Verify that the patient continues to need the deSignated level of nursing 
facilitv care and document it in the oroaress notes or orders: and 

4. 	 Write. sian. and date oroaress notes: and 

Fi. 	 Sion all ordor!>. 

At the option of the physician, required visits after the initial visit may alternate 
between visits by a phYSician and visits by a physiCian assistant or nurse 
nractitionor working under the shvsician's delegation. 

A physician visit 'Nill be considered to be timely if it occurs not later than 10 
days after the date of the required visit. Failure of the visit to be made timely 
will result in non payment of claims, or a recoupment of all amounts paid by the 
DAnartment during the time that the shvsician visit has laosed. 

(b) 	 Nursing facilities are responsible for assuring that the physician verify at the 
time of each ohvsician's visit the Medicaid recioient's continued need for 
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nursing facility level of care and whether or not he/she is being served at the 
aoorooriato 10'101 of caro_ 

1. 	 Failure to obtain the verification at the time of the scheduled physician 
visit may result in a recoupment of all amounts paid by the Department 
durina tho timo that tho vorification/ohv8ician vi8it has lao80cL 

2. 	 If such a rOGouomont is mado_ tho oarticioatina fadlitv f>hall not: 

(i) 	 Attomot to rocOlJO from tho ro8iriont: or 

(ii) 	 Discharoo tho resident based on the recouomenL 

3. 	 In cases where the physician refused to make the required verification 
because the physician believes that the level of care is no longer 
appropriate, a new resident assessment must be completed by the 
nursina f3cilitv_ 

(9) 	 No Medicaid reimbursed resident of an Intermediate Care Facility or Skilled Nursing 
Facility shall, on the ground of race, color, or national origin be excluded from 
participation in, be denied the benefits of, or be otherwise subjected to discrimination 
bv anv such Facilitv. 

(a) 	 An Intermediate Care Facilit' or Sk-II . . . 
through contractual or other a~range~ee~ NurSing Facility may not directly or 
~ 	 n s, on ground of race, color, or national 

1. 	 Deny a Medicaid reimbursed resident any service or benefit provided 
IJnrior tho oronram_ 

2. 	 Provide any service or benefit to a Medicaid reimbursed resident which is 
different, or is provided in a different manner, from that provided to others 
IJnrior tho oronram_ 

3. 	 Subject a Medicaid reimbursed recipient to segregation or separate 
treatment in any matter related to the receipt of any service or benefit 
IJRrior tho oronram_ 

4. 	 Restrict a Medicaid reimbursed resident in any way in the enjoyment of 
any advantage or privilege enjoyed by others receiving any service or 
honofit lJnrior tho oronmm _ 

5. 	 Treat a Medicaid reimbursed resident differently from others in 
determining whether he satisfies any admission, enrollment, quota, 
eligibility, membership or other requirement or condition which the 
resident must meet in order to be provided any service or benefit 
oroviriori IJRrior tho oronram: 
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(b) 	 An Intermediate Care Facility or Skilled Nursing Facility, in determining the 

types of services, or benefits INhich will be provided under any such program, 
or the Medicaid reimbursed resident to whom, or the situations in which, such 
services or benefits viill be provided under the program, or the Medicaid 
reimbursed resident to be afforded an opportunity to participate in the program, 
may not, directly or through contractual or other arrangements, utilize criteria or 
methods of administration which have the effect of subjecting those residents 
to discrimination because of their race, color, or national origin, or have the 
effect of defeating or substantially impairing accomplishments of the objective 
of the program with respect to those residents of a particular race, color, or 
national oriain. 

. nefits b I an Intermediate Care Facility o.r
(c) 	 As used in this rule, ~~e servlces o~::med t/include any service, or benefit 

e
Skilled Nursing Facility fSh~.~" ~articioatinG in this oroaram. orovided in or throuGh a aCI I " 

(d) 	 The enumeration of specific forms of prohibited discrimination in this rule does 
not limit the aeneralitv of the orohibition in this rule. 

(e) 	 When an Intermediate Care Facility or Skilled Nursing Facility has previously 
discriminated against persons on the ground of race, color, or national origin, 
the facility must take affirmative action to overcome the effects of prior 
discrimination. 

(f) 	 Even in the absence of such prior discrimination, a facility may take affirmative 
action to overcome the effects of conditions which resulted in limiting 
n::lrticin::ltion hlJ nor~on~ of ::l n::lrtiCIJI::lr r::lr:n. r:olor or n::ltionnl orinin 

(g) 	 All Long term Care Facilities shall establish written policies and procedures 
addressing admission, transfer and discharge, consistent with Medicaid 
General Rule, Chapter 1200 13 01. These policies and procedures shall be 
::l1J::lil::lhln for in~nnction hlJ tho Donnrtmnnt 

(10) 	 Reimbursement for covered durable medical equipment, including repairs, 
maintenance, and replacement of equipment and expendable parts theroof, shall be 
made only to a home health agency or a supplier of durable medical equipment 
which has an approved participation agreement or contract with the Department of 
Health and Environment, Medicaid program. Such reimbursement shall be made 
only as provided in this section and subject to the conditions and requirements set 
forth horoin ;md ol~owhero in this chanter. 

(a) 

(b) 	 Where prior approval is required for any equipment, the home health agency or 
durable medical equipment supplier shall obtain such approval or assure that it 
is orooerlv obtained. 
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(Rule 1200-13-01-.05, continued) 

(c) 	 All durable medical equipment placed on or after July 27, 1984, shall be newly 
manufactured equipmont and shall be placed and reimbursed either as rental 
or rent to purchase equipment as described and limited in this section; 
however, equipment originally placed as rental equipment may be converted to 
a rent to purchase basis as provided in subsection (0) 2. below. 

(d) 	 Equipment already placed in a recipient's home on a rental basis prior to July 
27, 1984, shall continue to be rented upon the same terms, subject to the 
recipient's need, until July 27, 1984 . Rental of such equipment from and after 
July 27, 1984 , shall be subject to the certification and recertification 
requirements set forth in subsection (g) 1. below. If any such equipment other 
than that listed at rule 1200 1301 .03(gg)13., 14(i), 14(vi) through (viii) , 14(xv), 
15(ix), or 15(xi) through (xiii) is still in use on October 27, 1984, it shall be 
converted to a rent to purchase basis; all rental payments made for such 
equipment for the period of July 27, 1984 through October 27, 1984, shall be 
applied to the total reimbursement purchase amount; and the remainder due 
shall be billed as provided in subsection (f) below; however, such equipment 
shall bear the same 'J'Iarranty as newly manufactured equipment of the same 
type. If a provider does not offer such a warranty, reimbursement shall be 
denied on the equipment. Ne'lily manufactured equipment may be placed in 
place of the old eauipment and billed as provided in subsection (f) below. 

(e) 	 The provider of every item of equipment placed on or after July 27, 1994, shall 
assure the provision of effective training in the proper and safe operation of the 
equipment, to the recipient, or if the recipient is unable to perform such tasks, 
to an appropriate person who will be available to assist the recipient in 
performina such tasks. 

(f) 	 Purchase of Eauipment: 

All equipment, except that listed at Rule 1200 1301 .03 (1)(gg)13., 14(i), 14(vi) 
through (viii), 14 (xv), 15(ix), and 15(xi) through (xiii) , for which the anticipated 
period of need as specified in the physician's order is six months or longer, and 
all equipment listed at Rule 1200 1301 .03(1)(99)3., 12(i), 15(i), 15(ii), and 
15(x), whatever its anticipated period of need shall be reimbursed by Medicaid 
as follows: 

1. 	 The provider of the equipment shall bill Medicaid for the total charge in 
one bill after the equipment is delivered and put into operation in the 
recipient's place of residence. 

2. 	 After the provider is reimbursed by Medicaid for the equipment, the 
equipment shall become the property of the recipient. Such property 
shall not be considered a resource for purposes of eligibility 
determination. 

(0) 	 Rental Eauipment: 
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(Rule 1200-13-01-.05, continued) 
1. 	 All equipment, except that listed at Rule 1200 13 01 .03(1 )(gg)3., 12(i), 

15(i), 15(ii), and 15(x), for which the anticipated period of need as 
specified in the physioian's order is less than six months, and all 
equipment listed at Rule 12001301 .03(I)(gg)13., 14(i), 14(vi) through 
(viii), 14(xv), 15(ix), and 15(xi) through (xiii), 'Nhatever its anticipated 
period of need shall be plaoed as rental equipment and reimbursed only 
for periods of recipient eligibility for whioh there is a valid physician's 
oertifioation. The original physioian's order shall suffioe as the original 
oertifioation and shall be valid for suoh purpose for up to six (6) 
oonsecutive months. Thereafter, every six (6) months for as long as the 
equipment is rented; the provider of the equipment shall assure that a 
physician provides written medioal justifioation that the reoipient's medical 
condition reauires continued USA of thA emJinmAnt. 

2. 	 If an item of equipment other than that listed at Rule 1200 13 01 
.03(I)(gg)13., 14(i), 14(vi) (viii), 14(xv), 15(ix), and 15(xi) through (xiii) is 
originally plaoed as rental equipment, but the reoipient is subsequently 
determined to need the equipment for six months or longer based upon 
the physioian's oertification, the equipment shall be reimbursed as 
provided in subseotion (f) above; however, if any rental payments have 
already been made, for periods oommenoing on or after July 27, 1984, 
they shall be applied to the total reimbursement purohase amount, and 
the remainder due shall be billed as orovided in suhsoction (f) 8hovo. 

(h) ReDair. Maintenanoe. and ReDlaoement of EauiDment and Parts. 

1. 	 Providers of rented durable medioal equipment shall assure that all suoh 
equipment is adequately maintained and kept in good 'Norking order. No 
reimbursement shall be made in addition to the regular rental payments 
for slIch m8intAn8ncA. mn8ir or mnl8cnmnnt of n8rts. 

2. 	 Providers shall be reimbursed for reasonable and neoessary repair and 
maintenanoe costs and costs of replaoement of expendable parts, 
inoluding but not limited to hoses, fuses or batteries, for all purchased 
equipment (repair of rontal equipment is the responsibility of the rental 
provider) other than that listed at rule 1200 13 01 .03(1 )(ee)3., if proper 
prior approval is obtained; however, prior approval shall not be required 
for reimbursement for the replaoement of expendable parts the billed 
amount for whioh is less than $75.00. Prior approval shall not be granted, 
nor shall reimbursement be made for repairs or maintenanoe oovered by 
a manufaoturer's warranty, the result of the recipient's abuse or for any 
repair the reimbursable amount for whioh exoeeds 75% in oumulative of 
thn <1l1ow:1hln mni:1nnmnnt nost of thn nnllinmnnt 

3. 	 Prior approval shall be required for reimbursement for replaoement for 
any item of purohased durable medioal equipment, and for 
reimbursement for the purchase of any item of equipment for a recipient 
'Nhen an item of the same type has previously been purohased by the 
Dnn8rtmnnt for tho S8mA mciniAnt from anv orovider. exceot where the 
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(Rule 1200-13-01-.05, continued) 
provider of the new item had no knovlledge of, and could not reasonably 
halJA oht~inAri knowlArino of thA mAviow:; OIJr(~haF;A 

(i) 	 Prim AnmovaL 

1 	 1\ II .. ,,It?mS ~nd services listed at subs' .
require pno.r approval by the Medic .;ctlon~ (I) t.hrough (iii) below shall 
repr~s~ntatlve, in order for the 't al medlca~ director, or a designated 

urse byModlcald: 	 I ems or services to be reimb d 

(i) 	 All durable medical equipment listed at rule 1200 13 01 
.03(1 )(ee)l.(ii), 1.(iii), 6.(iii), 7.(ii) through (ix). 7.(xi) through (xiii), 9.(i) 
through (iii), 11.(iii), 13.(i) and (ii), 14.(i), 14.(iii), 14 .(vi) through (ix), 
14.(xi) and (xii), 14.(xv), 15.(vii) through (xiii), and 16.; providers 
seeking to obtain prior approval for the items listed at rule 1200 13 
01 .03(1 )(ee)14 .(iii), 14.(vi) through 14.(viii), and 14 .(xv), shall 
movide P02 or 02 level readinQs in their reQuests for aooroval. 

(ii) 	 1\"nyand cOlier d • e repair and .replacement maintenanceamount is $26 of e'pendable of durable medi . 
sot lortA in rUI~0102~~ more, appro:~~~ ~Aereol lor 'N~~Aei~,pment,
RR! ffl rth .1 .""R . 13 01 .06(11 )(A)2 e suBjest to IA e billede standards . 001100 2. "slow·' In addition to IAe sondllions 

(iii) 	 Replacement of any item of durable medical equipment, and 
purchase of any item for a recipient when an item of the same type 
has previously been purchased by the Department for the same 
recipient from any provider, except where the provider of the new 
item had no knowledge of, and could not reasonably have obtained 
knO'.l'lIArinA of thR mAviol JF; nllrnhaF;A 

her the item II be whet . . 	 rior approval sha nsi"e alternative . ranling or denYing p "'" IAor a loss o,pe • '''AeIAor IAe2. 	 TAe baSIS lor !ediSally nosossary,. i~~~'s medical noods ;';ndards in 
or servl6e IS lei' moot IAe roGiP sommonly asseple A in IAosed 
would ~del:: 0:se",ise sonlorm~:~urtAer sondilions se!I~~~ suffisienl 
propes:. ~I sommunily, WAeIAe; ~nd wAelAer requests Innable a lair andIAe me IS adequalely me , of Medisald 10 erules have been . ed by the Bureau 
factuaI data as determln .. n 

obioctivo doclslO . 


3. 	 Failure to obtain prior approval for an item or service shall not invalidate a 
claim for reimbursement, where it Gan be shown that an emergency 
situation existed. 

Hm."Jever, in such cases, the provider or a representative shall telephone 
Medicaid for approval on the next working day after provision of the 
service and submit a written request documenting the above conditions, 
mim to navmont of that claim. 
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(Rule 1200-13-01-.05, continued) 
4. 	 When a request for prior approval is denied, the recipient for whom the 

services were requested shall be promptly notified in 'Nriting of the denial, 
of the factual basis for the denial, and of the right requested, and 
procedures for requesting, a hearing pursuant to TCA. §14 23 113, where 
he rna" contest the denial. 

.ers/su5. 	 Pro"id rrepair hi pp lers must not r r "ome modisal ,equest prior a es'p,ents whoso oqUipmont or pproval to pursharesioion!'s 01 plase sf r.sid purshas. medis I se, rent or 
as. of residense feun~ns. do.s not meet t: supplies forIn rule 1200 13 01 e definition of.01(15), 

(11) Ambulance service 'Nill be provided on an emerqenc" and non emerqenc" basis. 

(a) 	 Emergency Ambulance service 'Nill be reimbursed for a one 'Nay trip to the 
nearest hospital that can handle the medical emergency. Emergency 
ambulance transportation shall be provided for recipients in the case of injury 
or acute medical condition II/here the same is liable to cause death or severe 
injury or illness as determined by the attending physician, paramedic, 
emerqenc" medical technician, or reqistered nurse. 

(b) 	 Non Emergency Ambulance services will be reimbursed when the recipient's 
condition is such that use of any other method of transportation is 
contraindicated. For reimbursement, a physician, paramedic, emergency 
medical technician, registered nurse, or licensed practical nurse must present 
written documentation that the patient's condition warrants such services. This 
documentation must be attached to the ambulance provider's request for 
oavment. 

(12) 	 Home health agency providers must limit acceptance of Medicaid recipients for home 
health care to cases where there is reasonable expectation that the recipient's health 
needs can be adequately met by the agency in the recipient's place of residence. 
Services for which the home health agency seeks Medicaid reimbursement must be 
furnished by the home health agency or by another health organization or individual 
pursuant to a written agreement between the home health agency and the 
contracting health organization or individual. All such agreements for the provision 
of services must stipulate that receipt of payment by the home health agency for the 
service, 'Nhether in its own right or as an agent, relieves the reCipient of liability to 
pay for such services. Home health agencies shall not provide home health services 
pursuant to a plan of care established, certified or recertified by a physiCian who has 
a significant ovmership interest, as defined in rule 1200 13 01 .21 (1 )(i) in the 
aaencv. 

. . of Medicaid recipients for hom~ health
Home health agencies shall . 1i~lt ?cceptan:feresidence is less than seventy five (7~) 
care to cases where the recIpient s pl3festate map from the hom~ health. agency s 
miles distance accord.lng t~ the effl?la rtified for participation In. Medlc.are .and 

nt or branch office site that IS ce 'ble for obtaining certifications ~'::;isaid, Home health a~ensY.P'o,Vlder~:~~::~:~'"S and medisal nesessily for 
and recertifications of the recIpient s .ho h 'sician. Services rendered to recIpients 
home health services from t.he attendln~ p 'toeri" certified/recertified or homebound . no yon days for ",vhich the reciol ent \A'asH oro 

December, 2009 (Revised) 	 128 

http:1200-13-01-.05


GENERAL RULES 	 CHAPTER 1200-13-01 

(Rule 1200-13-01-.05, continued) 
pursuant 1200 13 01 .18 are not reimbursable by Medicaid nor may they be billed to 
the recioient and/or resoonsible oartv. 

(a) 	 Attending physician certification/recertification and approval of the plan of care 
for home health services. 

1. 	 Plans of care and certifications/recertifications need not be documented 
on a specific form; hovvever, they must be presented in a format that 
Medicaid representatives can determine, where necessary, that the plan 
of care and certification/recertification requirements are met. The plan of 
care and certification/recertification must: 

(i) 	 Be leGible : 

" h tt d'ng physician for this patient (ii) 	 Contain the statement I am tea en homeboundkr t' 
and i~ my prof~ss~onal jU~i~e:~ 6~1~1 :~~edn th: services are 
accordlRg to Medicaid rule d that if I knowingly 

~u~~:r~!I~ h:::shs:afth s:!~~:rfO~ pUe~::~~~~hO are not ~omebound 
~c::i~~~; ~:c~::~~~~~ ~oa~ebbeO~nn~i:I:!~~~a~r~e~~:~~~r:~~e~2~g ~~t 
01 .21 and subiect to the sanctions desCribed therein . 

(iii) 	 Be siGned and simultaneouslv dated bv the attendinG ohvsician. 

2. 	 An attending physician is one who has knowledge of the patient which is 
based on his personal examination of the patient and/or his personal 
review of the patient's institutional medical record or a physician 's office 
record. 

3. 	 Plan of Care 

(i) 	 Items and services provided through a home health agency must be 
furnished under an established plan of care that is Signed and 
simultaneously dated bv the recipient's attendinG physician. 

(ii) 	 The 'Nritten plan of care must be submitted to the home health 
agency which has accepted the patient as a client. The home 
health agency may establish a written plan of care based on the 
physician's verbal orders. These verbal orders must be recorded by 
a registered nurse, or qualified therapist employed by the home 
health agency and fOPA'arded to the attending physician for him to 
sign and simultaneously date within ten (10) 'Norl<ing days. The 
date of the attending physician's verbal orders should be listed on 
the plan of care by the home health agency and shall serve as the 
certification date. 

(iii) 	 The plan of care must be revi9\\'ed by the attending physiCian once 
every sixtv (60) davs. 
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'1. 	 Certification/Recertification 

(i) 	 Certification 

(I) 	 In order for a home health provider to be reimbursed by 
Medicaid for heme health services rendered to a recipient the 
attendino ohvsician must certitv that: 

I. 	 The individual is in need of the services at the time the 
Dian of care is established: 

II. 	 The home health services are required because the 
individual is confined to his home: 

III. 	 The individual needs skilled nursing care , physical 
therapy, occupational therapy, or the services of a home 
hO:1lth :1ino. on :1n intormittont h:1~i~: 

IV. 	 A 'I/ritten plan for furnishing such services to the 
individual has been established. and 

V. 	 The services are furnished while the individual is under 
the care of a ohvsician . 

(II) Mothon :1nn Di~no~ition of hortific:1tiom; 

I. 	 ,The atte nd' Ing physician certifi .
In a format that Medicaid r cation ,must be presented
lAther 	 epresentatl"es c d .. e necessary that th . . vanetermine , e certlflcatio n d ' 
are met: The certification b ' th ~n requirements 
be retained by the hom : e attending physician ¥lill 
also m t ' d' e ealth agency Thus In Icate on the b'lI' f,e agency
has been made bv the att I~~g orm ~hat the certification 

en Ina ohvslclan, 

(ii) 	 Rocortification 

(I) 	 "",then services are continued , the attending physician must 
certify at intervals not exceeding sixty tv'Jo (62) days that there 
is a continuing need for services and should estimate how 
long services will be needed. The recertification should be 
obtained at the time the plan of care is reviewed (at least once 
every sixty two days). Recertifications must be signed and 
simultaneously dated by the attending physician who reviews 
tho Dian of cam. 

(13) Hospitals participating as providers in the Medicaid program shall not seek payment 
or contribution of all or any part of the inpatient hospital deductible under Part A of 
tho MoniG:1ro nroomm inGllrron hv :1n'J rociniont of Tonnm;~oo MonicFlin :1~~i~t:1nGe 
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(Rule 1200-13-01-.05, continued) 
during the period beginning July 1, 1982, through and including December 31 , 1984, 
including but not limited to, direct collections from said Medicaid recipients , and 
efforts to collect from said Medicaid recipients through collection agencies or 
litiaation. whether or not the'.' are current Medicaid recioients. 

(14) 	 All providers receiving payments pursuant to TCA. §71 5 101, et seq ., are subject to 
Audit. Statistical sampling techniques may be employed to determine and/or assess 
overoavments in a orovider's Medicaid claim oooulation. 

(15) 	 Facilities requesting voluntary termination of provider agreements shall comply v'Iith 
the followina: 

(a) 	 Facilities 'Ilhich choose to voluntarily terminate their provider agreements may 
do so by notifying the Department in writing of such intent. The effective date 
of the termination will be determined by the Department consistent with the 
terms of the TennCare Provider Agreement then in force between the 
Deoartment and the facilit'.'. 

(b) 	 The facility will not be entitled to payment for any additional or newly admitted 
TennCare eligible residents from the date of the facility's notice of '1lithdrawal 
from the TennCare program. The facility may, hO'Never, at its election, 
continue to receive TennCare payment for those individuals who resided in the 
facility, on the date of such notice, so long as they continue to reside in and 
receive services from the facility and provided that such individuals are 
TennCare eligible during the period for which reimbursement is sought. The 
facility's right to continue to receive TennCare payments for such individuals 
following the date of its notice of intent to withdraw from the TennCare program 
is continaent uoon: 

1. 	 !::afacility's compliance with all requirements for TennCare participation; 

2. 	 its agreement to continue to serve, and accept TennCare payment for, on 
a non discriminatory basis, all individuals residing in the facility on the 
date of notification of withdrawal. who are or become TennCare eliaible. 

(c) 	 The notification mm;t orovida tha follo'lJina information: 

1. 	 The reason(s) for voluntarv termination: 

2. 	 The names and TennCare identification number of all TennCare eligible 
rm:;inontR: 

3. 	 Name of the resident and name of the contact person for the resident (if 
anv) for residents with an aoolication for TennCare eliaibilitv oendina: 

4. 	 A copy of the letter the facility will send to each resident informing them of 
the voluntary termination, and a copy of the letter to be sent to all 
TennCare eliaible residents reaardina this action: 
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6. 	 A copy of the letter sent to all applicants on the wait list informing them of 
the facilitv's voluntarv termination: anrl 

6. 	 Whether or not the facility intends to continue to provide services to non 
T~nnCare residents who were residents of the facility on the date 
wl.t~d~~wal was approved, in the event they convert to TonnCare 
::'billty; and a copy of the notice to residents explaining that decision; 

, 

7. 	 Other information determined by the Department as necessary to process 
the reauest for termination. 

(d) 	 The termination of the provider's involvement in TennCare must be done in 
such a manner as to minimize the harm to current residents. 

1. ~esl'dents 	whohare cnotice to be ro\liurrently TennCare eli .
laGility has oF.Gt~=~d ~: tho laGility and app~'~~O shall bo inlormod, in 
has oloGlod undor =u"'thdraw Irom the Ten'::;:~ by the Dopartmont th:

~::::a~n~:o~:oI:I::~:n~\1tht:~a~~i:~: ~ro~:t:u~1 :er!~::~~ 
reSident altho ri ht enn are program th ". t 0 dato 01 notiGo 01 
as they wish to ';0 s~a~:aln in tho laGility' as : T:otIGO shall inlorm the 
TennCare Program T remain otherwise eli 'bl nnCaro patient as Ion 
Wish to transfer ;0 he notlGe shall also inlo;~ t~ under the rules 01 th~ 
Department, the Len a;other faGility, under th e rosldent that, il they 
assist in 10Gating germ Care FaGility "'h e supe,"ision 01 the 
pre' a ne'" pi .. ere theyparatlon lor the transf n ,--aGement and pro"id' - now reside will 
and Imolem entina reaulat er, In accoraance with 42'U ,~g enentatien andIons and auidelines, if anv.· .C. §1396r(c)(2)(C) 

. . ei"e a separate notice informing
1\ r residents of the faCility shall rec ..: the TennCare program. 

2 	 ;~~:h: the lacility's intention to Wlth~i~-;'~;;:~a¥ing been lirst reviewed 
The notice 'Nill be provided by the F;: yotice shall inform such resl~ents 
and approved by the Depart7e~~~ 10,";ennCare coverage, they W;II b: 
that, should they beceme e '~~m thoir current source 01 paymen, anal 
able to convert ~~ TennCar~ eriod that ends with the .termlnatlon 
remain in the facl.llty only dUring a p date to be determined In ac?o.rdance 
the facility's proVider agree.ment, a t They will not be eligible for 
with the terms 01 the prOVider ~~r~:7he: iacility thereafter, TraAsle~:I~ 
TennCare coverage of their c~d d an involuntary transfer and s 
these residents shall be consll t~~:s governing involuntary transfer orcomply with Department regu a I 
rlischaram;. 

The same notice will ca .TennCare patient utlon these residents th .
they will have to tra~er tho facility's provider :t, ~ thoy re~uire care as 
recldeAts that "'heAs::rto aAolher lacility The :r~emeAt IS termiAatedT ' elf pr ,0IGe "'III I' 'heAACare oroara , oseAt lacility is no I -- h'" a so Inlorm the no ­

m. certain leaal riahts and ong?r participating in theprotections that applv to all 
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residents (regardless of source of payment) in TennCare facilities will no 
longer be available to those '""ho remain in the Long Term Care Facility. 
Readers of the notice will be informed that, if they 'Nish to transfer, or to 
have their names placed on wait lists at other facilities , the facility that is 
withdrawing from the program will assist them by providing preparation 
and orientation under the supervision of the Department, as required by 
42 U.S.C. § 1396r(c)(2)(C) and implementing regulations and guidelines, 
~ 

3. 	 Applicants \"lhose names are on the facility's wait list will be notified by 
the facility on a form that has been reviewed and approved by the 
Department, that the facility intends to withdraw from the TennCare 
program. They will be cautioned that they will not be able to obtain 
TennCare coverage for any care that they receive in the facility. The 
notice shall also inform them that certain legal rights and protections that 
apply to all residents (regardless of source of payment) in TennCare 
participating facilities will not be available in the Long Term Care Facility 
to which they have applied, once that facility has withdrawn from the 
TennCare oroaram. 

Applicants 'Nill be informed in the notice that, if they wish to make 
application at other facilities , the withdrawing facility, under the 
supervision of the Department, shall assist them in seeking placement 
elsevvhere. 

(e) 	 Following submission of a notice of withdrawal from the TennCare program a 
facility cannot opt to receive continuod TennCare payments for any resident 
unless it agrees to accept continual TennCare payment for all indi\'iduals who 
are residents on the date of the notice of withdrawal, and who are or become 
TennCare eligible provided, however, that TennCare will pay the facility for all 
covered services actually provided to TennCare eligible residents following 
notice of the facility's withdra'Nal and pending the resident's transfer or 
discharge. In instances where facilities elect to continue to receive such 
TennCare payments, their provider agreements will remain in effect until the 
last TennCare eligible individual, who resided in the facility as of the date of 
notification of withdrawal, has been discharged or transferred from the facility in 
accordance with TennCare and state licensure requirements. 

(f) 	 Facilities which terminate their provider agreement shall not be permitted to 
participate in TennCare for a period of at least two years from the date the 
orovider aareement is terminated. 

(g) 	 Unless the facility notifies the department 'Nithin thirty (30) days after giving a 
notice of termination, the facility may not stop the termination procedure 
consistent with this order 'Nithout written approval from the Department. 

(16) 	 Long term Care Facilities may be involuntarily decertified by the Department 
because of their failure to comply with the provisions of Medicaid General Rule, 
Chapter 1200 13 01. Facility that are involuntary decertified shall not be permitted to 
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participate in the Medicaid program for a minimum of five (5) years from the date of 
the decertification. 

(17) 	 Long term Care Facilities participating in the Medicaid Program shall not as a 
condition of admission to or continued stay at the facility request or require: 

(a) 	 Transfer or discharge of a Medicaid eligible resident because Medicaid has 
been or becomes the resident's source of payment for lana term care. 

(b) 	 Payment of an amount from a Medicaid eligible resident in excess of the 
amount of patient liability determined by the Tennessee Department of Human 
Services. 

(c) 	 Payment in excess of the amount of patient liability determined by the 
Tennessee Department of Human Services from any resident who is financially 
eligible for medical assistance but who has not submitted a PAE for 
consideration or whose appeal rights for a denied P:\E have not been 
exhausted. 

(d) 	 Any person to forego his or her right to Title XIX Medical Assistance benefits 
for anv Deriod of time. 

(e) 	 A third party (i.e. responsible party) signature, except as required of a court 
appointed legal guardian or conservator, or require payment of any kind by a 
third Dart" on behalf of a Medicaid Eliaible individual. 

(18) 	 Long term Care Facilities participating in the Medicaid Program must comply with the 
followina auidelines reaardina transfers. discharaes and/or readmissions. 

(a) 	 Transfer and Discharge Rights A Long term Care Facility must permit each 
resident to remain in the facility and must not transfer or discharge the resident 
from the facilitv unless: 

1. 	 The transfer or discharge is necessary to meet the resident's welfare 
which cannot be met in the facilit\': 

2. 	 The transfer or discharge is appropriate because the resident's health has 
improved sufficiently so the resident no longor needs the services 
Drovided bv the facilitv: 

3. 	 The safety of individuals in the facility is endanaered; 

4. 	 The health of individuals in the facility would otherwise be endangered; 

5. 	 The re:ident ~:su!~~erd-i-i~:e~l~e:~~~t~:I~\~~do:~:~O~;~~~~~?~i~:'h~~ftf':(or to ave pal 

a stav at the facilitv: or 


6. 	 The facilitv ceases to operate. 
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. 	 hall be discharged or 
. 	 above, no patient s h 'sician or through he sases .ess"oe. IrOl" the a~en.,n§ p Y amiior sponsor ~~a~:;o~r~.tWith:~~:sW~:~~~:rnotili~~~~n ~n~":'!r= ~:ro F~:~~a~~~ 

h r le§al pros rHe il any. '" h to loave 0 
ot o . • representa" , tionts who ~IS . har§e ","ste 
or a"tho,,'e polisy lor han.hn§ pa lor the transler or .,SS .essrioo. in

:~~:~:::i~:1t~:V:~~;.:~~ ~~:i:s:e!:~~ti~: t~e":t"~::~:.(~)~y ::: 
.06"",e (a) 1 an. (a)2., h sase .es6"De. In oses 01 6la"seh 6la"ses . • in t e . . For p"rp • 
;e:i;ent'S PhYS:i::; .!nmado by ~ pt;;!,:~a:ii§i;;;t;r a~~~t~6!~;-:~.OS"",entation I a resi.ent who e6. , only sha'1les IS 
( )5 	 in tho 6aso 0 . . n to tho la6lhty, b allowaolo.T~tle" 	 XIX aftor a.",~~oshall DO sonsi.ors. to e 

IT 

. 	 ed under Title Imoos 

\J\Ih..en a patient .
facility, condition ~~ tr~nsferred, a summar'translerre. shall 0 patient atti",e of transfo' of troat",ontn §ivon at th 
emer 0 onto rod . ran••ato a • 0th§ens ; this informati - .In tho rooor. If t - plase to .'hish 
o erwise.yit will oro g on will De resorgog ',"'th' ransfer is g"e t~ se e the transfer of the o~;;~n~n forty ei§ht (48) he"::: 

When a patient is transferred, a copy of the clinical summary should, with 
consent of the patient, be sent to the Long term Care Facility that will 
continue the care of the oatient. 

Where an involuntary transfer is proposed, in addition to any other 
relevant factors. the following factors shall be taken into account: 

(i) 	 The tr~lJmatic effect on the oatient. 

(ii) 	 The proximity of the proposed Long term Care Facility to the 
nrm;ent fl1cilitv ami to the familv and friends of tho oationt. 

(iii) 	 The availability of necessary medical and social services at the 
nron058ci Lona torm Cam Facilitv. 

(iv) 	 Compliance by the proposed Long term Care Facility with all 
~nnlicabl8 Foderal and State reoulations. 

(b) 	 Pre Transfer and Pre Discharge Notice Before effecting a transfer or 
rli~ch::lmo of ~ re~irlent. 11 Lana torm Care Facilitv must: 

1. 	 Notify the resident (and , if kno¥m, a family member of the resident or 
legal representative) of the transfer or discharge and the reasons 
thorefore. 

2. 	 Record the reasons in the resident's clinical record (including any 
documentation required pursuant to (a) above) and include in the notice 
tho itomF> rlm;cribed in (d) below. 
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3. 	 Notifv the Department and the lana term care Ombudsman. 

4. 	 Not transfer or discharge a resident until the above agencies have 
designated their intention to intervene and until any appeal process is 
complete. should the resident request a fair hearinq. 

(c) 	 Timing of Notice The notice under (b) must be made at least thirty (30) days 
in advance of the resident's transfer or discharqe except: 

1. 	 I n a case described in (a)3. or (a)4. above. 

2. 	 In a case described in (a)2. where the resident's health improves 
sufficiently to allow a more immediate transfer or discharqe. 

3. 	 In a case described in (a)1 . where a more immediate transfer or 
discharqe is necessitated by the resident's urqent medical needs. 

4. 	 In a case where a resident has not resided in the facility for thirty (30) 
day& 

In the case of such exceptions, notice must be given as many days 
before the date of transfer or discharqe as is practicable. 

(d) 	 Items included in notice Each pre transfer and pre discharge notice under (b) 
must include: 

1. 	 For tra~sfer~ or discharges effected on or after October 1, 1990, notice of 
the resident s nqht to appeal the transfer or discharqe. 

2. 	 The name, mailing address, and telephone number of the long term care 
ombudsman. 

3. 	 In the case of residents with developmental disabilities, the mailing 
address and telephone number of the agency responsible for the 
pretection and advocacy system for developmentally disabled individuals. 

4. 	 I n the case of mentally ill residents, the mailing address and telephone 
number of the agency responsible for the pretection and advocacy 
system for mentally ill individuals established under the Protection and 
l\dvocacv for Mentallv III Individuals Act. 

(e) 	 Orientation A Long term Care Facility must previde sufficient preparation and 
orientation to residents to ensure safe and orderly transfer OT discharge from 
the facilitv. 

(f) 	 Notice of Bed Hold Policy and Readmission Before a resident of a Long term 
Care Facilitv is transferred for hospitalization or therapeutic leave, a Long term 
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Care Facility must provide written information to the resident and a family 
member or leqal representative concerninq: 

1. 	 The provisions of the State plan under this Title XIX regarding the period 
(if any) during which the resident viill be permitted under the State plan to 
return and resume residence in the facilitv. and 

2. 	 The policies of the facility consistent with (g) below, regarding such a 
oeriod. 

(g) 	 Notice Upon Transfer At the time of transfer of a resident to a hospital or for 
therapeutic leave, a Long term Care Facility must provide written notice to the 
resident and a family member or legal representative of the duration of any 
period under the State plan allowed for the resumption of residence in the 
facilitv. 

(19) 	 Effective October 1, 1990, Medicaid recipients served in Nursing Facilities (NF) 
enrolled in the Medicaid program 'Nill be categorized, according to their needs, as 
either Level 1 NF residents or Level 2 NF residents. Level I NF residents meet the 
criteria formerly required for participation at the Intermediate Care Facility level of 
care. while Level 2 NF residents meet the criteria formerly required for participation 
at the Skilled Nursing Facility level of care. Medicaid will provide Level 2 NF 
reimbursement only for beds that are certified for both Medicaid and Medicare for the 
orovision of nursina facilitv care. 

(20) 	 (a) No change of ownership or controlling interest of an existing Medicaid provider, 
including but not limited to: hospitals, nursing home facilities, home health 
agencies, and pharmacies, can occur until monies as may be owed to Medicaid 
are provided for. The purchaser shall notify Medicaid of the purchase at the 
time of ownership change and is financially liable for the outstanding liabilities 
to Medicaid for one (1) year from the date of purchase or for one (1) year 
follov.ling Medicaid's receipt of the provider's Medicare final notice of program 
reimbursement, whichever is later. The purchaser shall be entitled to utilize 
any means available to it by law to secure and recoup these funds from the 
selling entity. In addition, purchasers of nursing facilities are responsible for 
obtaining an accurate accounting and transfer of funds held in trust for 
Medicaid residents at the time of the change of ownership or controlling 
interest. 

(b) 	 If the division of Medicaid has not reimbursed a business for Medicaid services 
provided under the Medicaid program at the time the business is sold, when 
such an amount is determined the division of Medicaid shall be required to 
reimburse the person owning the business provided such sale included the 
sale of such assets. 

' 	 ral dosageor~f ms of 
are 	 Facilities shall r?qu b ' ire Tennessee M?dlcal that all solid" 0 'dLTennCare patients, ,

(21) 	 bORg lorm G lORded lor GORS"mptloR ~il dese aaGkaQIRQ.
medications In Tt'es be prOVided In uresidina in suoh faol I I . 
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(a) 	 Unit dose packaging is an individual package designed to hold a separate and 

distinct solid, oral dosage form drug product intended for administration as a 
single dose. Unit dose packaging bears at least the name of the drug, 
strength, expiration date, control number, and the name of the manufacturer as 
reauired bv Tennessee oharmacy la'N. 

(b) 	 /\ unit dose distribution system shall provide no more than a seven day supply 
of medication(s) to each patient and shall have the ability to bill only for 
medications after they have been consumed. 

(22) 	 The Tennessee Bureau of Medicaid and
Health and Mental Retardation are 'ointl }he Tenn?ssee Department of Mental 
mental health prolliders for part" t' J , Y responsible for certifying commu 'tt' • IClpa Ion In th M d' , 	 nl yo~ 10~. After a potential communit' mere Icald Program's Clinic Services 
criteria the Department of Mental H~alt:ntal health provider has met certification 
B"r~." of MeeiG.ie s~.11 Gertily t~at ~~~eMeAt.1 Retaroat'eA IiGtee ~elow, t~8 
~ervlces option, in the Medicaid Pr p,O., er f?r enrollment, under the Clini 
,A ,"10 1200 1a 01 .Oel11Ia\ are ",:gra", 'f all pro.,eor 0 A roll '"OAt Grito'ia aG Get o"~ 
The Department of Mental Health and Mental Retardation shall certify an agency or 
organization as a community mental health provider under the Clinic Services option 
for availability of Medicaid reimbursement for community mental health services if 
the aaencv/oraanization: 

(a) 	 Provides an array of services which, at a minimum, include the covered 
services listed in rule 1200 13 01 .24 (with the exception of therapeutic nursery 
and case management. which are optional) and the following services which 
mayor may not be covered by Medicaid: 

1. 	 Outpatient services including but not limited to prescreening, follow 
uo/liaison. and treatment: 

2. 	 Emeraencv services: 

3. 	 Dav treatment services: 

4. 	 Transitional/residential services: and 

5. 	 Consultation and education services. 

(b) 	 Makes the above listed services available to all members of the prierity 
population in the catchment area assigned to the community mental health 
center bv the Deoartment of Mental Health and Mental Retardation: 

(c) 	 Complies with applicable licensure rules of the Tennessee Department of 
Mental Health and Mental Retardation: 

(d) 	 Has appropriate licensure from the Department of Mental Health and Mental 
Retardation: 
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(e) 	 Adheres to the Department of Mental Health and Mental Retardation 's fiscal 
reoortina reauirements: and 

(f) 	 Is under contract lJ,'ith the Department of Mental Health and Mental Retardation 
to orovide community mental health services. 

(23) 	 For providers enrolled in the Tennessee Medicaid program prior to January 1, 199'1, 
the rule as set out at 1200 13 01 .05(1) (20) shall apply. Effective January 1, 1994, 
the rules of TennCare as set out at ru le chapter 1200 13 12 shall apply except for 
providers of nursing faci lity services, providers of intermediate care faci lity services 
for the mentally retarded (ICF MR), providers of Home and Community Based 
Waiver Services, providers of Medicare Services for Qualified Medicare Beneficiaries 
(QMBs) and providers of Medicare services for Special Low Income Medicare 
Beneficiaries (SLlMBs) . Nursing facilities, intermediate care facilities for the mentally 
retarded (ICF MR), providers of Home and Community Based Waiver Services, 
providers of Medicare services for Qualif ied Medicare Beneficiaries and providers of 
Medicare Services for Special Lm\' Income Medicare Beneficiaries (SLlMBs) will 
continue to be governed by the Tennessee Medicaid rules in effect prior to January 
1. 1994. and as mav be amended. 

Authority: T. C.A. §§4-5-202, 71-5-105, 71-5-109, and Executive Order Nos. 11 and 23. 
Administrative History: Original rule filed November 17, 1977; effective December 19, 1977. 
Amendment filed January 31, 1979; effective March 16, 1979. Amendment filed April 8, 1981; 
effective May 26, 1981. Amendment filed August 31, 1981; effective October 15, 1981. 
Amendment filed November 4, 1981; effective December 21, 1981. Amendment filed January 
29, 1982; effective March 15, 1982. Amendment filed May 14, 1982; effective July 1, 1982. 
Amendment filed May 26, 1983; effective June 27, 1983. Amendment filed June 23, 1983; 
effective July 25, 1983. Amendment filed June 27, 1984; effective July 27, 1984. Amendment 
filed November 30, 1984; effective December 30, 1984. Amendment filed September 18, 1985; 
effective October 18, 1985. Amendment filed February 12, 1986; effective March 14, 1986. 
Amendment filed February 23, 1987; effective April 9, 1987. Amendment filed March 25, 1987; 
effective May 9, 1987. Amendment filed July 30, 1987; effective September 13, 1987. 
Amendment filed September 30, 1987; effective November 14, 1987. Amendment filed October 
22, 1987; effective December 6, 1987. Amendment filed October 12, 1987; effective January 
27, 1988. Amendment filed August 17, 1988; effective October 1, 1988. Amendment filed July 
26, 1989; effective September 10, 1989. Amendment filed February 23, 1990; effective April 9. 
1990. Amendment filed May 10, 1990; effective June 24, 1990. Amendment filed June 8, 1990; 
effective July 23, 1990. Amendment filed August 17, 1990; effective October 1, 1990. 
Amendment filed September 28, 1990; effective November 12, 1990. Amendment filed 
November 5, 1990; effective December 20, 1990. Amendment filed November 27, 1990; 
effective January 11, 1991. Amendment filed January 9, 1991; effective February 23, 1991. 
Amendment filed February 12, 1991; effective March 29, 1991. Amendment filed February 21, 
1991; effective April 7, 1991. Amendment filed February 1991; effective April 9, 1991. 
Amendment filed February 27, 1991; effective April 13, 1991. Amendment filed April 1, 1991; 
effective May 16, 1991. Amendment filed June 12, 1991; elective July 27, 1991. Amendment 
filed November 22, 1991; effective January 6, 1992. Amendment filed April 29, 1992; effective 
June 13, 1992. Amendment filed May 1, 1992; effective June 15, 1992. Amendment filed 
October 8, 1992; effective November 22, 1992. Amendment filed October 26, 1992; effective 
December 10, 1992. Amendment filed November 17, 1993; effective January 31, 1994. 
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Amendment filed March 11, 1994; effective May 25, 1994. Amendment filed March 18, 1994; 

effective June 1, 1994. Amendment filed May 2, 1994; effective July 16, 1994. Amendment 

filed November 10, 1994; effective January 24, 1995. Amendment filed March 3, 1995; effective 

June 15, 1995. Amendment filed June 29, 2000; effective September 12, 2000. Amendment 

filed August 21,2001; effective November 4,2001. 
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1200-13-01-.06 PROVIDER REIMBURSEMENT. SPECIAL FEDERAL 
REQUIREMENTS PERTAINING TO NURSING FACILITIES. 

(1) 	 Anti-discrimination. 

No Medicaid reimbursed resident of a Nursing Facility shal l, on the ground of race, color, 
or national origin be excluded from participation in, be denied the benefits of, or be 
otherwise subjected to discrimination by any such facility. 

(a) 	 A NurSing Facility may not directly or through contractual or other arrangements, on 
ground of race, color, or national origin: 

1. 	 Deny a Medicaid reimbursed resident any service or benefit provided under the 
program. 

2. 	 Provide any service or benefit to a Medicaid reimbursed resident which is 
different, or is provided in a different manner, from that provided to others 
under the program. 

3. 	 Subject a Medicaid reimbursed recipient to segregation or separate treatment 
in any matter related to the receipt of any service or benefit under the program. 

4. 	 Restrict a Medicaid reimbursed resident in any way in the enjoyment of any 
advantage or privilege enjoyed by others receiving any service or benefit under 
the program. 

5. 	 Treat a Medicaid reimbursed resident differently from others in determining 
whether he satisfies any admission, enrollment, quota, eligibility, membership 
or other requirement or condition which the resident must meet in order to be 
provided any service or benefit provided under the program. 

(b) 	 A Nursing Facility, in determining the types of services, or benefits which will be 
provided under any such program, or the Medicaid reimbursed resident to whom, or 
the situations in which, such services or benefits will be provided under the program, 
or the Medicaid reimbursed resident to be afforded an opportunity to participate in 
the program, may not, directly or through contractual or other arrangements, utilize 
criteria or methods of administration which have the effect of subjecting those 
residents to discrimination because of their race, color, or national origin, or have the 
effect of defeating or substantially impairing accomplishments of the objective of the 
program with respect to those residents of a particular race, color, or national origin. 

(c) 	 As used in this rule, the services or benefits provided by a Nursing Facility shall be 
deemed to include any service, or benefit provided in or through a facility 
participating in this program. 

(d) 	 The enumeration of specific forms of prohibited discrimination in this rule does not 
limit the generality of the prohibition in this rule. 
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(e) 	 When a Nursing Facility has previously discriminated against persons on the ground 

of race, color, or national origin, the facility must take affirmative action to overcome 
the effects of prior discrimination. 

(f) 	 Even in the absence of such prior discrimination, a facility may take affirmative action 
to overcome the effects of conditions which resulted in limiting participation by 
persons of a particular race, color, or national origin . 

(2) 	 Admissions, transfers, and discharges from Nursing Facilities. 

(a) 	 All Nursing Facilities shall establish written poliCies and procedures addressing 
admission, transfer and discharge, consistent with these rules. These policies and 
procedures shall be available for inspection by the state. 

(b) 	 A Nursing Facility that has entered into a provider agreement with the Bureau of 
TennCare or a Managed Care Organization shall admit individuals on a first come, 
first served basis, except as otherwise permitted by state and federal laws and 
regulations. 

(c) 	 Nursing Facilities partiCipating in the Medicaid Program shall not as a condition of 
admission to or continued stay at the facility reguest or reguire: 

1. 	 Transfer or discharge of a Medicaid-eligible resident because Medicaid has 
been or becomes the resident's source of payment for long-term care. 

2. 	 Payment of an amount from a Medicaid-eligible resident in excess of the 
amount of patient liability determined by the Tennessee Department of Human 
Services. 

3. 	 Payment in excess of the amount of patient liability determined by the 
Tennessee Department of Human Services from any resident who is financially 
eligible for medical assistance but who has not submitted a PAE for 
consideration or whose appeal rights for a denied PAE have not been 
exhausted. 

4. 	 Any person to forego his or her right to Title XIX Medical Assistance benefits for 
any period of time. 

5. 	 A third party (I.e. responsible party) signature, except as required of a court 
appointed legal guardian or conservator, or require payment of any kind by a 
third party on behalf of a Medicaid Eligible individual. 

(d) 	 Nursing Facilities participating in the Medicaid Program must comply with the 
following guidelines regarding transfers, discharges and/or readmissions. 

1. 	 Transfer and Discharge Rights. 

(i) 	 A Nursing Facility must permit each resident to remain in the facility and 
must not transfer or discharge the resident from the facility unless: 
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(I) 	 The transfer or discharge is necessary to meet the resident's 

welfare which cannot be met in the facility; 

(II) 	 The transfer or discharge is appropriate because the resident's 
health has improved sufficiently so the resident no longer needs the 
services provided by the facility; 

(III) 	 The safety of individuals in the facility is endangered; 

(IV) 	 The health of individuals in the facility would otherwise be 
endangered; 

(V) 	 The resident has failed . after reasonable and appropriate notice. to 
pay (or to have paid under Title XIX or Title XVIII on the resident's 
behalf) for a stay at the facility; or 

(VI) 	 The facility ceases to operate. 

(ii) 	 In each of the cases described above. no patient shall be discharged or 
transferred without a written order from the attending physician or through 
other legal processes and timely notification of next of kin and/or sponsor 
or authorized representative. if any. Each Nursing Facility shall establish 
a policy for handling patients who wish to leave the facility against 
medical advice. The basis for the transfer or discharge must be 
documented in the resident's clinical record. In the cases described in 
items (I) and (II) above. the documentation must be made by the 
resident's physician. and in the case described in item (IV) above. the 
documentation must be made by a physician. For purposes of item (V). 
in the case of a resident who becomes eligible for assistance under Title 
XIX after admission to the facility. only charges which may be imposed 
under Title XIX shall be considered to be allowable. 

(iii) 	 When a patient is transferred. a summary of treatment given at the 
facility. condition of patient at time of transfer and date and place to which 
transferred shall be entered in the record. If transfer is due to an 
emergency; this information will be recorded within forty-eight (48) hours; 
otherwise. it will precede the transfer of the patient. 

(iv) 	 When a patient is transferred. a copy of the clinical summary should. with 
consent of the patient, be sent to the Nursing Facility that will continue the 
care of the patient. 

(v) 	 Where an involuntary transfer is proposed. in addition to any other 
relevant factors. the following factors shall be taken into account: 

(I) 	 The traumatic effect on the patient. 

(II) 	 The proximity of the proposed Nursing Facility to the present facility 
and to the family and friends of the patient. 
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(III) 	 The availability of necessary medical and social services at the 

proposed Nursing Facility. 

(IV) 	 Compliance by the proposed Nursing Facility with all applicable 
Federal and State regulations. 

2. 	 Pre-Transfer and Pre-Discharge Notice - Before effecting a transfer or 
discharge of a resident, a Nursing Facility must: 

(i) 	 Notify the resident (and, if known, a family member of the resident or legal 
representative) of the transfer or discharge and the reasons therefore. 

(ii) 	 Record the reasons in the resident's clinical record (including any 
documentation required pursuant to part 1. above) and include in the 
notice the items described in part 4. below. 

(iii) 	 Notify the Department of Health and the long-term care ombudsman. 

(iv) 	 Not transfer or discharge a resident until the above agencies have 
designated their intention to intervene and until any appeal process is 
complete, should the resident request a fair hearing. 

3. 	 Timing of Notice - The notice under part 2. above must be made at least thirty 
(30) days in advance of the resident's transfer or discharge except: 

(i) 	 In a case described in Rules 1200-13-01-.06(2)(d)1.(i)(llI) and 1200-13­
01-.06(2)(d)1 .(i)(lV) . 

(ii) 	 In a case described in Rule 1200-13-01-.06(2)(d)1.(i)(l1) where the 
resident's health improves sufficiently to allow a more immediate transfer 
or discharge. 

(iii) 	 In a case described in Rule 1200-13-01-.06(2)(d)1.(i)(1) where a more 
immediate transfer or discharge is necessitated by the resident's urqent 
medical needs. 

(iv) 	 In a case where a resident has not resided in the facility for thirty (30) 
days. 

In the case of such exceptions, notice must be given as many days before the 
date of transfer or discharge as is practicable. 

4. 	 Items included in notice - Each pre-transfer and pre-discharge notice under part 
2. above must include: 

(i) 	 Notice of the resident's right to appeal the transfer or discharge. 

(ii) 	 The name, mailing address, and telephone number of the long-term care 
ombudsman. 
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(iii) 	 In the case of residents with developmental disabilities, the mailing 

address and telephone number of the agency responsible for the 
protection and advocacy system for developmentally disabled individuals. 

(iv) 	 In the case of mentally ill residents, the mailing address and telephone 
number of the agency responsible for the protection and advocacy 
system for mentally ill individuals established under the Protection and 
Advocacy for Mentally III Individuals Act. 

5. 	 Orientation - A Nursing Facility must provide sufficient preparation and 
orientation to residents to ensure safe and orderly transfer discharge from the 
facility. 

6. 	 Notice of Bed-Hold Policy and Readmission - Before a resident of a Nursing 
Facility is transferred for hospitalization or therapeutic leave, a Nursing Facility 
must provide written information to the resident and a family member or legal 
representative concerning: 

(i) 	 The provisions of the State plan under this Title XIX regarding the period 
(if any) during which the resident will be permitted under the State plan to 
return and resume residence in the facility, and 

(ii) 	 The policies of the facility consistent with part 7. below, regarding such a 
period. 

7. 	 Notice Upon Transfer - At the time of transfer of a resident to a hospital or for 
therapeutic leave, a Nursing Facility must provide written notice to the resident 
and a family member or legal representative of the duration of any period under 
the State plan allowed for the resumption of residence in the facility. 

(e) 	 NFs participating in the Medicaid Program must establish and follow a written policy 
under which an enrollee, whose hospitalization or therapeutic leave exceeds the bed 
hold period, is readmitted to the NF immediately upon the first availability of a bed in 
a semi-private room if the enrollee: 

1. 	 Requires the services provided by the NF; and 

2. 	 Is eligible for the level of NF care services. 

(3) 	 Single wait list. 

(a) 	 Each Nursing Facility participating in the TennCare must develop and consistently 
implement policies and procedures regarding its admissions, including the 
development and maintenance of a single wait list of persons requesting admission 
to those facilities. This list must at a minimum contain the following information 
pertaining to each request for admission: 

1. 	 The name of the applicant. 
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2. 	 The name of the contact person or designated representative other than the 

applicant (if any). 

3. 	 The address of the applicant and the contact person or designated 
representative (if any). 

4. 	 The telephone number of the applicant and the contact person or deSignated 
representative (if any). 

5. 	 The name of the person or agency referring the applicant to the Nursing 
Facility. 

6. 	 The sex and race of the applicant. 

7. 	 The date and time of the request for admission. 

8. 	 Reason(s) for refusal/non-acceptance/other-action-taken pertaining to the 
request for admission. 

9. 	 The name and title of the Nursing Facility staff person taking the application for 
admission. 

10. 	 A notation stating whether the applicant is anticipated to be Medicaid eligible at 
time of admission or within one year of admission. 

(b) 	 The wait list should be updated and revised at least once each quarter to remove the 
names of previous applicants who are no longer interested in admission to the 
Nursing Facility. Following three (3) contacts each separated by a period of at least 
ten (10) days, the Nursing Facility shall, consistent with the written notice required in 
this section move an applicant to the end of the single admission list whenever an 
available bed is not accepted at the time of the vacancy. but the applicant wishes to 
remain on the admissions list. Applicants shall be advised of these policies at the 
time of their inquiry. and must be notified in writing, in a format approved by the 
Department of Health. when their name is removed from the list or moved to the end 
of the list. Such contacts shall be documented in the facility log containing the wait 
list. The date, time and method of each contact shall be recorded along with the 
name of the facility staff person making the contact. and the identity of the applicant 
or contact person contacted. The log of such contacts shall also summarize the 
communication between the facility staff person and the applicant or contact person. 

(c) 	 Each facility shall send written confirmation that an applicant's name has 
been entered on the wait list, their position on the wait list, and a notification 
of their right of access to the wait list as provided in subparagraph (h) of this 
rule. This confirmation shall include at a minimum the date and time of entry 
on the wait list and shall be mailed by first class postage to the applicant and 
their deSignated representative (if any) identified pursuant to the requirements 
in subparagraph (a) of this rule. 
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(d) 	 Each Nursing Facility participating in TennCare shall admit applicants in the 

chronological order in which the referral or request for admission was 
received by the facility, except as permitted in subparagraph (e) of this rule. 

(e) 	 Documentation justifying deviation from the order of the wait list must be 
maintained for inspection by the State. Inspection shall include the right to 
review and/or make copies of these records. Deviation may be based upon: 

1. 	 Medical need, including, but not necessarily limited to, the expedited 
admission of patients being discharged from hospitals and patients who 
previously resided in a Nursing Facility at a different level of care, but 
who, in both cases, continue to require institutional medical services; 

2. 	 The applicant's sex, if the available bed is in a room or a part of the 
facility that exclusively serves residents of the opposite sex; 

3. 	 Necessity to implement the provisions of a plan of affirmative action to 
admit racial minorities, if the plan has previously been approved by the 
Department of Health; 

4. 	 Emergency placements requested by the Department when evacuating 
another health care facility or by the Adult Protective Service of the 
Tennessee Department of Human Services; 

5. 	 Other reasons or policies, e.g., previous participation in a community 
based waiver or other alternative care program, when approved by the 
Medical Director of the Department of Health's Bureau of Health 
Licensure and Regulation, provided, however, that no such approval 
shall be granted if to do so would in any way impair the Department's or 
the facility's ability to comply with its obligations under federal and state 
civil rights laws, regulations or conditions of licensure or partiCipation. 

6. 	 If a Medicaid-eligible recipient's hospitalization or therapeutic leave 
exceeds the period paid for under the Tennessee Medicaid program for 
the holding of a bed in the facility for the resident and if the resident 
continues to require the services provided by the Nursing Facility, then 
the resident must be readmitted to the facility immediately upon the first 
availability of a bed in the facility, consistent with part 2. above; 

7. 	 Where, with the participation and approval of the Department of Health, 
expedited admission is approved for residents who are being displaced 
from another facility or its waiting list as a result of that facility's 
withdrawal from the Medicaid program. 

(f) 	 Telephone requests to be placed on the wait list shall be accepted. The 
information required in subparagraph (a) of this rule shall be documented. 
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(g) 	 If an applicant, whether on his or her own behalf or acting through another, 
requests admission or to be placed on a list of applicants awaiting admission, 
the information on the waiting list must be recorded and preserved. 

(h) 	 Applicants (or their representative). ombudsmen and appropriate state and 
federal personnel shall have access to the wait list when requested. Such 
access shall include the right to review and/or copy the wait list, and to be 
informed by telephone of their position on the wait list. 

(i) 	 Any referrals received from the Tennessee Department of Human Services 
shall be handled in the following manner. 

1 . 	 Applicants shall be placed on a wait list without formal application until 
such facility is within sixty (60) days of admission to the facility based on 
experience. 

2. 	 When the applicant is within sixty (60) days of admission to the facility as 
estimated by the facility based on its experience, the facility shall notify 
the applicant and the Department of Human Services in writing so that a 
formal application can be made prior to consideration for admittance. 

3. 	 If, after sixty (60) days from the date notification is issued, the facility has 
not received a completed application then the facility may remove the 
applicant's name from the wait list. 

(4) 	 Physician visits. 

(a) 	 Nursing Facilities are responsible for assuring that physician visits are made 
according to the schedule set out at 42 C.F.R. § 483.40. 

To meet the requirement for a phYSician visit, the physician must, at the time 
of the visit, 

1 . 	 See the patient; and 

2. 	 Review the patient's total program of care, including treatments; and 

3. 	 Verify that the patient continues to need the designated level of nursing 
facility care and document it in the progress notes or orders; and 

4. 	 Write, sign, and date progress notes; and 

5. 	 Sign all orders. 
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At the option of the physician, required visits after the initial visit may alternate 
between visits by a physician and visits by a physician assistant or nurse 
practitioner working under the phYSician's delegation. 

A physician visit will be considered to be timely if it occurs not later than 10 
days after the date of the required visit. Failure of the visit to be made timely 
will result in non-payment of claims, or a recoupment of all amounts paid by 
TennCare or the MCa during the time that the physician visit has lapsed. 

(b) 	 Nursing Facilities are responsible for assuring that the physician verify at the 
time of each physician's visit the Medicaid recipient's continued need for 
Nursing Facility level of care and whether or not he is being served at the 
appropriate level of care. 

1. 	 Failure to obtain the verification at the time of the scheduled physician 
visit may result in a recoupment of all amounts paid by TennCare or the 
MCa during the time that the verification/physician visit has lapsed. 

2. 	 If such a recoupment is made, the participating facility shall not: 

(i) 	 Attempt to recoup from the resident; or 

(ii) 	 Discharge the resident based on the recoupment. 

(3) 	 In cases where the physician refused to make the required verification 
because the physiCian believes that the level of care is no longer 
appropriate, a new resident assessment must be completed by the 
Nursing Facility. 

(5) 	 Termination of Nursing Facility provider agreements. 

(a) 	 Facilities requesting voluntary termination of provider agreements shall 
comply with the following: 

1. 	 Facilities which choose to voluntarily terminate their provider agreements 
may do so by notifying TennCare or the MCa in writing of such intent. 
The effective date of the termination will be determined by TennCare 
consistent with the terms of the TennCare Provider Agreement then in 
force between TennCare or the MCa and the facility. 

2. 	 The facility will not be entitled to payment for any additional or newly 
admitted TennCare eligible residents from the date of the facility's notice 
of withdrawal from the TennCare program. The facility may, however, at 
its election, continue to receive TennCare payment for those individuals 
who resided in the facility, on the date of such notice, so long as they 
continue to reside in and receive services from the facility and provided 
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that such individuals are TennCare-eligible during the period for which 
reimbursement is sought. The facility's right to continue to receive 
TennCare payments for such individuals following the date of its notice 
of intent to withdraw from the TennCare program is contingent upon: 

(i) 	 The facility's compliance with all requirements for TennCare 
participation; and 

Oi) 	 Its agreement to continue to serve, and accept TennCare payment 
for, on a non-discriminatory basis, all individuals residing in the 
facility on the date of notification of withdrawal, who are or become 
TennCare eligible. 

3. 	 The notification must provide the following information: 

(i) 	 The reason(s) for voluntary termination; 

(ii) 	 The names and TennCare identification number of all TennCare­
eligible residents; 

(iii) 	 Name of the resident and name of the contact person for the 
resident (if any) for residents with an application for TennCare 
eligibility pending; 

(iv) 	 A copy of the letter the facility will send to each resident informing 
them of the voluntary termination, and a copy of the letter to be sent 
to all TennCare-eligible residents regarding this action; 

(v) 	 A copy of the letter sent to all applicants on the wait list informing 
them of the facility's voluntary termination; and 

(vi) 	 Whether or not the facility intends to continue to provide services to 
non-TennCare residents who were residents of the facility on the 
date withdrawal was approved, in the event they convert to 
TennCare eligibility; and a copy of the notice to residents explaining 
that decision; and, 

(vii) 	 Other information determined by TennCare or the MCOs as 
necessary to process the request for termination. 

4. 	 The termination of the provider's involvement in TennCare must be done 
in such a manner as to minimize the harm to current residents. 

(j) 	 Residents who are currently TennCare-eligible shall be informed. in 
a notice to be provided by the facility and approved by TennCare, 
the facility has elected to withdraw from the TennCare program. If 

December, 2009 (Revised) 	 150 

http:1200-13-01-.06


GENERAL RULES 	 CHAPTER 1200-13-01 

(Rule 1200-13-01-.06, continued) 
the facility has elected under subpart (in of the section to continue 
to receive TennCare payments for residents of the facility as of the 
date of notice of withdrawal from the TennCare program, the notice 
shall inform the resident of the right to remain in the facility as a 
TennCare patient as long as they wish to do so and remain 
otherwise eligible under the rules of the TennCare Program. The 
notice shall also inform the resident that, if they wish to transfer to 
another facility, under the supervision of TennCare, the NurSing 
Facility where they now reside will assist in locating a new 
placement and providing orientation and preparation for the 
transfer, in accordance with 42 U.S.C. §1396r(c)(2)(B) and 
implementing regulations and guidelines, if any. 

(ii) 	 All other residents of the facility shall receive a separate notice 
informing them of the facility's intention to withdraw from the 
TennCare program. The notice will be provided by the facility after 
having been first reviewed and approved by TennCare. The notice 
shall inform such residents that, should they become eligible for 
TennCare coverage, they will be able to convert to TennCare from 
their current source of payment and remain in the facility only 
during a period that ends with the termination of the facility's 
provider agreement, a date to be determined in accordance with 
the terms of the provider agreement. They will not be eligible for 
TennCare coverage of their care in the facility thereafter. Transfer 
of these residents shall be considered an involuntary transfer and 
shall comply with federal and state regulations governing 
involuntary transfer or discharges. 

The same notice will caution these residents that, if they require 
care as TennCare patients after the facility's provider agreement is 
terminated, they will have to transfer to another facility. The notice 
will also inform the residents that, when their present facility is no 
longer participating in the TennCare program, certain legal rights 
and protections that apply to all residents (regardless of source of 
payment) in TennCare facilities will no longer be available to those 
who remain in the Nursing Facility. Readers of the notice will be 
informed that, if they wish to transfer, or to have their names placed 
on wait lists at other facilities, the facility that is withdrawing from 
the program will assist them by providing preparation and 
orientation under the supervision of TennCare, as required by 42 
U.S.C. § 1396r(c)(2)(B) and implementing regulations and 
guidelines, if any. 

(iii) 	 Applicants whose names are on the facility's wait list will be notified 
by the facility on a form that has been reviewed and approved by 
TennCare that the facility intends to withdraw from the TennCare 
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program. They will be cautioned that they will not be able to obtain 
TennCare coverage for any care that they receive in the facility. 
The notice shall also inform them that certain legal rights and 
protections that apply to all residents (regardless of source of 
payment) in TennCare participating facilities will not be available in 
the Nursing Facility to which they have applied, once that facility 
has withdrawn from the TennCare program. 

Applicants will be informed in the notice that. if they wish to make 
application at other facilities, the withdrawing facility, under the 
supervision of TennCare, shall assist them in seeking placement 
elsewhere. 

5. 	 Following submission of a notice of withdrawal from the TennCare 
program a facility cannot opt to receive continued TennCare payments 
for any resident unless it agrees to accept continual TennCare payment 
for all individuals who are residents on the date of the notice of 
withdrawal, and who are or become TennCare-eligible provided, 
however, that TennCare or the enrollee's MCa will pay the facility for all 
covered services actually provided to TennCare-eligible residents 
following notice of the facility's withdrawal and pending the resident's 
transfer or discharge. In instances where facilities elect to continue to 
receive such TennCare payments, their provider agreements will remain 
in effect until the last TennCare-eligible individual, who resided in the 
facility as of the date of notification of withdrawal, has been discharged 
or transferred from the facility in accordance with TennCare and state 
licensure requirements. 

6. 	 Facilities which terminate their provider agreement shall not be permitted 
to participate in TennCare for a period of at least two years from the date 
the provider agreement is terminated. 

7. 	 Unless the facility notifies TennCare within thirty (30) days after giving a 
notice of termination, the facility may not stop the termination procedure 
consistent with this order without written approval from TennCare. 

(b) 	 Nursing Facilities may be involuntarily decertified by the Tennessee 
Department of Health's Division of Health Care Facilities because of their 
failure to comply with the provisions of these rules. Facilities that are 
involuntarily decertified shall not be permitted to participate in the Medicaid 
program for a minimum of five (5) years from the date of the decertification. 

(1) 	 An Emergency Medial Technician's or physician's certification of emergency is 
reauired for reimbursement of emeraencv ambulance service. 
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(2) 	 (a) All claims must be filed within one (1) year of the date of service except in the 

followina circumstances: 

1. 	 Recipient eligibility was determined retroactively to the extent that filing 
within one (1) year was not possible. In such situations, claims must be 
filed within one 'lear after final determination of eliaibilitv. 

2. 	 The claim was filed ',\lith Medicare on a timely basis and if the claim was 
not automatically crossed over from the Medicare carrier to the Medicaid 
fiscal agent, was followed up with a Medicaid claim within six (6) months 
of notification from Medicare. of oavment or denial. 

(b) 	 Should an original claim be denied, any resubmission or follow up of the initial 
claim must be received within six (6) months from the original date. Medicaid 
will not process submissions received after the six (6) month time limit. The 
one exception is those claims returned due to available third party coverage. 
These claims must be submitted Ylithin sixty (60) days of notice from the third 
n:1 rtv nrolJinAr 

(c) 	 Should a correction document involving a pended claim be sent to the provider, 
the claim will be denied if the correction document is not completed by the 
provider and returned to the Fiscal Agent v\'ithin 90 days from the date on the 
nocumAnt. 

(d) 	 If claim is not filed within the above time frames no reimbursement may be 
maG&.­

(A) 	 CI:1im~ 'Alill hA n:1in on :1 fir~t cl:1im :1nnrOVAn fir~t ni:1im n:1in h:1~i~. 

(f) 	 Medicaid 'Nill not reimburse providers for services for which there is no Federal 
fin:1nci:11 n:1rticin:1tion. 

y 	 . to a person whoseY 	
• II' are provided . applicable' MediGald Ger.IGeG, limits aG Get out In 'd the 

(g) 	 If, mediG,all ~~:~:~~:;po'ndingbOYOn:~~o ~~:o oligibilily i~ 0rst::::~:;'final 
dlGablllt t"~~ral rogulationG or In aP:urGement within ene y:: the reGipient. 
Gtate er e ueGt MedlGald relm the ameunt pal rules of the

dpro'lide, may re: eligibility and refund GGordanGe with the d'Gaid,
determlnatlen a nt shall be In a nt Bureau 01 Me I 
Medicaid 	 reimbursem~ of Health and Envlronme . 

or 	 Q :1rtmAn ,Tonne~5eoen 

(h) 	 If medically necessary, Medicaid covered services are provided to a person 
whose disability application is pending beyond the time limits as set out in 
applicable state or federal regulations or in appeal. Once eligibility is 
established, if the provider refuses to request Medicaid reimbursement, the 
recipient may seek Medicaid reimbursement directly by submitting 
documentation sufficient to determine the type of service, date of service, the 
amount paid for the service, and necessity for the service. Claims must be filed 
within one year after the final determination of eliaibilitv. Medicaid 
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reimbursement to the recipient shall not exceed the amount that would be paid 
to the provider. pursuant to subparaaraph (a) above. 

(i) (k) Reserved. 

'stem that . ective payment sy sed'd \"ithln a retrosp 'utes the propo"idor was originally pal ~nd the providor dlSp nt not later tAan 
(I) 	 WAen a P:Ot~ "'g"lar adi"st","nts :t lilo witA tAe Depa~~:r ot lAO proposod 

IS S"lJjOG tion tAo pr<>vldor m" , 0 inlorming lAO pro.1 I a Aoaring sAall 
adi"stmont aG aIt~r reGeipt 01 tAe notlG TAO pr<>vidor's ngAI 0 (aO) days alter 
tAirty (30) days req"osl lor Aeanng, sled witAin IAlrtyadjustment actl?n, a 'f a hearing is not reque be deem H "ed ··'al\'ed I 

recelo, t of the notice. 


(3) 	 Level II Nursinq Facilities 

(a) A Level II Nursinq Facilitv will be reimbursed on the 100\'est of the followinq: 

1, 	 Allowable costs . 

2. 	 Allowable charaes. 

th j3ercentile of all' reimbursable cost of ~h,e !7n 1n the Level II 
An amo"nl ropresonllng ~'~:iGAeVer is lower, partIG~~e e:tA porsenlilo lor 

a, "Ad laGilities or eeds, , IT ram, In dotorml,nlng t reGently liled a~d 
G"G , aid n"",ing faGlllty prog eaGA p",vlder s mes , t ot tAe provldor s 
Mo IG R' s"eseGIlon, tAe mid pain , d TAe 
p"rpeses ~slt;~~ort sAall eo inflat°n~ :::e slate's paymont :::;~ GoslreVie:~~=ing period to IAe ml~I::'lor faGililios IRat A~i~~:'" For laGililios :!~d~:9G~~~~~::I:o::I ~~:!:~~GG::;;~:ra: I:~~I~::O a'::,lgo:~o::;::~ Aave s"emitted G~~~ r~~nding laslo, s~aIl7:~ perGentile tFOndlAg 

rtiGipatlon, , d Imilod to I 0 I"o8"eragosprogram ~~ IR~ IRroo yoar pono-, ,1-st tAFOe yea,s, Nega I. I~ree M;:::!~ 1:;~~Iies partiG;:ati;:.'~;G~:I::: tAat haV~a:!:~=~:o~: tAe aOt~ 
Aall ee GensideFOd >e 'e one year lrendlRg , in lAO pr<>gram for a 

;ea", in IAe progr~:~~: ot laGilities pa~'Gli~II:'; li le timely Gosl ,oports, j3ercentile trending F r facilities that have al e years 0
least thr~e t 'r shall be zero.the trend Ina fac 0 

Ie cost of the 66thresenting the rei,mbu.~~ab articij3ating in t~e
ostivo ame"nt FOP "<hiGAe"", IS lo~er, p eliiA po",onlile4, A pFOSp I laGilities or eeds, ,, In dolerminlng tAe IFOm eaGA:::~~'I:a=lity Level "f ~~~t~~b seslion, ope'f~::O~e:~1 ee inflate~ 

"'peses 0 d "ie'''ed GOS tAe mid pOlnGeil:~:e::' ':OGI reGontly liIe'~d:~'£ ::~t ;;'porting PAe'lilo:et:"ieSG'ieed in 
fFO., tAe midpoint ot tAe P,~., TAe inllation lastor s andexing, GporallRg
FOIll , 'ent peno , lJjeGt to I B f tAe 

ot tAe state sd'aYt~IFOI;ted Gosts aFO n":,i~~;; on WOrksAeet ,:ports 
a. aeo'"" aplI ted t are as spe rt form.., cos s 	 B"dgeted GOSand 	 capitalk'ilee nurSing re a , facility cost repo l
Meeicare s, I ;. n allowance: or receive no Infla 10 
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5. 	 For State Fiscal Year 1997 98, the budgeted amount for level I and level 
II care of $672,040,000. For State Fiscal Year 1998 99, the budgeted 
amount for level I and level II care of $705,642,000. For State Fiscal 
Year 1999 2000 and subsequent years, a proportional share of 
expenditures not to exceed the amount budgeted by the State for nursing 
facility reimbursement. Expenditures 'Nill be monitored throughout each 
year to determine if rate adjustments are necessary to assure that each 
level of care is within the budaeted amount. 

To assure the pro er a . .shall 	be auth . p ppllcatlon of limit 5 boFized t d· 	 . a o"e th Gdurin" the vear . ~ a lUst per die", rates .-, Ii aseeOlptrelier's QffiGOup or down necessary 

The cost report closing date for determination of the Level II 65th 
percentile shall be the first working day of the month preceding the month 
in which the recomputed 65th percentile is effective. All clean cost 
reports received by the Gomptroller's Office on or before the closing date 
shall be included in the determination of the 65th percentile . A clean cost 
report is one upon ",,,,hich rates may be set without additional 
communication from the provider. Home office cost reports must be filed 
before any individual nursing home cost reports included in a chain can 
be processed. 

The annual nursing facility tax will be passed through as an allo'Nable 
cost, but will be excluded for purposes of computing the inflation 
allm&Jance and cost containment incentive. The nursing home tax will not 
be subject to the 66th percentile limits but is subject to the limit specified 
in rule 1200 13 01 .06(3)(a)5. 

Once a per diem rate is determined from a clean cost report, the rate will 
not be changed until the next ceiling redetermination except for audit 
adjustments, correction of errors, or termination of a budgeted rate , or as 
necessary to comply with rule 1200 13 01 .06(3)(a)6. 

If the patient has no available resources to apply toward payment, the 
payment made by the state is the lower of per diem cost, charges , or the 
65th percentile of beds or facilities , whichever is lower, participating in the 
Medicaid ProQram. Gost is determined on a facility by facility basis. 

(b) 	 Medicare Part B charges are non allo'Nable in calculating Medicaid Level II 
nursina facilitv reimbursement. 

(c) 	 Effective on the approved effective date of the State Plan Amendment 
approved by the Genters for Medicare and Medicaid Services for certified 
public expenditures, and subject to the availability of funds, certifying public 
facilities viill be reimbursed based on Medicaid Level II allowable costs, plus 
the bed tax pass throuah. 
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1. 	 l\n interim Medicaid Level II per diem rate will be established for each 

certifying public facility as provided in paragraph (3)(a) above. In addition 
to the interim Medicaid Level II per diem rate, eligible certifying public 
facilities will receive supplemental payments from a pool of funds 
determined by the state, subject to the availability of funds. The 
supplemental payment will be added to the certifying public facility's 
interim Medicaid Level II per diem rate and will not exceed the difference 
between the interim Medicaid Level II per diem rate and the facility's per 
patient day Medicaid Level II allowable costs, plus the bed tax pass 
through, during the payment period as determined by the Comptrollers 
Office. 

g 	 rt coveringI II cost repo thethe0 

0 	 0o rsin Facility Leve Comptrollers Offlce,oAllar 	tho Madlcald Nu an reviewed by the h tAO intarim Medicaid 
2. 	 ~'ent ~eriod has be . ublic lacility throug . . " actual Medicaid~aym aid to tho cartllYlng P ncilad to tho laClllly s The dillerence::~~~: :er dia., rate WIIII~: :::obOd 10' pass Ihro~~:iAa bad tal< pass 

:, I II allowabla costs,.p "III allowable costs, p 'nlari., Medicaid~:;;'~aen Ihe final Med'c~,~;:,~ tho facility Ihro~g:I::~1 10 clai.,s paid.. A moun 	 . an a jUthrough, and tea te 'Alill be reflected In
Lellel II perldOem ra ...d 


" the pal/ment peno•
dunna 	 . 

3. 	 Certifying public facilities with an interim Medicaid Level II per diem rate 
that is less than the Medicaid Level II rate ceiling in effect during the 
payment period will not be eligible for supplemental payments and will not 
be subject to claim adjustments as described in oart 2. above. 

(4) 	 Levell Nursina Facilities 

(a) A Level I Nursinq Facility !Nill be reimbursed on the lowest of the foIlO\\'inq: 

1. 	 Allowable cost. 

2. 	 Allowable charqes. 

3. 	 An ai , . mount representinwhichever is lower g t~e ~5th percentile of all 0 0 0 

progra.,. In dela,' partlclpallng in Iho Laval I MS~Ch .laCililieS or beds . .,lRlng Iho eol 	 _0 Icald nu . ' 
socllon, each PfOHidor h porconlilo lor pursing facility 
be inllated Iroml;;e mi s .,osl roconlly liIod and ra"ie":Posos 01 Ihis sub 
",d point 01 Ihe sial ~ pOln~ 01 Ihe providar's sos; r fled Bosl raport sAall 
Bo.,pulOd tor lacili!' e s paymenl period. The I oportlng penod 10 Ihe 
six monlhs 01 prog:s Ihal have sub.,ittad cost ~en~ng laclor shall be 
reports cO'/oring at : o~eralions. For lasililies Ih~ohs covering 01 leasl 
lrending laclor shall bas Ihree lull years 01 pro r ave submitted sosl 
period, limiled 10 Ihe IAe average sost insroa:oa~, partlslpalion, Ihe 
participating lor 01 lee /61h persenlile Irending ~.er Ihe th ree year 
sonsidered zero. ~or l:s'I/Aree years. Negative ~~Ior 01 lasililies 
Ihe program the Sl lies Ihat hava not so I a, erages shall be 
lrendina lacl~r at I~:~.rar Irending laclor Sh':;:Pbe~e! Ihree lull years in

I lies 	partlGIPatinQ in the oroQram e 50th percentilefor at least three 
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years. For facilities that have failed to file timely cost reports, the trending 
factor shall be zero. 

4. 	 An amount representing the reimbursable cost of the 65th percentile of 
facilities or beds, whichever is lower, participating in the nursing facility 
Level I Program. In determining the 65th percentile ceiling for purposes 
of this sub section, operating costs from each provider's most recently 
filed and revie'lled cost report will be inflated from the mid point of the 
provider's cost reporting period to the mid point of the state's payment 
period. The inflation factor shall be as described in 3. above. Capital 
related costs are not subject to indexing. Capital related costs are 
property, depreciation, and amortization expenses included in Section 
F.18 and F.19 of the Nursing Facility Cost Report Form. All other costs, 
including home office costs and management fees, are operating costs. 
No inflation factor will be allo'.\'ed for providers not filing timely cost 
reports. For providers in the program less than three years, the inflation 
factor shall be the 50th percentile of allo'Jvable inflation factors for 
providers participating in the program for at least three years. Budgeted 
cost reoorts receive no inflation allowance: or 

5. 	 For State Fiscal Year 1997 98, the budgeted amount for level I and level 
II care of $672,040,000. For State Fiscal Year 1998 99, the budgeted 
amount for level I and level II care of $705,642,000. For State Fiscal 
Year 1999 2000 and subsequent years, a proportional share of 
expenditures not to exceed the amount budgeted by the State for nursing 
facility reimbursement. Expenditures will be monitored throughout each 
year to determine if rate adjustments are necessary to assure that each 
level of care is within the budGeted amount. 

To assure the pro er a . .shall 	be authoriZ: ppll?atlon of limit 5. abolledurinG tho voar . a to aajUBt ~er aie", ratos • ,tho Gom~t"'lIornecessap'' B Officoup or down as J 

The annual nursing facility tax will be passed through as an allm~i(able 
cost, but will be excluded for purposes of computing the inflation 
allovvance and cost containment incentive. The nursing home tax 'Nill not 
be subject to the 65th percentile limits but is subject to the limit specified 
in rtJlo 1200 1~ 01 .06(4 )(a)fi. 

If the patient h payment made ~s, no available resourG
66th 	~orcontilo or the state is the 10'" es to a~~ly towara
Program, which ~,all such facilitios ~e~ 01 ~er aiem cost c:ayment, the
00si& e.or IS loss. 	 arges, or theGost' r a eas ~artici~ating"IS etermined on a f In. ~he MedicaidaGility by facility 

The cost Feshall 	be p~rt closing date f th the first worki or aetermi"a1io ~ recom~utea 65~ ng Gay 01 tho mom "of the level I 66~ . 
by the Gom~trell ' ~ercentlle is effo t.' h ~resealng the ~erce"tlle 
In tho dotormi" ~r s Offlco on or bef s I.e. All clean cost month In which a Ion 	of the 69~ are the Blosing a t re~orts recei"ed

nAr(;ontilo nnilinn 1\ a e shall be inclu;ed 
. j; niOrln, cost reoort .IS 
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one upon which rates may be set without additional communication from 
the provider. Home office cost reports must be filed before any individual 
nursing home cost reoorts included in a chain can be orocessed. 

(b) 	 A Level 1 nursing facility (NF) shall be reimbursed in accordance '",ith this 
paragraph for the recipient's bed in that facility during the recipient's temporary 
absence from that facilitv in accordance with the followina: 

1. 	 Effective October 1, 2005, reimbursement ',Olill be made for up to a total of 
10 days per state fiscal year ''''hile the resident is hospitalized or absent 
from the facility on therapeutic leave. The following conditions must be 
met in order for a bed hold reimbursement to be made under this 
orovision: 

(i) 	 The resident intends to return to the NF. 

(ii) 	 For hosoital leave davs: 

(I) 	 Each period of hospitalization is physician ordered and so 
documented in the oatient's medical record in the NF: and 

(II) 	 The hosoital orovides a discharae olan for the resident. 

(iii) 	 Therapeutic lealle days lA'h th . on a therapeu;iChom'e¥vV:%D~ reSident is absen.t from the facility 
orovided oursuant to a ohvsician's :::::. therapeutic absence, are 

(iv) 	 At least 85% of all other beds in the NF are occupied at the time of 
the hosoital admission or theraoeutic absence. 

(c) 	 Costs for supplies and other items billed to Medicare Part 8 on behalf of all 
patients must be included as a reduction to reimbursable expenses in Section 
G of the nursina facilitv cost rooort. 

(d) 

(e) 	 Effective on the aapproved by the c:proved effective date of the State II 
termination date of ~~ers lor Medisare and Medisaid so':':ian "mendment 
"ubjest to the a¥aiiabiiit amondmont .Ior oertilied pubii" ;:e5 through tRe 
based on MediGaid Le~ ~i~=~~~i GeRIIying pub!i6 faoilities Wi~ob:d~~.'":, and na e costs. olus the bed t 1max sass throuah. ursed 

1. 	 An interim Medicaid Level I per diem rate will be established for each 
certifying public facility as provided in paragraph (4)(a) above. In addition 
to the interim Medicaid Level I per diem rate, eligible certifying public 
facilities will receive supplemental payments from a pool of funds 
determined bv the state. subiect to the availabilitv of funds. The 

December, 2009 (Revised) 	 158 

http:1200-13-01-.06


GENERAL RULES 	 CHAPTER 1200-13-01 

(Rule 1200-13-01-.06, continued) 
supplemental payment will be added to the certifying public facility's 
interim Medicaid Level I per diem rate and will not exceed the difference 
bet',veen the interim Medicaid Level I per diem rate and the facility's per 
patient day Medicaid Level I allowable costs , plus the bed tax pass 
through, during the payment period as determined by the Comptrollers 
Office. 

2. 	 After the Medicaid N . Tt.urslng Fpaym t ' 	 aCI I y Le"el I ten period has been reHielA'ed" cos report covering the 
:":?"nt ~ai. to the .sAilying p~.lio I ~~, ths Go",plmUor. Glli.e, IRe 

e vel I per diem rate will be reco ,acil y through the Interim Medicaid 
Level I allowable costs plus th :c~ed to the facility's actual Medicaid 
~Retween Ihs linal Me.idai. bs'ls~ I ~IO,~~ta•• Ihro"9h. The .illersn.s 

r,~ugh, and ~he amount paid to the f h ., ?costs , plus ~he bed tax pass 
Leil,el I per diem rate will be refle t :c~ lIty throu,gh the Interim Medicaid 
dUrina the pavment period . c e In an adjustment to claims paid 

3, 	 Certifying public facilities with an interim Medicaid Level I per diem rate 
that is less than the Medicaid Level I rate ceiling in effect during the 
payment period will not be eligible for supplemental payments and will not 
be subiect to claim adiustments as described in part 2. above, 

(5) 	 Outpatient service other than ambulance service shall be paid in accordance with 
Medicare principles of cost reimbursement as set out in the Medicare provider 
reimbursement manual in effect on October 1, 1982, except that the lower of cost or 
charges determination will be made separately and without consideration of inpatient 
cost or charges. Ambulance service shall be paid in accordance with 1200 13 01 
,06(15), 

(6) 	 Independent Laboratorv and X Rav. 

(a) 	 Independent Laboratory Reimbursement is the lesser of billed charges or 
60% of the Medicare Statewide Area Prevailing Rate for all procedures 
restricted by the Consolidated Omnibus Budget Reconciliation Act of 1985. 
Procedures not restricted by the Consolidated Omnibus Budget Reconciliation 
Act of 1985 are reimbursed the lesser of billed charges, 85% of the Statewide 
Area Prevailing 75th Percentile amount. All laboratory procedure 'Nill be 
reimbursed at the lesser of the rate in effect June 30, 1988 or the cap rate 
established bv the Consolidated Omnibus Budaet Reconciliation Act of 1985. 

(b) 	 X Rav 

1. 	 Reimbursement is not to exceed the lesser of: 

(j) 	 100% of billed charaes. or 

(ii) 	 85% of the usual and customarv charaes at the 60th percentile. or 

(iii) 	 86% of the statewide area prevailing charges at the 76th percentile 
Sf 	 ' 
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(il/) 	 1OOo~ of a statewide x ray fee schedule, established where. usual 
• and 'customarv charqes and area orevailinq charqes do not eXIst. 

2. 	 Payment for any of the above will not exceed the amount that '"yould have 
been oaid on June 30. 193B. 

(7) 	 Early Periodic Screening, Diagnosis and Treatment. payment to EPSD & T screening 
oroviders will be made as orovided for in this oaraoraoh. 

\at Age of 	 Developmenta Physician 
l ~ 

Recipient Screening Assessment and Diagnosis 

Q ~ years +6GG .f...:hGG &.00 
3 11 years -+4.00 .f...:hGG &.00 
1~ ~Q years .:t-S,.OO .f...:hGG &.00 

(b) 	 Reimbursement for laboratory services and treatment services resulting from 
the EPSD & T screening will be made in accordance with reimbursements, 
established in this rule for the oroviders who furnish such services. 

(c) 	 l~eimbursement for immunizations will be 1/ ,

.aCClne, as established in the most rec t t~e average "yholesale price of the 
as published by the Medical Econom' e~ e Itlon of the Red Book Drug TopiC
JM 	 r ICS ompany pi $2 ., r ,t=-;-'usa.OO administration 

(8) 	 Medicaid ',&,'ill reimburse oualified oroviders for the follmvinG familv olanninG services: 

(a) 	 Complete Physical The patient receives, but is not limited to, the following list 
of required medical services: pap smear, pelvic exam, breast exam, 
heart/lung, thyroid, abdomen, extremities, urinalysis, blood pressure check, 
hematocriVhemoglobin, and gonorrhea culture. During the complete physical 
the health care practitioner will advise the patient on types of suitable 
contraceptive methods available, and the patient is free to choose the 
contraceptive method to be used if not medically contraindicated. 
Reimbursement for a complete physical will be made pursuant to the terms of 
the oarticioation anreement 

(b) 	 I.U.D.lDiaphragm Visit An I.U.D. insertion or diaphragm fitting done at a time 
other than the complete physical exam. Reimbursement for an 
I.U.D.lDiaphragm visit \\'ill be made pursuant to the terms of the participation 
nnronmnnt 

(c) 	 Medical Visit Patient receives one or more medical services which requires 
being placed on the table (breast exam, pelvic exam, pap smear, heart/lung 
evaluation, wet smear, biopsy, gonorrhea culture, other physical exam which 
includes diaohraom check. and/or I.U.D. strinG check and anv contraceotive 
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and/or therapeutic supplies associated with the visit). Reimbursement for a 
mAnic81 viRit will bA m8nA OIJrRIJ8nt to thA tmmR of tho oClrticin8tion 8nn=lOmont. 

(d) 	 Supply Visit Patient receives a contraceptive supply accompanied by 
appropriate tests, but does not receive an examination and patient is not 
placed upon the examination table. Reimbursement for a supply visit will be 
made oursuant to the terms of the oarticioation aareement. 

(e) 	 Pregnancy Test Visit Patient receives a pregnancy test only and does not 
roceive any other services. Reimbursement for a pregnancy test will be made 
oursuant to the termR of the D8rticio8tion t=lnroomont. 

(f) 	 Other Visit Patient receives services in the clinic, and the services do not fall 
in one of the aboye categories. An "Other Visit" includes: counseling, 
hematocrit/hemoglobin check, blood pressure check, and/or urinalysis. 
Reimbursement for other visits will be made pursuant to the terms of the 
oarticioation aareement. 

(9) 	 Physician services pa I •of the usual and 'yment IS not to exceed the lesser f . 
% of the 76th ;e:::aZ ~::rges aGGumulated by eaG~ i~~~Y~~~~ :h~ounts, 86 % 
In tAe St 	 Fange of "'eIght" y51Glan or 86rei;bur;;:~nr::I~i~n: profilo) for tAe" H;84e~~~:~::a~:rhar~~s, by PhY~iGianS 
DeGember " 1990 h?' eXGood the amount in oUoG! June ' \'SIGlan sePIiGe 
of the 24 off ,.' P ,SIGIan sorvlGes pre"i"e" to h'l" ao, 1 088, ~UoGtl"e 

Ice "ISlt r 't th "c I ren und 	 •organ trans I • ,:.. Iml ,:e 20 hospital visit limit or h ,:;.-orage 21 in OXGess 
No r 8 , P ants 0:,11 bo relmbursod at 60% of "" ",osPltal .ISlt limits for approved 
WhO: uG~:on In reimbursement for ph 'siGian ",at flould otherwiso bo roimbursed 
IIRdR' ~~~. ~,08 to a pregnant reGiPieni or Whe'::'~~~ ~; ~06Pltal Visits will be mads 

. t=lR Cl rORIJlt of t=ln FPSD&T R(; . "lSI IS provided to a recipient 
• . 	 monlAn 

(1 Q) 	 Home Health Care Services Pavment is based on the lesser of: 

(a) 	 Billed charaes. or 

(b) 	 Reasonable cost according to Medicare principles of reimbursement and limits 
ef ' 

(c) 	 The median statewide cost per visit for each home health care service as 
determined each July 1. Each provider's most recent cost report on file as of 
April 1 of each year 'Nill be included in the determination of the median. Costs 
per visit 'Nill be trended from the midpoint of the providers cost reporting period 
to the midpoint of the state's fiscal year using the forecasted percent increase 
in the home health agency market basket as oublished in the federal reoister. 

(d) 	 After a period of five years following the implementation of the TennCare 
Program on January 1, 1994, amended or corrected home health agency cost 
reports with claims for reimbursement for services prior to January 1, 1994 
Rht=lll not bo t=lGGonton. 
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(11) 	 (a) Purchased durable medical equipment, prosthetic devices, orthotic appliances 

and medical supplies, except medical supplies for continuous ambulatory 
peritoneal dialysis (GAPD) and continuous cycling peritoneal dialysis (GGPD), 
provided by a Home Health Agency or Medical Vendor will be reimbursed at 
the lesser of: 

1. 	 Billed chames. or 

2. 	 100% of the 75th percentile of Medicare prevailing charges in effect as of 
.llme 10. 1QRR or 

3. 	 IMhnere there are no M .June 30 19 redlcare prevailing cha 
at least th -88, that was derived by obtai;iA rges, aA amouAt iA efleet 
of th 'ee maAulastu,ers aAd seHiAg g suggested ,etall prisos I",m 

.ese pFices. At such tim . an amount equal to the . 
Med,s.,e mise "'ill be used. e as Medlsare p'ises besome ·1a 	 mealaAaval able, the 

4. 	 The lowest bid price for the equipment, device, appliance or supply 
resulting from advertisements requesting bids from qualified vendors to 
furnish these items. 

5. 	 For specific items determin health of the reci i ed by the Department to be .e.pested t p OAt, aAd the absense of the ·t essential te the
o result In a signific t . . I em could reasonabl ' b ~atus, the prise limitatiorr aes~~ib::te"erallon in the ,osipien!'s h:aa~ 

epartment determines the . . .In 'part 2. may be vvaived if 
affests aGsessihili~' 0/ tho it pnse IimltatloA sigAilisaAtly aAd adverselytReiY em. 

All payments are deemed payment in full and are excluded from cost 
settlement. 

(b) 	 In the case of rental equipment, Medicaid reimburses a monthly rental payment 
"''<'hich is ten (10) percent of the Medicaid allowable purchase fee, except that 
the following rental only items are reimbursed at the lesser of billed charges, 
the Medicare prevailing monthly rental charge in effect June 30, 1988 or where 
there are no Medicare prevailing monthly charges, an amount in effect June 30, 
1988, that Illas derived by obtaining usual and customary rental fees for such 
equipment from at least three equipment rental suppliers and setting an 
amount equal to the median of these fees. At such time as Medicare rates 
henome rlVail:1hle . the Medicare rates will he used. 

1 . 	 Oxvaen concentrator 

2. 	 Oxvnon RVRtem (nas sotlJo) 

3. 	 Oxvaen svstem (aas Dortable) 

4. 	 Oxvnen 5v5tom (Iiouid 5tatienarv) 
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5. 	 Oxvaen system (Iiauid oortable) 

6. 	 Ventilator oortablo (home use) 

. . Co and replacement of expendable parts of(c) Necessary re~alrs, malntenan, b rsed at gO% of billed chamAs. 
Durchased eaUIDment shall bo relm u 

(d) 	 Reimbursement for continuous ambulatory peritoneal dialysis (CAPO) 'Nill be at 
the lessor of billed charges, or $1,600 per month (120 treatments per month). 
However, the supplier may bill Medicaid for one month's supplies in reserve in 
case of emergency. This payment is made to only one supplier, ono timo , per 
recioient. 

All payments are deemed payment in full and are excluded from cost 
sAttlAmAnt 

(e) 	 Reimbursement for continuous cycling peritoneal dialysis (CCPD) will be at the 
lessor of: billed chargos, or $2,086 per month (30 treatments per month). 
Ha'l/ever, the supplier may bill Medicaid for one month's supplies in reserve in 
case of emergency. This payment is made to only one supplier, one timo, per 
roeiniont 

All payments are deemed payment in full and are excluded from cost 
sAttlAmAnt. 

(13) 	 Prm;cribod Dru(]s 

(a) Payment for leaond drum; authorized under the oroaram 'Nill be the lesser of: 

01 h AI! e \Alholesale Price, as defined in
1. 	 Ninety two percent (92 N) 0: tteH~,,~;:gan; Environment Title XIX Drug 

the Tennessee Departmen .0 t for DEA Schedule " drugsh d' sing fee excep n
Formulary, plus t elspen t (100°1 ) of the Average Wholesale which shall be one hundred percen )~ 
Prien nillS thn disnnm;inn fee: or 

. 'the Tennessee4AC) as published In I' plus. lIo'''able cost (t>.,., Ttl XIX Drug Formu ary, 2. 	 MaXimum a if Ith and Environment I e Department of Hea 

the disnAnsinn fee: or 


3. 	 Providers' usual customarv charoes. 
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(b) 	 When covered drugs are repackaged into acceptable unit dose packages, the 

cost of repackaging not to exceed a maximum of $.03 (3 cents) per billing unit, 
will be allo'Ned in addition to the amounts described in (13)(a). 

(c) 	 Payment for any covered non legend drug or product, authorized under the 
monr~m. F:h~1I ho tho IOF;F;or of: 

1. 	 The provider's usual and customary retail charge to a non Medicaid 
nationt: nr 

2. 	 Maximum allowable cost (MAC), as published in the Tennessee 
Denartment of Health and Environment Title XIX Drua Formularv. 

(d) 	 When prescribed legend drugs or non legend drugs listed on the Tennessee 
Department of Health and Emqronment Title XiX Drug Formulary are furnished 
recipients as a part of skilled nursing services or intermediate care facility 
services. reimbursement will be made to the facilitv with no disoensina fee. 

(e) 	 The dispensing fee is established at $3.91 for each prescription, except for 
approved unit dose vendors dispensing unit dose products 'Nho shall receive a 
fee of $6.00. 

(f) 	 All pharmacy vendors, unless the vendor has qualified and been approved by 
the Department as a unit dose vendor, shall bill the Medicaid program for all 
drugs utilized on a maintenance basis in thirty (30) days quantities or the 
nearest stock packet size (if so dispensed) as the pharmacist desires. 
Dispensing and billing for all other categories or drugs shall either be in the 
maximum base supply as indicated in the Tennessee Medicaid Title XiX 
Pharmacy Manual or the quantity prescribed by the physician, whichever is 
less. All drugs dispensed on a maintenance type basis on or after July 1, 1981, 
by approved unit dose vendors will be reimbursed as set out in subparagraph 
(13)(a) and (b), except that the dispensing fee will be that as established in 
subparagraph (13)(e). The approved unit dose vendor shall be allowed to bill 
the Medicaid Program for dispensing maintenance type drugs only once a 
month. 

(14) 	 Eyeglasses payment not to exceed the usual and customary charges or the 
followina: 

(a) 	 Qualified providers will be reimbursed forty dollars for the examination and 
rnfmGtinn nf n nntiont 

(b) 	 Qualified providers will be reimbursed twenty two dollars for a pair of single 
"iMinn (nl~MM or nl~MtiC;) lonF:oF:. 

(0) 	 Qualified providers will be reimbursed twenty four dollars and eighty cents for a 
nair of bifocal or multifocal vision (alass or olastic) lenses. 
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(d) 	 Qualified providers will be reimbursed the actual acquisition cost for special 

lenses. which have been Drior aooroved bv Medicaid. 

(e) 	 Qualified providers will be reimbursed their usual and customary charge not to 
exceed eighteen dollars for a pair of standard frames that are appropriate for 
and acceptable to the patient, and currently manufactured and listed in a 
standard industry publication such as FRAMES PRICE BOOK/NEW 
PRODUCTS. 

(f) 	 In addition to the above, the provider will receive a dispensing fee of t\,\'enty 
one dollars for disoensina a oair of evealasses. 

(15) 	 Ambulance Services oavment will be made for the tvoe service orovided. 

(a) 	 Emeraencv land ambulance oavment shall be lossor of: 

1. 	 Billoel chAmos fm tho sorvicos. 

2. 	 100% of the 75th percentile of the Medicare prevailing charges for the 
services . or 

3 	 Am·. naXlmum of $65 f r
advanced life support: the basic life support b 

ml e outside the county ami ~10 lor oxvaen. ase rate, $1 .10 ~er leaded as~ rate, $100 ler 1M 

(b) 	 Non Emomoncv lanel AmblJlanco oavmont shAll bo tho lossor of: 

1. 	 Billed charaes for the services. 

2. 	 100% of the 75th percentile of the Medicare prevailing charges for the 
sArvic:os m 

3. 	 A maximum of $65 one 'Nay or $130 round trip for the non emergency 
baso rat~. !l;11 0 oor loaeloel milo olltsielo tho GOllnN and $10 for oxvaen. 

(c) 	 Emeraencv air ambulance oavment shall be the lesser of: 

1. 	 Rilloel c:ha mos fm tho servines 

2. 	 100% of the 75th percentile of the Medicare prevailing charges for the 
servines. or 

3. 	 A maximum of $100 for the base rate, $3.00 per loaded mile and $15 for 
oxvaen. 

(el) The maximlJm oavment oor amblJlance transoort shall not exceed $573.00. 

December, 2009 (Revised) 	 165 

http:1200-13-01-.06


GENERAL RULES CHAPTER 1200-13-01 

(Rule 1200-13-01-.06, continued) 
(e) 	 When emergency air ambulance services are provided and it is determined that 

emergency land ambulance services would have sufficed , payment shall be the 
lesser of the land ambulance rate or the air ambulance rate for the transDort. 

(16) 	 Community Mental Health Center reimbursement shall be based on a differential rate 
established for the category of service provided. The rate will be set prospectively in 
July of each year and will be based on the lower of costs or charges for the previous 
fiscal year, determined according to Medicare principles. On an annual basis , the 
rate will be trended forward using the Consumer Price Index for outpatient services 
averaged over the most recent three year period . Annual reimbursement amounts 
will not be subiect to cost settlement. 

(17) 	 Clinics 

(a) Communitv health clinics and neiahborhood health oraanizations 

1. 	 Medicaid 'Iii II reimburse providers, except community health clinics 
desiQnated as a nominal Drovider. the lesser of: 

(i) 	 Reasonable allowable cost according to Medicare principles of 
reimbursement: or 

(in 	 Charaes 

2. 	 Community health clinics designated as nominal providers, and federally 
Qualified health centers will be reimbursed at reasonable allowable cost. 

(b) 	 Ambulatorv Suraical Centers 

, II be the lesser of billed charg,es or
1 	 Payment is for facili~y services a~d ~~:te per covered procedure which IS 

' 	 100% of a prospe,ctlvely d,et~rmlne ecified in the October 1, 1986, 
based upon Medicare principles as spational average index f?r each 
edition of 42 CFR ,416.120(C) '"Th: nrocedures are classified Into four 
procedure is determined and cOi

ere 
:h group are established by the

b' that value. Rates or ea , group~y th d and adiusted for inflation: followlna me 0 

(i) 	 Adjusting actual charges to remove the effects of area v\'age 
differences: 

(ii) 	 Calculatina the averaae charae for each Drocedure in the arOUD: 

(iii) 	 Calculating the relationship of costs and charges for ambulatory 
suraical centers: and 

(iv) 	 Selecting a rate for the group that would result in ambulatory 
surgical centers being paid the average approximate cost for the 
orocedures in each arOUD, 
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Reimbursement 'Nill be restricted to the rates in effect as of July 1, 
-+98&:­

(c) 	 Rural Health Clinics Prospective payment system is based on an all inclusive 
rate for each beneficiary visit for covered services. Payment will be in 
accordance with the provisions as set out in the October 1, 1986 edition of 42 
CFR 447.371 (c) (1) (3). Reimbursement will be restricted to the rates in effect 
as of June 30. 1988. 

(d) 	 Communitv Mental Retardation Clinics 

Payment for covered services shall be a prospective fee equal to the lesser of 
billed charges or a maximum amount ostablished by Medicaid for the type of 
sOFvices orovirlorl. 

(18) 	 Inoatient Hosoital Services 

(a) 	 For each hospital , the State agency will apply the Title XVIII standards and 
principles, as described in 20 CFR 405.402 455, as of the effective date of 
these ru les, the inpatient routine services costs for medical assistance 
recipients will be determined subsequent to the application of the Title XVIII 
methods of appointment, and the calculation will exclude the applicable Title 
XVIII inpatient routing service costs (including any nursing salary cost 
differential). 

(b) 	 With respect to cost reporting periods beginning after December 31 , 1973, 
payments to hospitals for inpatient services shall be based on the lesser of the 
reasonable cost of services or the customary charges to the general public for 
such services, or, the case of publ ic hospitals rendering services free or at a 
nominal charge, on the basis of fair compensation for such services, in 
accordance with the provisions of 20 CFR 405.455, as of the offective date of 
thoso rllios. 

(c) 	 )....lith respect to hospital's fiscal years beginning on or after October 1, 1983, 
payments to hospitals for inpatient services shall be basod on a prospective 
method of reimbursement as described in the Rules of the Comptroller of the 
Treasurv. Chaoter 038001 08 entitled Medicaid Hosoitalization Proaram . 

(d) 	 Med icaid will not provide reimbursement for inpatient hospital surgical 
procedures unless pre admission approval has been obtained , except as 
6noGifiorl in rlJlo 1~OO 1~ 01 .Ofi{1 R\{o). 

(e) 	 Medicaid will not provide reimbursement for inpatient hospital services unless 
pre admission approval has been obtained, except as specifically excluded in 
this rlJlo. 

1. Reauests for aooroval shall be made in the follo'lvina manner: 

(i) 	 Renuosts shall be made bv teleohone. 
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(ii) 	 Approval for hospitalization of the recipient is sought by the licensed 
physician or oral and maxillofacial surgeon in charge of the 
recipient's care or a hospital representative on behalf of the licensed 
physician or oral and maxillofacial surgeon. If approval is sought by 
a hospital representative on behalf of the licensed phYSician or oral 
and maxillofacial surgeon, it is the responsibility of the hospital 
representative to ascertain the completeness and accuracy of the 
information from the ohvsician or oral and maxillofacial suraeon. 

(iii) 	 Except for emergency or urgent admissions (discussed below at 
(iv)) and transfer between hospitals (discussed below at (v)) , all 
inpatient hospital services must be approved by Medicaid before the 
oatient is admitted to the hosoital. 

(iv) 	 Approval for emergency or urgent admissions shall be obtained 
from Medicaid within two (2) working days of admission. 
Emergency admissions are those resulting from sudden onset of a 
medical condition manifesting itself by acute symptoms of such 
severity that the absence of immediate modical attention could 
reasonably be expected to result in serious dysfunction of any bodily 
organ/part or death of the individual. Urgent admissions are those 
resulting from sudden and unexpected onset of a medical condition 
rAOlJirinn trAi=ltmAnt immAdii=ltAlv aftAr OnF1At or v",ithin 72 hOLJr~ . 

(v) 	 Approval for transfers from one acute care hospital to another or 
from a psychiatric hospital to an acute care hospital shall be 
obtained from Medicaid 'Nithin two (2) workinG davs of admission. 

(vi) 	 Approval for corneal or renal transplants must be obtained from 
Medicaid before the oatient is admitted to the hosoital. 

2. 	 The condition of the recipient as shown in the request for hospitalization 
meets the criteria set forth in the interql:Jal ISO A Review System 
Intensity of Service, Severity of INness and Discharge and 
ADDFODriatenoss SCrBons. November. 1984 edition. 

3. 	 Pre .'\dmission Approval shall not be required for the situations described 
belo'N: 

(i) 	 Diagnosis of pregnancy with active labor indicating delivery can be 
expected within 24 hours of admission or if premature labor 
intervention is reauired to stoo active labor. 

(ii) 	 Hospitals that are located out of state and outside the medical 
marketing area. These hospitals are still subject to Medicaid out of 
state coverage requirements as set forth in rule 1200 13 01 .03(2) . 
Medical market i~ defined as the counties of surroundinG states that 
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border Tennessee and that routinely and customarily provide 
modical sorvicos to Tonnossoo residonts . 

(iii) 	 Admissions to inpatient psychiatric facilities or distinct units of 
hospitals which are accredited as psychiatric facilities by the Joint 
Commission on Accreditation of Health Caro Institutions. Howevor, 
approval must still bo obtained for admissions to acute care 
hosoitals for osvchiatric diaanosos. 

(iv) 	 Heart, liver or bone marrow transplants that have prior approval 
from tho Modicaid Modical Director. 

(v) 	 Rocioiont£ onrollorl in MorliG~irl Ho~lth M~inton~nGO Oro~nintions. 

4. 	 Pre Admission approval shall bo valid for admissions occurring within 30 
davs from tho dato aODFoval is aivon. 

5. 	 All roimbursomonts aro mado within the limitations of the Medicaid 
Program. If approval for inpatient hospitalization is denied, Medicaid 
reimbursement is available only if covered services are provided in an 
olltn~tiont Rottinn 

6. 	 Approval of the admission does not constitute approval of the length of 
confinement nor guarantee paymont of hospital charges. All other 
~noliG~hlo MorliG~irl ronLJiremonts mlJst ho mot for otwmont to bo mado. 

7. 	 Failure to Roauost Pro Admission AODFoval. 

(i) 	 If approval prior to admission is not obtained for elective 
admissions, the rocipiont must not bo billed for any cost associated 
with tho hospitalization that could havo boon covored by Modicaid if 
~oorov~1 h~rl boon obtainorl. 

(ii) 	 If approval is not obtainod from Medicaid within two (2) working 
days of admission for emergency admissions or within two (2) 
working days of transfor from ono acute caro hospital to another or 
from a psychiatric hospital to an acuto care hospital, tho rocipient 
must not bo billod for any cost associatod '/lith tho hospitalization 
that could have beon covered by Medicaid if approval had been 
obt~inorl . 

8. Modicaid Donial of Roauest for Pro Admission Aooroval. 

(i) 	 The party seeking approval must explain to the recipient that 
Medicaid has denied the request for admission and that the 
recipient has a right to appeal the denial and/or the right to 
negotiate a private agreement with the hospital to be responsible for 
anv costs associated \6.'ith the non covered hosoitalization. 
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(ii) 	 If, after the request for approval is denied, the recipient is admitted 

to the hospital for an elective admission , the recipient may be billed 
for am cost associated with the hosoitalization. 

(iii) 	 If the request for approval involving a suspected emergency or a 
transfer from one facility to another is denied, the recipient may not 
be billed for any cost associated 'Nith the hospitalization that could 
have been covered by Medicaid if appro'Jal had been obtained 
through the date of denial. However, any cost associated with the 
hospitalization aftor the date of verbal denial may be billed to the 
recioient. 

9. 	 AODeal of Denied Pre Admission Reauests. 

(i) 	 Immediately following verbal denial of the request for pre admission 
authorization, the recipient and provider will be notified in writing of 
tho dOGi!';ion. 

(ii) 	 The notification !Alillif co t ' Tn aln specllcprocedures to effect the rights to appeal the d , .
tho rights sot 0 ' app.al, and tho ti",o 0' d o"'s'on, the 
n",vicler will he n~:if::clth~'hnoti"e, Mditionaliv ":h: :r e>o"ising. 0 0 nnht to. ' clplent and 

fir~~, an informal ~eco~sideration conducted by two physicians who 
~~1i e h~d no prevlo~~ Involvement with the case and at least one of 
.. hom IS board certified or board eligible in the type of care that is 
pro~osed. The ,case shall be reconsidered within three (3) working 
da!s after, receipt of the !J'/ritten request for reconsideration and 
'NFltt~n notice of the decision shall be sent to the recipient and the 
prov~de.r. If the reconsideration denies the request for pre 
~dmlsslon approval: the recipient must be notified in writing of the 
Fight , to appeal thiS decision through a formal contested case 
:Ing before tho Department of Health, pursuant to T.C.A. §71 5 

10. 	 Acute inpatient psychiatric and/or alcohol and drug detoxification and 
treatment services in acute care hospitals shall be provided under the 
followina conditions: 

., accord' Ing to the following.
rule .(i) 	 Under the dlree I . fon dofina phYSICian,1200 13 01 06(18)(e)10, inclUSive,f Tons when usede Inl I IV .. d. 

unless 0 .. .therwise indicate 

(I) 	 /\cute Psychiatri ' provided under e Inpatl?nt Care Hos it
"o"'peton". in d' the dlfeotien of a p ha~ ,based treat",ent 
psyoh" lagAesls aAd t p ~slGlan "'hlat,," "OndTreatmeAt f ,.~e has 
a shert, severe ~~:~ whioh has a f9lativ:1 :"eAtal iliAess, fer a 
suoh a Aature as so, The psyohiatrio 0 y sudden OASe! aAd
'0 solf. nlho,., or t~e pose a sigAifioant a::dltleA should be of 

o Dubllc safe!" or 0 Immediate danger h h rr 	 ne whiF Icas resulted in 
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marked psychosocial dysfunction or grave mental disability of 
the patient. The therapeutic intervention should be aggressive 
and aimed towards expeditiously moving the patient to a less 
restricted environment. 

(II) 	 Alcohol or Substance Abuse Detoxification The provision of 
medically necessary services to stabilize the medical condition 
of an individual who experiences a serious episode of 
intoxication due to alcohol or 6ubstance abu6e. 

(III) 	 Alcohol or Substance ,a,buse Treatment The provISion of 
medically necessary services subsequent to detoxification in 
order to restore or to improve the functioning of an individual 
vlho has become physically or psychologically dependent 
upon, or addicted to, alcohol or drugs or other substances of 
ahlJ60. 

(IV) 	 Concurrent Review A reviow to determine the medical 
necessity of continued acute inpatient treatment in an acute 
care hospital , to be performed at no greater than 10 day 
interval6. 

(V) 	 Crisis Stabilization The provision of medically psychiatric 
services to control and ameliorate a critical situation in which 
the absence of immediate care would reasonably be expected 
to endanger the life of the individual , to result in severe bodily 
nV6function. or to endanGer other6. 

(VI) 	 Elective l\dmission Any admission which is non emergency 
or does not involve transfer from one h060ital to another. 

(VII) 	Emergency Sudden onset of a medical/psychiatric condition 
manifesting itself by acute symptoms of such severity that the 
absence of immediate medical attention could reasonably be 
expected to result in serious dysfunction of any bodily 
organ/part or death of the individual or harm to another person 
bv the individual. 

(VIII) Reviews 	 a pre approval certification review or concurrent 
revie't\' which is conducted when the telephone review 
provides insufficient clinical information upon which to make a 
decision. Reviews are conducted in one of the followina wavs: 

L 	 Face to Face a pre admission meeting 't\'ith the 
rAGininnt ann tho Oonartmnnt or it6 contractor. 

u. 	 Chart a pre admission review of medical documentation 
to assess the medical necessity of an inpatient 
admission to be covered bv Medicaid: or a oost 
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admission, concurrent stay, or post discharge review at 
the facility whereby the Department or its contractor 
reviews the patient's chart and meets with a hospital 
designee or any other such person deemed necessary 
by the reviell.'er; or a review of the patient's chart, "'.'hich 
has been submitted at the Department's or its 
contractor's request in order to assess medical necessity 
for an inpatient stav. 

(IX) Guardian The patient's parent I I .+tem,. 	 , ega guardian, or guardian ad 

(X) 	 Non Elective Admission Admission which involves an 
emeraencv. or involves transfer from one hosoital to another. 

(XI) 	 Pre Approval. Certification Review The review and appro"al 
pro~ess '~hlch assures that ambulatorv care resourc'es 
aV~II~ble In the community do not meet.T the needs of the 
re~Plent; that proper treatment of the recipient's psychiatric 
an lor. alc~hol and drug condition requires services on an 
acute Inpatlen~ b~sis under the direction of a physician; and 
that .upon admiSSion acute psychiatric and/or alcohol and drug 
Ser~l?eS, can .reasonably be expected to improve the 
recIpient s condition or prevent further regression so that such 
services 'Nill no lonaer be needed. 

(XII) Telephone 	Review A pre approval certification review or 
concurrent review in which a recipient's case is reviewed over 
the teleohone. 

(XIII) Working Day 	 Monday through Friday, 8:00 a.m. to 5:00 p.m. 
Central Time. excluding State holidavs. 

(in 	 For Psvchiatric Care: 

(I) 	 Participating acute care hospitals must have begun the 
process of obtaining accreditation from the Joint Commission 
on Accreditation of Healthcare Organizations or from the 
American Osteopathic Association and must have obtained 
this accreditation by November 1, 1992, or have begun that 
process and based on all available evidence will be certified 
prior to June 30. 1993: 

(II) 	 Concurrent revie't'vs will be performed at intervals of no greater 
than 10 davs: 

(III) 	 Physician progress notes on the patient must be made at 
intervals of no greater than 3 days, beginning with the first day 
of treatment. 
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(IV) 	 The acute inpatient psychiatric services in acute care hospitals 
must include active treatment implemented through an 
individual plan of care which is based on a diagnostic 
evaluation that includes examination of the medical, 
psychological, social, behavioral and dovelopmental aspects 
of the individuals situation. The plan shall include diagnoses 
symptoms, complaints and complications. The plan shall 
indicate the need for admission and for acute inpatient 
n~vc;hiFltric; C;FlrR. 

(iii) 	 For .A.lcohol and Drua Services: 

(I) 	 Participating acute care hospitals must have begun the 
process of obtaining accreditation from the Joint Commission 
on Accreditation of Healthcare Organizations or from the 
American Osteopathic Association and must have obtained 
this accreditation by November 1, 1992, or have begun that 
process and based on all available evidence will be certified 
nrior to JIJnO ~O. 1 QQ~: 

(II) 	 Detoxification 

I. 	 Admission approvals should average 2:3 days with 
occasional need for up to 10 days when it is medically 
necessary. The medical necessity of all stays must be 
documented by a physician . In cases that require 
additional days for detoxification, there must be 
documentation by a physician which substantiates that a 
longer period of acute care is medically necessary. 
Medicaid will make reimbursement for alcohol and drug 
detoxification for a maximum of 10 davs. 

II. 	 Physician progress notes on the patient must be made 
~ 

(III) 	 Treatment 

I. 	 Concurrent reviews will be performed by the Department 
or the Department's contractor at intervals of no greater 
than 10 davs. 

II . Physician progress notes on the patient must be made at 
intervals of no greater than 2 days, beginning vlith the 
fir~t rlFlV of tho trAFltmont noriorl. 

III. 	 Admissions for alcohol and drug treatment services for 
recipients over age 21 will generally be limited to :3 per 
rocioient oor lifetime. Individuals who meet established 
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(Rule 1200-13-01-.06, continued) 

I. 	 ,A.dmi~~ion critori~ 

A. 	 The patient must have a DSM III R diagnosis with 
aGute ~vmntom~: ~nd 

B. 	 The patient's psychiatric condition is of such 
intonsity that the absence of immediate 
medical/psychiatric care !liould reasonably be 
expected to endanger the life of the patient, to 
result in severo bodily dysfunction, or to endanger 
others: and 

C. 	 The patient's psychiatric condition must require 24 
hour medical/psychiatric and nursing services and 
must be of an intensity such that needed service 
can be appropriately provided only at an acute 
level of hosoital care: and 

D. 	 There must be a plan of treatment which is specific 
to the acute psychiatric symptoms for IIlhich 
inn~tiont ho~nit~li7~tion i~ rontliroci. 

II. 	 Continued stay criteria The patient's psychiatric 
condition must continue to require 24 hour 
medical/psychiatric and nursing services and must be of 
an intensity such that needed services can be 
appropriately provided only at an acute level of hospital 
Ga-f9-,­

(II) 	 For Detoxification Services for Alcohol or Other Substance 
Ahll~O. 

I. 	 Admission criteria 

. the absence of imn:ediate 
A The patient must.' IR . cute care hospital, be 
no mesiGal Ga'". pm.,selst 'At:r:~eAiAg GeASe~"eAGeS 

at medical Fisk f?r I.e tion with alcohol or a 
due to acute IntoXlCa the patient must have a 
substance of abuse, o~ Icohol or a substance of 

t use 0 ""tha froquencyo ,"ha"ehistory of curren a t 
abuse at a level and ;1 to be at medical FI~k of 
developed tolerance anuences associated ',\11th a 
life threatening conseq d me if the substance IS

'thdra,A/al syn ro 	 d
specific WI n d' I suoervision: anterml'nated without me Icah 

B. 	 The patient's medial condition must require 24 hour 
merlical and nursing services and must be of an 
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intensity such that needed services can be 
appropriately provided only at an acute level of 
hosoital care. 

II. 	 Continued stay criteria The patient must continue to be 
at medical risk for life threatening consequences due to 
acute intoxication with alcohol or a substance of abuse 
or due to withdrawal from alcohol or a substance of 
~. 

(III) 	 For Other Psvchiatric Inoatient Hosoitalization 

I. 	 Admission criteria 

A. 	 The patient must have a DSM III R Axis I diagnosis 
and a DSM III R Axis V rating of 50 or 1m,s: and 

B. 	 The patient's psychiatric condition must require 24 
hour medical/psychiatric and nursing services and 
must be of an intensity such that needed services 
can be appropriately provided only at an acute 
level of hosoital care: and 

C. 	 Inpatient services in an acute care hospital must 
reasonably be expected to significantly improve the 
patient's psychiatric condition within a short period 
of time so that 24 hour inpatient medical/psychiatric 
and nursing services will no lonaer be needed: and 

D. 	 There must be a plan of treatment, discharge, and 
follow up care which is specific to the psychiatric 
symptoms for which inpatient hospitalization is 
required and which is consistent vvith general 
standards of oractice. 

II. 	 Continued stay criteria The patient's psychiatric 
condition must continue to require 24 hour 
medical/psychiatric and nursing services and must be of 
an intensity such that needed services can be 
appropriately provided only at an acute level of hospital 
~ 

(IV) 	 For Treatment Services for Alcohol or Other Substances 
Abuse 

I. 	 Admission criteria 

A. 	 The patient must have a diagnOSis of dependency 
on alnohol or othor SllhstancflS of ahuse. basod on 
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DSM III R criteria , with ongoing current usage at a 
level which endangers the health or safety of the 
patient: and 

B. 	 The .. patient must demonstr . 
significant improvement fate petentlal fer 
coordinated multidO . r rom a relatively intense 

, ISCIP Inap," 	 ' oroaram: and 	 Inpatient treatment 

C. 	 The patient must not have a physical impairment or 
medical barrier that would preclude active 
oarticioation in the treatment oroaram: and 

D. 	 The patient must not have a mental impairment or 
disability that would preclude cooperation in, and 
comorehension of. the treatment oroaram: and 

E. 	 The patient's medical condition must require 24 
hour medical and nursing services and must be of 
an intensity such that needed services can be 
appropriately provided only at an acute level of 
hospital care. 

II. Continued stav criteria 

.,.. 
require 24 hour medical and nursing services and 
must be of an intensity such that needed services 
can be appropriately provided only at an acute 
level of hosoital care: and 

.A 	 The patient's medical condition must continue to 

lil 	 The patient must demonstrate significant progress 
toward treatment goals as outlined in the treatment 
olan: and 

G. 	 The patient must demonstrate potential for further 
significant improvement from the inpatient 
treatment oroaram. 

('I) 	 Pre approval certification review for approval of admissions to acute 
care hospitals for psychiatric and/or alcohol and drug treatment will 
be conducted bv the Department's contractor as follows: 

(I) 	 Pre approval certifications shall be requested by the attending 
ohvsician or tho hospital. 

Except for emergency admissions, pre approval certification of 
all admissions to acute care hosoitals for osvchiatric and/or 
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alcohol and drug treatment shall be requested before the 
oatient is admitted to the hosoital. 

(II) 	 Pre approval certification for emergency admissions shall be 
reauested within two (2) workina davs of the admission. 

(III) 	 Pre approval certification of individuals who become Medicaid 
eligible after they have been admitted to or discharged from a 
facility shall be requested ',&Iithin two (2) working days of the 
date that the facilitv is aV'Jare of the individual's eliaibilitv. 

(vi) 	 Continued Stays Concurrent reviews are to be performed at no 
greater than 10 days intervals and shall be requested by the 
attending physician or the hospital not more than 72 hours (3 
'/lorl<ing days) not less than 48 hours (2 working days) prior to the 
exoiration of the current certified oeriod of stav. 

(vii) 	 Face to Face Revim"Js for Admissions and Continued Stays 
Revimvs will first be conducted by telephone. A face to face review 
will be requested only when the telephone review provides 
insufficient clinical information uoon which to make a decision. 

(viii) 	 Failure to Reauest Pre aooroval Certification 

(I) 	 For an elective admission if a pre approval certification is not 
requested prior to admission, the recipient shall not be billed 
for any costs covered by Medicaid that are associated with the 
hospitalization and that would have been covered by Medicaid 
uoon tho orior aooroval of a oro aooroval certification. 

(II) 	 If pre approval certification is not requested for an emergency 
admission within two (2) working days of the admission, the 
recipient shall not be billed for any cost covered by Medicaid 

. that is associated with the hospitalization and that would have 
been covered by Medicaid upon approval of a pre approval 
certification. 

(III) 	 In situations where an individual becomes Medicaid eligible 
after being admitted to the facility, if a pre approval 
certification is not requested within two (2) working days of the 
date that the facility is aware that the individual is Medicaid 
eligible, the recipient shall not be billed for any costs covered 
by Medicaid that are associated with the hospitalization and 
that would have been covered by Medicaid upon approval of a 
ore aooroval certification. 

(IV) 	 If a hospital admits a Medicaid recipient without an approved 
pre approval certification for that recipient, the guardian of the 
recioient and/or the recioient shall be informed that Medicaid 
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reimbursement will not be paid until and unless the 
certification is approved. Any hospital that admits a recipient 
without an approved pre approval certification for that recipient 
does so at its O'Nn financial risk. 

(ix) 	 Failure to Request a Concurrent Review for a Continued Stay If 
the attending physician or the hospital fails to request the required 
authorization for a continued stay, the recipient shall not be billed for 
any costs covered by Medicaid that are associated \!\'ith the 
hospitalization and that would have been covered by Medicaid upon 
the prior approval ef a continued stav reauest. 

(x) 	 Appeal of Denied Pre Approval or Continued Stav 

The reCipient and the recipient's guardian will be notified of the right 
to an 	informal reconsideration and/or a contested case proceeding 
as follO\",Is : 

(I) 	 An informal reconsideration conducted by the Department or 
the Department's contractor using appropriate psychiatric 
and/or alcohol and drug consultation . A request for informal 
reconsideration shall be made in writing within ten (10) days 
after moving notification of a denied pre approval certification 
or continued stay request. ,I\n informal reconsideration will be 
held 'Nithin three (3) working days after receipt of all necessary 
medical information. 

(II) 	 If the reconsideration is unfavorable the recipient 'Nill be 
notified in writing of the right to a hearing to review this 
decision through a formal contested case proceeding before 
the Department of Health, pursuant to T.C.A. §71 6 113. Any 
such petition for appeal shall be submitted to the Department 
in writing within fifteen (16) calendar days after the date of 
receipt by the recipient of the notification of the unfavorable 
reconsideration decision, or of the initial decision if informal 
reconsideration is not demanded. 

(III) 	 In any contested case proceeding the opinions of the certifying 
physician of the patient concerning the necessity of acute 
inpatient psychiatric and/or alcehol and drug care for the 
patient shall not automatically be of centrolling weight but such 
oDin ions are to be DroDerl" weiahed aaainst all other evidence. 

(xi) 	 Continuation of Services 

(I) 	 If after the receiving notice of the denial of continued stay, the 
recipient requests a hearing vlithin fifteen (15) days of the 
notice and before the date of discharge, Medicaid may not 
terminate or reduce services until a decision is rendered after 
the hearina. 
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(II) 	 If the decision is sustained by the hearing, Medicaid may 
institute rocovery procedures against the facility to recoup the 
cost of any services furnished the recipient, to the extent they 
WArA flJFni~hArl ~OIAlv hv rA~~on of thi~ ~AGtion _ 

(f) 	 Medicaid shall provide reimbursement for any medically necessary organ 
transplant procedure which is not considered experimental by the National 
Institutes of Health and the Tennessee Department of Health. Experimental for 
the purposes of this rule shall mean those transplants and/or procedures which 
are not considered reasonable and necessary and which have not been 
approved by the Health Care Financing Administration and as published in the 
Fodor~1 RA(]i~tOL 

1. 	 Medicaid coverage shall be limited to the followina transolant orocedures: 

(i) 	 Renal transplants 
(ii) 	 Heart transplants 
(iii) 	 Liver transplants 
(iv) Corneal transplants 
('I) Bone Marrow transolants 

Exceptions to the above list of transplants may be made for other 
nonexperimental transplants if it is found to be medically necessary 
and cost effective as determined by Medicaid. The allowable 
inoatient davs will be the averaae lenath of stav for that transolant. 

2. 	 Medicaid coverage for heart, liver and bone morrow transplants, shall be 
limited to the number of inpatient hospital days listed below for each 
procedure. Inpatient hospital days associated with these approved organ 
transplants will be reimbursed at 100 percent of the operating component 
plus 100 percent of the capital, direct and indirect education, return on 
equity (for proprietor), providers only), and Medicaid Disproportionate 
Share Adjustment components. Admissions and stay that span fiscal 
years 'Nill be reimbursed as if the entire stay had occurred during the first 
fiscal year. In accordance with federal regulations at 42 CFR 413.157, 
effective October 1, 1989, Tennessee Medicaid will no longer cover 
rAtlJrn on OOlJitv_ 

Number of Days 
Transplant Procedures Per Transplant 

(i) Heart transplants 	 43 days 
(ii) Liver transplants 	 67 days 
(iii) Bone marrow, transplants 	 40 days 

3. 	 All transplants except for corneal and renal require prior approval from the 
Medicaid Medical Director. Hospitalization pre admission approval is 
reauired for corneal and renal transolants. Fridav and Saturdav 
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admissions will be limited to emergencies or surgery the same or next 
~ 

'I. 	 Reimbursement shall be provided for organ transplants only to the extent 
that the services provided do not exceed the reimbursement and service 
limitations as outlined in chaoter 1200 13 of the Medicaid Rules. 

(i) 	 Section 1862 of the Social Security Act requires Medicare recipients 
to have transplant procedures performed in Medicare certified 
transplant centers. In accordance with this policy, 
Medicare/Medicaid recipients will be required to adhere to these 
requirements. Transplants may be approved at centers other than 
those approved by Medicare for recipients with Medicaid only. 
Reimbursement shall be limited to the Modicare applied inpatient 
deductible methods in accordance with current pricing 
methodoloaies as outlined in rule 1200 13 01 .07{2L 

(ii) 	 Transplant procedures performed in hospitals that are located out 
of state and outside the medical marketing area shall be subject to 
the Medicaid out of state roimbursement requirements as set forth 
in rule 1200 13 01 .03(2) and 1200 13 05 .07(2), 

(g) 	 Medicaid will not provide reimbursement for a leave of absence from an acute 
care or psychiatric hospital. A leave of absence for the purposes of this rule 
shall mean the approved absence from an acute care or psychiatric hospital 
that has been granted to a patient by the staff in accordance with the rules and 
rOOlJI3tions of th3t f3cilitv. 

(h) 	 Donor oroan orocurement is not a covered service. 

(i) 	 The first twenty (20) days of an in ra~ 100 percent of the operatin :: lent stay per fiscal year will be reimbursed 
direct and indirect education angd M m:o~:nt . plus 100 percent of the capital 
(MDSJ\) F ,f e Ical Disproport' ' 

v Pi .or days in excess of t'Alenty (20). lonate Share Adjustment 
percent of the operating, compon'~nt Ius ,reimbursement will be made at 60 
Indirect education and MDSJ\ p 100 percent of the capital direct and 

, 	 • Pi components T ' cover return on eauitV.	 ·ennessee Medicaid 'Nill no longer 

U) 	 Any hospital days paid by insurance or other third party benefits will be 
considered to be davs oaid bv the Medicaid Proaram. 

(19) 	 Health Maintenance Organizations or any other type of pre paid health delivery 
organization with 'Nhich the State has entered into a contract will be reimbursed 
based on a per capita rate of payment of services provided. The per capita rate will 
be defined through the competitive bid process fer all health maintenance 
organizations or any other type of pre paid health delivery organization desiring to 
participate in the Medicaid Program. All contracts entered into must be cost effective 
:lnrl fllrthm :lnnrovorl hv tho HO:llth h:lrP. FinrlAcinn Arlministmtion. 
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(20) 	 (a) Except as provided in subsection (d) below, a provider shall not be reimbursed 

for any of the surgical procedures listed at subsection (b) below, or for hospital 
or ambulatorv FilJraiGal troatmont Gontor F;orviGOF; nrovirlorl for tho F:rlmO_ ImloFiFi: 

1. 	 The provider has assured that the patient on whom the procedure is 
performed has, prior to the surgery but not earlier than one year 
preceding the surgery, obtained a second surgical opinion as set ferth 
herein on the recommended oroceduro: and 

min 	 the procedure. a~d-	 . both the provider perfor t ~enter 'Nhere It IS
2 	 Tho pro.idor, ,nCIUd'A: latory surgical treat",e." n gf such spinion, 'A a 

. the hospital or. am u mentation of the provlSIOd ubmlts docu 
performe:, s " tho Donartmont form furnished hOI , 

(b) 	 The procedures for which second surgical opinions shall be required, except as 
nrovidod in "llhFiOGtion (en holow am: 

1. 	 Cholecystectomy 
2. 	 Inguinal hernia repair 
3. 	 Hysterectomy 
4. 	 Dilation and curettage 
5. 	 Tonsillectomv with adenoidectomv 

(c) 	 The original recommendation for the performance of any of the procedures 
listed in subsection (b) above may be by any, physician; however, a second or 
third surgical opinion as required or permitted in this section and section (20) 
below shall be provided by a physician who is enrolled as a surgeon in the 
Medicaid program. Nothing in this section shall prohibit a provider of such a 
second or third opinion from performing the surgery if the patient chooses to 
have him do so; nor does anything in this section prohibit the performing of the 
surgery when a second or third opinion does not confirm the recommendation 
for surgery, if the patient elects to have the surgery; however, reimbursement 
"hall in all GaFiO" ho "lJhiOGt to tho GonditionFi "ot forth in thi" F>oction_ 

(d) 	 Second surgical opinions shall not be required in any of the following 
circumstances: 

1. 	 The severity of the patient's condition is such that the surgery must be 
performed within one month of the original recommendation in order to 
protect the health and safety of the patient; however, in such event in 
order to receive reimbursement, the provider performing the surgery and 
the hospital or ambulatory surgical treatment center where it is performed 
shall indicate such condition in any claims for reimbursement, assure that 
such condition is documented in the patient's medical records, and made 
such records and documentation available to Medicaid uoon roouest. 

2. 	 The patient must travel more than forty miles or one hour from his home 
in order to obtain a second surgical opinion as set forth herein, and does 
not wish to travel to obtain such opinion; however, in such event, in order 
to receive reimbursement. the orovider oerformina the suraerv and the 
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hospital or ambulatory surgical treatment center where it is performed 
shall indicate such circumstance in anv claims for reimbursement. 

3. 	 Any of the procedures listed at subsection (b) above are performed 
incidental to a more major procedure, and such is clearly indicated on any 
claims for reimbursement. 

4. 	 The patient is also a recipient of benefits under Title XVIII of the Social 
Security Act (Medicare), or is a participant in a case management or 
health insuring organization demonstration project as set forth in rules 
12001301 .12 and 1200 1301 .14. 

(e) 	 II ."pro~~ld~e~r~s;h:a~I~1~~'~~~~:M~~~~~~'surgery for any Onfotht bill a patient '·'ho or a J - --e p H-- "'asff 	 ..mbulatory t,roGedU,eS IiGt a MediGaid, :"'"':~f~Lll~e~rr~~:ngtG tel t:~t~:~~e~e:!?,' Ge~~: G:,~~~::Af (b)e::~~:~ :! :::~ime. of 
tha e a seGoAd . .e Aat beeA a' the s aS~ltal9a~' GOAsoQueAGeS 0; -OPIAioA aG ro .Jj met, uAlesG tRe ,ame, wheA the 

,dlrectlv lor the S ,~UGh relusal, aA~ ~ed heroiA, with I t,~leAt kAOWiAgl~sumed tho obI' g of ehlGes. 	 AowlAgly as U uAderstaAdiA.Igatlon to 

(21) 	 (a) A provider of a second surgical opinion required pursuant to section (20) above 
shall be reimbursed as provided in subsection (c) below, if he satisfies the 
foliowinQ conditions: 

1. 	 He is enrolled as a suraeon in the Medicaid oroaram: and 

2. 	 He has provided any necessary notifications required pursuant to 
subsection (d) below and so indicates on his claim for reimbursement. 

(b) 	 A provider of a third surgical opinion regarding any of the procedures listed at 
subsection (20)(b) above shall be reimbursed as provided in subsection (c) 
below. if he satisfies the foliowinQ conditions: 

1. 	 He is enrolled as a suraeon in the Medicaid oroaram: 

2. 	 The second opinion was reQuired pursuant to section (20) above; 

3. 	 The second opinion did not confirm the original recommendation for 
suraerv: and 

4. 	 He has provided any necessary notifications required pursuant to 
subsection (d) below and so indicates in his claim for reimbursement. 

(c) 	 Reimbursement to a provider of either a second or third surgical opinion as 
described in subsection (a) and (b) above shall be limited to: 

1. 	 The lesser of billed charges or $30.00, which shall include and cover all 
office visits necessarv to the provision of the opinion; and 
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2. 	 Reimbursement at the same levels provided for at section (9) above for 

the in office provision of any laboratory or x ray services that are 
necessary to the provisions of the opinion; however, the fact that such 
services were necessary for such an opinion shall be indicated on the 
claim for reimbursement. 

(d) 	 Providers of second and third surgical opinions as described at subsections (a) 
and (b) above who require the use of independent laboratory and x ray 
services for the provision of their opinions shall , in the order for such services , 
notify the provider of such laboratory and x ray services in writing that the 
services are reauired for the Drovision of a second or third suraical oDinion . 

(e) 	 Providers of independent laboratory and x ray services that are required for the 
provision of a second or third surgical opinion as provided herein shall indicate 
in their claims for reimbursement such fact, and shall be reimbursed as 
orovided in section (6) above for such services. 

(22) 	 Reimbursement to certified nurse mid'iVives for covered services will be the lesser of: 

(a) 	 Billed amount: or 

(b) 	 90% of the maximum amount paid to physicians statewide for similar maternity 
and newborn services. 

(23) 	 Except for an emergency as deemed in rule 1200 13 01 .01 (12), delivery of the 
newborn infant will not be reimbursed unless provided in a hospital as defined in T. 
C.A. §68 11 201 (11) or in an Ambulatory Surgical Center classified to provide 
maternitv services as defined in rule 1200 08 10 .02. 

(24) 	 Reimbursement 'Nill be made for services provided by Certified Registered Nurse 
Anesthetists qualifying under Rule 1200 13 01 .03(I)(bb) under the following 
conditions: 

(a) 	 Services provided 'Nith medical direction will be reimbursed the lesser of billed 
charges or forty four percent (44%) of what 'Nould have been paid to a 
ohvsician for similar services when: 

1. 	 Billed by an independently enrolled Certified Registered Nurse 
Anesthetist: or 

2. 	 Billed separately by a hespital that has not elected to retain Certified 
Registered Nurse Anesthetist costs in its rate: or 

3. 	 Billed by a phYSician on behalf of a Certified Registered Nurse 
Anesthetist. 

(b) 	 Services provided without medical direction will be reimbursed the lesser of 
billed charges or eighty percent (80%) of what would have been paid to a 
ohvsician for similar Sflrvicos 'iVhon: 
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1. 	 Billed by an independently enrolled Certified Registered Nurse 
Anesthetist or 

2. 	 Billed separately by a hospital that has not elected to retain Certified 
Reaistered Nurse Anesthetist costs in its rate: or 

3. 	 Billed by a physician on behalf of a Certified Registered Nurse 
Anesthetist. 

(c) 	 The Certified Registered Nurse ,A,nesthetist that performed the service must be 
identified on claims submitted for payment except when the claim is submitted 
by an individual Certified Registered Nurse Anesthetist for services they 
oersonallv oerformed. 

(25) 	 Reimbursement to physician anesthesiologists for medical direction of Certified 
Reaistered Nurse Anesthetists will be the lesser of: 

(a) 	 Billed charaes: or 

(b) 	 'fllh . .nen medically directing two (2) conof '1~hat would have been paid t t~urrent,p.r~cedures, fifty six percent (56%) 
service: or 0 e phySICian for providing the complete 

(c) 	 'fllh .IV en medically directin '*what would ha"veeeAb paidg. threeto tRe(3)pRysiGiaAconcurrentjo pr~;ed"res, jiffy OAO (51 %) ojr prollldlng the complete .service; 

..en medically directin 'Nhat would halle b ~ four (4) concurrent orovldlna th forty six (46°}~ ) 0 f
(d) 	 \fIIh . 

.een oald to the ohvsician for pro~e?ures , 
1 

e comolete service. 

(26) 	 Reimbursement for hospice services shall be the lesser of billed charges or 100% of 
a prospectively determined rate per covered day 'Nhich is based upon the 
methodology used in setting Medicare rates, adjusted to disregard cost offsets 
attributable to Medicare coinsurance amounts. Rates shall be determined for each 
of four levels of care and adiusted for inflation as described in Rule 1200 13 10. 

(27) 	 Disbursement of funds for adjudicated claims shall be made to providers on a weekly 
basis except when such disbursement would be less than $5. If disbursement to the 
provider would be less than $5, the adjudicated claims INili be accrued until the value 
of accrued claims exceeds $5 at which time disbursement shall be made. In the 
event the value of accrued claims does not exceed $5 within three (3) months of the 
initiation of accrual, disbursement of funds shall not be made but the claims shall be 
considered as oaid. 

(28) 	 Private Dutv Nursina Services. 

(a) 	 Reimbursement will be limited to licensed home health agencies enrolled in the 
Tennessee Medicaid oroaram. 
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(b) 	 Reimbursement will be billed charaes not to exceed $15.50 per hour. 

(c) 	 Reimbursement will not be made for home health aide visits, personal care 
services, or skilled nursing visits during the same time period 'Nhen private duty 
nursing services are being provided to a child. /I. member of the child 's 
immediate family (spouses, parent, grandparent, sibling or corresponding step 
or in law relationship) may not be employed by the provider agency to provide 
Medicaid reimbursed orivate dutv nursina services to the child. 

(29) 	 Medicaid payments, or the amounts paid in lieu of Medicaid by a third party 
(Medicare , insurance, etc.), shall be payment in full for the service provided. No 
additional payment will be allowed for component parts of a procedure when a single 
procedure v'las or could have been appropriately billed to include all component 
~ 

(30) 	 For services provided prior to January 1, 1994, the reimbursement rules as set out at 
1200 13 01 ,06(1) (29) shall apply. Effective January 1, 1994, the rules of 
TennCare as set out at rule chapter 1200 13 12 shall apply except to providers of 
nursing facility services, providers of intermediate care facility services for the 
mentally retarded (ICF MR), providers of Home and Community based \'Vaiver 
Services, and payment of Medicare premiums, deductibles and copayments for 
Qualified Medicare Beneficiaries (QMBS) and Special Low Income Medicare 
Beneficiaries (SLIMBs) which will continue to be reimbursed in accordance with 
Medicaid rules in effect Drior to Januarv 1. 1994. and as mav be amended. 

(31) 	 Intermediate Care Facilities for the Mentallv Retarded 

. d'ate Care Facilities for the p . ate for profit and pri',Late not for pr~fltblnter:~t I 101A'er of Medicaid cost 
(aJ FlV 	 J R IIlle relm urse the lRerl.

Mentally Rotarood (IGFAlAR. s-a.. -- "'11 Ilo appliod to oporatlng Gosts. 
';r GRarges. An annual inflation faGtor '::T s IRat Ravo sullmitted Gost repOFts 
trending factor shall be computed for f:: I ~eperations, For facilities that have 
GO"ering at least si. monlRs of. pro~ loast tRmo full yoars of prog~Rm 
submitted Gas! roports Govonng IRe a"orago GOs! inGreaso ova'.. a 
partiGipation, tRo t,ondin~ ft~Gt:::os~~:Rb;o",ent;o trending faGto' of ~~~~~:: 
tR,ee yoa' ponod, limlto , NogatiYO avoragos sRall bo GO h 

.. ating for at least three years. full 'ears in the program, t e:::GI~O' faGilities tRat Ravo nof G:m:~t~~!~~::t;le tiending fas!er of faGilities 
one yea, trending faGter sRall bo t ~ t tRree yoa,s. Fo' faGilities tRat RaYf 

articipating .In the prog ram for at eastrendin factor shall be zer.a Capita, 
iaile. to file timely cost reports,. tRo . G~Pital related costs a,e property, 
related costs are not subject to mdeXmg:ncluded in Section F.18 and F.19. of 
.ep,eciation, and amorti'~ion :'::~!OSlll oIRO' costs, inGluding Rome ~ffl~: 
tRe Nu,sing Facility Gost opo porating costs. Onco a po, .,om ra e t 
costs and management fees, are 0 rate will not be changed until the nex 
determined from a clean cost repo~i!h~djUstments. correction of errors. orrate determination except for au 

termination of a budaeted rate. 
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(b) 	 Effective July 1, 1996, public Intermediate Care Facilities for the Mentally 

Retarded (ICF/MR) that are owned by government shall be reimbursed at 
100% of allowable Medicaid costs with no cost containment incentive. 
Reimbursement shall be based on Medicare principles of retrospective cost 
reimbursement with year end cost report settlements. Interim per diem rates 
for the fiscal year beginning July 1, 1996 and ending June 30, 1996 shall be 
established from budgeted cost and patient day information submitted by the 
government ICF/MR facilities . Thereafter, interim rates shall be based on the 
providers' cost reports. There will be a tentative year end cost settlement 
'Nithin 30 days of submission of the cost reports and a final settlement within 12 
months of submission of the cost reoorts. 

(c) 	 An ICF/MR wil l be reimbursed in accordance with this paragraph for the 
recipient's bed in that facility during the recipient's temporary absence from that 
facilitv in accordance with the fo llowina: 

1. 	 For days not to exceed 15 days per occasion while the recipient is 
hosoital ized and the followina conditions are met: 

(j) 	 The resident intends to return to the ICF/MR. 

(ii) 	 The hospital provides a discharae plan for the resident. 

, the ICF'MR certified at theb ds In r • " high85°~ 	of all othere , intensive training , . 
(iii) 	 At .loas:'6-~~si§Ra\ed level of 6are (~ed soparately, are "66"pled 

reclplen d'cal) 'lJhen compu e rsonal care or me I , , , 
pe f1mat the e of hospital admiSSion. 

(iv) 	 Each period of hospitalization must be physician ordered and so 
documented in the oatient's medical record in the ICF/MR. 

2. 	 For days not to exceed 60 days per state fiscal year and limited to 14 
days per occasion while the reCipient, pursuant to a phYSician's order, is 
absent from the facility on a therapeutic home visit or other therapeutic 
absence. 

(d) 	 Costs for supplies and other items billed to Medicare Part B on behalf of all 
patients must be included as a reduction to reimbursable expenses in Section 
G of the nursina faci litv cost report. 

Authority: T.G.A. 4-5-202, 12-4-301, 71-5-105, 71-5-109, and Executive Order No. 23. 
Administrative History: Original rule filed November 17, 1977; effective December 19, 
1977. Amendment filed January 31, 1979; effective March 16, 1979. Amendment filed 
August 31, 1981; effective October 15, 1981. Amendment filed September 16, 1981; 
effective November 2, 1981. Amendment filed November 6, 1981; effective December 
21, 1981. Amendment filed August 18, 1982; effective September 17, 1982. 
Amendment filed September 2, 1982; effective October 4, 1982. Amendment filed 
September 27, 1982; effective October 27, 1982. Amendment filed November 12, 
1982; effective December 13, 1982. Amendment filed June 23, 1983; effective July 25, 
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1983. Amendment filed August 31, 1983; effective September 30, 1983. Amendment 
filed March 12, 1984; effective April 11, 1984. Amendment filed June 27, 1984; 
effective July 27, 1984. Amendments filed March 27, 1985; effective April 26, 1985. 
Amendment filed June 4, 1985; effective July 4, 1985. Amendment filed September 18, 
1985; effective October 18, 1985. Amendment filed April 29, 1986; effective May 29, 
1986. Amendment filed June 30, 1986; effective July 30, 1986. Amendment filed July 
17, 1986; effective August 31, 1986. Amendment filed September 2, 1986; effective 
October 17, 1986. Amendment filed July 30, 1987; effective September 13, 1987. 
Amendment filed September 30, 1987; effective November 14, 1987. Amendment filed 
February 19, 1988; effective April 4, 1988. Amendment filed June 2, 1988; effective 
July 17, 1988. Amendment filed September 6, 1988; effective October 21, 1988. 
Amendment filed November 10, 1988; effective December 25, 1988. Amendment filed 
March 22, 1989; effective May 8, 1989. Amendment filed June 22, 1989; effective 
August 4, 1989. Amendment filed June 29, 1989; effective August 14, 1989. 
Amendment filed July 26, 1989; effective September 10, 1989. Amendment filed 
August 31, 1989; effective October 15, 1989. Amendment filed October 11, 1989; 
effective November 25, 1989. Amendment filed November 30, 1989; effective January 
14, 1990. Amendment filed December 8, 1989; effective January 22, 1990. 
Amendments filed January 29, 1990; effective March 15, 1990. Amendment filed July 
5, 1990; effective August 19, 1990. Amendment filed August 17, 1990; effective 
October 1, 1990. Amendment filed November 27, 1990; effective January 11, 1991. 
Amendment filed December 14, 1990; effective January 28, 1991. Amendment filed 
January 16, 1991; effective March 2, 1991. Amendment filed February 19, 1991; 
effective April 5, 1991. Amendment filed February 26, 1991; effective April 12, 1991. 
Amendment filed May 7, 1991; effective June 21, 1991. Amendment filed June 12, 
1991; effective July 27, 1991. Amendment filed June 14, 1991; effective July 29, 1991. 
Amendment filed September 16, 1991; effective October 31, 1991. Amendment filed 
September 17, 1991; effective November 1, 1991. Amendment filed September 30, 
1991; effective November 14, 1991. Amendment filed October 14, 1991; effective 
November 28, 1991. Amendment filed October 21, 1991; effective December 5, 1991. 
Amendment filed October 23, 1991; effective December 7, 1991. Amendment filed 
March 10, 1992; effective April 24, 1992. Amendment filed March 26, 1992; effective 
May 10, 1992. Amendment filed April 29, 1992; effective June 13, 1992. Amendment 
filed September 29, 1992; effective November 13, 1992. Amendment filed October 20, 
1992; effective December 4, 1992. Amendment filed December 7, 1993; effective 
February 20, 1994. Amendment filed March 18, 1994; effective June 1, 1994. 
Amendment filed May 25, 1994; effective August 9, 1994. Amendment filed November 
10, 1994; effective January 24, 1995. Amendment filed August 1, 1995; effective 
October 14, 1995. Amendment filed October 20, 1995; effective January 3, 1996. 
Amendment filed July 15, 1996; effective September 28, 1996. Amendment filed April 
20, 1998; effective July 4, 1998. Amendment filed October 14, 1998; effective 
December 28, 1998. Amendment filed January 3, 2000; effective March 18, 2000. 
Amendment filed June 22, 2000; effective September 5, 2000. Amendment filed 
January 9, 2002; effective March 25, 2002. Amendment filed July 24, 2003; effective 
October 7, 2003. Public necessity rule filed July 1, 2005; effective through December 
13, 2005. Public necessity rule filed September 26, 2005; effective through March 10, 
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2006. Amendments filed December 20, 2005; effective March 5, 2006. Amendment 
filed January 16, 2006; effective April 1, 2006. Amendment filed July 17, 2007; effective 
September 30, 2007. 

1200-13-01-.07 REPEALED 

Authority: T.C.A. §§4-5-202, 71-5-105, 71-5-109 and Public Chapter 358 of the Acts of 
1993. Administrative History: Original rule filed November 17, 1977; effective 
December 19, 1977. Amendment filed January 31, 197; effective March 16, 1979. 
Amendment filed June 23, 1983; effective July 25, 1983. Amendment filed June 27, 
1984; effective July 27, 1984. Amendment filed May 8, 1985; effective August 13, 1985. 
Amendment filed April 29, 1986, effective May 29, 1986. Amendment filed January 22, 
1988; effective March 7, 1988. Amendment filed January 30, 1989; effective March 16, 
1989. Amendment filed January 29, 1990; effective March 15, 1990. Amendment filed 
February 23, 1990; effective April 9, 1990. Amendment filed July 5, 1990; effective 
August 19, 1990. Amendment filed August 30, 1990; effective October 14, 1990. 
Amendment filed October 30, 1990; effective December 14, 1990. Amendment filed 
January 9, 1991; effective February 23, 1991. Amendment filed February 27, 1991; 
effective April 13, 1991. Amendment filed April 29, 1991; effective June 13, 1991. 
Amendment filed May 8, 1991; effective June 22, 1991. Amendment filed June 12, 
1991; effective July 27, 1991. Amendment filed September 19, 1991; effective 
November 3, 1991. Amendment filed March 9, 1992; effective April 23, 1992. 
Amendment filed March 26, 1992; effective May 10, 1992. Amendment filed March 27, 
1992; effective May 11, 1992. Amendment filed May 1, 1992; effective June 15, 1992. 
Amendment filed August 4, 1992; effective September 18, 1992. Amendment filed 
September 29, 1992; effective November 13, 1992. Amendment filed October 20, 
1992; effective December 4, 1992. Amendment filed December 4, 1992; effective 
January 19, 1993. Amendment filed December 30, 1992; effective February 16, 1993. 
Amendment filed December 10, 1993; effective February 23, 1994. Amendment filed 
March 18, 1994; effective June 1, 1994. Repeal filed January 28, 2007; effective April 
11,2007. 

1200-13-01-.08 ADMISSIONS TO bONG TERM CARE FACIliTIES. PERSONAL 
NEEDS ALLOWANCE, PATIENT LIABILITY, THIRD PARTY INSURANCE AND 
ESTATE RECOVERY FOR PERSONS RECEIVING LONG-TERM CARE 

(1) 	 Personal Needs Allowance. The personal needs allowance is established for each 
enrollee receiving long-term care services in accordance with the Tennessee 
Medicaid State plan, approved 1915(c) waiver applications, and these rules. It is 
deducted from the enrollee's monthly income in calculating patient liability for long­
term care services. 
(a) 	 The personal needs allowance for each person receiving Medicaid-funded 

services in a Nursing Facility or an Intermediate Care Facility for persons with 
Mental Retardation is $50. Persons with no income have no personal needs 
allowance. Persons with incomes that are less than $50 per month (including 
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institutionalized persons receiving SSI payments) may keep the entire amount 
of their income as their personal needs allowance. 

(b) 	 The maximum personal needs allowance for persons participating in 
CHOICES Group 2 is 300% of the SSI Federal Benefit Rate. 

(c) 	 The maximum personal needs allowance for persons participating in one of 
the State's Section 1915(c) HCBS waivers is as follows: 
1. 	 The Statewide HCBS EID Waiver: 200% of the SSI Federal Benefit 

Rate, as defined in Rule 1200-13-01-.02. 
2. 	 The Statewide MR Waiver: 200% of the SSI Federal Benefit Rate. 
3. 	 The Arlington MR Waiver: 200% of the SSI Federal Benefit Rate. 
4. 	 The Self-Determination MR Waiver: 300% of the SSI Federal Benefit 

Rate. 
(2) 	 Patient Liability. 

(a) 	 Enrollees receiving long-term care services are required to contribute to the 
cost of their long-term care if their incomes are at certain levels. They are 
subject to the post-eligibility treatment of income rules set forth in section 
1924 of the Social Security Act (42 U.S.C.A. § 1396r-5), and 42 C.F.R. § 
435.725. 

(b) 	 For persons being served in HCBS waivers, the state must also use 
institutional eligibility and post-eligibility rules for determining patient liability. 

(c) 	 For persons in the CHOICES 217-Like Group, the state uses institutional 
eligibility and post-eligibility rules for determining patient liability in the same 
manner as specified under 42 C.F.R. §§ 435.217, 435.236, and 435.726 and 
section 1924 of the Social Security Act (42 U.S.C.A. § 1396r-5), if the HCBS 
were provided under a section 1915(c) waiver. 

(d) 	 For persons in CHOICES Group 2 receiving the Short-term Nursing Facility 
care benefit (for up to 90 days) or persons enrolled in one of the State's 
Section 1915(c) waiver programs that is temporarily placed in a medical 
institution, i.e., a hospital, nursing faci lity or ICF/MR (for up to 120 days if 
admitted prior to 3/1 /2010, or up to 90 days if admitted on or after 3/1/2010)' 
the post-eligibility calculation shall be performed as if the individual is 
continuing to receive HCBS. The purpose is to ensure that the individual can 
maintain a community residence for transition back to the community. After 
90 or 120 days, as applicable, or as soon as it appears that the inpatient stay 
will not be a short-term stay, whichever comes first, a CHOICES Group 2 
member will be transitioned to CHOICES Group 1, or a waiver participant 
must be disenrolled from the waiver, and the institutional post-eligibility 
calculation shall apply. 

(e) 	 Patient liability shall be collected as follows: 
1. 	 If the enrollee resides in a Nursing Facility, ICF/MR, or Community 

Based Residential Alternative setting (i.e., an Assisted Care Living 
Facility or Critical Adult Care Home), the enrollee must pay his or her 
patient liability to the residential facility. The facility shall reduce the 
amount bil led to TennCare or the MCO, as applicable, by the amount of 
the enrollee's patient liability obligation, regardless of whether such 
amount is actually collected by the facility. 
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2. 	 If a CHOICES Group 2 enrollee does not reside in a Community Based 
Residential Alternative, i.e., the enrollee is receiving HCBS in his or her 
own home, the enrollee must pay his or her patient liability to the MCO. 
The amount of patient liability collected will be used to offset the cost of 
CHOICES Group 2 benefits or cost-effective alternative services 
provided as an alternative to covered CHOICES Group 2 benefits that 
were reimbursed by the MCO for that month. The amount of patient 
liability collected by the MCO cannot exceed the cost of CHOICES 
Group 2 benefits (or cost-effective alternative services provided as an 
alternative to CHOICES Group 2 benefits) reimbursed by the MCO for 
that month. 

(f) 	 A CHOICES provider, including an MCO, may decline to continue to provide 
long-term services to a CHOICES member who fails to pay his or her patient 
liability. If other contracted providers or the other TennCare MCO operating in 
the Grand Division are unwilling to provide long-term care services to a 
CHOICES member who has failed to pay his or her patient liability, the 
individual may be disenrolled from the CHOICES program in accordance with 
the procedures set out in these rules. 

(3) 	 Third Party Liability for Long-term Care. 
(a) 	 Long-term Care insurance policies are considered Third Party Liability and 

are treated like all other Third Party Liability policies, as described in Rule 
1200-13-01-.04. 

(b) 	 Applicants for the CHOICES program who have Long-Term Care insurance 
policies must report these policies to DHS upon enrollment in the CHOICES 
proqram. Applicants may be subject to criminal prosecution for knowingly 
providing incorrect information. 

(c) 	 Obligations of CHOICES enrollees receiving Nursing Facility or Community 
Based Residential Alternative services having insurance that will pay for care 
in a Nursing Facility or other residential facility (including cash benefits to the 
enrollee for the cost of such services): 
1. 	 If the benefits are assignable, the enrollee must assign them to the 

Nursing Facility or residential facility. These benefits will be used to 
reduce the amounts that the MCO would otherwise be required to pay 
the Nursing Facility or the residential facility for long-term care services. 

2. 	 If the benefits are not assignable, the enrollee must provide payment to 
the Nursing Facility or the residential facility immediately upon receipt of 
the benefits. These benefits will be used to reduce the amounts that the 
MCO would otherwise be required to pay the Nursing Facility or the 
residential facility for long-term care services. 

(d) 	 Obligations of CHOICES enrollees receiving non-residential HCBS having 
insurance that will pay for HCBS (including cash benefits to the enrollee for 
the cost of such services): 
1. 	 If the benefits are assignable, the enrollee must assign them to the 

MCO. These benefits will be used to reduce the amounts that the MCO 
would otherwise be required to pay for HCBS for the enrollee. 
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2. 	 If the benefits are not assignable, the enrollee must make payment to 
the Mea immediately upon receipt of the benefits. These benefits will 
be used to reduce the amounts that the Mea would otherwise be 
required to pay for HeBS for the enrollee. 

(e) 	 Third party liability payments do not reduce the amount of patient liability an 
enrollee is obligated to contribute toward the cost of long-term care services. 

(f) 	 If benefits received by the policyholder are not paid to the facility or MCG, as 
applicable, such benefits shall be considered income, and may render the person 
ineligible for Medicaid (including Long-Term Care) benefits. 

(4) 	 Estate Recovery. Persons enrolled in TennCare Long-Term Care programs are subject to 
the requirements of the Federal Estate Recovery Program (FERP) as set forth under 
Section 1917(b) of the Social Security Act, 42 U.S.C.A. § 1396p(b). 

(a) 	 The State is required to seek adjustment or recovery for certain types of medical 
assistance from the estates of individuals as follows: 

1. 	 For persons age 55 and older, the state is obligated to seek adjustment or 
recovery for nursing facility (including ICF/MR) services, HCSS, and related 
hospital and prescription drug services. 

2. 	 For permanently institutionalized persons under age 55, the state is obligated 
to seek adjustment or recovery for the institutional services. 

(b) 	 Estate recovery shall apply to the estates of individuals under age fifty-five (55) who 
are inpatients in a nursing facility, intermediate care facility for the mentally retarded 
or other medical institution and who cannot reasonably be expected to be discharged 
home. 

(c) 	 A determination that an individual cannot reasonably be expected to be discharged 
to return home shall be made in accordance with the following. 

1. 	 The PreAdmission Evaluation for level of care which is certified by the 
physician shall specify whether discharge is expected and the anticipated 
length of stay in the institution. 

2. 	 The following shall be deemed sufficient evidence that a person cannot 
reasonably be expected to be discharged to return home and is thus 
permanently institutionalized: 

(j) 	 An approved PAE certified by the physician indicating that discharge is 
not expected; or, 

(ii) 	 The continued stay of a resident of a medical institution at the end of a 
temporary stay predicted by his physician at the time of admission to be 
no longer than six months in duration. 

(d) 	 Written notice of the determination that the individual residing in a medical institution 
cannot reasonably be expected to be discharged to return home shall be issued to 
the individual or his deSignated correspondent. The notice shall explain the right to 
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request a reconsideration review. Such request must be submitted in writing to the 
Bureau of TennCare, Lonq Term Care Division, within 30 days of receipt of the 
written notice. The reconsideration review shall be conducted as a Commissioner's 
Administrative Hearing in the manner set out in Rule 1200-13-01-.1 0(6)(f). 

(1) 	 Each Long term Care Facility participating in the medical assistance program must 
develop and consistently implement policies and procedures regarding its 
admissions, including the development and maintenance of a single wait list of 
persons requesting admission to those facilities. This list must at a minimum contain 
the follo',&,'ina information pertainina to each reauest for admission: 

(a) 	 The name of the aoolicant. 

(b) 	 The name of the contact person or designated representative other than the 
apolicant (if anv). 

(c) 	 The address of the applicant and the contact person or designated 
representative (if anv). 

(d) 	 The telephone number of the applicant and the contact person or designated 
reoresentative (if anv) . 

(e) 	 The name of the person or aaencv referrina the applicant to the nursina facilitv. 

(f) 	 The sex and race of the applicant. 

(0) 	 The date and time of the reQuest for admission. 

(h) 	 Reason(s) for refusal/non acceptance/other action taken pertaining to the 
reauest for admission . 

(i) 	 The name and title of the Long term Care Facility staff person taking the 
application for admission. 

(j) 	 A notation stating whether the applicant is antiCipated to be Medicaid eligible at 
time of admission or '1iithin one vear of admission. 

(2) 	 The wait list should be updated and revised at least once each quarter to remove the 
names of previous applicants who are no longer interested in admission to the Long 
term Care Facility. Following three (3) contacts each separated by a period of at 
least ten (10) days, the Long term Care Facility shall, consistent with the written 
notice required in this section move an applicant to the end of the single admission 
list ',&,'henever an available bed is not accepted at the time of the vacancy, but the 
applicant wishes to remain on the admissions list. Applicants shall be advised of 
these policies at the time of their inquiry, and must be notified in writing, in a format 
approved by the Department, when their name is removed from the list or moved to 
the end of the list. Such contacts shall be documented in the facility log containing 
the wait list. The date. time and method of each contact shall be recorded alona with 

December, 2009 (Revised) 	 193 

http:1200-13-01-.08


GENERAL RULES 	 CHAPTER 1200-13-01 

(Rule 1200-13-01-.08, continued) 
the name of the facility staff person making the contact, and the identity of the 
applicant or contact person contacted. The log of such contacts shall also 
summarize the communication between the facilitv staff serson and the asslicant or 
contact serson. 

(3) 	 Each facility shall send written confirmation that an applicant's name has been 
entered on the wait list, their position on the wait list, and a notification of their right 
of access to the wait list as provided in paragraph (B) of these rules. This 
confirmation shall include at a minimum the date and time of entry on the wait list 
and shall be mailed by first class postage to the applicant and their designated 
representative (if any) identified pursuant to the requirements in paragraph (1) 
above. 

(4) 	 Each Long term Care Facility partici atin . . .
admit applicants in the chronolo i:al gd In t.he m~dlcal assistance program shall 

d . . 	 g or er In which th f I 
a mission was received bv the fan" h.e re eHa or request for 
~ 	 CII Y. except as permitted in paraqraph (5) of this 

(5) 	 Documentation justifying deviation from the order of the \\'ait list must be maintained 
for inspection by the Department. Inspection shall include the right to review and/or 
make cosies of these records. Deviation mav be based uson: 

(a) 	 Medical need, including, but not necessarily limited to, the expedited admission 
of patients being discharged from hospitals and patients who previously 
resided in a Long term Care Facility at a different level of care. but 'Nho. in both 
cases. continue to reauire institutional medical services: 

(b) 	 The applicant's sex, if the available bed is in a room or a part of the facility that 
exclusivelv serves residents of the oooosite sex: 

(c) 	 Necessity to implement the provisions of a plan of affirmative action to admit 
racial minorities. if the plan has previouslv been approved bv the Department: 

(d) 	 Emergency placements requested by the Department when evacuating another 
health care facility or by the ,A.dult Protective Service of the Tennessee 
Deoartment of Human Services: 

(e) 	 Other reasons or policies, e.g., previous participation in a community based 
waiver or other alternative care program, when approved by the Medical 
Director of the Department's Bureau of Manpower and Facilities; provided, 
however, that no such approval shall be granted if to do so would in any way 
impair the Department's or the facility's ability to comply with its obligations 
under federal and state civil riohts laws. reoulations or conditions of licensure 
or oarticioation. 

(f) 	 If a Medicaid eligible recipient's hospitalization or therapeutic leave exceeds 
the period paid for under The Tennessee Medicaid program for the holding of a 
bed in the facility for the resident and if the resident continues to require the 
services provided bv the Lono term Care Facilitv. then the resident must be 
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readmitted to the facility immediately upon the first availability of a bed in the 
facilitv. consistent v",ith paraQraph (5Hb); 

(g) 	 Where, with the participation and approval of the Department, expedited 
admission is approved for residents who are being displaced from another 
facility or its ",,,,aiting list as a result of that facility's withdrawal from the Medicaid 
proaram. 

(6) 	 Telephone request to be placed on the wait list shal l be accepted. The information 
required in paraQraph (1) shall be documented. 

(7) 	 If an applicant, INhether on his or her o\'vn behalf or acting through another, requests 
admission or to be placed on a list of applicants awaiting admission, the information 
on the INaitina list must be recorded and preserved. 

(8) 	 Applicants (or their representative), Ombudsmen and appropriate State and Federal 
personnel shall have access to the INait list when requested. Such access shall 
include the right to revielN and/or copy the wait list, and to be informed by telephone 
of their position on the wait list. 

(9) 	 Any referrals received from the Tennessee Department of Human Services shall be 
handled in the follov/ina manner. 

(a) 	 Appl icants shall be placed on a wait list without formal application until such 
facil itv is within sixtv (60) days of admission to the facilitv based on experience. 

(b) 	 \oJhen the applicant is within sixty (60) days of admission to the facility as 
estimated by the facility based on its experience, the facility shall notify the 
applicant and the Department of Human Services in \&,'riting so that a formal 
aoolication can be made Drior to consideration for admittance. 

(c) 	 If, after sixty (60) days from the date notification is issued, the facility has not 
received a completed application then the facility may remove the applicant's 
name from the wait list. 

Authority: T. G.A. §§4-5-202, 71-5-105, and 71-5-109. Administrative History: 
Original rule filed May 15, 1980; effective June 29, 1980. Amendment filed May 27, 
1983; effective June 27, 1983. Amendment filed February 22, 1991; effective April 9, 
1991. 

1200-13-01-.09 THIRD PARTY SIGNATURE. 

(1) 	 No facility may require a third party signature for a Medicaid recipient as a condition 
of application or admission to, or continued stay in, the facility. However, any person 
appointed by a court of competent jurisdiction to act on behalf of a recipient may be 
required to perform all requirements normally required of an applicant. 

(2) 	 If a facility has collected an advance payment or deposit from or on behalf of a 
person retroactively determined to be eligible for Medicaid, the amount collected less 
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the amount determined by the Department of Human Services to be the patient's 
liability for that period of time shall be refunded within ten (10) days after receiving 
payment for retroactive period from the state of its agents. 

(3) 	 The facility must file for such retroactive reimbursement for the full period of 
retroactive eligibility on the next claim for reimbursement filed by the facility following 
the date of notification of eligibility. 

Authority: T. G.A. §§ 14-1945 and 14-23-109. Administrative History: Original rule 
filed May 15, 1980; effective June 29, 1980. Amendment filed October 8, 1985; 
effective November 7, 1985. 
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CHAPTER 1200-13-01 

1200-13-01-.10 CRITERIA 
NURSING FACILITIES. 

FOR MEDICAID REIMBURSEMENT OF CARE IN 

(1) 	 Definitions. See Rule 1200-13-01-.02. 

(1) The follQ',61ina definitions shall aDoIv for interoretation of this rule : 

's Medical Assistance Unit, locat.ed withi~ the
(a) 	 Bureau of TennCare the St~te . d I\dministration, 'Nhich IS the SingleTennessee Department of Finance an " 

State Medicaid Aqenc',' in Tennessee. 

(b) 	 Certification a process by which a physician, who is licensed as a doctor of 
medicine or doctor of osteopathy, signs and dates a ProAdmission Evaluation 
signifying that the requested level of NurSing Facility care is medically 
necessary for the individual. 

rtment of Finance and Administration, which 
(c) 	 Department the Tenne.ss~e ~epa I r the State of Tennessee. Th~ ~ureau 

is the Single State Medicaid, ngenc~ f~ 1\ . t nee Unit, located within the
of TennCare is the State s ~~dlca . nSSIS a 
Deoartment of Finance and Administration . 

(d) 	 Designated Correspondent a person or agency authorized by an individual to 
receive correspondence on his/her behalf related to a PreAdmission 
Evaluation. 

(e) 	 Expiration Date a date .approval of a P II . ~sslgned by the Bureau of T 
will AOt bo mad~' .d~'SSIO" EvaluatioA altar whish MO~"Garo at the time of un ess a new P I\d . . e Icald relmbur :::~o~::d or A3~~:ay~, altor ~h; P~~A:~~~:?~ ~:~ua~oA is ;~;,;;;;;::m:A~

. n IS us d" 	 V \AI en th pA 
sara sor'ises 9.. 0 WhOA tho porsoA has 9 ~oNE has Aot 
"e.pirod':'''hO"t::Od OA tho laval of Garo appro"odOTu~:OSOiViA9 10Ag torm 

.. person has t b • n e P1\ E A PA . 
or 9010ro the 365th • ."oegu" rosoiviAg Ion • ,. ~"Ie ISN 

after tho 365th da' dat TAe Ilrst olaim for reimb"rso! to;", sare sorvlses OA~ y, so OAg as 'AO first dato also,," . OA may bo s"bmi"o".:Ice IS on or before the 365th 

(f) 	 Inpatient nursing care nursing services which are available 24 hours per day 
by or under the supervision of a licensed practical nurse or registered nurse 
and which , in accordance \\'ith general medical practice, are usually and 
customarily provided on an inpatient basis in a t>Jursing Facility. Inpatient 
nursing care includes, but is not limited to, routine nursing services such as 
observation and assessment of the individual's medical condition, 
administration of legend drugs, and supervision of nurse aides, and other 
skilled nursing therapies or services that are performed by a licensed practical 
nurse or reGistered nurse. 

(g) 	 Medicaid Eligible an individual who has been determined by the Tennessee 
Department of Human Services or the Social Security Administration to be 
financially eligible to have TennCare make reimbursement for covered 
services. 
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(h) 	 Medically Entitled an individual who has a PreAdmission Evaluation that has 
been certified by a physician and that has been approved by the Bureau of 
TennCare. 

(i) 	 Notice of Disposition or Change a notice issued by the Department of Human 
Services of an individual's financial eligibility for Medicaid and approved 
Medicaid vendor date for oavments to a Nursing Facilitv. 

(j) 	 Nursing Facility a Medicaid certified nursing facility licensed by the 
Deoartment of Health. 

(k) 	 Nursing Facility Eligible an individual who has attained Medicaid Eligible 
status and v,tho is Medicallv Entitled. 

(I) 	 PAE Approval Date the beginning date of level of care eligibility for Medicaid 
reimbursed care in a Nursing Facility for which the PreAdmission Evaluation 
has been approved by TennCare, '.'"hich cannot precede completion of the 
PASRR orocess. 

(m) 	 Patient Liability the amount determined by the Tennessee Department of 
Human Services which a Medicaid Eligible is required to pay for covered 
services orovided bva Nursing Facilitv. 

(n) 	 "Plain language" any notice or explanation that requires no more than a sixth 
grado lovel of education as measured by the Flesch Index, Fog Index, or 
Flesch Kincaid Index. 

(0) 	 PreAdmission Evaluation (PAE) a process of assessment approved by the 
Bureau of TennCare and used to document an individual's medical condition 
and level of care eliQibilitv for Medicaid reimbursed care in a NursinQ Facilitv. 

(p) 	 PreAdmission Screening/Resident Review (PASRR) the process by which the 
State determines whether an individual ',\tho resides in or seeks admission to a 
Medicaid certified Nursing Facility has, or is suspected of having, mental illness 
or mental retardation, and, if so, whether the individual requires specialized 
services and is aoorooriate for nursing facilitv olacement. 

(q) 	 Skilled nursing service a physician ordered nursing service the complexity of 
which is such that it can only be safely and effectively provided directly by a 
reGistered nurse or licensed oractical nurse. 

(r) 	 Skilled rehabilitative service a physician ordered rehabilitative service the 
complexity of which is such that it can only be safely and effectively provided 
by qualified health care personnel (e.g., registered physical therapist, licensed 
physical therapist assistant, registered occupational therapist, certified 
occupational therapist assistant, licensed respiratory therapist, licensed 
resoiratorv theraoist assistant). 

(s) 	 Specialized services for individuals with Mental Illness the implementation of 
an individualized plan of care developed under and supervised by a physician, 
orovided bv a ohvsician and other Qualified mental health orofessionals. that 
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prescribes specific therapies and activities for the treatment of persons vvho are 
experiencing an acute episode of severe mental illness, which necessitates 
continuous supervision by trained mental health personnel. Services to 
maintain generally independent individuals who are able to function with little 
supervision or in the absence of a continuous specialized services program are 
not included. 

(t) 	 Specialized services for individuals with Mental Retardation and Related 
Conditions the implementation of an individualized plan of care specifying a 
continuous program for each individual, which includes aggressive, consistent 
implementation of a program of specialized and generic training , treatment, 
health services , and related services that is directed towards the acquisition of 
the behaviors necessary for the individual to function with as much self 
determination and independence as possible; and the prevention or 
deceleration of regression or loss of current optimal functional status. Services 
to maintain generally independent individuals who are able to function with little 
supervision or in the absence of a continuous specialized services program are 
not included. 

(u) 	 Transfer Form a form wh ich is used in lieu of a new PreAdmission Evaluation 
to document the transfer of a Nursing Facil ity Eligible having an approved 
unexpired PreAdmission Evaluation from Medicaid Level 1 at one Nursing 
Facility to Medicaid Level 1 at another such facility or from Medicaid Level 2 at 
one Nursina Facilitv to Medicaid Level 2 at another. 

(2) 	 PreAdmission Evaluations and Transfer Forms 

(a) A PreAdmission Evaluation is required in the following circumstances: 

1. 	 When a Medicaid Eligible is admitted to a Nursing Facility for receipt of 
Medicaid-reimbursed nursing facility services. 

2. 	 When a private-paying resident of a Nursing Facility attains Medicaid 
Eligible status. 

3. 	 When Medicare reimbursement for Skilled NurSing Facility services has 
ended and Medicaid re imbursement for skilled nursing fac il ity services is 
requested. 

4.&.- When a Nursing Facility Eligible is changed from Medicaid Level 1 to 
Medicaid Level 2, or from Medicaid Level 1 or Level 2 reimbursement to a 
Chronic Ventilator or Tracheal Suctioning Enhanced Respiratory Care 
rate. 

~ 4.-When a Nursing Facility Eligible is changed from Medicaid Level 2 or an 
Enhanced Respiratory Care rate to Medicaid Level 1, unless the 
individual has an approved unexpired Level 1 PreAdmission Evaluation. 

6. 	 When a Nursing Facility Eligible is changed from an Enhanced 
Respiratory Care rate to Medicaid Level 2, unless the individual has an 
approved unexpired Level 2 PreAdmission Evaluation. 
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L &.- When a Nursing Facility Eligible requires continuation of the same level of 
care beyond the expiration date assigned by ~ Department TennCare. 

S.&'- When a Nursing Facility Eligible no longer requires the specific skilled 
nursing or rehabilitative services for which a Level 2 PreAdmission 
Evaluation was approved but requires other Level 2 care in a Nursing 
Facility. 

(b) 	 Transfer Forms are not required in Grand Divisions of the state where 
CHOICES has been implemented. A Transfer Form is required under the fee­
for-service program (prior to implementation of the CHOICES Program in the 
Grand Division) in the following circumstances: 

1. 	 When a Medicaid Eligible having an approved unexpired PreAdmission 
Evaluation transfers from Medicaid Level 1 at one Nursing Facility to 
Medicaid Level 1 at another such facility; or 

2. 	 When a Medicaid Eligible having an approved unexpired PreAdmission 
Evaluation transfers from Medicaid Level 2 at one Nursing Facility to 
Medicaid Level 2 at another. A Transfer Form may be used only if there 
is no change in the skilled nursing or rehabilitative service for which the 
PreAdmission Evaluation was approved. If the skilled nursing or 
rehabilitative service changes, a new PreAdmission Evaluation is 
required. 

3. 	 When a Medicaid Eligible having an approved unexpired PreAdmission 
Evaluation transfers from Medicaid Level 1 in a Nursing Facility to the 
Statewide Elderly and Disabled Waiver or from the Statewide Elderly and 
Disabled Waiver to Medicaid Level 1 in a Nursing Facility. This 
requirement shall be in effect only in those Grand Divisions where the 
CHOICES Program has not been implemented. 

(c) 	 A PreAdmission Evaluation is not required in the following circumstances: 

1. 	 When a Medicaid Eligible with an approved unexpired Level 1 
PreAdmission Evaluation returns to the Nursing Facility after being 
hospitalized. 

2. 	 When a Medicaid Eligible with an approved unexpired Level 2 
PreAdmission Evaluation returns to the Nursing Facility after being 
hospitalized, if there has been no change in the skilled nursing or 
rehabilitative service for which the PreAdmission Evaluation was 
approved. 

3. 	 When a Medicaid Eligible changes from Level 2 to Level 1, if that 
individual was previously receiving Medicaid-reimbursed Level 1 care and 
still has an approved unexpired Level 1 PreAdmission Evaluation. 
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4. 	 When an individual's financial status changes from Medicaid Eligible to 
private pay and then back to Medicaid Eligible within a 90-day time 
period. 

5. 	 To receive Medicaid co-payment when Medicare is the primary payer of 
Level 2 care. 

6. 	 When a Transfer Form is appropriate in accordance with (2)(b). 

7. 	 For authorization by an MCO of Ventilator Weaning services or short-term 
payment at the Tracheal Suctioning Enhanced Respiratory Care rate for a 
person who has just been weaned from the ventilator, but who still 
reguires short-term intensive respiratory intervention. Medical necessity 
determinations and authorization of Ventilator Weaning services and 
short-term payment at the Tracheal Suctioning Enhanced Respiratory 
Care rate during the post-weaning period will be managed by the 
enrollee's MCO. 

(d) 	 If a Nursing Facility admits or allows continued stay of a Medicaid Eligible 
without an approved PreAdmission Evaluation, it does so at its own risk and in 
such event the Nursing Facility shall give the individual a plain language written 
notice, in a format approved by the Department TennCare, that Medicaid 
reimbursement will not be paid unless the PreAdmission Evaluation is 
approved and if it is not finally approved the individual can be held financially 
liable for services provided. 

(e) 	 An approved PreAdmission Evaluation is valid for ninety (90) calendar days 
beginning with the PAE Approval Date. An approved PreAdmission Evaluation 
that has not been used within ninety (90) calendar days of the PAE Approval 
Date can be updated within 365 calendar days of the PAE Approval Date if the 
physician certifies that the individual'S current medical condition is consistent 
with that described in the approved PreAdmission Evaluation. If the individual's 
medical condition has significantly improved such that the previously approved 
PreAdmission Evaluation does not reasonably reflect the individual 's current 
medical condition and functional capabilities, a new PreAdmission Evaluation 
shall be required. A PAE that is not used within 365 days of the PAE Approval 
Date is expired and cannot be updated. 

(f) 	 A PreAdmission Evaluation must include a recent history and physical or 
current medical records which support the applicant's functional and/or skilled 
nursing or rehabilitative needs, as reflected in the PAE. The history and 
physical or medical records must be signed by a physician who is licensed as a 
doctor of medicine or doctor of osteopathy, or by a licensed nurse practitioner 
or physician's assistant. A signed history and physical performed within 365 
calendar days of the PAE Request Date may be used if the patient's condition 
has not significantly changed. Additional medical records (progress notes, 
office records, discharge summaries, etc.) may be used to supplement a 
history and physical and provide current medical information if changes have 
occurred since the history and physical was performed. 
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(g) 	 A PreAdmission Evaluation may be approved by the Department TennCare for 
a fixed period of time with an expiration date based on an assessment by tAe 
Department TennCare of the individual's medical condition and anticipated 
continuing need for inpatient nursing care. Notice of appeal rights shall be 
provided when a PreAdmission Evaluation is approved with an expiration date. 

(h) 	 All individuals who reside in or seek admission to a Medicaid-certified Nursing 
Facility must have a PASRR Level I screen for mental illness and mental 
retardation. The initial Level I screen must be completed prior to admission to 
the Nursing Facility and submitted to TennCare regardless of: (1) payer source; 
(2) whether the PASRR screening is positive or negative (including specified 
exemptions) ; and (3) the level of nursing facility reimbursement requested. If 
the Level I screen indicates the need for a PASRR Level II evaluation of need 
for specialized services for mental illness and/or mental retardation, the 
individual must undergo the PASRR Level I! evaluation prior to admission to 
the Nursing Facility. 

(i) 	 Medicaid payment will not be available for any dates of Nursing Facility 
services rendered prior to the date the PASRR process is complete and the 
individual has been determined appropriate for nursing home placement. The 
PASRR process is complete when either: 

1. 	 TennCare has received a negative Level I PASRR screen form and no 
contradictory information is subsequently received; or 

2. 	 TennCare has determined level of care eligibility (i.e., approved the PAE) 
and received the Level II PASRR evaluation, including determination by 
the Department of Mental Health and Developmental Disabilities and/or 
the Division of Intellectual Disabilities Services, as applicable, that the 
person is appropriate for Nursing Facility placement. Determination by 
TennCare that a Level I! PASRR evaluation must be performed may be 
made: (a) upon receipt of a positive PASRR screen from the NF or other 
submitting entity; (b) based on TennCare review of a negative PASRR 
screen form or history and physical submitted by a NF or other entity; or 
(c) upon review of any contradictory information submitted in the PAE 
application or supporting documentation subsequent to TennCare's 
review of a neGative PASRR screen but orior to disoosition of the PAE. 

2. 	 For persons with a positive Level I PASRR screen (as submitted or upon 
review and determination by TennCare), TennCare has received a 
certified exemption or advance categorical determination signed by the 
physician; or a determination by the Department of Mental Health and 
Developmental Disabilities and/or the Division of Intellectual Disabilities 
Services, as applicable, that the person is appropriate for nursing facility 
placement. Determination by TennCare that a Levell! PASRR evaluation 
must be performed may be made: 

(i) 	 upon receipt of a positive PASRR screen from the nursing facility or 
other submitting entity; 
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(ii) 	 based on TennCare review of a negative PASRR screening form or 
history and physical submitted by a nursing facility or other entity; or 

(iii) 	 upon review of any contradictory information submitted in the PAE 
application or supporting documentation at any time prior to 
disposition of the PAE. 

(j) 	 A Nursing Facility that has entered into a provider agreement with t.Ae 
Department TennCare or an MCG shall assist a resident or applicant as 
follows: 

1. 	 The Nursing Facility shall assist a Nursing Facility resident or an applicant 
for admission in applying for Medicaid eligibility and in applying for 
Medicaid-reimbursed NurSing Facility care. This shall include assistance 
in properly completing all necessary paperwork and in providing relevant 
Nursing Facility documentation to support the PreAdmission Evaluation. 
Reasonable accommodations shall be made for an individual with 
disabilities or, alternatively, for a Designated Correspondent with 
disabilities when assistance is needed with the proper completion and 
submission of a PreAdmission Evaluation. 

2. 	 The Nursing Facility shall request a Notice of Disposition or Change from 
the Department of Human Services upon learning that a resident or 
applicant has, or is likely to have, applied for Medicaid elig ibility. 

(k) 	 The Bureau of TennCare shall process PreAdmission Evaluations 
independently of determinations of financial Medicaid eligibility by the 
Tennessee Department of Human Services; however, Medicaid reimbursement 
for Nursing Faci lity care shall not be available until the PASRR process has 
been completed, and both the PreAdmission Evaluation and financial eligibility 
for Medicaid vendor payment have been approved. 

(3) 	 Medicaid Reimbursement 

(a) 	 A Nursing Facility that has entered into a provider agreement with the Bureau 
of TennCare or an enrollee's MCG is entitled to receive Medicaid 
reimbursement for covered services provided to a Nursing Facility Eligible if 

1. 	 The Nursing Facility has completed the PASRR process as defined in 
1200-13-01-.10(2)(i) above. 

2. 	 The Department TennCare has received an approvable PreAdmission 
Evaluation for the individual within ten (10) calendar days of the PAE 
Request Date or the physician certification date, whichever is earlier. The 
PAE Approval Date shall not be more than ten (10) days prior to date of 
submission of an approvable PAE. An approvable PAE is one in which 
any deficiencies in the submitted application are cured prior to disposition 
of the PAE. 

3. 	 Prior to implementation of the CHOICES Program, ~!or the same-level 
transfer to ANursing fEacility services (Level 1 to Level 1, Level 2 to Level 
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2, or HCBS to Level 1) of an individual having an approved unexpired 
PreAdmission Evaluation, the Department TennCare has received an 
approvable Transfer Form within ten (10) calendar days after admission 
into the same level of care at the admitting Nursing Facility (i.e., the 
Nursing Facility to which the individual is being transferred). For transfer 
from Level 1 ANursing fEacility services to a the Statewide Home and 
Community Based Services Waiver program for the Elderly and Adults 
with Physical Disabilities, the transfer form must be submitted and 
approved prior to enrollment in HCBS. 

4. 	 For a retroactive elig ibility determination, the Department TennCare has 
received a Notice of Disposition or Change and has received an 
approvable request to update an approved, unexpired PreAdmission 
Evaluation within thirty (30) calendar days of the mailing date of the 
Notice of Disposition or Change. The effective date of payment for 
nursing facility services shall not be earlier than the PAE Approval Date of 
the original approved, unexpired PAE which has been updated. 

5. 	 If the Nursing Facility participates in the enrollee's MCO, reimbursement 
will be made by the MCO to the Nursing Faci lity as a network provider. If 
the Nursing Faci lity does not participate in the enrollee's MCO, 
reimbursement will be made by the MCO to the NF as a non-participating 
provider, in accordance with Rule 1200-13-01-.05(9). 

(b) 	 Any deficiencies in a submitted PAE application must be cured prior to 
disposition of the PAE to preserve the PAE submission date for payment 
purposes. 

1. 	 Deficiencies cured after the PAE is denied but within thirty (30) days of 
the original PAE submission date will be processed as a new application, 
with reconsideration of the earlier denial based on the record as a whole 
(including both the original denied application and the additional 
information submitted). If approved, the effective date of PAE approval 
can be no earlier than the date of receipt of the information which cured 
the original deficiencies in the denied PAE. Payment will not be 
retroactive back to the date the deficient application was received or to 
the date requested in the deficient application. 

2. 	 Once a PAE has been denied, the original denied PAE application must 
be resubmitted along with any additional information which cures the 
deficiencies of the original application. Failure to include the original 
denied application may delay the availability of Medicaid reimbursement 
for nursing facility services. 

(c) 	 The earliest date of Medicaid reimbursement for care provided in a Nursing 
Facility shall be the date that all of the following criteria are met: 

1. 	 Completion of the PASRR process, as defined in 1200-13-01-.10(2)(i) 
above; 
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2. 	 The effective date of level of care eligibility as reflected by the PAE 
Approval Date; 

3. 	 The effective date of Medicaid eligibility; and 

4. 	 The date of admission to the Nursing Facility. 

(d) 	 A Nursing Facility that has entered into a provider agreement with tAB 
Department TennCare or an MCO and that admits a Medicaid Eligible without 
completion of the PASRR process, and without an approved PreAdmission 
Evaluation or, where applicable, an approved Transfer Form does so without 
the assurance of reimbursement from the Department TennCare or the MCO. 

(e) 	 Medicaid reimbursement will only be made to a Nursing Facility on behalf of the 
Nursing Facility Eligible and not directly to the Nursing Facility Eligible. 

(f) 	 A Nursing Facility that has entered into a provider agreement with tAB 
Department TennCare or an MCO shall admit individuals on a first come, first 
served basis, except as otherwise permitted by state and federal laws and 
regulations. 

(4) 	 Criteria for Reimbursement of Medicaid Level 1 Care in a Nursing Facility 

(a) 	 The Nursing Facility must have completed the PASRR process as defined in 
1200-13-01-.10(2)(i) above. 

(b) 	 The individual must be determined by the Tennessee Department of Human 
Services to be financially eligible for Medicaid reimbursement for Nursing 
Facility Care. 

(c) 	 An individual must meet both of the following criteria in order to be approved for 
Medicaid-reimbursed Level 1 care in a Nursing Facility: 

1. 	 Medical Necessity of Care: Care in a Nursing Facility must be expected 
to improve or ameliorate the individual's physical or mental condition, to 
prevent a deterioration in health status, or to delay progression of a 
disease or disability, and such care must be ordered and supervised by a 
physician on an ongoing basis. 

2. 	 Need for Inpatient Nursing Care: The individual must have a physical or 
mental condition, disability, or impairment that, as a practical matter, 
requires daily inpatient nursing care. The individual must be unable to 
self-perform needed nursing care and must meet or equal one or more of 
the following criteria on an ongoing basis: 

(i) 	 Transfer - The individual is incapable of transfer to and from bed, 
chair, or toilet unless physical assistance is provided by others on 
an ongoing basis (daily or multiple times per week). 

(ii) Mobility - The individual requires physical assistance from another 
person for mobility on an ongoing basis (daily or multiple times per 
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week). Mobility is defined as the ability to walk, using mobility aids 
such as a walker, crutch, or cane if required, or the ability to use a 
wheelchair if walking is not feasible. The need for a wheelchair, 
walker, crutch, cane, or other mobility aid shall not by itself be 
considered to meet this requirement. 

(iii) 	 Eating - The individual requires gastrostomy tube feedings or 
physical assistance from another person to place food/drink into the 
mouth. Food preparation, tray set-up, and assistance in cutting up 
foods shall not be considered to meet this requirement. 

(iv) 	 Toileting - The individual requires physical assistance from another 
person to use the toilet or to perform incontinence care, ostomy 
care, or indwelling catheter care on an ongoing basis (daily or 
multiple times per week). 

(v) 	 Expressive and Receptive Communication - The individual is 
incapable of reliably communicating basic needs and wants (e.g., 
need for assistance with toileting; presence of pain) using verbal or 
written language; or the individual is incapable of understanding and 
following very simple instructions and commands (e.g., how to 
perform or complete basic activities of daily living such as dressing 
or bathing) without continual staff intervention. 

(vi) 	 Orientation - The individual is disoriented to person (e.g., fails to 
remember own name, or recognize immediate family members) or is 
disoriented to place (e.g., does not know residence is a Nursing 
Facility). 

(vii) 	 Medication Administration - The individual is not mentally or 
physically capable of self-administering prescribed medications 
despite the availability of limited assistance from another person. 
Limited assistance includes, but is not limited to, reminding when to 
take medications, encouragement to take, reading medication 
labels, opening bottles, handing to individual, and reassurance of 
the correct dose. 

(viii) 	 Behavior - The individual requires persistent staff intervention due to 
an established and persistent pattern of dementia-related behavioral 
problems (e.g. , aggressive physical behavior, disrobing, or repetitive 
elopement). 

(ix) 	 Skilled Nursing or Rehabilitative Services - The individual requires 
daily skilled nursing or rehabilitative services at a greater frequency, 
duration, or intensity than, for practical purposes, would be provided 
through a daily home health visit. 

The intent is that the above criteria should reflect the individual's 
capabilities on an ongoing basis and not isolated, exceptional, or 
infrequent limitations of function in a generally independent individual who 
is able to function with minimal supervision or assistance. 
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(d) 	 For continued reimbursement of Medicaid Level 1 care in a Nursing Facility, an 
individual must continue to be financially eligible for Medicaid reimbursement 
for Nursing Facility Care and must meet both of the following continued stay 
criteria: 

1. 	 Medical Necessity of Care: Care in a Nursing Facility must be expected 
to improve or ameliorate the individual's physical or mental condition, to 
prevent a deterioration in health status, or to delay progression of a 
disease or disability, and such care must be ordered and supervised by a 
physician on an ongoing basis. 

2. 	 Need for Inpatient Care: The individual must have a physical or mental 
condition, disability, or impairment that continues to require the availability 
of daily inpatient nursing care. 

(e) 	 A Nursing Facility Eligible admitted to a Nursing Facility before the effective 
date of this rule must meet continued stay criteria in effect at the time of 
admission. 

(5) 	 Criteria for Reimbursement of Medicaid Level 2 Care in a Nursing Facility 

(a) 	 The Nursing Facility must have completed the PASRR process as defined in 
1200-13-01-.10(2)(i) above. 

(b) 	 The individual must be determined by the Tennessee Department of Human 
Services to be financially eligible for Medicaid reimbursement for Nursing 
Facility Care. 

(c) 	 An individual must meet both of the following criteria in order to be approved for 
Medicaid-reimbursed Level 2 care in a Nursing Facility: 

1. 	 Medical Necessity of Care: Care in a Nursing Facility must be expected 
to improve or ameliorate the individual's physical or mental condition, to 
prevent a deterioration in health status, or to delay progression of a 
disease or disability, and such care must be ordered and supervised by a 
physician on an ongoing basis. 

2. 	 Need for Inpatient Skilled Nursing or Rehabilitative Services on a Daily 
Basis: The individual must have a physical or mental condition, disability, 
or impairment that requires skilled nursing or rehabilitative services on a 
daily basis or skilled rehabilitative services at least five days per week 
when skilled rehabilitative services constitute the primary basis for the 
approval of the PreAdmission Evaluation. The individual must require 
such services at a greater frequency, duration, or intensity than , for 
practical purposes, would be provided through a daily home health visit. 
In addition, the individual must be mentally or physically unable to 
perform the needed skilled services or the individual must require skilled 
services which , in accordance with accepted medical practice, are not 
usually and customarily self-performed. 
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For interpretation of this rule, the following shall apply: 

(i) 	 Administration of oral medications, ophthalmics, otics, inhalers, 
subcutaneous injections (e.g., fixed-dose insulin, subtherapeutic 
heparin, and calcitonin) , topicals, suppositories, nebulizer 
treatments, oxygen administration, shall not, in and of itself, be 
considered sufficient to meet the requirement of (5)(c)2. 

(ii) 	 Nursing observation and assessment, in and of itself, shall not be 
considered sufficient to meet the requirement of (5)(c)2. Examples 
of nursing services for which Level 2 reimbursement might be 
provided include, but are not limited to, the following: 

(I) 	 Gastrostomy tube feeding 
(II) 	 Sterile dressings for Stage 3 or 4 pressure sores 
(III) 	 Total parenteral nutrition 
(IV) 	 Intravenous fluid administration 
(V) 	 Nasopharyngeal and tracheostomy suctioning 
(VI) 	 Ventilator services 

(iii) 	 A skilled rehabilitative service must be expected to improve the 
individual's condition. Restorative and maintenance nursing 
procedures (e.g., routine range of motion exercises; stand-by 
assistance during ambulation; applications of splints/braces by 
nurses and nurses aides) shall not be considered sufficient to fulfill 
the requirement of (5)(c)2. Factors to be considered in the decision 
as to whether a rehabilitative service meets, or continues to meet, 
the requirement of (5)(c)2. shall include, but not be limited to, an 
assessment of the type of therapy and its frequency, the 
remoteness of the injury or impairment, and the reasonable potential 
for improvement in the individual's functional capabilities or medical 
condition. 

(d) 	 In order to be approved for Medicaid-reimbursed Level 2 care in a Nursing 
Facility at the Chronic Ventilator rate of reimbursement, an individual must be 
ventilator dependent for at least 12 hours each day with an invasive patient end 
of the circuit (i.e. , tracheostomy cannula) . 

(e) 	 In order to be approved for Medicaid-reimbursed Level 2 care in a Nursing 
Facility at the Tracheal Suctioning rate of reimbursement, an individual must 
have a function ing tracheostomy and reguire suctioning through the 
tracheostomy, at a minimum, multiple times per 8-hour shift. The suction ing 
must be required to remove excess secretions and/or aspirate from the 
trachea, which cannot be removed by the patient's spontaneous effort. 
Suctioning of the nasal or oral cavity does not qualify for this higher level of 
reimbursement. 

(f) 	 Determ ination of medical necessity and authorization for Medicaid 
reimbursement of Ventilator Weaning services, or short-term payment at the 
Tracheal Suctioning Enhanced Respiratory Care rate for a person who has just 
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been weaned from the ventilator, but who stil l req ui res short-term intensive 
respiratory intervention shall be manaqed by the enrollee's MCO. 

(6) 	 PreAdmission Evaluation Denials and Appeal Rights 

(a) 	 A Medicaid Eligible or the legal representative of the Medicaid Eligible has the 
right to appeal the denial of a PreAdmission Evaluation and to request a 
Commissioner's Administrative Hearing by submitting a written letter of appeal 
to the Bureau of TennCare, Division of Long-Term Care, within thirty (30) 
calendar days of receipt of the notice of denial. 

(b) 	 If the Department TennCare denies a PreAdmission Evaluation, the individual 
will be notified in the following manner: 

1. 	 A written notice of denial shall be sent to the individual and, where 
applicable, to the designated correspondent. A notice of denial shall also 
be mailed or faxed to the Nursing Facility. This notice shall advise the 
individual of the right to appeal the denial decision within thirty (30) 
calendar days. The notice shall also advise the individual of the right to 
submit within thirty (30) calendar days either the original PreAdmission 
Evaluation with additional information for review or a new PreAdmission 
Evaluation. The notice shall be mailed to the individual's address as it 
appears upon the PreAdmission Evaluation. If no address appears on 
the PreAdmission Evaluation and supporting documentation, the notice 
will be mailed to the Nursing Facility for forwarding to the individual. 

2. 	 If the PreAdmission Evaluation is resubmitted with additional information 
for review and if the Department TennCare continues to deny the 
PreAdmission Evaluation, another written notice of denial shall be sent as 
described in (6)(b)1. 

(c) 	 The individual has the right to be represented at the hearing by anyone of 
his/her choice. The hearing will be conducted according to the provisions of 
the Tennessee Uniform Administrative Procedures Act. 

(d) 	 Reasonable accommodations shall be made for individuals with disabilities who 
require assistance with an appeal. 

(e) 	 Any notice required pursuant to this section shall be a plain language written 
notice. 

(f) 	 When a PreAdmission Evaluation is approved for a fixed period of time with an 
expiration date determined by the Department TennCare, the individual shall 
be provided with a notice of appeal rights, including the opportunity to submit 
an appeal within thirty (30) calendar days prior to the expiration date. Nothing 
in this section shall preclude the right of the individual to submit a new 
PreAdmission Evaluation establishing medical necessity of care when the 
expiration date has been reached. 

Authority: T. G.A. 4-5-202, 4-5-209, 71-5-105, 71-5-109, Executive Order No. 11, and 
Executive Order No. 23. Administrative History: Original rule filed October 22, 1981; 
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effective December 7, 1981. Amendment filed March 1, 1982; effective April 15, 1982. 
Amendment filed June 23, 1983; effective July 25, 1983. Amendment filed May 24, 
1985; effective June 23, 1985. Amendment filed November 9, 1988; effective 
December 24, 1988. Amendment filed March 30, 1995; effective June 15, 1995. 
Repeal and new rule filed June 29, 2000; effective September 12, 2000. Amendment 
filed July 24, 2003; effective October 7, 2003. Amendment filed September 30, 2005; 
effective December 14, 2005. Public necessity rule filed July 1, 2009; effective through 
December 13, 2009. Amendment filed September 11, 2009; effective December 10, 
2009. 

1200-13-01-.11 RECIPIENT ABUSE AND OVERUTILIZATION OF MEDICAID 
PROGRAM. 

(1) 	 Definitions: 

(a) 	 Abuse: Recipient practices or recipient involvement in practices including 
overutilization of Medicaid Program service that result in costs to the Medicaid 
Program which are not medically necessary or medically justified. 

(b) 	 Commencement of Services: The time at which the first covered service(s) is 
rendered to a Medicaid recipient for each individual medical condition. 

(c) 	 Emergency: The sudden and unexpected onset of a medical condition requiring 
treatment immediately after onset or within 72 hours in order to prevent serious 
disability or death. 

(d) 	 Initiating Provider: The provider who renders the first covered service to a 
Medicaid recipient whose current medical condition requires the services of 
more than one (1) provider. 

(e) 	 Lock-in Provider: A provider whom a recipient on lock-in status has chosen 
and to whom a recipient is assigned by the Department Bureau for purposes of 
receiving medical services and referral to other providers. 

(f) 	 Lock-in Status: The restriction of a recipient to a specified and limited number 
of health care providers. 

(g) 	 Overutilization: Recipient initiated use of Medicaid services or items at a 
frequency or amount that is not medically necessary or medically justified. 

(h) 	 Prior Approval Status: The restriction of a recipient to a procedure wherein all 
health care services, except in emergency situations, must be approved by the 
Deoartment Bureau prior to the delivery of services. 

(2) 	 When a determination is made by the Department Bureau that a recipient committed, 
attempted to commit or aided in the commission of an abuse or overutilization of the 
Medicaid Program it shall: 
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(a) 	 Restrict the recipient by placing the recipient on lock-in status for an initial 

period of eighteen (18) months; or 

(b) 	 Restrict the recipient by placing the recipient on prior approval status for an 
initial period of eighteen (18) months. 

(3) 	 Activities or practices which may evidence overutilization of the Medicaid Program 
for which the commission or attempted commission justifies placement on lock-in 
status of all recipients involved, include but are not limited to: 

(a) 	 Treatment by several physicians for the same diagnosis. 

(b) 	 Obtaining the same or similar controlled substances from several physicians. 

(c) 	 Obtaining controlled substances in excess of the maximum recommended 
dose. 

(d) 	 Receiving combinations of drugs which act synergistically or belong to the 
same class. 

(e) 	 Frequent treatment for diagnoses which are highly susceptible to abuse. 

(f) 	 Receiving services and/or drugs from numerous providers. 

(g) 	 Obtaining the same or similar drugs on the same day or at frequent intervals. 

(h) 	 Frequent use of emergency room in non-emergency situations. 

(4) 	 Activities or practices which may evidence abuse of the Medicaid Program for which 
the commission or attempted commission justifies placement on prior approval 
status of all recipients involved, include but are not limited to: 

(a) 	 Trading, swapping or selling of Medicaid cards. 

(b) 	 Forging or altering drug prescriptions. 

(c) 	 Selling Medicaid paid prescription drugs. 

(d) 	 Failing to promptly report loss or theft of a Medicaid card when the recipient 
knew or should have known the card was lost or stolen. 

(e) 	 Inability to provide for the security and integrity of assigned Medicaid card. 

(f) 	 Altering a Medicaid card. 

(g) 	 Failure to control overutilization activity while on lock-in status. 

(h) 	 Knowingly providing incomplete, inaccurate or erroneous information during 
Medicaid financial eligibility determination. 
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(i) 	 Knowingly providing false, incomplete, inaccurate or erroneous information to 
provider(s) in order to receive covered services for which the recipient is 
ineligible. 

U) 	 The use of a Medicaid card by a recipient other than the recipient to which it is 
assigned to receive or attempt to receive covered medical services. 

(5) 	 The Department Bureau shall conduct a review of all recipients placed on lock-in or 
prior approval status upon the expiration of the initial and any additional restriction 
period(s) and shall: 

(a) 	 Remove the recipient from lock-in or prior approval status and reinstate the 
recipient to the normal Medicaid status, or 

(b) 	 If the recipient's activity indicates continued or attempted abuse of 
overutilization, regardless of the exact nature of the activity, during the initial 
and/or additional restriction period(s), 

1. 	 continue the recipient on lock-in or prior approval status for an additional 
eighteen (18) months; or 

2. 	 change the recipient from lock-in or prior approval status for an additional 
eighteen (18) months; or 

3. 	 change the recipient from Prior approval to lock-in status for an additional 
eighteen (18) months. 

(c) 	 If at any time during which a recipient is on lock-in status, the recipient's 
activities indicate continued abuse or attempted abuse of the Medicaid 
Program, the Department Bureau may review the recipient's status and change 
the recipient from lock-in status to prior approval status for the remainder of the 
initial or additional restriction period. 

(d) 	 The Department Bureau may reconsider the need to continue a recipient on 
lock-in or prior approval status upon notification and written verification from a 
licensed physician that the recipient is suffering from a medical condition 
including but not limited to: 

1. 	 a catastrophic illness such as terminal cancer or renal dialysis; or 

2. 	 a condition which necessitates admission to an inpatient facility for an 
extended period of time. 

(6) 	 A recipient is entitled to a fair hearing in the following circumstances: 

(a) 	 When the Department Bureau makes the initial determination to place the 
recipient on lock-in or prior approval status; and 

December, 2009 (Revised) 	 212 

http:1200-13-01-.11


GENERAL RULES CHAPTER 1200-13-01 

(Rule 1200-13-01-.11, continued) 
(b) 	 When the Department Bureau, after any recipient status review, makes a 

determination to: 

1. continue the recipient on lock-in or prior approval status; or 

2. change the recipient from lock-in to prior approval status; or 

3. change the recipient from prior approval to lock-in status. 

(c) 	 When the Department Bureau, pursuant to prior approval procedures, denies a 
prior approval status recipient's claim to or request for the provision of a 
covered service. 

(d) 	 When the action of the Department Bureau placing a recipient on a restricted 
status would result or has resulted in the denial of reasonable access to 
Medicaid services of adequate quality pursuant to subsection (13) of this 
section. 

(7) 	 Fair Hearing Procedures: The following procedure shall apply when a recipient 
becomes entitled to a fair hearing pursuant to section (6): 

(a) 	 The Department Bureau shall notify the recipient in writing by certified mail, 
return receipt requested, of its determination. The notice shall contain: 

1. 	 the specific and comprehensive reasons for the determination, and 

2. 	 a statement of the DeDartment Bureau's intended action, and 

3. 	 a statement of the recipient's right to a hearing pursuant to the Uniform 
Administrative Procedures Act (T.e.A. Section 4-5-101 et seq.). 

(b) 	 A reCipient must request a hearing within fifteen (15) days of receipt of the 
notice by filing such request in writing with the Department Bureau. The 
request for hearings pursuant to subsection 6(c) must be made in writing within 
fifteen (15) days of the date on which the claim to or request for services is 
denied. 

(c) 	 If a recipient fails to request a hearing within the deSignated time limit the 
recipient shall forfeit the right to a hearing on the action specified in the notice 
and the DeDartment Bureau shall take such action as it specified in the notice. 

(d) 	 If a recipient requests a hearing within the designated time limit, the 
Department Bureau shall schedule a hearing and notify the recipient of the time 
and place. The recipient's then existing status will not change pending a final 
determination after the hearing. 

(e) 	 A hearing requested pursuant to subsection (6)(c) shall be scheduled within ten 
(10) days of receipt of the request. 
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(8) 	 Lock-in Status Procedures: For services rendered to any lock-in status recipient the 

following shall apply: 

(a) 	 The Department Bureau shall request the recipient to submit the name(s) of the 
provider(s) from whom the recipient wishes to receive services. 

(b) 	 If the recipient's condition necessitates the services of more than one (1) 
physician, other physicians will be allowed to provide needed services and 
submit a claim to Medicaid; however, the physicians must be of different 
specialties and Medicaid program participants. 

(c) 	 The name(s) submitted by the recipient shall become the recipient's lock-in 
provider(s) unless the department Bureau determines that the provider(s) is/are 
ineligible, unable or unwilling to become the lock-in provider(s) in which case 
additional provider names will be requested. 

(d) 	 If the recipient fails to submit the requested provider name(s) within ten (10) 
days of the receipt of the department's Bureau's request, the department 
Bureau may assign, as lock-in providers one (1) physician (non-specialist) and 
one (1) pharmacy from those utilized recently by the recipient, or the recipient 
will be placed on prior approval status until the requested provider name(s) are 
received and approved by the department Bureau. 

(e) 	 All referrals from a reCipient's lock-in provider to a non-lock-in provider must be 
reported by telephone or in writing to the department Bureau to avoid automatic 
denial of the referred providers claim. 

(f) 	 A recipient who is on lock-in status may change providers by giving at least 
thirty (30) days written notice to the department Bureau. Elective changes will 
only be allowed every six (6) months. Emergency changes (Le., death of 
provider, discharge of recipient by provider, etc.) may be accomplished at any 
time by telephoning the department Bureau, but must be followed by a written 
request within ten (10) days. 

(g) 	 Upon the change of a lock-in provider pursuant to subsection (8)(f) of this 
section all referrals to other providers made by the previous lock-in provider 
shall no longer be valid . 

(h) 	 All providers are responsible for ascertaining recipient Medicaid status and, 
except in the case of an emergency or approved referral or admission to a long 
term care facility, reimbursement for services rendered to a lock-in status 
recipient by any provider other than the recipient's lock-in provider shall be 
denied. 

(9) 	 Prior Approval Status Procedures: For services rendered to any prior approval 
status recipient the following shall apply: 

(a) 	 The provider is responsible for ascertaining the status of any Medicaid 
reCipient. 
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(b) 	 The provider is responsible for securing prior approval by telephone from the 
department Bureau in all cases, except emergencies, by calling the telephone 
number listed on the recipient's Medicaid care, in accordance with the 
following: 

1. 	 If the commencement of services is during the normal office hours (8:00 
a.m. to 4:30 p.m.) on any state working day, approval must be obtained 
prior to the commencement of services regardless of the number of 
services or the length of time services are provided. 

2. 	 If the commencement of services is during any time state offices are 
closed, approval must be obtained no later than the closing hour of the 
next state working day following the commencement of services 
regardless of the number of services or the length of time services are 
provided. 

(c) 	 In either of the circumstances listed in subsection (9)(b) of this section, if a 
recipient's current medical condition requires the services of more than one (1) 
provider the following shall apply: 

1. 	 If the initiating provider secures prior approval in accordance with the 
rules, the subsequent provider(s) need not secure prior approval for any 
medically necessary services rendered. 

2. 	 If the initiating provider fails to secure prior approval in accordance with 
the rules, all other provider claims arising from that medical condition 
shall be denied except claims submitted by any subsequent provider who 
secures prior approval in accordance with the rules. 

(d) 	 The provider may not seek payment from Medicaid or the recipient for any 
medical services rendered without prior approval or for services rendered 
beyond the scope of the services contemplated by any prior approval. 

(e) 	 A long term care provider is not at risk of a claim denial under this rule for 
covered services rendered to a prior approval status recipient. Compliance 
with all other long term care rules is mandatory to provider reimbursement. 

(f) 	 A provider is not at risk of a claim denial for maintenance prescriptions filled 
during any time at which state offices are closed, however, prior approval 
procedures pursuant to subsection (9)(b) must still be followed. 

(g) 	 Services rendered or to be rendered shall be approved or denied based upon: 

1. 	 The securing of prior approval; 
2. 	 Medical necessity; 
3. 	 The recipient's medical history; 
4. 	 The recipient's medical records; 
5. 	 The medical timeliness of the services; and 
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6. 	 Review by the Medicaid Medical Director upon request by the recipient, 

provider or the Department Bureau prior to initial denial. 

(h) 	 A provider is not at risk of a claim denial for inpatient hospital admission and 
related medical services if pre-admission approval has been obtained as set 
out in Rule 1200 13 01 .06(18He). 

(10) 	 Emergency Services: Any Medicaid provider may render services to a recipient on 
lock-in or prior approved status in the event of an emergency, provided however 
that reimbursement for services provided will be allowed only under the following 
circumstances: 

(a) 	 The provider notifies the Department Bureau by telephone no later than the 
end of the next state working day following the commencement of services; 

(b) 	 The provider presents sufficient medical evidence concerning the nature of the 
emergency to justify reimbursement; and 

(c) 	 Review by the Medicaid Medical Director upon request by the recipient, 
provider or the Department Bureau prior to initial denial. 

(11) 	 Identification Verification of Medicaid Lock-In and Prior Approval Recipients 

(a) 	 Medicaid Lock-In and Prior Approval Status Cards 

1. 	 These special cards are pink in color for ready identification and must be 
signed by the recipient. 

2. 	 The date of birth, eligibility period and sex deSignations on the card shall 
be utilized to assist in provider verification of card ownership as well as 
current eligibility status of the Card holder. 

3. 	 Each prescription dispensed shall be noted on the Medicaid card by 
marking through a circled number on the Medicaid card. 

4. 	 Pink cards indicating restrictions of SPECIAL PRIOR APPROVAL ONLY 
require that before commencement of services, the department Bureau 
must be contacted at the telephone number specified on the card in 
accordance with the rules contained in subsection (9) of this section. 

5. 	 Pink cards indicating restrictions of SPECIAL LOCK IN/PHARMACY/MD 
limit service to the providers listed in the additional information block and 
in accordance with the rules contained in subsection (8) of this section. 

(12) 	 If reimbursement is denied based on a provider's failure to comply with any rules 
contained in this section the recipient or the recipient's family shall NOT be held 
financially responsible for payment for any covered services rendered. 
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(Rule 1200-13-01-.11, continued) 
(13) 	 If the placement of a recipient on lock-in or prior approval status would result or has 

resulted in the denial of reasonable access - taking into account geographic 
locations and reasonable travel time - to Medicaid services of adequate quality, the 
deoartment Bureau shall: 

(a) 	 Prior to the placement on restricted status, take such action as is necessary to 
assure reasonable access to services of adequate quality; or 

(b) 	 Reinstate the recipient to the normal Medicaid status until the deoartment 
Bureau can assure reasonable access to services of adequate quality. 

(14) 	 For services provided prior to January 1, 1994, the rules as set out at 1200-13-01­
.11 (1) - (13) shall apply. Effective January 1, 1994, the rules of TennCare as set out 
at rule chapter 1200-13-12 shall apply. Effective January 1, 1994. the rules of 
TennCare as set out at rule chapter 1200-13-12 shall apply with the exceptions of 
rules applicable to nursing facilities, intermediate care facilities for the mentally 
retarded (ICF-MR), Home and Community Based Waiver Services, and payment of 
Medicare premiums, deductibles and copayments for Qualified Medicare 
Beneficiaries (QMBs) and Special Low-Income Medicare Beneficiaries (SLIMBs) 
which will continue to be governed by Medicaid rules in effect prior to January 1, 
1994, and as may be amended. 

Authority: T. C.A. §§4-5-202, 71-5-105, 71-5-109, and Public Chapter 358 of the Acts 
of 1993. Administrative History: Original rule filed June 7, 1982; effective July 22, 
1982. Repeal and new rule filed February 23, 1987; effective April 9, 1987. 
Amendment filed March 22, 1989; effective Mayl6, 1989. Amendment filed June 8, 
1990; effective July 23, 1990. Amendment filed March 18, 1994; effective June 1, 1994. 

1200-13-01-.12 REPEALED. 

Authority: T. C.A. §§4-5-202, 14-23-105, 14-23-109, 71-5-105, and 71-5-109. 
Administrative History: Original rule filed March 2, 1983; effective April 4, 1983. 
Repeal and new rule filed February 4, 1985; effective March 6, 1985. Amendment filed 
July 5, 1990; effective August 19, 1990. Repeal filed March 18, 1994; effective June 1, 
1994. 

1200-13-01-.13 REPEALED. 

Authority: T. C.A. 4-5-202, 71-5-105, 71-5-109, and Executive Order No. 11. 
Administrative History: Original rule filed June 23, 1983; effective July 25, 1983. 
Amendment filed March 30, 1995; effective June 15, 1995. Repeal filed June 29, 2000; 
effective September 12, 2000. 

1200-13-01-.14 REPEALED. 

Authority: T. C.A. §§4-5-202, 71-5-105, 71-5-109, and Public Chapter 358 of the Acts 
of 1993. Administrative History: Original rule filed February 14, 1984; effective 

December, 2009 (Revised) 	 217 

http:1200-13-01-.14
http:1200-13-01-.13
http:1200-13-01-.12
http:1200-13-01-.11


GENERAL RULES 	 CHAPTER 1200-13-01 


March 15, 1984. Amendment filed August 21, 1984; effective September 20, 1984. 
Repeal filed March 18, 1994; effective June 1, 1994. 

1200-13-01-.15 MEDICAL (LEVEL OF CARE) ELIGIBILITY CRITERIA FOR 
MEDICAID REIMBURSEMENT OF CARE IN AN INTERMEDIATE CARE FACILITY 
FOR PERSONS WITH MENTAL RETARDATION (OR PURSUANT TO FEDERAL 
LAW, INTERMEDIATE CARE FACILITY FOR THE MENTALLY RETARDED} 
(ICF/MR). 

(1) 	 Definitions. See Rule 1200-13-01-.02. The following definitions shall apply for 
interpretation of this rule: 

's Medical Assistance Unit, locat.ed within the 
(a) 	 Bureau of TennCare the St~te . d Administration, which IS the SingleTennessee Department of Finance an n 


State Medicaid Aaencv in Tennessee. 


(b) 	 Certification a process by which a physician, who is licensed as a doctor of 
medicine or doctor of osteopathy, signs and dates an ICF/MR PreAdmission 
Evaluation signifying that care in an Intermediate Care Facility for the Mentally 
Retarded is medicallv necessarv for the individual. 

(c) 	 Designated Correspondent an individual or agency authorized by an 
individual to receive correspondence on his/her behalf related to an ICF/MR 
Pre/\dmission Evaluation. 

(d) 	 Intermediate Care Facility for the Mentally Retarded (ICF/MR) a licensed 
facility approved for Medicaid reimbursement that provides specialized services 
for individuals ',\lith mental retardation or related conditions and that complies 
with current federal standards and certification requirements for ICF/MR's. 

(e) 	 ICF/MR Eligible an individual who has attained Medicaid Eligible status and 
,-',tho is Medicallv Entitled. 

(f) 	 ICF/MR PAE Approval Date the beginning date of level of care eligibility for 
Medicaid reimbursed care in an ICF/MR for which the ICF/MR PreAdmission 
Evaluation has been approved bv TennCare. 

(g) 	 ICF/MR PreAdmission Evaluation (ICF/MR PAE) a process of assessment 
approved by the Bureau of TennCare and used to document an individual's 
medical condition and need for specialized services for mental retardation or 
related conditions. 

(h) 	 Medicaid Eligible an individual who has been determined by the Tennessee 
Department of Human Services or the Social Security Administration to be 
financially eligible to have TennCare make reimbursement for covered 
services. 

(i) 	 Medically Entitled an individual who has an ICF/MR PreAdmission Evaluation 
that has been certified by a physician and that has been approved by the 
Bureau of TennCare. 
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(Rule 1200-13-01-.15, continued) 

(j) 	 Mental Retardation significantly subaverage intellectual functioning 
manifested prior to the age of eighteen (18) with an I.Q. of 70 or below on an 
individuallv administered I.Q. test. 

(k) 	 Notice of Disposition or Change a notice issued by the Department of Human 
Services of an individual's financial eligibi lity for Medicaid and approved 
Medicaid vendor date for oavments to an ICF/MR. 

(I) 	 "Plain language" any notice or explanation that requires no more than a sixth 
grade level of education as measured by the Flesch Index, Fog Index, or 
Flesch Kincaid Index. 

(m) 	 Qualified Mental Retardation Professional (QMRP) an individual v",ho meets 
current federal standards, as published in the Code of Federal Regulations, for 
a Qualified mental retardation orofessional. 

(n) 	 Related Conditions a severe chronic developmental disability likely to 
continue indefinitely which results in impairment of intellectual function ing 
equivalent to that of individuals with mental retardation and which requires 
soecialized services similar to those needed bv such individuals. 

(0) 	 Spocialized Services for Mental Retardation or Related Conditions the 
implementation of an individualized plan of care, which includes aggressive, 
consistent implementation of a program of specialized and generic training , 
treatment, health services, and related services that is directed towards the 
acquisition of the behaviors necessary for the individual to function with as 
much self determination and independence as possible; and the prevention or 
deceleration of rearession or loss of current ootimal functional status. 

(p) 	 Transfer Form a Medicaid approved form used to document the transfer of an 
ICF/MR Eligible having an approved unexpired ICF/MR PAE from one ICF/MR 
to another ICF/MR, from an HCSS MR Waiver Program to an ICF/MR, from an 
ICF/MR to an HCSS MR Waiver Program, or from one HCSS MR Waiver 
Proaram to another HCSS MR Waiver Proaram. 

(2) 	 ICF/MR PreAdmission Evaluations and Transfer Forms 

(a) 	 An ICF/MR PreAdmission Evaluation is required to be submitted to the Bureau 
of TennCare for approval when 

1. 	 A Medicaid Eligible is admitted to an ICF/MR. 

2. 	 A private-paying resident of an ICF/MR attains Medicaid Eligible status or 
applies for Medicaid eligibility. A new ICF/MR PreAdmission Evaluation 
is not required when an individual's financial status changes from 
Medicaid Eligible to private pay and then back to Medicaid Eligible within 
a gO-day time period. 
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(Rule 1200-13-01-.15, continued) 
(b) 	 A Transfer Form is required to be submitted to the Bureau of TennCare for 

approval when an ICF/MR Eligible having an approved unexpired ICF/MR PAE 
transfers from one ICF/MR to another ICF/MR or from the HCBS MR Waiver 
Program to an ICF/MR. A Transfer Form is required to be submitted to the 
Division of Intellectual Disabilities Services for approval when an ICF/MR 
Eligible having an approved unexpired ICF/MR PAE transfers from an ICF/MR 
to the HCBS MR Waiver Program. 

(c) 	 An approved ICF/MR PreAdmission Evaluation is valid for ninety (90) calendar 
days from the ICF/MR PAE Approval Date. An approved ICF/MR 
PreAdmission Evaluation that has not been used within ninety (90) calendar 
days of the ICF/MR PAE Approval Date can be updated within 365 calendar 
days of the ICF/MR PAE Approval Date if the physician certifies that the 
individual's current medical condition is consistent with that described in the 
approved ICF/MR PreAdmission Evaluation. A PAE that is not used within 365 
days of the PAE Approval Date is expired and cannot be updated. 

(d) 	 An ICF/MR PreAdmission Evaluation must include a recent medical history and 
physical signed by a physician who is licensed as a doctor of medicine or 
doctor of osteopathy, or by a licensed nurse practitioner or physician's 
assistant. A medical history and physical performed within 365 calendar days 
of the ICF/MR PAE Request Date may be used if the individual's condition has 
not Significantly changed. Additional medical records (progress notes, office 
records, discharge summaries, etc.) may be used to supplement a history and 
physical and provide current medical information if changes have occurred 
since the history and physical was performed. 

(e) 	 An ICF/MR PreAdmission Evaluation must include a psychological evaluation 
of need for care. Pursuant to 42 C.F.R. § 456.370(b), such evaluation must be 
performed before admission to the ICF/MR or authorization of payment, but not 
more than three months before admission. performed no more than twelve (12) 
months before admission. (This does not invalidate the requirement of 42 CFR 
§ 456.370(b) regarding psychological evaluations for individuals admitted to an 
ICF/MR.) 

(3) 	 Medicaid Reimbursement 

(a) 	 An ICF/MR which has entered into a provider agreement with the Bureau of 
TennCare is entitled to receive Medicaid reimbursement for covered services 
provided to an ICF/MR Eligible if: 

1. 	 The Bureau of TennCare has received an approvable ICF/MR 
PreAdmission Evaluation for the individual within ten (10) calendar days 
of the ICF/MR PAE Request Date or the physician certification date, 
whichever is earlier. The PAE Approval Date shall not be more than ten 
(10) days prior to date of submission of an approvable PAE. An 
approvable PAE is one in which any deficiencies in the submitted 
application are cured prior to disposition of the PAE. 
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(Rule 1200-13-01-.15, continued) 
2. 	 For the transfer to an ICF/MR of an individual having an approved 

unexpired ICF/MR PreAdmission Evaluation, the Bureau of TennCare 
has received an approvable Transfer Form within ten (10) calendar days 
after the date of the transfer. For transfer from ICF/MR services to an 
HCBS MR Waiver program, the transfer form must be submitted and 
approved prior to enrollment in the HCBS MR Waiver program. 

3. 	 For a retroactive eligibility determination, the Bureau of TennCare has 
received a Notice of Disposition or Change and has received an 
approvable request to update an approved, unexpired ICF/MR 
PreAdmission Evaluation within thirty (30) calendar days of the mailing 
date of the Notice of Disposition or Change. The effective date of 
payment for ICF/MR services shall not be earlier than the PAE Approval 
Date of the original approved, unexpired PAE which has been updated. 

(b) 	 Any deficiencies in a submitted PAE application must be cured prior to 
disposition of the PAE to preserve the PAE submission date for payment 
purposes. 

1. 	 Deficiencies cured after the PAE is denied but within thirty (30) days of 
the original PAE submission date will be processed as a new application, 
with reconsideration of the earlier denial based on the record as a whole 
(including both the original denied application and the additional 
information submitted). If approved, the effective date of PAE approval 
can be no earlier than the date of receipt of the information which cured 
the original deficiencies in the denied PAE. Payment will not be 
retroactive back to the date the deficient application was received or to 
the date requested in the deficient application. 

2. 	 Once a PAE has been denied, the original denied PAE application must 
be resubmitted along with any additional information which cures the 
deficiencies of the original application. Failure to include the original 
denied application may delay the availability of Medicaid reimbursement 
for ICF/MR services. 

(c) 	 An ICF/MR that admits a Medicaid Eligible without an approved ICF/MR 
PreAdmission Evaluation or, where applicable, an approved Transfer Form 
does so without the assurance of reimbursement from the Bureau of TennCare. 

(4) 	 Criteria for Medicaid-reimbursed Care in an Intermediate Care Facility for the 
Mentally Retarded (ICF/MR) 

(a) 	 Medicaid Eligible Status: The individual must be determined by the Tennessee 
Department of Human Services to be financially eligible for Medicaid­
reimbursed care in an Intermediate Care Facility for the Mentally Retarded. 

(b) 	 An individual must meet all of the following criteria in order to be approved for 
Medicaid-reimbursed care in an Intermediate Care Facility for the Mentally 
Retarded: 
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(Rule 1200-13-01-.15, continued) 
1. 	 Medical Necessity of Care: Care must be expected to enhance the 

individual's functional ability or to prevent or delay the deterioration or 
loss of functional ability. Care in an Intermediate Care Facility for the 
Mentally Retarded must be ordered and supervised by a physician. 

2. 	 Diagnosis of Mental Retardation or Related Conditions. 

3. 	 Need for Specialized Services for Mental Retardation or Related 
Conditions: The individual must require a program of specialized 
services for mental retardation or related conditions provided under the 
supervision of a qualified mental retardation professional (QMRP). The 
individual must also have a significant deficit or impairment in adaptive 
functioning in one of the following areas: communication, comprehension, 
behavior, or activities of daily living (e.g., toileting, bathing, eating, 
dressing/grooming, transfer, mobility). 

(c) 	 Individuals with mental retardation or related conditions who were in an 
Intermediate Care Facility for the Mentally Retarded or who were in community 
residential placements funded by the Division of I ntellectual Disabilities on or 
prior to the effective date of this rule may be deemed by the Bureau of 
TennCare to meet the requirements of (4)(b)2. and (4)(b)3. 

(d) 	 For continued Medicaid reimbursement of care in an Intermediate Care Facility 
for the Mentally Retarded, an individual must continue to meet the criteria 
specified in (4)(a) and (4)(b), unless otherwise exempted by (4)(c). 

(5) 	 Grievance process 

(a) 	 A Medicaid Eligible or the legal representative of the Medicaid Eligible has the 
right to appeal the denial of an ICF/MR PreAdmission Evaluation and to 
request a Commissioner's Administrative Hearing by submitting a written letter 
of appeal to the Bureau of TennCare within thirty (30) calendar days of receipt 
of the notice of denial. 

(b) 	 If the Bureau of TennCare denies an ICF/MR PreAdmission Evaluation, the 
individual will be notified in the following manner: 

1. 	 A written notice of denial shall be sent to the individual and, where 
applicable, to the GDesignated GCorrespondent. A notice of denial shall 
also be mailed or faxed sent to the ICF/MR. This notice shall advise the 
individual of the right to appeal the denial decision within thirty (30) 
calendar days. The notice shall also advise the individual of the right to 
submit within thirty (30) calendar days either the original ICF/MR 
PreAdmission Evaluation with additional information for review or a new 
ICF/MR PreAdmission Evaluation. The notice shall be mailed to the 
individual's address as it appears upon the ICF/MR PreAdmission 
Evaluation. If no address appears on the ICF/MR PreAdmission 
Evaluation and supporting documentation, the notice will be mailed to the 
ICF/MR for forwarding to the individual. 
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(Rule 1200-13-01-.15, continued) 
2. 	 If an ICF/MR PreAdmission Evaluation is resubmitted with additional 

information for review and if the Bureau of TennCare continues to deny 
the ICF/MR PreAdmission Evaluation, another written notice of denial 
shall be sent as described in (5)(b)1. 

(c) 	 The individual has the right to be represented at the hearing by anyone of their 
choice. The hearing will be conducted according to the provisions of the 
Tennessee Uniform Administrative Procedures Act. 

(d) 	 Reasonable accommodations shall be made for individuals with disabilities who 
require assistance with appeals. 

(e) 	 Any notice required pursuant to this section shall be a plain language written 
notice. 

Authority: T. G.A. 4-5-202, 4-5-209, 71-5-105, 71-5-109, and Executive Order No. 11. 
Administrative History: Original rule filed June 22, 2000; effective September 5, 2000. Public 
necessity rule filed July 1, 2009; effective through December 13, 2009. Amendment filed 
September 11, 2009; effective December 10, 2009. 

1200-13-01-.16 REPEALED. 

Authority: T. C.A. §§4-5-202, 71-5-105, 71-5-109, and Public Chapter 358 of the Acts 
of 1993. Administrative History: Original rule filed September 11, 1987; effective 
October 31, 1987. Amendment filed March 6, 1991; effective April 20, 1991. 
Amendment filed September 9, 1991; effective October 24, 1991. Amendment filed 
November 27, 1991; effective January 11, 1992. Amendment filed October 20, 1992; 
effective December 4, 1992. Amendment filed December 4, 1992; effective January 19, 
1993. Amendment filed March 18, 1994; effective June 1, 1994. Repeal filed January 
26, 2007; effective date April 11, 2007. 

1200-13-01-.17 STATEWIDE HOME AND COMMUNITY BASED SERVICES 
WAIVER FOR THE ELDERLY AND DISABLED (STATEWIDE ElD WAIVER). 

(1) 	 Definitions. See Rule 1200-13-01-.02. The following definitions shall apply for 
interoretation of this rule: 

(a) 	 Administrative Lead Agency the approved agency or agencies with which the 
Bureau of TennCare contracts for the provision of covered services through the 
Statewide Home and Community Based Services Waiver for the Elderly and 
Disabled. 

(b) 	 Bureau of TennCare the administrative unit of TennCare ',\thiGh is responsible 
for the administration of TennCare. 

(c) 	 Caregiver one or more adult individuals who sign an agreement with the 
Administrative Lead Agency to provide services to the Enrollee as outlined in 
oaraaraohs (6) and (6) to meet the needs of the Enrollee durina the hours 
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(Rule 1200-13-01-.17, continued) 
when Waiver Services are not being provided by the Administrative bead 
Aaencv. 

(d) 	 Case Management standardized process of screening potential applicants to 
determine if they meet the requirements for enrollment in the Waiver; of 
assessing an Enrollee's medical, functional , and social needs; of developing, 
implementing, monitoring, and updating a goal oriented Individual Plan of Care, 
including a Safety Plan, that is based on the Enrollee's needs; of arranging and 
coordinating the provision of Waiver Services and other services regardless of 
payment seurce; of evaluating and reevaluating the Enrollee's level of care; 
and of monitoring the provision of services to assure that Waiver Services and 
other services are beina orovided to meet the Enrollee's needs. 

(e) 	 Case Management Team the multi disciplinary team of health care 
professionals that assesses an Enrollee's medical, functional, and social needs 
after enrollment in the \Naiver and develops, monitors, and periodically updates 
a goal oriented Individual Plan of Care based on the Enrollee's needs. The 
multi disciplinary team shall be composed of the Case Manager, a physician, a 
registered nurse, a social worker, and other appropriate health care 
orofessionals. 

(f) 	 Case Manager the person who is responsible for screening potential 
applicants to determine if they meet the requirements for enrollment in the 
\Naiver; overseeing the development, implementation, and monitoring of an 
Individual Plan of Care based on the Enrollee's medical, functional, and social 
needs and the Safety Plan; coordinating the provision of Waiver Services and 
other services regardless of payment source, including securing appropriate 
service providers; and monitoring to assure that appropriate vVaiver Services 
and other services are being provided; and documenting case management 
activities. 

(g) 	 Centers for Medicare and Medicaid Services (CMS) (formerly known as HCFA) 
the agency within the United States Department of Health and Human 

Services that is responsible for administering Title XVIII, Title XIX, and Title XXI 
of the Social Securitv Act. 

(h) 	 Certification the process by which a physician, 'Nho is licensed as a doctor of 
medicine or doctor of osteopathy, signs and dates a PreAdmission Evaluation 
signifying that the individual requires services provided through the Statewide 
Home and Community Based Services Waiver for the Elderly and Disabled as 
an alternative to care in a Nursina Facilitv. 

(i) 	 Deoartment the Tennessee Deoartment of Finance and Administration . 

(j) 	 Denial as used in regard to Waiver Services, the term shall mean the 
termination, suspension, delay, or reduction in amount, scope, and duration of 
a Waiver Service or a refusal or failure to orovide such service. 

December, 2009 (Revised) 	 224 

http:1200-13-01-.17


GENERAL RULES 	 CHAPTER 1200-13-01 

(Rule 1200-13-01-.17, continued) 
(k) 	 Disenrollment the voluntary or involuntary termination of enrollment in the 

Waiver of an individual receiving services through the Statewide Homo and 
Community Based Services Waiver for the Elderlv and Disabled. 

(I) 	 Enrollee a Medicaid Eligible who is enrolled in the State'Nide Home and 
Communitv Based Services Waiver for the Elderlv and Disabled in Tennessee. 

(m) 	 Home (of an Enrollee) the residence or dV'/elling in which the Enrollee resides 
in Tennessee, excluding hospitals, nursing facilities , Intermediate Care 
Facilities for the Mentally Retarded , Assisted Living Facilities, and Homes for 
the Aaed (Residential Homes for tho Aaed). 

(n) 

(0) 	 Homemaker Services services provided by a trained homemaker 'Nhen the 
Enrollee is unable to perform such activities and when the individual regularly 
responsible for these activities is temporarily unable to perform such activities 
for the Enrollee , consisting of: general household activities and chores (e .g. , 
sweeping , mopping, dusting , making the bed, washing dishes, personal 
laundry, ironing , mending, and meal preparation and/or education about the 
preparation of nutritious appetizing meals); assistance with maintenance of a 
safe environment; and errands essential to the Enrollee's care (e.g. , grocery 
shODDinG. havinQ oroscriDtions filled), 

(p) 	 Individual Plan of Care an individualized written plan of care which serves as 
the fundamental tool by which the State onsures the health and welfare of 
Enrollees and which meets the reQuirements of DaraOFaDh (8) herein . 

(q) 	 Medicaid Eligible an individual who has been determined by the Tennessee 
Department of Human Services to be financially eligible to have TonnCare 
make reimbursement for covered services. 

(r) 	 Minor Home Modifications the provision and installation of certain home 
mobility aids (e.g., ramps, rails, non skid surfacing , grab bars, and other 
devices and minor home modifications 'Nhich facilitate mobility) and 
modifications to the home environment to enhance safety. Excluded are those 
adaptations or improvements to the home which are of general utility and which 
are not of direct medical or remedial benefit to the individual, such as carpeting, 
roof repair, central air conditioning, etc. Adaptations which add to the total 
square footage of the home are excluded from this benefit. All services shall be 
Drovided in accordance with aDDlicable State or local buildinQ codes. 

(s) Nursina Facilitv a Medicaid certified nursina facilitv aDDroved bv the Bureau. 
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(t) 	 Personal Care Services services provided to assist the Enrollee ',\lith aotivities 

of daily living, and related essential household tasks (e.g. making the bed, 
washing soiled linens or bedolothes that require immediate attention), and 
other aotivities that enable the Enrollee to remain in the home. as an alternative 
to NIJr~ino F:1cilitv C:1rs incilJrlino tho followino' 

1. 	 Assistance with aotivities of daily living (e.g., bathing. grooming. personal 
hvaiene. toiletina_ feedina_ dressina_ambulation)' 

2. 	 Assistance with oleaning that is an integral part of personal care and is 
e6senti:11 to the he:1lth :1nd wolfaro of the Enrollee' 

it 	 A~6i6t:1nc:e 'Nith m:1inton:1nc:e of :1 6:1fo onvirsnmont 

(u) 	 Personal Emergency Response Systems (PERS) eleotronic devices which 
enable certain individuals at high risk of institutionalization to seoure help in an 
emergenoy. The individual may also '/,fear a portable "help" button to allow for 
mobility. The system is connected to the person's phone and programmed to 
signal a response oenter once a "help" button is activated. The response center 
is staffed by trained professionals. PERS servioes are limited to those 
individuals who are alone for significant parts of the day, )Nho have no regular 
caregiver for extended periods of time. and who would otherwise require 
extensive routine suoervision_ 

(v) 	 Physioian's Plan of Care an individualized ""ritten plan of care developed by 
the Enrollee's physician and included on the PreAdmission Evaluation and 
revievled as needed or at least everY ninetv (90) davs. 

(w) 	 PreAdmission Evaluation (rAE) a process of assessment approved by the 
Bureau of TennCare and used to document an individual's current medical 
condition and eliaibilitv for care in a Nursina Facilitv 

(x) 	 PreAdmission Screening/Resident Review (PASRR) the process by \\'hich the 
State determines whether an individual who resides in or seeks admission to a 
Medicaid certified Nursing Facility has, or is suspected of having, mental illness 
or mental retardation. and. if so. '/,fhether the individual reQuires soecialized 
services. 

(y) 	 Recertification the process approved by the Bureau of TennCare by which the 
Enrollee's physician assesses the medical necessity of continuation of VlJaiver 
Services and certifies in 'NritinQ that the Enrollee oontinues to reQu ire Waiver 
~nrvir:o~ 

(z) 	 Respite Care servioes provided to individuals unable to care for themselves 
when there is an absence or need for relief of those persons normally providing 
the care. Respite services 'Nill be furnished on a short term basis in a nursing 
facility or assisted care living facility, not to exceed nine (9) days per waiver 
year. The intent of Respite is to provide short term relief for caregiver vacations 
and emergency situations that may involve the temporary loss of a caregiver 
(0_0_ h06nit:1li7:1tion illno~~ of :1nothnr rsl:1tivo) 
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(aa) 	 Safety Plan an individualized plan by which the Administrative Lead Agency 
ensures the health, safety, and welfare of Enrollees v/ho do not have 24 hour 
careGiver services and 'Nhich meets the reGuirements of (5)(c)4. 

(bb) 	 Screening the process by which the Administrative Lead Agency determines 
that an applicant meets the requirements for enrollment in the Home and 
Community Based Services Statewide Waiver for the Elderly and Disabled. 
The screening process shall include verifying whether an individual is Medicaid 
eligible in Tennessee; 'Nhether an individual is eligible for care in a Nursing 
Facility; whether an individual 'Nith an approved PreAdmission Evaluation is 
eligible for Waiver Services; whether the individual's medical, functional, and 
social needs can be met through the Waiver; and whether there is a caregiver 
available. 

(cc) 	 Statewide Home and Community Based Services Waiver for the Elderly and 
Disabled the Home and Community Based Services waiver project approved 
for Tennessee by the Centers For Medicare and Medicaid Services to provide 
services to a specified number of Medicaid eligible individuals who reside in 
Tennessee, who are aged or disabled, and who meet the Medicaid criteria for 
olacement in a NursinG Faci litv. 

(dd) 	 Subcontractor an individual, organized partnership, professional corporation, 
or other legal association or entity which enters into a written contract with the 
Administrat ive Lead AGenc'.' to Grovide VVai'.'er Services to an Enrollee. 

(ee) 	 TennCare the program administered by the Single State agency as 
designated by the State and CMS pursuant to Title XIX of the Social Security 
Act and the Section 1115 Research and Demonstration waiver granted to the 
State of Tennessee. 

(ff) 	 Waiver the Statev/ide Home and Community Based Services Waiver for the 
Elderly and Disabled as approved by the Centers for Medicare and Medicaid 
Services for the State of Tennessee. 

(gg) 	 \Naiver Eligible a Medicaid eligible resident of Tennessee who has a 
PreAdmission Evaluation that has been approved by the Bureau of TennCare 
for nursino facil it'.' level of caro. 

(hh) 	 Waiver Services covered services provided through the Statewide Home and 
Community Based Services Waiver for the Elderly and Disabled as approved 
bv the Centers for Medicare and Medica id Services for the State of Tennessee. 

(2) 	 Waiver Services. Covered Waiver Services shall include the following: 

(a) 	 Case Management. All case management contacts shall be documented in the 
Enrollee's medical record and shall include one face-to-face visit per month, by 
a nurse or a social worker, with the Enrollee in the Enrollee's home. At least 
every 90 days, the home visit shall be made by a registered nurse unless 
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otherwise directed in the waiver. Such monthly documentation shall note that 
the Individual Plan of Care has been reviewed and revised as appropriate. 

(b) 	 Home-delivered Meals. 

1. 	 The Administrative Lead Agency shall ensure that providers of home 
meals are properly licensed or certified by the appropriate regulatory 
authority and shall require that such providers comply with all laws, 
ordinances, and codes regarding preparation, handling, and delivery of 
food . 

2. 	 For those Enrollees who require medically prescribed diets, the 
Administrative Lead Agency shall ensure that such meals are planned by 
a registered dietitian who provides consultation to the licensed nurse 
supervising the Enrollee's care. 

3. 	 Services are limited to one (1) meal per day. 

(c) 	 Minor Home Modifications. 

1. 	 Minor home modifications shall not be provided unless specified in the 
Individual Plan of Care. The Administrative Lead Agency shall notify the 
Bureau of TennCare and obtain prior authorization for minor home 
modifications exceeding $6,000 prior to initiating the intended 
modification. 

2. 	 The Bureau of TennCare shall be the payor of last resort for minor home 
modifications. 

(d) 	 Personal Care Services. 

1. 	 Personal care aides shall meet the standards of education and training 
required by the Administrative Lead Agency and approved by the Bureau 
of TennCare. Enrollees with a diagnosis of mental retardation shall 
receive personal care services only from an agency licensed as a 
personal support services agency or a home care organization. 

2. 	 The personal care aide shall report to the Case Manager any significant 
changes in the Enrollee's physical or mental status. 

(e) 	 Personal Emergency Response Systems. Personal Emergency Response 
Systems shall be provided, as specified in the Individual Plan of Care and 
Safety Plan, for Enrollees: 

1. 	 Who receive daily caregiver services but who are alone for significant 
parts of the day and who would otherwise require extensive routine 
supervision; and 
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2. 	 Who, based on an assessment by the Administrative Lead Agency of the 

Enrollee's mental and physical capabilities, have the capability to 
effectively utilize such a system. 

3. 	 Installation is limited to one (1) installation per waiver program year. A 
waiver program year runs from October 1 through September 30. 

(f) 	 Homemaker Services. Homemakers shall meet TennCare standards for 
education and training. 

(g) 	 Respite Care. 

1. 	 Inpatient Respite Care services will be provided on a short-term basis in a 
Nursing Facility or Assisted Care Living Facility, not to exceed nine (9) 
days per waiver program year (October 1 through September 30). 

2. 	 In-Home Respite will be provided on a short-term basis in the patient's 
residence (excluding Nursing Faci lities and Assisted Care Living 
Facilities) not to exceed 216 hours per waiver program year (October 1 
through September 30). 

(h) 	 Adult Day Care. Services will be limited to 2080 hours per waiver program year 
(October 1 through September 30). 

(i) 	 Assisted Care Living Facility. 

(j) 	 Assistive Technology. Services will be limited to nine (9) units of service or 
$900.00 per waiver program year (October 1 through September 30). 

(k) 	 Personal Care Assistance/Attendant. Services will be limited to 1080 hours per 
waiver program year (October 1 through September 30) . 

(I) 	 Pest Control Services wil l be limited to nine (9) occasions per waiver program 
year (October 1 through September 30). 

(3) 	 Documentation of Waiver Services. 

(a) 	 The Administrative Lead Agency shall ensure that all services are accurately 
and timely documented. 

(b) 	 Documentation of Waiver services must adequately demonstrate that services 
are provided in accordance with the individual plan of care and the approved 
waiver service definitions. 

(4) 	 Notification. Upon approval of a PreAdmission Evaluation for Nursing Facility care 
for an individual residing in Tennessee, the Bureau shall provide the individual with 
the following: 

(a) 	 A simple explanation of the Waiver and Waiver Services; 
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(b) 	 Notice of the opportunity to apply for enrollment in the Waiver and an 

explanation of the enrollment process; and 

(c) 	 A statement that participation in the Waiver program is voluntary. 

(5) 	 Enrollment. 

(a) 	 When an individual is determined to be likely to require the level of care 
provided by a Nursing Facility, the Administrative Lead Agency shall inform the 
individual or the individual's legal representative of all feasible alternatives 
available under the Waiver and shall offer the choice of either Nursing Facility 
or Waiver Services. 

(b) 	 Enrollment in the Waiver shall be voluntary and open to all Waiver Eligibles 
who reside in Tennessee, but shall be restricted to the maximum number of 
individuals unduplicated participants specified in the Waiver for the program 
year, as approved by the Centers for Medicare and Medicaid Services for the 
State of Tennessee. Enrollment may also be restricted if sufficient funds are 
not appropriated by the legislature to support full enrollment. 

(c) 	 To be eligible for enrollment, an individual must meet all of the following 
criteria: 

1. 	 The individual must be Medicaid Eligible, must meet the Nursing Facility 
eligibility criteria specified in TennCare Rule 1200-13-01-.10, and must 
have a PreAdmission Evaluation approved by the Bureau of TennCare. 

(i) 	 The PreAdmission Evaluation shall include the physician's initial 
plan of care which includes, but is not limited to, diagnoses and any 
orders for medications, diet, activities, treatments, therapies, 
restorative and rehabilitative services, or other physician-ordered 
services needed by the Enrollee. 

(ii) 	 The individual's physician must certify on the PreAdmission 
Evaluation that the individual requires Waiver Services. 

2. 	 The individual's medical, functional, and social needs must be such that 
they can be effectively and safely met through the Waiver, as determined 
by the Administrative Lead Agency based on a pre-enrollment screening. 

3. 	 The State must reasonably expect that the cost of waiver services and 
TennCare home health and private duty nursing services the individual 
will need would not exceed the average cost of Level 1 Nursing Facility 
services. 

4 .~An individual shall have one or more caregivers, as specified in (6)(a), 
designated to provide caregiver services each day in the Enrollee's home 
and, as needed, in other locations to ensure the health, safety, and 
welfare of the Enrollee. An individual shall have 24-hour caregiver 
services unless it is determined by an assessment that the needs of the 
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individual can be met, and that the health, safety, and welfare of the 
individual can be assured, through the provision of daily (but less than 24­
hour) caregiver services and through provision of a Personal Emergency 
Response System. Documentation of such assessment shall be included 
in an individualized Safety Plan that is developed, reviewed, and updated 
by the Administrative Lead Agency. If it is so determined that the health, 
safety, and welfare of the individual can be assured without 24-hour 
caregiver services, the individual shall have caregiver services provided 
for some portion of the day each day. 

5.4.-An individual who does not have 24-hour caregiver services shall have an 
individualized Safety Plan that is based on an assessment of the 
individual's medical, functional, and social needs and capabilities and that 
is approved, monitored, and updated as needed, but no less frequently 
than annually, by the Administrative Lead Agency. The Safety Plan shall 
describe: 

(i) 	 The medical, functional, and social needs and capabilities of the 
individual and how such can be met without jeopardizing the health, 
safety, and welfare of the individual; 

(ii) 	 The type and schedule of caregiver services to be provided each 
day, specifying hours per day and number of days per week; 

(iii) 	 Personal Emergency Response Systems which are designed to 
enable Enrollees, who meet the requirements of (2)(e) , to secure 
help in an emergency; and 

(iv) 	 Other services, devices, and supports that ensure the health, safety, 
and welfare of the Enrollee. 

6.&,-AII homes must provide an environment adequate to reasonably ensure 
the health, safety, and welfare of the Enrollee. 

(d) 	 An individual who is capable of living alone or independently without waiver 
services shall not be eligible for enrollment or continued enrollment in the 
Waiver. 

(e) 	 Enrollment of new Enrollees into the Waiver may be suspended when the 
average per capita fiscal year expenditure under the Waiver exceeds or is 
reasonably anticipated to exceed 100% of the average per capita expenditure 
that would have been made in the fiscal year if the care was provided in a 
Nursing Facility. 

(6) 	 Caregiver. 

(a) 	 Caregiver services shall be provided by one or more adult individuals, aged 18 
or older, who sign an agreement with the Administrative Lead Agency to 
provide the following services to the Enrollee, as well as any additional services 
outlined in the Individual Plan of Care and the Safety Plan, to meet the needs 
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of the Enrollee during the hours when Waiver Services are not being provided 
by the Administrative Lead Agency: 

1. 	 Assistance with grooming, bathing, feeding, and dressing; 

2. 	 Assistance with medications that are ordinarily self-administered; 

3. 	 Assistance with ambulation as needed; 

4. 	 Household services essential to health care and maintenance in the 
home; 

5. 	 Meal preparation; and 

6. 	 Any other assistance necessary to support the Enrollee's activities of 
daily living. 

(b) 	 One or more caregivers shall be available full time or part time each day in the 
Enrollee's home, as determined appropriate by the Administrative Lead Agency 
and as specified in the Individual Plan of Care and the Safety Plan, to provide 
care to the Enrollee. Enrollees who do not have a 24-hour caregiver shall have 
a Personal Emergency Response System and shall be mentally and physically 
capable of using it based on an assessment by the Administrative Lead 
Agency. 

(7) 	 PreAdmission Evaluations, Transfer Forms, and PASRR Assessments. 

(a) 	 A PreAdmission Evaluation is required when a Medicaid Eligible is admitted to 
the Waiver. 

(b) 	 A Transfer Form is required in the following circumstances: 

1. 	 When an Enrollee having an approved unexpired PreAdmission 
Evaluation transfers from the Waiver to Level 1 care in a Nursing Facility. 

2. 	 VVhen an Enrollee having an approved unexpired PreAdmission 
Evaluation transfers from one Home and Community Based Services 
Waiver for the Elderly and Disabled to a different Home and Community 
Based Services 'Naiver for the Elderlv and Disabled. 

~&'--When a Waiver Eligible with an approved unexpired PreAdmission 
Evaluation transfers from a Nursing Facility to the Waiver. 

(c) 	 A Level I PASRR assessment for mental illness and mental retardation is 
required when an Enrellee ',",lith an approved, unexpired PreAdmission 
Evaluation transfers from the Waiver to a Nursing Facility. A Level II PASRR 
evaluation is required if a history of mental illness or mental retardation is 
indicated by the Level I P/\SRR assessment, unless criteria for exception are 
met-:-in the following circumstances: 
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1. 	 When an Enrollee with an approved, unexpired PreAdmission Evaluation 

transfers from the Waiver to a Nursing Facility. 

2. 	 When an enrollee with an approved, unexpired PreAdmission Evaluation 
requ ires a short-term stay in a Nursing Facility. 

A Level II PASRR evaluation is required if a history of mental illness or mental 
retardation is indicated by the Level I PASRR assessment, unless criteria for 
exception are met. 

(d) 	 An Administrative Lead Agency that enrolls an individual without an approved 
PreAdmission Evaluation or, where applicable, an approved Transfer Form 
does so without the assurance of reimbursement. An Administrative Lead 
Agency that enrolls an individual who has not been determined by the 
Tennessee Department of Human Services to be financially eligible to have 
Medicaid make reimbursement for covered services does so without the 
assurance of reimbursement. If an Administrative Lead Agency enrolls a 
Medicaid Eligible without an approved PreAdmission Evaluation, the individual 
must be informed by the Administrative Lead Agency that Medicaid 
reimbursement will not be paid until and unless the PreAdmission Evaluation is 
approved. 

(e) 	 The Administrative Lead Agency shall maintain in its files the original 
PreAdmission Evaluation and, where applicable, the original Transfer Form. 

(f) 	 An updated Safety Plan for Enrollees who do not have 24-hour caregiver 
services shall be required as an attachment to the PreAdmission Evaluation or 
Transfer Form. 

(8) 	 Individual Plan of Care. 

(a) 	 The Individual Plan of Care shall be an individualized written plan of care that 
specifies the services designed to meet the medical, functional , and social 
needs of the Enrollee and that includes, but is not limited to, the following 
Enrollee information: 

1 . 	 Diagnoses; 

2. 	 A description of Waiver Services and any other services regardless of 
payment source, including caregiver services, that the Enrollee requires 
to reside in the community as an alternative to care in a Nursing Facility, 
including the amount (specific number of hours or units per day rather 
than a range), frequency (number of days per week), and duration (length 
of time needed) of services and the type of provider to furnish each 
service; 

3. 	 Outcome objectives; 

4. 	 Any treatments, therapies, activities, social services, rehabilitative 
services, nursing related services, home health aide services, specialized 
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equipment, medications (including dosage, frequency, and route of 
administration), diet, and other services needed by the Enrollee; 

5. 	 The names of each caregiver and each caregiver's schedule, including 
the amount (specific number of hours per day) and frequency (number of 
days per week) of caregiver services and provisions for alternate 
caregivers; and 

6. 	 A Safety Plan for Enrollees who do not have 24-hour caregiver services. 

(b) 	 Within thirty (30) working days after enrollment, the Case Management Team 
shall review the Physician's Plan of Care and shall develop the Individual Plan 
of Care. Within ten (10) working days of completion of the Individual Plan of 
Care, the Administrative Lead Agency shall review and approve the Individual 
Plan of Care. 

(c) 	 The Individual Plan of Care shall be periodically reviewed to ensure that the 
Waiver Services furnished are consistent with the nature and severity of the 
Enrollee's disability and to determine the appropriateness and adequacy of 
care and achievement of outcome objectives outlined in the Individual Plan of 
Care. The minimum schedule for reviews shall be as follows: 

1. 	 The Individual Plan of Care shall be reviewed by a registered nurse or 
Social Worker Case Manager as needed, but no less frequently than 
every ninety (90) calendar days. If a Social Worker Case Manager is 
utilized, an in-home visit and review of the Plan of Care must be done by 
a Registered Nurse at least every ninety (90) days. 

2. 	 The Individual Plan of Care shall be reviewed and signed by the Case 
Management Team as needed, but no less frequently than annually. The 
attending physician is not required to sign the Individual Plan of Care if 
current Signed physician orders are included with the Individual Plan of 
Care. 

(d) 	 Waiver Services shall be provided in accordance with the Enrollee's Individual 
Plan of Care. 

(9) 	 Physician Services. 

(a) 	 The Enrollee's attending physician or other licensed physician shall write new 
orders for the Enrollee as needed and, at a minimum, every ninety (90) 
calendar days. 

(b) 	 The Administrative Lead Agency shall ensure that each Enrollee receives 
physician services as needed and, at a minimum, an annual medical 
examination or physician visit, and shall document such in the Enrollee's 
record. 

(10) 	 Reevaluation and Recertification of Need for Continued Stay. 
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(a) 	 The Administrative Lead Agency shall perform reevaluations of the Enrollee's 

need for continued stay in the Waiver within 365 calendar days of the date of 
enrollment and at least annually thereafter. 

(b) 	 Recertifications, documented in a format approved by the Bureau of TennCare, 
shall be performed by the Enrollee's physician within 365 calendar days of the 
initial certification date and at least annually thereafter. The Administrative 
Lead Agency shall maintain in its files a copy of the recertification of need for 
continued stay. 

(11) Voluntary Disenrollment. 

(a) 	 Voluntary disenrollment of an Enrollee from the Waiver may occur at any time 
upon written notice from the Enrollee or the Enrollee's legal representative to 
the Administrative Lead Agency. A Level I PASRR assessment for mental 
illness and mental retardation is required when an Enrollee transfers to a 
Nursing Facility. If the Level I PASRR assessment indicates the need for a 
PASRR Level II evaluation of need for specialized services for mental illness or 
mental retardation, the Enrollee must undergo the PASRR Level II evaluation. 
Prior to disenrollment, the Administrative Lead Agency shall assist the Enrollee 
in locating alternate services to provide the appropriate level of care and shall 
assist in transitioning the enrollee to the new services. 

(b) 	 If the Enrollee's medical condition or social environment deteriorates such that 
the medical, functional, and social needs cannot be met by the Waiver, the 
Enrollee or the Enrollee's legal representative may request disenrollment from 
the Waiver. The Administrative Lead Agency shall assist the individual with 
placement in the appropriate level of care. 

(c) 	 Upon voluntary disenrollment from the Waiver, the individual shall be entitled to 
receive Medicaid covered services only if still eligible for Medicaid. 

(12) 	 Involuntary Disenrollment. 

(a) 	 An Enrollee may be involuntarily disenrolled from the Waiver for any of the 
following reasons: 

1. 	 The Statewide Home and Community Based Services Waiver for the 
Elderly and Disabled is terminated. 

2. 	 An Enrollee becomes ineligible for Medicaid or is found to be erroneously 
enrolled in the Waiver. 

3. 	 An Enrollee is no longer a resident of Tennessee. 

4. 	 The condition of the Enrollee improves such that the Enrollee no longer 
requires the level of care provided by the Waiver. 

5. 	 The condition of the Enrollee deteriorates such that the medical, 
functional, and social needs of the Enrollee cannot be met by the Waiver. 
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6. 	 The State reasonably expects that the cost of waiver services and 
TennCare home health and private duty nursing services the individual 
would receive will exceed the average cost of Level 1 Nursing Faci lity 
services. 

7.&.- The home or home environment of the Enrollee becomes unsafe to the 
extent that it would reasonably be expected that Waiver Services could 
not be provided without significant risk of harm or injury to the Enrollee or 
to individuals who provide covered services to the Enrollee. 

8.+:- The Enrollee no longer has a caregiver, as defined herein, or the 
caregiver is unwilling or unable to provide services needed by the 
Enrollee, and an alternate caregiver cannot be arranged. 

9.&- The Enrollee or the Enrollee's caregiver refuses to abide by the Individual 
Plan of Care, the Physician's Plan of Care, or related Waiver policies, 
resulting in the inability of the Waiver to assure quality care. 

1O.g.,. A provider of Waiver Services is unwilling or unable to continue to provide 
services and an appropriate alternate service provider cannot be 
arranged. 

11.~ The health, safety, and welfare of the Enrollee cannot be assured due 
to the lack of an approved Safety Plan or an approved Individual Plan of 
Care, or the continuing need for Waiver Services is not recertified by the 
Enrollee's physician. 

12.++-:-The Enrollee does not receive waiver services for a period exceeding 
120 days if such period began prior to March 1, 2010, or a period 
exceeding 90 days if such period begins on or after March 1, 2010, due to 
the need for inpatient services in a hospital, nursing facility, or other 
institutional setting. 

(b) 	 If the individual is involuntarily disenrolled from the Waiver, the Administrative 
Lead Agency shall assist the Enrollee in locating a NurSing Facility or other 
alternative providing the appropriate level of care and in transferring the 
Enrollee. Pursuant to TennCare Rules 1200-13-01-.10 and 1200-13-01-.23, a 
Level I PASRR screen for mental illness and mental retardation must be 
completed prior to admission when an Enrollee transfers to a Nursing Facility. 
If the Level I PASRR screen indicates the need for a PASRR Level II 
evaluation of need for specialized services for mental illness or mental 
retardation, the Enrollee must undergo the PASRR Level II evaluation prior to 
admission to the Nursing Facility. 

(c) 	 The Administrative Lead Agency shall notify the Bureau of TennCare in writing 
a minimum of 2 working days prior to issuing involuntary disenrollment notice to 
an Enrollee. 

December, 2009 (Revised) 	 236 

http:1200-13-01-.23
http:1200-13-01-.10
http:1200-13-01-.17


GENERAL RULES 	 CHAPTER 1200-13-01 


(Rule 1200-13-01-. 17, continued) 
(d) 	 Waiver Services shall continue until the date of discharge of the Enrollee from 

the Waiver. 

(e) 	 Notice of Disenrollment. 

1. 	 Except under circumstances when the Statewide E/D Waiver is 
terminated. or the enrollee is no longer categorically or financially eligible 
for Medicaid. or no longer meets medical elig ibi lity (or nursing facility level 
of care) requirements. the +Ae-Administrative Lead Agency shall provide 
an Enrollee written advance notice of involuntary disenrollment with an 
explanation of the Enrollee's right to a hearing pursuant to T.C.A. §71-5­
113. 

2. 	 When the Statewide E/D Waiver is terminated in a Grand Division upon 
implementation of the CHOICES program. notice of transition to the 
CHOICES program shall be provided in accordance with the State's 
approved section 11 15 waiver amendment. 

3. 	 If a person is involuntary disenrolled from the Statewide E/D Waiver 
because his Medicaid eligibility has ended. the Medicaid elig ibility 
term ination notice. including the right to request a fair hearing regarding 
such elig ibi lity decision. shall constitute notice of action for termination of 
all Medicaid-reimbursed (includinq waiver) services. Additional notice 
regard ing involuntary disenrollment from the waiver shall not be provided. 

(13) 	 Reduction of Services. If the Enrollee's condition substantially improves, the 
Administrative Lead Agency and the Bureau of TennCare shall have the right to 
reduce Waiver Services. 

(14) 	 Administration of Services. The Administrative Lead Agency shall ensure the 
delivery of Waiver Services to Enrollees and shall ensure that related activities 
including, but not limited to, the following are performed: 

(a) 	 Pre-enrollment screening of individuals, including assessment of the 
individual's medical, functional, and social capabilities and needs; 
appropriateness for placement in the Waiver; and the ability of the caregiver to 
adequately care for the Enrollee in the home setting; 

(b) 	 Annual reevaluations of the Enrollee's need for continued stay in the Waiver; 

(c) 	 Enrollment of Waiver Eligibles into the Waiver after screening; 

(d) 	 Development, implementation, and monitoring of the Individual Plan of Care, 
including the Safety Plan if a Safety Plan is required; 

(e) 	 Coordinating and monitoring the total range of services for Enrollees, 
regardless of payment source; 
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(f) 	 Initial certification by the Enrollee's physician of the Enrollee's need for care in 

a Nursing Facility and annual recertification of the medical necessity of the 
continuation of Waiver SeNices for the Enrollee; 

(g) 	 SupeNision of support seNice staff; 

(h) 	 Ongoing monitoring of Enrollee and family situations and needs; 

(i) 	 Maintenance of comprehensive medical records and documentation of services 
provided to Enrollees; 

(j) 	 Expenditure and revenue reporting in accordance with state and federal 
requirements; 

(k) 	 Any marketing activities performed for the purpose of providing information 
about the program to potential Enrollees; 

(I) 	 Assurance of quality and accessible Waiver seNices which are provided in 
accordance with State and Federal Waiver rules, regulations, policies and 
definitions; 

(m) 	 Contacts with Enrollees, caregivers, and s.eNice providers in accordance with 
state and federal requirements; 

(n) 	 Assurance that each Enrollee has appropriate caregiver seNices provided 
each day in the Enrollee's home by one or more competent adult individuals 
who sign an agreement with the Administrative Lead Agency; 

(0) 	 Assurance of the safety of the Enrollee through appropriate caregiver seNices, 
supeNision, and other seNices and supports, as described in the Individual 
Plan of Care and the Safety Plan; 

(p) 	 Implementation of an appeals process approved by the Bureau of TennCare; 

(q) 	 Provision of expert testimony by appropriate professionals during contested 
case hearings; and 

(r) 	 Compliance with all applicable rules of the Tennessee Medicaid Program. 

(15) 	 Reimbursement. 

(a) 	 The average per capita fiscal year expenditure under the Waiver shall not 
exceed 100% of the average per capita expenditure that would have been 
made in the fiscal year if care was provided in a Nursing Facility. The total 
Medicaid expenditure for Waiver SeNices and other Medicaid seNices 
provided to Enrollees shall not exceed 100% of the amount that would have 
been incurred in the fiscal year if care was provided in a Nursing Facility. 

(b) 	 The provider of Waiver SeNices shall be reimbursed based on a rate per unit 
of service. 
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(c) 	 The Administrative Lead Agency shall ensure that a diligent effort is made to 
collect patient liability if it applies to the Enrollee in accordance with 42 CFR § 
435.726. The Administrative Lead Agency shall complete appropriate forms 
showing the individual's amount of monthly income and shall submit them to 
the Tennessee Department of Human Services. The Tennessee Department of 
Human Services shall issue the appropriate forms to the Administrative Lead 
Agency and to the Bureau of TennCare's fiscal agent, specifying the amount of 
patient liability to be applied toward the cost of care for the Enrollee. 

(d) 	 The Provider of waiver services shall submit bills for services to the Bureau of 
TennCare's fiscal agent using a claim form approved by the Bureau of 
TennCare. On the claim forms, the waiver service provider shall use a provider 
number assigned by the Bureau of TennCare. 

(e) 	 Reimbursement shall not be made to the provider of Waiver Services on behalf 
of Enrollees for therapeutic leave or fifteen-day hospital leave ("Bed holds") 
normally available to Level 1 Nursing Facility patients pursuant to rule 1200-13­
01-~- .03 . 

(f) 	 Medicaid covered services other than those specified in the Waiver's scope of 
services shall be reimbursed by the Bureau of TennCare as otherwise provided 
for by federal and state rules and regulations. 

(g) 	 The Administrative Lead Agency shall ensure that the physician's initial 
certification and subsequent recertifications are obtained. Failure to perform 
recertifications in a timely manner and in the format approved by the Bureau of 
TennCare shall require a corrective action plan and shall result in full or partial 
recoupment of all amounts paid by the Bureau of TennCare during the time that 
recertification has lapsed. 

(16) 	 Subcontractors. 

(a) 	 The Administrative Lead Agency shall ensure that: 

1. 	 Services are provided by subcontractors who have signed contracts with 
the Administrative Lead Agency; 

2. 	 Subcontractors comply with the Quality Assurance Guidelines and other 
state and federal standards, rules, and regulations affecting the provision 
of Waiver Services; and 

3. 	 Subcontractors carry appropriate professional liability insurance and other 
insurance (e.g., auto insurance if Enrollees are being transported). 

(b) 	 Contracts between the Administrative Lead Agency and subcontractors for the 
provision of Waiver Services must be approved in writing by the Bureau of 
TennCare. 
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(17) 	 Appeal Process. Where applicable, the Administrative Lead Agency shall provide an 

appeal process for Enrollees which shall comply with TennGare rule 1200 13 13 .11 
Aooeal of Adverse Actions Affectina TennGare Services or Benefits. 

(a) 	 Eligibility for the Statewide E/D Waiver. 

1. 	 Appeals regarding categorical and financial eligibility for the Statewide 
E/D Waiver will be handled by the Department of Human Services. 

2. 	 Appeals regarding medical (or level of care) eligibility for the Statewide 
E/D Waiver will be handled as set forth in rule 1200-13-01-.10(6). 

(b) 	 Enrollment and involuntary disenrollment. 

Appeals regarding denial of enrollment into the Statewide E/D Waiver or 
involuntary disenrollment from the Statewide E/D Waiver for reasons other than 
categorical or financial el igibil ity or medical eligibility will be handled by the 
TennCare Division of Long-Term Care. 

(c) 	 Adverse actions regarding waiver services. 

Appeals regarding adverse actions pertaining to waiver services covered under 
the Statewide E/D Waiver will be processed in accordance with TennCare rule 
1200-13-13-.11 Appeal of Adverse Actions Affecting TennCare Services or 
Benefits. 

Authority: T.C.A. §§4-5-202, 4-5-209, 71-5-105,71-5-109, and Executive Order No. 
23. Administrative History: Original rule filed February 12, 1986; effective March 14, 
1986. Amendment filed March 1, 1988; effective April 15, 1988. Amendment filed July 
28, 2004; effective October 11, 2004. Public necessity rule filed July 1, 2009; effective 
through December 13, 2009. Amendments filed September 11, 2009; effective 
December 10, 2009. 

1200-13-01-.18 REPEALED. 

Authority: T. C.A. §§4-5-202, 71-5-105, 71-5-109, Executive Order No. 23, and Public 
Chapter 358 of the Acts of 1993. Administrative History: Original rule filed May 1985; 
effective June 23, 1985. Amendment filed November 5, 1990; effective December 20, 
1990. Amendment filed March 18, 1994; effective June 1, 1994. Amendment filed 
September 18, 2007; effective December 2, 2007. 

1200-13-01-.19 REPEALED. 

Authority: T. C.A. §§4-5-202, 71-5-105, 71-5-109, and Public Chapter 358 of the Acts 
of 1993. Administrative History: Original rule filed September 10, 1985; effective 
October 10, 1985. Amendment filed March 18, 1994; effective June 1, 1994. Repeal 
filed January 26, 2007; effective April 11, 2007. 
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1200-13-01-.20 REPEALED. 

Authority: T. C.A. §§4-5-202, 71-5-105, 71-5-109, and Public Chapter 358 of the Acts 
of 1994. Administrative History: Original rule filed June 2, 1988; effective July 17, 
1988. Amendment filed April 19, 1990; effective June 3, 1990. Amendment filed April 
30, 1992; effective June 14, 1992. Amendment filed March 18, 1994; effective June 1, 
1994. Repeal filed January 26, 2007; effective April 11, 2007. 

1200-13-01-.21 PROVIDER NONCOMPLIANCE OR FRAUD OF MEDICAID 
PROGRAM. 

(1) 	 Definitions: 

(a) 	 Agent - means any person who has been delegated the authority to obligate or 
act on behalf of a provider. 

(b) 	 Bureau of TennCare (herein referred to as "Bureau") . The division of the 
Tennessee Department of Finance and Administration (the single state 
Medicaid agency) that administers the TennCare Program. For the 
purposes of these rules, the Bureau of TennCare shall represent the 
State of Tennessee and its representatives. 

l£lf9fConvicted - means that a judgment of conviction has been entered by a 
federal, state, or local court, regardless of whether an appeal from that 
judgment is pending. 

(0) 	 Deoartment means the Tennessee Deoartment of Health and Environment. 

(d) 	 Exclusion - means that period of time that a provider is suspended or 
terminated from participation in the Medicaid program. Any items or services 
furnished by an excluded provider shall not be reimbursed under Medicaid. 

(e) 	 Flagrant noncompliance - means one or more activities identified in section (3) . 

(f) 	 Fraud - means an intentional deception or misrepresentation made by a person 
with the knowledge that the deception could result in some unauthorized 
benefit to himself or some other person. It includes any act that constitutes 
fraud under applicable federal or state law. 

(g) 	 Managing employee - means a general manager, business manager, 
administrator, director, or other individual who exercises operational or 
managerial control over, or who directly or indirectly conducts the day-to-day 
operation of, an institution, organization, or agency. 

(h) 	 Noncompliance - means provider practices that are inconsistent with sound 
fiscal or business practices or inconsistent with Medicaid rules and regulations, 
or medical practices, and result in an unnecessary cost to the Medicaid 
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(Rule 1200-13-01-.21, continued) 
program, or in reimbursement for services that are not medically necessary or 
that fail to meet professionally recognized standards for health care. 

(i) 	 Person with an ownership or control interest - means a person or corporation 
that: 

1. 	 has an ownership interest totaling five (5) percent or more in a disclosing 
entity, 

2. 	 has an equity in the capital, the stock or profit (indirect membership) of 
the disclosing entity equal to five (5) percent or more in a disclosing 
entity, 

3. 	 has a combination of direct and indirect ownership interests equal to five 
(5) percent or more in a disclosing entity; 

4. 	 owns an interest of five (5) percent or more in any mortgage, deed of 
trust, note, or other obligation secured by the disclosing entity if that 
interest equals at least five (5) percent of the value of the property or 
assets of the disclosing entity; 

5. 	 is an officer or director of a disclosing entity that is organized as a 
corporation; or 

6. 	 is a partner in a disclosing entity that is organized as a partnership. 

(j) 	 Provider - means an individual or entity which furnishes items or services for 
which payment is claimed under Medicaid. 

(k) 	 Provider responsibility - means the obligation of any health care provider who 
furnishes or orders health care services to assure that, to the extent of his 
influence or control, those services are: 

1. 	 furnished only when, and to the extent that, they are medically necessary, 
and 

2. 	 of a quality that meets professionally recognized standards of health care. 

(I) 	 Records - means all paper and electronic media records which contain 
information relative to medical assistance provided for which payment has 
been made or sought under the Medicaid program, and/or which contain any 
other information relative to payments received or sought under the Medicaid 
program. It shall include records for services which are non-covered or not 
billed, but which initiate a covered service. 

(m) 	 Records access - means paper and electronic media records shall be made 
available during normal business hours by a provider for a stringent onsite 
review audit and to allow Medicaid to make copies on site in order to review at 
a later date and/or to document audit findings. Upon written request the 
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provider shall make copies of records (not to exceed five (5) recipients) to 
document services previously paid. If electronic media records are provided to 
Medicaid the data layout shall also be provided to Medicaid. 

(n) 	 Unit - means the Tennessee Bureau of Investigation, Medicaid Fraud Control 
Unit. 

(2) 	 (a) In addition to the sanctions set out in T.C.A. §71-5-118, the provider may be 
subject to stringent review/audit procedures which may include clinical 
evaluation of claim services and a prepayment requirement for documentation 
and for justification of each claim, 

(b) 	 Medicaid may withhold payments to a provider in cases of fraud, willful 
misrepresentation, or flagrant noncompliance, 

(c) 	 Medicaid may refuse to enter into or may suspend a provider participation 
agreement with a provider if any person who has an ownership or controlling 
interest in the provider, or who is an agent or managing employee of the 
provider, has been convicted of a criminal offense related to that person's 
involvement in any program established under Medicare, Medicaid or the U.S. 
Title XX Services Program, 

(d) 	 Medicaid may refuse to enter into or may suspend a provider participation 
agreement if it determines that the provider did not fully and accurately make 
any disclosure of any person who bas ownership or controlling interest in the 
provider, or is an agent or managing employee of the provider and has been 
convicted of a criminal offense related to that person's involvement in any 
program under Medicare, Medicaid or the U.S. Title XX Services Program 
since the inception of these programs, 

(e) 	 Medicaid shall refuse to enter into or shall suspend a provider participation 
agreement if the appropriate State Board of Licensing or Certification fails to 
license or certify, the provider at any time for any reason or suspends or 
revokes a license or certification, 

(f) 	 Medicaid shall refuse to enter into or shall suspend a provider participation 
agreement upon notification, by the U.S. Office of Inspector General ­
Department of Health and Human Services that the provider is not eligible 
under Medicare or Medicaid for federal financial participation, 

(g) 	 Medicaid may refuse to enter into or may terminate a provider participation 
agreement if it is determined that the provider has been flagrantly noncompliant 
in its violation of segments of section (3) of this chapter, and 

(h) 	 Medicaid may recover from a provider any payments made by a recipient 
and/or his family for a covered service when evidence of recipient billing by the 
provider is determined by Medicaid and repayment by the provider to the 
recipient and/or his family is not made within 30 days of receiving notification 
from Medicaid to make repayment. If a provider knowingly bills a recipient 
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and/or family for a Medicaid covered service, in total or in part, except as 
otherwise permitted by State rules, Medicaid may terminate the provider 
participation agreement. 

(3) 	 In addition to the grounds for actions set out in T.C.A. §71-5-118, activities or 
practices which justify sanctions against the contract and/or recoupment of monies 
incorrectly paid shall include, but not be limited to: 

(a) 	 noncompliance with contractual terms, 

(b) 	 billing for a service in a quantity which is greater than the amount provided, 

(c) 	 billing for a service which is not provided or not documented, 

(d) 	 knowingly providing incomplete, inaccurate, or erroneous information to 
Medicaid or its agent(s), 

(e) 	 continued provision of poor record keeping or inappropriate/inadequate medical 
care, 

(f) 	 medical assistance of a quality below recognized standards, 

(g) 	 provider suspension from the Medicare/Medicaid program(s) by the authorized 
U.S. enforcement agency, 

(h) 	 partial or total loss (voluntary or otherwise) of a providers federal Drug 
Enforcement Agency (DEA) dispensing or prescribing certification, 

(i) 	 restriction to and/or loss of practice by a state licensing board action, 

(j) 	 acceptance of a pretrial diversion, in state or federal court from a Medicaid or 
Medicare fraud charge and/or evidence from same, 

(k) 	 violation of the responsible state licensing board license and/or certification 
rules, 

(I) 	 convictions of a felony, conviction of any offense under state or federal drug 
laws, or conviction of any offense involving moral turpitude, 

(m) 	 dispensing, prescribing, or otherwise distributing any controlled substance or 
any other drug not in the course of professional practice, or not in good faith to 
relieve pain and suffering, or not to cure an ailment, physical and/or mental 
infirmity or disease, 

(n) 	 dispensing, prescribing, or otherwise distributing to any person a controlled 
substance or other drug if such person is addicted to the habit of using control 
substances without making a bona fide effort to cure the habit of such patient. 
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(0) 	 dispensing, prescribing or otherwise distributing any controlled substance or 

other drug to any person in violation of any law of the state or of the United 
States of America, 

(p) 	 engaging in the provision of medical/dental service when mentally or physically 
unable to safely do so, 

(q) 	 billing Medicaid an amount that is greater than the provider's usual and 
customary charge to the general public for that service, and 

(r) 	 falsifying or causing to be falsified dates of service, dates of certification or 
recertification or back dating any record which results in or could result in an 
inappropriate cost to Medicaid. 

(s) 	 Reserved. 

(t) 	 Fragmentation or submitting claims separately on the component parts of a 
procedure instead of claiming the single procedure code, (which includes the 
entire procedure, or all component parts) when such approach results in 
Medicaid paying a greater amount for the component(s) than it would for the 
entire procedure. 

(u) 	 Submitting claims for a separate procedure which is commonly carried out as a 
component part of a larger procedure, unless it is performed alone for a 
medically justified specific purpose. 

(4) 	 Term of Provider Exclusion 

(a) 	 A provider exclusion based upon either section (2)(c) , (d), (e) or (f) shall 
continue until the excluding re-establishes the license or the Medicare/Medicaid 
eligibility previously denied or suspended. The provider may resubmit to 
Medicaid with documentation from the State Board or the U.S. Office of 
Inspector General - Department of Health and Human Services that the 
provider's exclusion has been lifted or removed. The provider may then apply 
to Medicaid for reinstatement consideration as determined by Medicaid. 

(b) 	 A provider exclusion based upon section (2)(g) shall be eligible for 
reinstatement as a Medicaid provider as determined by Medicaid. 

(5) 	 Access to Records - The Department Bureau shall in the furtherance of the 
administration of the Medicaid Program have access to all provider records. Such 
access shall include the right to make copies of those records during normal 
business hours. 

(6) 	 Confidentiality - The Department Bureau shall be bound by all applicable federal 
and/or state statutes and regulations relative to confidentiality of records. 

(7) 	 Provider Cooperation - The provider is to cooperate, with Medicaid and/or its 
agent(s) in the provision of records and in the timely completion of any post review 
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audit. Failure to cooperate may subject the provider to actions identified in section 
(2) of this rule. Cooperation in a post review audit includes but is not limited to: 

(a) 	 the provision of a private work area, 

(b) 	 the availability of provider personnel at an initial and exit conference, 

(c) 	 the furnishing of records as needed, 

(d) 	 the provision of access to provider owned copying equipment to expedite the 
completion of an on site segment of an audit, and 

(e) 	 the provision of records, requested in writing, for a desk review where ten (10) 
or less recipient records are at issue. 

(8) 	 Request for Hearing - All provider hearing requests shall be received by Medicaid 
within fifteen (15) days of the providers receipt of notification of Medicaid action 
taken under this chapter. 

(9) 	 For services provided prior to January 1, 1994, the rules as set out at 1200-13-01-.21 
(f) - (9) shall apply. Effective January 1, 1994, the rules of TennCare as set out at 
rule chapter 1200-13-12 shall apply except for noncompliance or fraud of Medicaid 
program as it relates to nursing facilities, intermediate care facilities for the mentally 
retarded (ICF-MR), Home and Community Based Waiver Services, and payment of 
Medicare premiums, deductibles and copayments for QMBs and Special Low­
Income Medicare Beneficiaries (SLIMBs) which will continue to be enforced in 
accordance with Medicaid rules in effect prior to January 1, 1994, and as may be 
amended. 

Authority: T. C.A. §§4-5-202, 71-5-105, 71-5-109, and Public Chapter 358 of the Acts 
of 1993. Administrative History: Original rule filed January 29, 1990; effective March 
15, 1990. Amendment filed October 24, 1991; effective December 8, 1991. 
Amendment filed November 27, 1991; effective January 11, 1992. Amendment filed 
March 10, 1992; effective April 24, 1992. Amendment filed August 4, 1992; effective 
September 18, 1992. Amendment filed December 4, 1992; effective January 19, 1993. 
Amendment filed March 18, 1994; effective June 1, 1994. 

1200-13-01-.22 REPEALED. 

Authority: T. C.A. §§4-5-202, 71-5-105, 71-5-109, Executive Order No. 23, and Public 
Chapter 358 of the Acts of 1993. Administrative History: Original rule filed December 
1, 1988; effective January 15, 1989. Amendment filed January 29, 1990; effective 
March 15, 1990. Amendment filed March 18, 1994; effective June 1, 1994. Amendment 
filed September 18, 2007; effective December 2, 2007. 
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1200-13-01-.23 NURSING HOME PREADMISSION SCREENINGS FOR MENTAL 
ILLNESS AND MENTAL RETARDATION. 

(1) 	 Definitions. See Rule 1200-13-01-.02. The following definitions shall apply for 
interoretation of this rule: 

(a) 	 Identification Screen (Level I) The identification screen is to determine which 
nursing facility applicants or residents have mental illness or mental retardation 
and are subject to preadmission screening/resident reviell.' (PASRR). 
Individuals with a supportable primary diagnosis of Alzheimer's disease or 
dementia '<'viII also be detected through the identification screen. Nursing 
facilities are responsible for ensuring that all applicants receive a Level I 
identification screen prior to admission to the facility, and for submission of the 
Level I screen to TennCare. 

(b) 	 Preadmission Screening/Resident Review (Level II) The process 'Nhereby a 
determination is made about whether the individual requires the level of 
services provided by a nursing facility or another type of facility and, if so, 
'Nhether the individual requires specialized services. These reviews shall be 
the responsibility of the State Department of Mental Health and Developmental 
Disabilities and/or the Division of Intellectual Disabilities. as aoolicable. 

(c) 	 Mental Illness An individual is considered to have mental illness if he/she has 
a current primary or secondary diagnosis of a major mental disorder (as 
defined in the DiagnostiC and Statistical Manual of Mental Disorders, 3rd 
edition) limited to schizophrenic, paranoid, major affective, schizoaffective 
disorders and atypical psychosis, and does not have a primary diagnosis of 
dementia (includina Alzheimer's disease or a related disorder). 

(d) 	 Mental Retardation and Related Conditions An individual is considered to be 
mentally retarded if he/she has a level of retardation (mild, moderate, severe or 
profound) as described in the American Association on Mental Deficiency's 
Manual on Classification in Mental Retardation (1983). 

Mental Retardation refers to significantly subaverage general intellectual 
functioning existing concurrently with deficits in adaptive behavior and 
manifested durina the develoomental oeriod (i.e .. orior to aae eiahteen). 

The provisions of this section also apply to persons with "related conditions", as 
defined by 42 CFR 436.1010, which states: "Persons 'Nith related conditions" 
means individuals 'Nho have a severe, chronic disability that meets all of the 
following conditions: 

1. 	 It is attributable to: 

(j) 	 Cerebral oals" or eoileos". or 

(ii) 	 Any other condition, other than mental illness, found to be closely 
related to mental retardation because this condition results in 
imoairment of general intellectual functioning or adaotive behavior 
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(Rule 1200-13-01-.23, continued) 
similar to that of persons 'Nith mental retardation , and requires 
treatment or services similar to those required for these persons. 

2. 	 It is manifested before the person reaches aqe 22. 

3. 	 It is likelv to continue indefinitelv. 

4. 	 It results in substantial functional limitations in three or more of the 
followinq areas of maior life activitv: 

(i) 	 Self care: 

(ii) 	 Understandinq and use of lanquaqe: 

(iii) 	 Learnina: 

(iv) 	 Mobilitv: 

(v) 	 Self direction: or 

(vi) 	 Caoacitv for indeoendent livina. 

(e) 	 Specialized Services for Individuals with Mental Retardation A continuous 
program for each individual, which includes aggressive, consistent 
implementation of a program of specialized and generic training, treatment, 
health services and related services that is directed to'Nards (1) the aoquisition 
of the behaviors necessary for the client to function with as muoh self 
determination and independence as possible; and (2) the prevention or 
deceleration of regression or loss of current optimal functional status. 
Specialized services does not include services to maintain generally 
independent clients who are able to function with little supervision or in the 
absence of a continuous specialized services proaram . 

(f) 	 Speoialized Services for Individuals with Mental Illness Specialized services is 
defined as the implementation of an individualized plan of care developed 
under and supervised by a physician, provided by a physician and other 
qualified mental health professionals, that prescribes specific therapies and 
activities for the treatment of persons who are experiencing an acute episode 
of severe mental illness, which necessitates supervision by trained mental 
health oersonnel. 

(2) 	 Medicaid-certified nursing facilities may not admit individuals applying for admission 
unless these persons are screened to determine if they have mental illness or 
mental retardation regardless of method of payment or "known diagnosis." A 
Medicaid-certified nursing facility is prohibited from admitting any new resident who 
has mental illness or mental retardation (or a related condition), unless that 
individual has been determined by the Tennessee Department of Mental Health and 
Developmental Disabilities and/or the Division of Intellectual Disabilities Services, as 
applicable, not to be in need of specialized services and appropriate for placement in 
a nursing facility. (The individual must also meet the Bureau of TennCare's 
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preadmission criteria for nursing facility services). The criteria to be used in making 
determinations will be categorized into two levels: 1) identification screens (Level I) 
and 2) preadmission screening/resident reviews evaluations (Level II). 

(a) 	 Criteria for Identification Screen (Level I) 

1. 	 Prior to admission of any person to a nursing facility, it must be 
determined if: 

(i) 	 For Mental Illness: 

(I) 	 The individual has a diagnosis of mental illness. {See ~ 
definition of mental illness in Rule 1200-13-01-.02} · 

(II) 	 The person has any recent (within the last two years) history of 
mental illness, or has been prescribed a major tranquilizer on 
a regular basis in the absence of justifiable neurological 
disorder. 

(III) 	 There is any presenting evidence of mental illness (except 
primary diagnosis of Alzheimer's disease or dementia) 
including possible disturbances in orientation or mood. 

(ii) 	 For Mental Retardation or Persons with Related Conditions: 

(I) 	 The individual has a diagnosis of mental retardation. (See 
~ definition of mental retardation in Rule 1200-13-01-.02 .}-:­

(II) 	 There is any history of mental retardation or developmental 
disability in the identified individual's past. 

(III) 	 There is any presenting evidence (cognitive or behavior 
functions) that may indicate the person has mental retardation 
or developmental disability. 

(IV) 	 The person is referred by an agency that serves persons with 
mental retardation (or other developmental disabilities), and 
the person has been deemed to be eligible for that agency's 
services. 

(V) 	 The preceding criteria must also be applied to residents of a 
nursing facility who have not received an identification screen. 

(VI) 	 There must be a record of the identification screen results and 
interpretation in the nursing home resident's record. 

(VII) 	Results of the identification screen must be used (unless there 
is other indisputable evidence that the individual is not 
mentally ill or mentally retarded) in determining whether an 
individual i-s has (or is suspected to ee-have) mentallv ill or 
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mentally retarded mental il lness or mental retardation and 
therefore must be subjected to the PASRR process. Findings 
from the evaluation should be used in making determinations 
about whether an individual has mental illness or mental 
retardation. 

(b) 	 Any individual for whom there is a negative response for all of the identification 
evaluative criteria for mental retardation or mental illness and for whom there is 
no other evidence of a condition of mental illness or mental retardation may be 
admitted to or continue to reside in a Medicaid-certified nursing facility without 
being determined appropriate for nursing facility placement through the PASRR 
evaluation process (Level II). 

(c) 	 Any individual for whom there is a positive response for any of the identification 
evaluative criteria for mental retardation or mental illness may not be admitted 
to or continue to reside in a Medicaid-certified nursing facility without being 
determined appropriate for nursing facility placement through the PASRR 
evaluation process (Level II). 

(d) 	 Exemptions from Level II Review 

An individual who has a diagnosis of mental illness or mental retardation will be 
exempt from the PASRR process if they meet any of the following criteria: 

1. 	 Dementia - This must be a primary diagnosis based on criteria in the 
Diagnostic and Statistical Manual of Mental Disorders, 3rd edition; or it 
may be the secondary diagnosis (including Alzheimer's disease and 
related disorders) as long as the primary diagnosis is not a major mental 
illness. The primary or secondary diagnosis of dementia (including 
Alzheimer's disease and related disorders) must be based on a 
neurological examination. Dementia is not allowed as an exemption if the 
individual has, or is suspected of having, a diagnosis of mental 
retardation. 

2. 	 Convalescent Care - Any person with mental illness or mental retardation 
as long as that person is not a danger to self and/or others, may be 
admitted to a Medicaid-certified nursing facility after release from an 
acute care hospital for a period of recovery without being subjected to the 
PASRR process for mentally ill or montally retarded evaluation of mental 
illness or mental retardation. 

3. 	 Terminal Illness - Under Section 1861 (dd)(3)(A) of tho Social Security Act 
42 U.S.C.A § 1395x(dd)(3)(A), a Medicare beneficiary is considered to be 
terminally ill if he or she has a medical prognosis that fhislAeft life 
expectancy is six months or less. This same standard is to be applied to 
Medicaid recipients with mental illness, mental retardation or related 
conditions who are found to be suffering from a terminal illness. An 
individual with mental illness or mental retardation, as long as that person 
is not a danger to self and/or others, may be admitted to or reside in a 
Medicaid-certified nursing facility without being subjected to the 
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PASRRlMI or PASRR/MR evaluative process if he or she is certified by a 
physician to be "terminally ill," as that term is defined in Section 
1861 (dd)(3)(A) of the Social Security Act 42 U.S.C.A § 1395x(dd)(3)(A), 
and requires continuous nursing care and/or medical supervision and 
treatment due to hisfAef physical condition. 

4. 	 Severity of Illness - Any person with mental illness or mental retardation 
who is comatose, ventilator dependent, functions at the brain stem level, 
or has a diagnosis of: Severe Parkinson's Disease, Huntingdon's 
Disease, Amyotrophic Lateral Sclerosis, Congestive Heart Failure, or 
Chronic Obstructive Pulmonary Disease, and any other diagnosis so 
determined by the Centers for Medicare and Medicaid Services. 

(e) 	 Processes upon expiration of exemption 

1. 	 If an individual is admitted to a nursing facility as a Medicare patient, with 
a "30-day hospital discharge exemption" on the PASRR screen form, and 
it is determined that the individual will need to extend the stay beyond 30 
days, it is the responsibility of the nursing facility to notify TennCare and 
to ensure that a PASRR evaluation is completed no more than 40 days 
from the original date of admission (i.e., within 10 days of expiration of the 
30-day exemption). If Medicaid reimbursement will be sought, this 
includes submission and disposition of the PAE which will be required in 
order to timely complete the PASRR evaluation. 

2. 	 If an individual enters the facility with an exemption of "120-day short term 
stay" on the PASRR screen form and it is determined that the individual 
will need to extend the stay beyond 120 days, it is the responsibility of the 
nursing facility to notify TennCare at least seven (7) working days prior to 
expiration of the 120 days in order to ensure that a PASRR evaluation is 
completed timely before the 120-day exemption expires. If Medicaid 
reimbursement will be sought, the PAE must also be submitted to 
TennCare with sufficient time for review and approval. In such case, it is 
the responsibility of the nursing facility to notify TennCare and to submit a 
completed PAE at least ten (10) working days prior to expiration of the 
120 days in order to ensure that a PASRR evaluation is completed timely 
before the 120-day exemption expires. 

(3) 	 Right to Appeal - Each patient has the right to appeal any decision made. The 
appeal process will be handled in accordance with T.C.A. §71-5-113. 

Authority: T. G.A. §§4-5-202, 4-5-209, 71-5-105 and 71-5-109. Administrative 
History: Original rule filed June 29, 1989; effective; August 14, 1989. Amendment filed 
March 30, 1995; effective June 15, 1995. Public necessity rule filed July 1, 2009; 
effective through December 13, 2009. Amendment filed September 11, 2009; effective 
December 10, 2009. 

1200-13-01-.24 REPEALED. 
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Authority: T. C.A. §§4-5-202, 71-5-105, 71-5-109. Administrative History: Original 
rule filed October 21, 1991; effective December 5, 1991. Amendment filed March 18, 
1994; effective June 1, 1994. Repeal filed May 5, 2009; effective July 19, 2009. 

1200-13-01-.25 TENNESSEE'S HOME AND COMMUNITY BASED SERVICES 
WAIVER FOR THE MENTALLY RETARDED AND DEVELOPMENTALLY DISABLED 
UNDER SECTION 1915(c) OF THE SOCIAL SECURITY ACT (STATEWIDE MR 
WAIVER). 

(1) Definitions: The following definitions shall apply for interpretation of this rule: 

(a) 	 Adult Dental Services - accepted dental procedures which are provided to adult 
Enrollees (i.e., age 21 years or older) as specified in the Plan of Care. Adult 
Dental Services may include fillings, root canals, extractions, the provision of 
dentures and other dental treatments to relieve pain and infection. Preventive 
dental care is not covered under Adult Dental Services. 

(b) 	 Behavioral Respite Services - services that provide Respite for an Enrollee who 
is experiencing a behavioral crisis that necessitates removal from the current 
residential setting in order to resolve the behavioral crisis. 

(c) 	 Behavior Services - assessment and amelioration of Enrollee behavior that 
presents a health or safety risk to the Enrollee or others or that significantly 
interferes with home or community activities; determination of the settings in 
which such behaviors occur and the events which precipitate the behaviors; 
development, monitoring, and revision of crisis prevention and behavior 
intervention strategies; and training of caregivers who are responsible for direct 
care of the Enrollee in prevention and intervention strategies. 

(d) 	 Bureau of TennCare - the bureau in the Tennessee Department of Finance and 
Administration which is the State Medicaid Agency and is responsible for 
administration of the Medicaid program in Tennessee. 

(e) 	 Certification - the process by which a physician, who is licensed as a doctor of 
medicine or doctor of osteopathy, signs and dates a Pre-Admission Evaluation 
signifying that the named individual requires services provided through the 
Home and Community Based Services Waiver for the Mentally Retarded and 
Developmentally Disabled as an alternative to care in an Intermediate Care 
Facility for the Mentally Retarded. 

(f) 	 Covered Services or Covered Waiver Services - The services which are 
available through Tennessee's Home and Community Based Services Waiver 
for the Mentally Retarded and Developmentally Disabled when medically 
necessary and when provided in accordance with the Waiver as approved by 
the Centers for Medicare and Medicaid Services. 

(g) 	 Day Services - individualized services and supports that enable an Enrollee to 
acquire, retain, or improve skills necessary to reside in a community-based 
setting; to participate in community activities and utilize community resources; 
to acquire and maintain employment; and to participate in retirement activities. 
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(h) 	 Denial - as used in regard to Waiver Services, the term shall mean the 
termination, suspension, or reduction in amount, scope, and duration of a 
Waiver Service or a refusal or failure to provide such service. 

(i) 	 Disenrollment - the voluntary or involuntary termination of enrollment of an 
individual receiving services through the Home and Community Based 
Services Waiver for the Mentally Retarded and Developmentally Disabled. 

U) 	 Enrollee - a Medicaid Eligible who is enrolled in the Home and Community 
Based Services Waiver for the Mentally Retarded and Developmentally 
Disabled. 

(k) 	 Environmental Accessibility Modifications - only those interior or exterior 
physical modifications to the Enrollee's place of residence which are required 
to ensure the health, welfare and safety of the Enrollee or which are necessary 
to enable the Enrollee to function with greater independence. 

(I) 	 Family Model Residential Support - a type of residential service having 
individualized services and supports that enable an Enrollee to acquire, retain, 
or improve skills necessary to reside successfully in a family environment in the 
home of trained caregivers other than the family of origin. The service includes 
direct assistance as needed with activities of daily living, household chores 
essential to the health and safety of the enrollee, budget management, 
attending appointments, and interpersonal and social skills building to enable 
the Enrollee to live in a home in the community. It also may include medication 
administration as permitted under Tennessee's Nurse Practice Act. 

(m) 	 Home (of an Enrollee) - the residence or dwelling in which the Enrollee resides, 
excluding hospitals, nursing facilities, Intermediate Care Facilities for the 
Mentally Retarded, Assisted Living Facilities and Homes for the Aged. 

(n) 	 Home and Community Based Services Waiver for the Mentally Retarded and 
Developmentally Disabled or 'Waiver" - the Home and Community Based 
Services waiver program approved for Tennessee by the Centers for Medicare 
and Medicaid Services to provide services to a specified number of Medicaid­
eligible individuals who have mental retardation and who meet the criteria for 
Medicaid reimbursement of care in an Intermediate Care Facility for the 
Mentally Retarded. 

(0) 	 ICF/MR Pre-Admission Evaluation (ICF/MR PAE) - the assessment form used 
by the State Medicaid Agency to document the current medical and habilitative 
needs of an individual with mental retardation and to document that the 
individual meets the Medicaid level of care eligibility criteria for care in an 
ICF/MR. 

(p) 	 Individual Support Plan - the individualized written Plan of Care. 

(q) 	 Individual Transportation Services -non-emergency transport of an Enrollee to 
and from approved activities specified in the Plan of Care. 
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(r) 	 Intermediate Care Facility for the Mentally Retarded (ICF/MR) - a licensed 
facility approved for Medicaid vendor reimbursement that provides specialized 
services for individuals with mental retardation or related conditions and that 
complies with current federal standards and certification requirements for an 
ICF/MR. 

(s) 	 Medicaid Eligible - an individual who has been determined by the Tennessee 
Department of Human Services to be financially eligible to have the State 
Medicaid Agency make reimbursement for covered services. 

(t) 	 Medicaid State Plan - the plan approved by the Center for Medicare and 
Medicaid Services which specifies the covered benefits for the Medicaid 
program in Tennessee. 

(u) 	 Medical Residential Services - a type of residential service provided in a 
residence where all residents require direct skilled nursing services and 
habilitative services and supports that enable an Enrollee to acquire, retain , or 
improve skills necessary to reside in a community-based setting. Medical 
Residential Services must be ordered by the Enrollee's physician, physician 
assistant, or nurse practitioner, who shall document the medical necessity of 
the services and specify the nature and frequency of the nursing services. The 
enrollee who receives Medical Residential Services shall require direct skilled 
nursing services on a daily basis and at a level which cannot for practical 
purposes be provided through two or fewer daily skilled nursing visits. The 
service includes direct assistance as needed with activities of daily living, 
household chores essential to the health and safety of the enrollee, budget 
management, attending appointments, and interpersonal and social skills 
building to enable the enrollee to live in a home in the community. It also may 
include medication administration as permitted under Tennessee's Nurse 
Practice Act. 

(v) 	 Nursing Services -skilled nursing services that fall within the scope of 
Tennessee's Nurse Practice Act and that are directly provided to the Enrollee 
in accordance with a plan of care. Nursing Services shall be ordered by the 
Enrollee's phYSiCian, physician assistant, or nurse practitioner, who shall 
document the medical necessity of the services and specify the nature and 
frequency of the nursing services. 

(w) 	 Nutrition Services - assessment of nutritional needs, nutritional counseling, and 
education of the Enrollee and of caregivers responsible for food purchase, food 
preparation, or aSSisting the Enrollee to eat. Nutrition Services are intended to 
promote healthy eating practices and to enable the Enrollee and direct support 
professionals to follow special diets ordered by a phYSician, physician 
assistant, or nurse practitioner. 

(x) 	 Occupational Therapy Services - diagnostic, therapeutic, and corrective 
services which are within the scope of state licensure. Occupational Therapy 
Services provided to improve or maintain current functional abilities as well as 
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prevent or minimize deterioration of chronic conditions leading to a further loss 
of function are also included within this definition. 

(y) 	 Operational Administrative Agency - the approved agency with which the State 
Medicaid Agency contracts for the administration of the day-to-day operations 
of the Home and Community Based Services Waiver for the Mentally Retarded 
and Developmentally Disabled. 

(z) 	 Orientation and Mobility Training - assessment of the ability of an Enrollee who 
is legally blind to move independently, safely, and purposefully in the home and 
community environment; orientation and mobility counseling; and training and 
education of the Enrollee and of caregivers responsible for assisting in the 
mobility of the Enrollee. 

(aa) 	 Personal Assistance - the provision of direct assistance with activities of daily 
living (e.g., bathing, dressing, personal hygiene, eating, meal preparation 
excluding cost of food), household chores essential to the health and safety of 
the enrollee, budget management, attending appointments, and interpersonal 
and social skills building to enable the Enrollee to live in a home in the 
community. It also may include medication administration as permitted under 
Tennessee's Nurse Practice Act. 

(bb) 	 Personal Emergency Response System - a stationary or portable electronic 
device used in the Enrollee's place of residence which enables the Enrollee to 
secure help in an emergency. The system shall be connected to a response 
center staffed by trained professionals who respond upon activation of the 
electronic device. 

(cc) 	 Physical Therapy Services - diagnostic, therapeutic, and corrective services 
which are within the scope of state licensure. Physical Therapy Services 
provided to improve or maintain current functional abilities as well as prevent or 
minimize deterioration of chronic conditions leading to a further loss of function 
are also included within this definition. 

(dd) 	 Plan of Care - an individualized written Plan of Care which describes the 
medical and other services (regardless of funding source) to be furnished to the 
Enrollee, the Waiver Service frequency, and the type of provider who will 
furnish each Waiver Service and which serves as the fundamental tool by 
which the State ensures the health and welfare of Enrollees. 

(ee) 	 Qualified Mental Retardation Professional (QMRP) - an individual who meets 
current federal standards, as published in the Code of Federal Regulations, for 
a qualified mental retardation professional. 

(ff) 	 Re-evaluation - the annual process approved by the State Medicaid Agency by 
which a licensed physician or registered nurse or a Qualified Mental 
Retardation Professional assesses the Enrollee's need for continued Waiver 
Services and certifies in writing that the Enrollee continues to require Waiver 
Services. 
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(gg) Residential Habilitation - a type of residential service having individualized 

services and supports that enable an Enrollee to acquire, retain, or improve 
skills necessary to reside in a community-based setting including direct 
assistance with activities of daily living essential to the health and safety of the 
Enrollee, budget management, attending appointments, and interpersonal and 
social skills building to enable the Enrollee to live in a home in the community. 
It also may include medication administration as permitted under Tennessee's 
Nurse Practice Act. 

(hh) 	 Respite - services provided to an Enrollee when unpaid caregivers are absent 
or incapacitated due to death, hospitalization, illness or injury, or when unpaid 
caregivers need relief from routine caregiving responsibilities. 

(ii) Safety Plan - an individualized plan by which the Operational Administrative 
Agency ensures the health, safety and welfare of Enrollees who do not have 
24-hour direct care services. 

(jj) 	 Specialized Medical Equipment and Supplies and Assistive Technology ­
assistive devices, adaptive aids, controls or appliances which enable an 
Enrollee to increase the ability to perform activities of daily living, or to 
perceive, control or communicate with the environment, and supplies for the 
proper functioning of such items. Specialized Medical Equipment, Supplies, 
and Assistive Technology shall be recommended by a qualified health care 
professional (e.g., occupational therapist, physical therapist, speech language 
pathologist, physician or nurse practitioner) based on an assessment of the 
Enrollee's needs and capabilities and shall be furnished as specified in the 
Plan of Care. Specialized Medical Equipment and Supplies and Assistive 
Technology may also include a face-to-face consultative assessment by a 
physical therapist, occupational therapist, or speech therapist to assure that 
Specialized Medical Equipment and Assistive Technology which requires 
custom fitting meets the needs of the Enrollee and may include training of the 
Enrollee by a physical therapist, occupational therapist or speech therapist to 
effectively utilize such customized equipment. 

(kk) 	 Speech, Language and Hearing Services - diagnostic, therapeutic and 
corrective services which are within the scope of state licensure which enable 
an Enrollee to improve or maintain current functional abilities and to prevent or 
minimize deterioration of chronic conditions leading to a further loss of function . 

(II) 	 State Medicaid Agency - the bureau in the Tennessee Department of Finance 
and Administration which is responsible for administration of the Title XIX 
Medicaid program in Tennessee. 

(mm) Subcontractor - an individual, organized partnership, professional corporation, 
or other legal association or entity which enters into a written contract with the 
Operational Administrative Agency to provide Waiver Services to an Enrollee. 

(nn) 	 Support Coordination - case management services that assist the Enrollee in 
identifying, selecting, obtaining, coordinating and using both paid services and 
natural supports to enhance the Enrollee's independence, integration in the 
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community and productivity as specified in the Enrollee's Plan of Care. 
Support Coordination shall be person-centered and shall include, but is not 
limited to, ongoing assessment of the Enrollee's strengths and needs; 
development, evaluation and revision of the Plan of Care; assistance with the 
selection of service providers; provision of general education about the Waiver 
program, including Enrollee rights and responsibilities; and monitoring 
implementation of the plan of care and initiating individualized corrective 
actions as necessary (e.g., reporting, referring, or appealing to appropriate 
entities). 

(00) 	 Support Coordinator - the person who is responsible for developing the 
Individual Support Plan and participating in the development of, monitoring and 
assuring the implementation of the Plan of Care; who provides Support 
Coordination services to an Enrollee; and who meets the qualifications for a 
Support Coordinator as specified in the Home and Community Based Services 
Waiver for the Mentally Retarded and Developmentally Disabled. 

(pp) 	 Supported Living - a type of residential service having individualized services 
and supports that enable an Enrollee to acquire, retain or improve skills 
necessary to reside in a home that is under the control and responsibility of the 
Enrollee. The service includes direct assistance as needed with activities of 
daily living, household chores essential to the health and safety of the Enrollee, 
budget management, attending appointments, and interpersonal and social 
skills building to enable the Enrollee to live in a home in the community. It also 
may include medication administration as permitted under Tennessee's Nurse 
Practice Act. 

(qq) 	 Transfer Form - the form approved by the State Medicaid Agency and used to 
document the transfer of an Enrollee having an approved unexpired ICF/MR 
Pre-Admission Evaluation from the Waiver to an ICF/MR, from an ICF/MR to 
the Waiver or from one MR Waiver program to another MR Waiver program. 
For purposes of transfer to an MR Waiver program, whether from an ICF/MR or 
from another MR Waiver program, such Transfer Form shall be processed by 
TennCare only if submitted by the Division of Intellectual Disabilities Services 
(DIDS). DIDS shall submit a Transfer Form only after verifying that the person 
otherwise meets all applicable admission criteria for the applicable MR Waiver 
program, as the Transfer Form accomplishes only the transfer of the level of 
care eligibility. 

(rr) 	 Vehicle Accessibility Modifications - interior or exterior physical modifications to 
a vehicle owned by the Enrollee or to a vehicle which is owned by the guardian 
or conservator of the Enrollee and which is routinely available for transport of 
the Enrollee. Such modifications must be intended to ensure the transport of 
the Enrollee in a safe manner. 

(2) 	 Covered Services and Limitations. 

(a) 	 Adult Dental Services. 
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1. 	 Adult Dental Services shall not include hospital outpatient or inpatient 

facility services or related anesthesiology, radiology, pathology, or other 
medical services in such setting. 

2. 	 Adult Dental Services shall exclude orthodontic services. 

3. 	 Adult Dental Services shall be limited to adults age twenty-one (21) years 
or older who are enrolled in the waiver. 

(b) 	 Behavioral Respite Services. 

1. 	 Behavioral Respite Services may be provided in a Medicaid-certified 
ICF/MR, in a licensed respite care facility, or in a home operated by a 
licensed residential provider. 

2. 	 Reimbursement shall not be made for the cost of room and board except 
when provided as part of Behavioral Respite Services furnished in a 
facility approved by the State that is not a private residence. 

3. 	 Behavioral Respite Services shall be limited to a maximum of sixty (60) 
days per Enrollee per year. 

4. 	 Enrollees who receive Behavioral Respite Services shall be eligible to 
receive Individual Transportation Services only to the extent necessary 
during the time period when Behavioral Respite Services is being 
provided. 

(c) 	 Behavior Services. 

1. 	 Behavior Services shall not be billed when provided during the same time 
period as Physical Therapy; Occupational Therapy; Nutrition Services; 
Orientation and Mobility Training; or Speech, Language and Hearing 
Services, unless there is documentation in the Enrollee's record of 
medical justification for the two services to be provided concurrently. 

2. 	 Behavior Services shall be provided face to face with the Enrollee except 
that enrollee specific train ing of staff may be provided when the Enrollee 
is not present.for enrollee-specific training of staff; behavior assessment 
and plan development; and presentation of enrollee behavior information 
at human rights committee meetings, behavior support committee 
meetings, and enrollee planning meetings. 

3. 	 Reimbursement for presentation of enrollee behavior information at 
meetings shall be limited to a maximum of 5 hours per enrollee per year 
per provider. Reimbursement for behavior assessments shall be limited 
to a maximum of 8 hours per assessment with a maximum of 2 
assessments per year. Reimbursement for behavior plan development 
resu lting from such a behavior assessment and the training of staff on the 
plan during the first 30 days following its approval for use shall be limited 
to a maximum of 6 hours. 
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(d) 	 Day Services. 

1. 	 Day Services may be provided in settings such as specialized facilities 
licensed to provide Day Services, community centers or other community 
sites, or job sites. Services may also be provided in the Enrollee's place 
of residence if there is a health, behavioral, or other medical reason or if 
the Enrollee has chosen retirement. This service shall not be provided in 
inpatient hospitals, nursing facilities, and Intermediate Care Facilities for 
the Mentally Retarded (ICF/MR's). 

2. 	 With the exception of employment that is staff supported, Day Services 
shall be provided only on weekdays during the day (i.e., between the 
hours of 7:30 a.m. and 6:00 p.m.), as specified in the Plan of Care. 

3. 	 Day Services shall be limited to a maximum of six (6) hours per day and 
five (5) days per week up to a maximum of 243 days per Enrollee per 
year. 

4. 	 Transportation to and from the Enrollee's place of residence to Day 
Services and transportation that is needed during the time that the 
Enrollee is receiving Day Services shall be a component of Day Services 
and shall be included in the Day Services reimbursement rate (i.e., it shall 
not be billed as a separate Waiver service) with the following exceptions: 

(i) 	 Transportation to and from medical services covered through the 
Medicaid State Plan, which shall not be billed as a Waiver service; 
or 

(ii) 	 Transportation necessary for Orientation and Mobility Training. 

5. 	 Day Services shall not replace services available under a program funded 
by the Rehabilitation Act of 1973 or the Individuals with Disabilities 
Education Act. 

6. 	 For an Enrollee receiving employment supports, reimbursement shall not 
be made for incentive payments, subsidies or unrelated vocational 
training expenses such as the following: 

(i) 	 Incentive payments made to an employer to encourage or subsidize 
the employer's participation in a supported employment program; 

(ii) 	 Payments that are passed through to users of supported 
employment programs; or 

(iii) 	 Payments for vocational training that is not directly related to an 
Enrollee's supported employment program. 

(e) Environmental Accessibility Modifications. 
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1. 	 Environmental Accessibility Modifications which are considered 

improvements to the home (e.g., roof or flooring repair, installing carpet, 
installation of central air conditioning, construction of an additional room) 
are excluded from coverage. 

2. 	 Any modification which is not of direct medical or remedial benefit to the 
Enrollee is excluded from coverage. 

3. 	 Modification of an existing room which increases the total square footage 
of the home is also excluded unless the modification is necessary to 
improve the accessibility of an Enrollee having limited mobility, in which 
case the modification shall be limited to the minimal amount of square 
footage necessary to accomplish the increased accessibility. 

4. 	 Environmental Accessibility Modifications shall be limited to a maximum 
of $15,000 per Enrollee per two (2) year period. 

(f) 	 Family Model Residential Support. 

1. 	 With the exception of homes that were already providing services to three 
(3) residents prior to January 1, 2004, a Family Model Residential 
Support home shall have no more than two (2) residents who receive 
services and supports. 

2. 	 The Family Model Residential Support provider shall be responsible for 
providing an appropriate level of services and supports twenty-four (24) 
hours per day during the hours the Enrollee is not receiving Day Services 
or is not at school or work. 

3. 	 Transportation shall be a component of Family Model Residential Support 
and shall be included in the reimbursement rate for such (i.e., it shall not 
be billed as a separate Waiver service) with the following exceptions: 

(i) 	 Transportation to and from medical services covered through the 
Medicaid State Plan, which shall not be billed as a Waiver service; 

(ii) 	 Transportation necessary for Behavioral Respite Services; or 

(iii) 	 Transportation necessary for Orientation and Mobility Training. 

4. 	 This service shall not be provided in inpatient hospitals, nursing facilities, 
and Intermediate Care Facilities for the Mentally Retarded (ICF/MR's) . 

5. 	 Reimbursement for Family Model Residential Support shall not be made 
for room and board or for the cost of maintenance of the dwelling, and 
reimbursement shall not include payment made to the Enrollee's parent, 
step-parent, spouse, child, or sibling or to any other individual who is a 
conservator unless so permitted in the Order for Conservatorship. 
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(g) 	 Individual Transportation Services. 

1. 	 An Enrollee receiving Orientation and Mobility Training shall be eligible to 
receive Individual Transportation Services to the extent necessary for 
participation in Orientation and Mobility Training. Enrollees who receive 
Respite, Behavioral Respite Services, or Personal Assistance shall be 
eligible to receive Individual Transportation Services only to the extent 
necessary during the time period \\fhen Respite, Behavioral Respite 
Services, or Personal Assistance is being provided.2. Individual 
Transportation Services shall not be used for: 

(i) 	 Transportation to and from Day Services; 

(ii) 	 Transportation to and from supported or competitive employment; 

(iii) 	 Transportation of school aged children to and from school; 

(iv) Transportation to and from medical services covered by the 
Medicaid State Plan; or 

(v) 	 Transportation of an Enrollee receiving a residential service, except 
as described herein for Orientation and Mobility Training or 
Behavioral Respite Services. 

(h) 	 Medical Residential Services. 

1. 	 The Medical Residential Services provider shall be responsible for 
providing an appropriate level of services and supports twenty-four (24) 
hours per day when the Enrollee is not receiving Day Services or is not at 
school or work not at school and shal l be responsible for the cost of Day 
Services needed by the enrollee. 

2. 	 Transportation shall be a component of Medical Residential Services and 
shall be included in the reimbursement rate for such (Le. , it shall not be 
billed as a separate Waiver service) with the following exceptions: 

(i) 	 Transportation to and from medical services covered through the 
Medicaid State Plan, which shall not be billed as a Waiver service; 

(ii) 	 Transportation necessary for Behavioral Respite Services; or 

(iii) 	 Transportation necessary for Orientation and Mobility Training . 

3. 	 Reimbursement for Medical Residential Services shall not include the 
cost of maintenance of the dwelling, and reimbursement shall not include 
payment made to members of the Enrollee's immediate family or to the 
Enrollee's conservator. Reimbursement shall not be made for room and 
board if the home is rented, leased, or owned by the provider. If the 
home is rented, leased, or owned by the Enrollee, reimbursement shall 
not be made for room and board with the exception of a reasonable 
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portion that is attributed to a live-in caregiver who is unrelated to the 
Enrollee and who provides services to the Enrollee in the Enrollee's place 
of residence. If an Enrollee owns or leases the place of residence, 
residential expenses (e.g ., phone, cable TV, food, rent) shall be 
apportioned between the Enrollee, other residents in the home, and (as 
applicable) live-in or other caregivers. 

4. 	 This service shall not be provided in inpatient hospitals, nursing facilities, 
and Intermediate Care Facilities for the Mentally Retarded (lCF/MR's). 

5. 	 Medical Residential Services providers must be licensed by the 
Department of Mental Health and Developmental Disabilities as a Mental 
Retardation Residential Habilitation Facility provider or a Supported 
Living Service provider and ensure that employed nurses are licensed to 
practice in the state of Tennessee. 

(i) 	 Nursing Services. 

1. 	 Nursing Services shall be provided face to face with the Enrollee by a 
licensed registered nurse or licensed practical nurse under the 
supervision of a registered nurse. 

2. 	 Nursing assessment and/or nursing oversight shall not be a separate 
billable service under this definition. 

3. 	 This service shall be provided in home and community settings, as 
specified in the Plan of Care, excluding inpatient hospitals, nursing 
facilities, and Intermediate Care Facilities for the Mentally Retarded 
(ICF/MR's). 

4. 	 An Enrollee who is receiving Medical Residential Services shall not be 
eligible to receive Nursing Services during the hours Medical Residential 
Services are being provided. 

5. 	 Nursing Services shall not be billed when provided during the same time 
period as other therapies unless there is documentation in the Enrollee's 
record of medical justification for the two services to be provided 
concurrently. 

6. 	 Nursing Services are not intended to replace services available through 
the Medicaid State Plan or services available under the Rehabilitation Act 
of 1973 or Individuals with Disabilities Education Act. 

(j) 	 Nutrition Services. 

1. 	 Nutrition Services must be provided face to face with the Enrollee ef;--fef 
purposes of education, with the caregivers responsible for food purchase, 
food preparation, or assisting the Enrollee to eat except for enrollee­
specific training of caregivers responsible for food purchase, food 
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preparation, or assisting the enrollee to eat and except for that portion of 
the assessment involving development of the plan of care. 

2. 	 Nutrition Services shall not be billed when provided during the same time 
period as Physical Therapy; Occupational Therapy; Speech, Language 
and Hearing Services; Orientation and Mobility Training; or Behavior 
Services, unless there is documentation in the Enrollee's record of 
medical justification for the two services to be provided concurrently. 

3. 	 Nutrition Services shall be limited to a maximum of 1.5 hours per Enrollee 
per day. Reimbursement for a Nutrition Services assessment visit. which 
includes the Nutritional Services plan development resu lting from such an 
assessment. shall be limited to one assessment visit per month with a 
maximum of 3 assessment visits per year per enrollee per provider 
Nutrition Services other than such assessments (e .g., enrollee-specific 
training of caregivers; monitoring dietary compliance and food 
preparation) shall be limited to a maximum of one visit per day. Nutrition 
Services assessments shall not be bil led on the same day with other 
Nutrition Services. 

(k) 	 Occupational Therapy Services. 

1. 	 Services must be provided by a licensed occupational therapist or by a 
licensed occupational therapist assistant working under the supervision of 
a licensed occupational therapist. 

2. 	 Occupational Therapy must be provided face to face with the Enrollee 
except for that portion of the assessment involving development of the 
plan of care. 

3. 	 Occupational Therapy therapeutic and corrective services shall not be 
ordered concurrently with Occupational Therapy assessments (i.e., 
assess and treat orders are not accepted). 

4. 	 Occupational Therapy assessments shall not be billed on the same day 
with other Occupational Therapy services. 

5. 	 Occupational Therapy shall not be billed when provided during the same 
time period as Physical Therapy; Speech, Language and Hearing 
Services; Nutrition Services; Orientation and Mobility Training; or 
Behavior Services, unless there is documentation in the Enrollee's record 
of medical justification for the two services to be provided concurrently. 
Occupational Therapy shall not be billed with Day Services if the Day 
Services are reimbursed on a per hour basis. 

6. 	 Occupational Therapy services are not intended to replace services 
available through the Medicaid State Plan or services available under the 
Rehabilitation Act of 1973 or Individuals with Disabilities Education Act. 
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7. 	 Occupational Therapy assessments shall be limited to a maximum of 3.0 

hours per enrollee per day, and other Occupational Therapy services 
shall be limited to a maximum of 1.5 hours per Enrollee per day 
Reimbursement for an Occupational Therapy assessment with 
development of an Occupational Therapy plan based on such an 
assessment shall be limited to a maximum of one assessment with plan 
development per month with a maximum of 3 assessments per year per 
enrollee per provider. Occupational Therapy services other than such 
assessments (e.g., enrollee-specific training of caregivers; provision of 
therapeutic services; monitoring progress) shall be limited to a maximum 
of 1.5 hours per enrollee per day. 

(I) 	 Orientation and Mobility Training. 

1. 	 Orientation and Mobility Training shall not be billed when provided during 
the same time period as Physical Therapy; Occupational Therapy; 
Nutrition Services; Behavior Services; or Speech, Language and Hearing 
Services, unless there is documentation in the Enrollee's record of 
medical justification for the two services to be provided concurrently. 

2. 	 Orientation and Mobility Training shall not replace services available 
under a program funded by the Rehabilitation Act of 1973 or Individuals 
with Disabilities Education Act. 

3. 	 Orientation and Mobility Train ing shal l be limited to a maximum of sixty 
(60) hours of services per Enrollee per year.Reimbursement for an 
Orientation and Mobility Training assessment with development of the 
Orientation and Mobi lity Training plan based on such an assessment 
shall be limited to a maximum of one assessment with plan development 
per month with a maximum of 3 assessments per year per enrollee per 
provider. Orientation and Mobi lity Train ing assessments shall not be 
billed on the same day with other Orientation and Mobility Train ing 
services. Orientation and Mobility Training services other than such 
assessments (e.g., enrollee training; enrollee-specific training of 
caregivers), which shall be reimbursed on a per diem basis, shall be 
limited to a maximum of 52 hours of services per enrollee per year. 

4. 	 Enrollees receiving Orientation and Mobility Training shall be eligible to 
receive Individual Transportation Services to the extent necessary for 
participation in Orientation and Mobility Training. 

(m) 	 Personal Assistance. 

1. 	 Personal Assistance may be provided in the home or community; 
however, it shall not be provided in school settings and shall not be 
provided to replace personal assistance services required to be covered 
by schools or services available through the Medicaid State Plan. 

2. 	 An Enrollee who is receiving a residential service (Le. , Supported Living, 
Residential Habilitation, Medical Residential Services, or Family Model 
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Residential Support) shall not be eligible to receive Personal Assistance. 
Personal Assistance shall not be provided during the same time period 
when the Enrollee is receiving Day Services. 

3. 	 This service shall not be provided in inpatient hospitals, nursing facilities, 
and Intermediate Care Facilities for the Mentally Retarded (ICF/MR's). 

4. 	 Family members who provide Personal Assistance must meet the same 
standards as providers who are unrelated to the Enrollee. The Personal 
Assistance provider shall not be the spouse and shall not be the 
Enrollee's parent if the Enrollee is a minor. Reimbursement shall not be 
made to any other individual who is a conservator unless so permitted in 
the Order for Conservatorship. 

(n) 	 Personal Emergency Response System. The system shall be limited to those 
who are alone for parts of the day and who have demonstrated mental and 
physical capability to utilize such a system effectively. 

(0) 	 Physical Therapy Services. 

1. 	 Services must be provided by a licensed physical therapist or by a 
licensed physical therapist assistant working under the supervision of a 
licensed physical therapist. 

2. 	 Physical Therapy must be provided face to face with the Enrollee except 
for that portion of the assessment involving development of the plan of 
care. 

3. 	 Physical Therapy therapeutic and corrective services shall not be ordered 
concurrently with Physical Therapy assessments (i.e., assess and treat 
orders are not accepted). 

4. 	 Physical Therapy assessments shall not be billed on the same day with 
other Physical Therapy services. 

5. 	 Physical Therapy shall not be billed when provided during the same time 
period as Occupational Therapy; Speech, Language and Hearing 
Services; Nutrition Services; Orientation and Mobility Training; or 
Behavior Services, unless there is documentation in the Enrollee's record 
of medical justification for the two services to be provided concurrently. 
Physical Therapy shall not be billed with Day Services if the Day Services 
are reimbursed on a per hour basis. 

6. 	 Physical Therapy services are not intended to replace services available 
through the Medicaid State Plan or services available under the 
Rehabilitation Act of 1973 or Individuals with Disabilities Education Act. 

7. 	 Physical Therapy assessments shall be limited to a maximum of 3.0 
hours per Enrollee per day, and other Physical Therapy services shall be 
limited to a maximum of 1.5 hours per Enrollee per day.Reimbursement 
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for a Physical Therapy assessment with development of a Physical 
Therapy plan based on such an assessment shall be limited to a 
maximum of one assessment with plan development per month with a 
maximum of 3 assessments per year per enrollee per provider. Physical 
Therapy services other than such assessments (e.g., enrollee-specific 
training of caregivers; provision of therapeutic services; monitoring 
progress) shall be limited to a maximum of 1.5 hours per enrol lee per 
day. 

(p) 	 Residential Habilitation. 

1. 	 A Residential Habilitation home shall have no more than 4 residents with 
the exception that homes which were already providing services to more 
than 4 residents prior to July 1, 2000, may continue to do so. 

2. 	 The Residential Habilitation provider shall be responsible for providing an 
appropriate level of services and supports twenty-four (24) hours per day 
during the hours the Enrollee is not receiving Day Services or is not at 
school or work. 

3. 	 Transportation shall be a component of Residential Habilitation and shall 
be included in the reimbursement rate for such (i.e. , it shall not be billed 
as a separate Waiver service) with the following exceptions: 

(i) 	 Transportation to and from medical services covered through the 
Medicaid State Plan, which shall not be billed as a Waiver service; 

(ii) 	 Transportation necessary for Behavioral Respite Services; or 

(iii) 	 Transportation necessary for Orientation and Mobility Training. 

4. 	 Reimbursement for Residential Habilitation shall not be made for room 
and board or for the cost of maintenance of the dwelling, and 
reimbursement shall not include payment made to members of the 
Enrollee's immediate family or to the Enrollee's conservator. 

5. 	 This service shall not be provided in inpatient hospitals, nursing facilities , 
and Intermediate Care Facilities for the Mentally Retarded (ICF/MR's). 

(q) 	 Respite. 

1. 	 Respite may be provided in the Enrollee's place of residence, in a Family 
Model Residential Support home, in a Medicaid-certified ICF/MR, in a 
home operated by a licensed residential provider, or in the home of an 
approved respite provider. 

2. 	 An Enrollee receiving a residential service (i.e., Supported Living, 
Residential Habilitation, Medical Residential Services, or Family Model 
Residential Support) shall not be eligible to receive Respite as a service. 

December, 2009 (Revised) 	 266 

http:1200-13-01-.25


GENERAL RULES 	 CHAPTER 1200-13-01 


(Rule 1200-13-01 -.25, continued) 
3. 	 The cost of room and board shall be excluded from Respite 

reimbursement if Respite is provided in a private residence. 

4. 	 Respite shall be limited to a maximum of thirty (30) days per Enrollee per 
year. 

5. 	 Enrollees who receive Respite shall be eligible to receive Individual 
Transportation Services only to the extent necessary during the time 
period when Respite is being provided. 

(r) 	 Specialized Medical Equipment and Supplies and Assistive Technology. 

1. 	 Face-to-face consultative assessment by a physical therapist, 
occupational therapist, or speech therapist to assure that specialized 
medical equipment and assistive technology which requires custom fitting 
meets the needs of the Enrollee and training of the Enrollee by a physical 
therapist, occupational therapist, or speech therapist to effectively utilize 
such customized equipment shall be limited to a maximum of three (3) 
hours per Enrollee per day. 

2. 	 Items not of direct medical or remedial benefit to the Enrollee shall be 
excluded. Items that would be covered by the Medicaid State Plan shall 
be excluded from coverage. Swimming pools, hot tubs, health club 
memberships, and recreational equipment are excluded. Prescription 
and over-the-counter medications, food and food supplements, and 
diapers and other incontinence supplies are excluded. 

3. 	 When medically necessary and not covered by warranty, repair of 
equipment may be covered when it is substantially less expensive to 
repair the equipment rather than to replace it. 

4. 	 The purchase price for waiver-reimbursed Specialized Medical 
Equipment, Supplies and Assistive Technology shall be considered to 
include the cost of the item as well as basic training on operation and 
maintenance of the item. 

5. 	 Specialized Medical Equipment, Supplies and Assistive Technology shall 
be limited to a maximum of $10,000 per Enrollee per two (2) year period. 

(s) 	 Speech, Language and Hearing Services. 

1. 	 Services must be provided by a licensed speech language pathologist or 
by a licensed audiologist. 

2. 	 Speech, Language and Hearing Services must be provided face to face 
with the Enrollee except for that portion of the assessment involving 
development of the plan of care. 

December, 2009 (Revised) 	 267 



GENERAL RULES 	 CHAPTER 1200-13-01 


(Rule 1200-13-01-.25, continued) 
3. 	 Speech, Language and Hearing therapeutic and corrective services shall 

not be ordered concurrently with Speech, Language and Hearing 
assessments (i.e., assess and treat orders are not accepted). 

4. 	 Speech, Language and Hearing Services assessments shall not be billed 
on the same day with other Speech, Language and Hearing Services 

5. 	 Speech, Language and Hearing Services shall not be billed when 
provided during the same time period as Physical Therapy; Occupational 
Therapy; Nutrition Services; Orientation and Mobility Training; or 
Behavior Services, unless there is documentation in the Enrollee's record 
of medical justification for the two services to be provided concurrently. 
Speech, Language and Hearing Services shall not be billed with Day 
Services if the Day Services are reimbursed on a per hour basis. 

6. 	 Speech, Language and Hearing Services assessments shall be limited te 
a maximum of 3.0 hours per Enrollee per day, and other Speech, 
Language and Hearing Services shall be limited to a maximum of 1.5 
hours per Enrollee per day. Reimbursement for a Speech, Language, and 
Hearing Services assessment with development of a Speech, Language, 
and Hearing Services plan based on such an assessment shall be limited 
to a maximum of one assessment with plan development per month with 
a maximum of 3 assessments per year per enrollee per provider. 
Speech, Language, and Hearing Services other than such assessments 
(e.g., enrollee-specific training of caregivers; provision of therapeutic 
services; monitoring progress) shall be limited to a maximum of 1.5 hours 
per enrollee per day. 

(t) 	 Support Coordination. There must be at least one face-to-face contact with the 
Enrollee per calendar month. If the Enrollee receives a residential service, the 
Support Coordinator shall have at least one face-to-face contact with the 
Enrollee in the Enrollee's place of residence each quarter. 

(u) 	 Supported Living. 

1. 	 The Supported Living provider shall not own the Enrollee's place of 
residence or be a co-signer of a lease on the Enrollee's place of 
residence unless the Supported Living provider signs a written agreement 
with the Enrollee that states that the Enrollee will not be required to move 
if the primary reason is because the Enrollee desires to change to a 
different Supported Living provider. A Supported Living provider shall not 
own, be owned by, or be affiliated with any entity that leases or rents a 
place of residence to an Enrollee if such entity requires, as a condition of 
renting or leasing, the Enrollee to move if the Supported Living provider 
changes. 

2. 	 The Supported Living home shall have no more than three (3) residents 
including the Enrollee. 
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3. 	 Unless the residence is individually licensed or inspected by a public 

housing agency utilizing the HUD Section 8 safety checklist, the 
residence must have an operable smoke detector and a second means of 
egress. 

4. 	 The Supported Living provider shall be responsible for providing an 
appropriate level of services and supports twenty-four (24) hours per day 
during the hours the Enrollee is not receiving Day Services or is not at 
school or work. 

5. 	 Transportation shall be a component of Supported Living and shall be 
included in the reimbursement rate for such (i.e., it shall not be billed as a 
separate Waiver service) with the following exceptions: 

(i) 	 Transportation to and from medical services covered through the 
Medicaid State Plan, which shall not be billed as a Waiver service; 

(ii) 	 Transportation necessary for Behavioral Respite Services; or 

(iii) 	 Transportation necessary for Orientation and Mobility Training. 

6. 	 Reimbursement for Supported Living shall not be made for room and 
board with the exception of a reasonable portion that is attributed to a 
live-in caregiver who is unrelated to the Enrollee and who provides 
services to the Enrollee in the Enrollee's home. Reimbursement for 
Supported Living shall not include the cost of maintenance of the 
dwelling. Residential expenses (e.g., phone, cable TV, food, rent) shall 
be apportioned between the Enrollee, other residents in the home, and 
(as applicable) live-in or other caregivers. 

7. 	 This service shall not be provided in inpatient hospitals, nursing facilities, 
and Intermediate Care Facilities for the Mentally Retarded (ICF/MR's). 

8. 	 The Enrollee or the Enrollee's guardian or conservator shall have a voice 
in choosing the individuals who reside in the Supported Living residence 
and the staff who provide services and supports. 

9. 	 The Enrollee shall have the right to manage personal funds as specified 
in the Individual Support Plan. 

(v) 	 Vehicle Accessibility Modifications. 

1. 	 Replacement of tires or brakes, oil changes, and other vehicle 
maintenance procedures shall be excluded from coverage. 

2. 	 Vehicle Accessibility Modifications shall be limited to a maximum of 
$20,000 per Enrollee per five (5) year period. 

(w) 	 Out-of-State Services. A provider of Personal Assistance, Residential 
Habilitation, Supported Living, Medical Residential Services, and Family Model 
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Residential Services may provide such Covered Service outside the State of 
Tennessee and be reimbursed only when provided in accordance with the 
following : 

1. 	 Covered Services provided out of state shall be for the purpose of visiting 
relatives or for vacations and shall be included in the Enrollee's Plan of 
Care. Trips to casinos or other gambling establishments shall be 
excluded from coverage. 

2. 	 Covered Services provided out of state shall be limited to a maximum of 
fourteen (14) days per Enrollee per year. 

3. 	 The waiver service provider agency must be able to assure the health 
and safety of the Enrollee during the period when Covered Services will 
be provided out of state and must be willing to assume the additional risk 
and liability of provision of Covered Services out of state. 

4. 	 During the period when Covered Services are being provided out of state, 
the waiver service provider agency shall maintain an adequate amount of 
staffing to meet the needs of the Enrollee and must ensure that staff meet 
the applicable provider qualifications. 

5. 	 The provider agency which provides Covered Services out of state shall 
not receive any additional reimbursement for provision of services out-of­
state. The costs of travel, lodging, food, and other expenses incurred by 
staff during the provision of out-of-state services shall not be reimbursed 
through the Waiver. The costs of travel , lodging, food, and other 
expenses incurred by the Enrollee while receiving out-of-state services 
shall be the responsibility of the Enrollee and shall not be reimbursed 
through the waiver. 

(x) 	 All Covered Services to be provided prior to the development of the initial 
Individual Support Plan must be included in the physician's plan of care section 
of the Pre-Admission Evaluation application. 

(3) 	 Eligibility. 

(a) 	 To be eligible for enrollment in the Waiver, an individual must meet all of the 
following criteria: 

1. 	 The individual must be a resident of the State of Tennessee. 

2. 	 The individual must, but for the provision of Waiver Services, require the 
level of care provided in an ICF/MR, and must meet the ICF/MR eligibility 
criteria specified in TennCare rule 1200-13-01-.15, except that 
requirements pertaining to a psychological evaluation shall be in 
accordance with rule 1200-13-01-.25(3)(a)5. 

3. 	 The individual's habilitative, medical, and specialized services needs must 
be such that they can be effectively and safely met through the Waiver, 
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as determined by the Operational Administrative Agency based on a pre­
enrollment assessment. 

4. 	 The individual must have an unexpired ICF/MR Pre-Admission Evaluation 
which has been approved by the State Medicaid Agency or by its 
designee and which lists the Enrollee's specific Waiver Services with the 
amount, scope, and duration of the services. 

5. 	 The individual must have a psychological evaluation included as part of 
the approved Pre-Admission Evaluation which meets the following: 

(i) 	 The psychological evaluation shall document that the individual: 

(I) 	 Has mental retardation manifested before eighteen (18) years 
of age and has an IQ test score of seventy (70) or below; or 

(II) 	 Is a child five (5) years of age or younger who has a 
developmental disability with a high probability of resulting in 
mental retardation (i.e., a condition of substantial 
developmental delay or specific congenital or acquired 
condition with a high probability of resulting in mental 
retardation); and 

(ii) 	 There is no time limit for when the psychological evaluation is 
conducted as long as it is completed prior to the submission of the 
PAE, and as long as the evaluation meets the requirements 
specified in 1200-13-01-.25(3)(a)5.(i) above, and the person's 
current medical, social, developmental and psycho-social history 
continues to support the evaluation. 

(iii) 	 A new psychological evaluation performed within ninety (90) 
calendar days preceding the date of admission into the waiver shall 
be required if the person's condition has significantly changed, or 
the original evaluation is not otherwise consistent with the person's 
current medical, social, developmental and psycho-social history. 

6. 	 The individual shall have one or more designated adults who shall be 
present in the individual's home to observe, evaluate, and provide an 
adequate level of direct care services to ensure the health and safety of 
the individual. 

(i) 	 An individual who does not have 24-hour-per-day direct care 
services shall: 

(I) Have an individualized Safety Plan that: 

/. 	 Is based on a written assessment of the individul's 
functional capabilities and habilitative, medical, and 
specialized services needs by the Independent Support 
Coordinator in consultation with individuals who are 
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knowledgeable of the individual's capability of functioning 
without direct care services twenty-four (24) hours per 
day; 

II. 	 Addresses the individual's capability of functioning when 
direct care staff are not present; 

III. 	 Addresses the ability of the individual to self-administer 
medications when direct care staff are not present; 

IV. 	 Specifies whether a Personal Emergency Response 
System will be used by the individual to secure help in an 
emergency; 

V. 	 Is updated as needed, but no less frequently than 
annually, by the Operational Administrative Agency to 
ensure the health and safety of the individual; and 

VI. 	 Is an attachment to the ICF/MR PAE or, if applicable, to 
the Transfer Form. 

(II) 	 Have one or more designated adults who shall be present in 
the individual's home to observe, evaluate, and provide an 
adequate level of direct care services to ensure the health and 
safety of the individual as needed but no less frequently than 
one day each week. 

7. 	 An individual must have a place of residence with an environment that is 
adequate to reasonably ensure health, safety and welfare. Any licensed 
facility in which the individual resides must meet all applicable fire and 
safety codes. 

(b) 	 A Transfer Form approved by the State Medicaid Agency: 

1. 	 May be used to transfer an Enrollee having an approved unexpired 
ICF/MR PAE from the Waiver to an ICF/MR; 

2. 	 May be used to transfer an individual having an approved unexpired 
ICF/MR PAE from an ICF/MR to the Waiver; 

3. 	 May be used to transfer an individual from one MR Waiver to a different 
Home and Community Based Services MR Waiver Program as specified 
in 1200-13-01-.25(1 )(qq) above; and 

4. 	 Shall include an initial plan of care that lists the Enrollee's specific Waiver 
Services with the amount, scope, and duration of the services. 

(4) 	 Intake and Enrollment. 
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(a) 	 When an individual is determined to be likely to require the level of care 

provided by an ICF/MR, the Operational Administrative Agency shall inform the 
individual or the individual's legal representative of any feasible alternatives 
available under the Waiver and shall offer the choice of available institutional 
services or Waiver program services. Notice to the individual shall contain: 

1. 	 A simple explanation of the Waiver and Covered Services; 

2. 	 Notification of the opportunity to apply for enrollment in the Waiver and an 
explanation of the procedures for enrollment; and 

3. 	 A statement that participation in the Waiver is voluntary. 

(b) 	 Enrollment in the Waiver shall be voluntary, but shall be restricted to the 
maximum number of individuals specified in the Waiver, as approved by the 
Centers for Medicare and Medicaid Services for the State of Tennessee. 

(c) 	 Enrollment of new Enrollees into the Waiver may be suspended when the 
average per capita fiscal year expenditure under the Waiver exceeds or is 
reasonably anticipated to exceed 100% of the average per capita expenditure 
that would have been made in the fiscal year if the care was provided in an 
ICF/MR. 

(5) 	 Certification and Re-evaluation. 

(a) 	 The ICF/MR Pre-Admission Evaluation shall include a signed and dated 
certification by the individual's physician that the individual requires Waiver 
Services. 

(b) 	 The Operational Administrative Agency shall perform a re-evaluation of the 
Enrollee's need for continued stay in the Waiver within twelve (12) calendar 
months of the date of enrollment and at least every twelve (12) months 
thereafter. The re-evaluation shall be documented in a format approved by the 
State Medicaid Agency and shall be performed by a licensed physician or 
registered nurse or a Qualified Mental Retardation Professional. 

(c) 	 The Operational Administrative Agency shall maintain in its files for a minimum 
period of three (3) years a copy of the re-evaluations of need for continued 
stay. 

(6) 	 Disenrollment. 

(a) 	 Voluntary disenrollment of an Enrollee from the Waiver may occur at any time 
upon written notice from the Enrollee or the Enrollee's guardian or conservator 
to the Operational Administrative Agency. Prior to disenrollment the 
Operational Administrative Agency shall provide reasonable assistance to the 
Enrollee in locating appropriate alternative placement. 

(b) 	 An Enrollee may be involuntarily disenrolled from the Waiver for any of the 
following reasons: 
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1. 	 The Home and Community Based Services Waiver for the Mentally 
Retarded and Developmentally Disabled is terminated. 

2. 	 An Enrollee becomes ineligible for Medicaid or is found to be erroneously 
enrolled in the Waiver. 

3. 	 An Enrollee moves out of the State of Tennessee. 

4. 	 The condition of the Enrollee improves such that the Enrollee no longer 
requires the level of care provided by the Waiver. 

5. 	 The Enrollee's medical or behavioral needs become such that the health, 
safety, and welfare of the Enrollee cannot be assured through the 
provision of Waiver Services. 

6. 	 The home or home environment of the Enrollee becomes unsafe to the 
extent that it would reasonably be expected that Waiver Services could 
not be provided without significant risk of harm or injury to the Enrollee or 
to individuals who provide covered services to the Enrollee. 

7. 	 The Enrollee or the Enrollee's guardian or conservator refuses to abide by 
the Plan of Care or related Waiver policies, resulting in the inability of the 
Operational Administrative Agency to ensure quality care or the health 
and safety of the Enrollee. 

8. 	 The health, safety, and welfare of the Enrollee cannot be assured due to 
the lack of an approved Safety Plan. 

9. 	 The Enrollee was transferred to a hospital, nursing facility, Intermediate 
Care Facility for persons with Mental Retardation {or pursuant to federal 
law, Intermediate Care Facility for the Mentally Retarded}, Assisted Living 
Facility, and/or Home for the Aged and has resided there for a continuous 
period exceeding 120 days, if such period began prior to March 1, 2010, 
or a period exceeding 90 days if such period begins on or after March 1, 
2010. 

(c) 	 The Operational Administrative Agency shall notify the State Medicaid Agency 
.in writing prior to involuntary disenrollment of an Enrollee and shall give 
advance notice to the Enrollee of the intended involuntary disenrollment and of 
the Enrollee's right to appeal and have a fair hearing. 

(d) 	 If an Enrollee has been involuntarily disenrolled from the Waiver, the 
Operational Administrative Agency shall provide reasonable assistance to the 
Enrollee in locating appropriate alternative placement. 

(7) 	 Plan of Care. 

(a) 	 All Waiver Services for the Enrollee shall be provided in accordance with an 
approved Plan of Care. 
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1. 	 Prior to the development of the initial Individual Support Plan, Covered 
Services shall be provided in accordance with the physician's initial plan 
of care included in the approved ICF/MR Pre-Admission Evaluation. 

2. 	 Each Enrollee shall have a comprehensive individualized written Plan of 
Care (the Individual Support Plan) that shall be developed for the 
Enrollee within sixty (60) calendar days of admission into the Waiver. 

3. 	 A Safety Plan for Enrollees who do not have 24-hour direct care services 
shall be maintained with the Plan of Care. 

(b) 	 To ensure that Waiver Services and other services are being appropriately 
provided to meet the Enrollee's needs, the Plan of Care shall be reviewed on 
an ongoing basis and shall be updated and signed in accordance with the 
following: 

1. 	 The Support Coordinator shall review the Plan of Care when needed, but 
no less frequently than once each calendar month, and shall document 
such review by a dated signature. 

2. 	 A team consisting of the Support Coordinator and other appropriate 
participants in the development of the Plan of Care shall review the Plan 
of Care when needed, but no less frequently than every twelve (12) 
calendar months, and shall document such review by dated signatures. 
Such annual review shall include, but not be limited to, reviewing 
outcomes and determining if progress is being made in accordance with 
the Plan of Care; reviewing the appropriateness of supports and services 
being provided and determining further needs of the Enrollee. 

(8) 	 Physician Services. 

(a) 	 The Operational Administrative Agency shall ensure that each Enrollee 
receives physician services as needed and that each Enrollee has a medical 
examination, documented in the Enrollee's record, in accordance with the 
following schedule: 

Age 	 Minimum frequency of medical examinations 

Up to age 21 	 In accordance with Medicaid EPSDT periodicity standards 

21-64 	 Every one (1) to three (3) years, as determined by the 
Enrollee's physician 

Over age 65 	 Annually 

(b) 	 All Covered Services to be provided prior to the development of the initial 
Individual Support Plan shall be physician ordered and shall be included in the 
physician's plan of care section of the Pre-Admission Evaluation application. 
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(c) 	 When required by state law, Covered Services shall be ordered or reordered, 

by a licensed physician, licensed nurse practitioner, physician assistant, a 
licensed dentist, or other appropriate health care provider. 

(9) 	 Waiver Administration. The Operational Administrative Agency shall be 
responsible for the administration of the day-to-day operations of the Waiver under 
the oversight of the State Medicaid Agency and shall ensure that Covered Services 
are provided in accordance with state and federal laws, rules, regulations and 
policies established by the State Medicaid Agency. The Operational Administrative 
Agency shall be responsible for the following activities, whether provided directly or 
through subcontract: 

(a) 	 Marketing of the Waiver to potential Enrollees; 

(b) 	 Intake and pre-enrollment assessment of the applicant's habilitative, medical 
and specialized services needs; and appropriateness for enrollment in the 
Waiver; 

(c) 	 Assisting the applicant with the submission of a properly completed ICF/MR 
Pre-Admission Evaluation; 

(d) 	 Enrollment of eligible individuals into the Waiver; 

(e) 	 Provision of a plain language explanation of appeal rights to each Enrollee 
upon enrollment in the Waiver; 

(f) 	 Review and approval of Plans of Care (Individual Support Plans) to ensure that 
Waiver Services have been authorized prior to payment; 

(g) 	 Ensuring that annual level of care re-evaluations have been performed to 
document the need for continuation of Waiver Services for the Enrollee; 

(h) 	 Notification of the State Medicaid Agency in writing prior to involuntary 
disenrollment of any Enrollee; 

(i) 	 Ensuring that Waiver providers maintain comprehensive Enrollee records and 
documentation of services provided to Enrollees in accordance with state and 
federal laws, rules, regulations and State Medicaid Agency policies; 

(j) 	 Obtaining approval from the State Medicaid Agency prior to distributing policies 
and procedures to Waiver providers or Waiver information to Enrollees; 

(k) 	 Compliance with reporting and record-keeping requirements established by the 
State Medicaid Agency; 

(I) 	 Maintaining in its files the original ICF/MR Pre-Admission Evaluation and, 
where applicable, the original Transfer Form; 

(m) 	 Assurance of a statewide provider network adequate to meet the needs of 
Enrollees; 
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(n) 	 Ensuring that Waiver Services providers and subcontractors meet the Waiver 
provider qualifications approved by the Centers for Medicare and Medicaid 
Services; 

(0) 	 Ensuring that Waiver Services providers have a signed provider agreement 
which includes a requirement for compliance with the Division of Mental 
Retardation Services Provider Manual in the delivery of waiver services; 

(p) 	 Assurance of the health and safety of Enrollees through the implementation of 
a comprehensive quality monitoring program; 

(q) 	 Reporting instances of abuse, neglect, mistreatment or exploitation to 
appropriate state agencies; 

(r) 	 Assurance that Covered Services are provided in accordance with the 
approved Waiver definitions and in accordance with the State Medicaid Agency 
guidelines; 

(s) 	 Compliance with the appeals process specified in TennCare rule 1200-13-13­
.11 to ensure that Enrollees are afforded advance notice and the right to appeal 
an adverse decision and have a fair hearing; 

(t) 	 Ensuring that providers and subcontractors comply with the quality monitoring 
guidelines and requirements established by the State Medicaid Agency, by the 
Operational Administrative Agency, and by the Centers for Medicare and 
Medicaid Services, and with other state and federal laws, rules, and regulations 
affecting the provision of Waiver Services; 

(u) 	 Collection of applicable patient liability from Enrollees; 

(v) 	 Reimbursement of Waiver providers in accordance with policies established by 
the State Medicaid Agency; 

(w) 	 Recoupment of payments made to Waiver providers when there is lack of 
documentation to support that services were provided or there is a lack of 
medical necessity of services, or when inappropriate payments have been 
made due to erroneous or fraudulent billing; and 

(x) 	 Expenditure and revenue reporting in accordance with state and federal 
requirements. 

(10) 	 Reimbursement. 

(a) 	 The average per capita fiscal year expenditure under the Waiver shall not 
exceed 100% of the average per capita expenditure that would have been 
made in the fiscal year if care had been provided in an ICF/MR. The total 
Medicaid expenditure for Waiver Services and other Medicaid services 
provided to Enrollees shall not exceed 100% of the amount that would have 
been incurred in the fiscal year if care was provided in an ICF/MR. 
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(b) 	 The Operational Administrative Agency shall be reimbursed for Waiver 
Services at the rate per unit of service actually paid by the Operational 
Administrative Agency to the Waiver service provider or at the maximum rate 
per unit of service established by the State Medicaid Agency, whichever is less. 

(c) 	 In accordance with 42 CFR § 435.726, the Operational Administrative Agency 
shall make a diligent effort to collect patient liability if it applies to the Enrollee. 
The Operational Administrative Agency or its designee shall complete 
appropriate forms showing the individual's amount of monthly income and shall 
submit them to the Tennessee Department of Human Services. The 
Tennessee Department of Human Services shall issue the appropriate forms to 
the Operational Administrative Agency and to the State Medicaid Agency's 
fiscal agent that processes and pays vendor claims, specifying the amount of 
patient liability to be applied toward the cost of care for the Enrollee. 

(d) 	 The Operational Administrative Agency shall submit bills for services to the 
State Medicaid Agency's fiscal agent using a claim form approved by the State 
Medicaid Agency. On claim forms, the Operational Administrative Agency shall 
use a provider number assigned by the State Medicaid Agency. 

(e) 	 Reimbursement shall not be made to the Operational Administrative Agency for 
therapeutic leave or hospital leave for Enrollees in the Waiver. 

(f) 	 Medicaid benefits other than those specified in the Waiver's scope of Covered 
Services shall be reimbursed by the State Medicaid Agency as otherwise 
provided for by federal and state rules and regulations. 

(g) 	 The Operational Administrative Agency shall be responsible for obtaining the 
physician's initial certification and subsequent Enrollee re-evaluations. Failure 
to perform re-evaluations in a timely manner and in the format approved by the 
State Medicaid Agency shall require a corrective action plan and shall result in 
partial or full recoupment of all amounts paid by the State Medicaid Agency 
during the time period when a re-evaluation had lapsed. 

(h) 	 The State Medicaid Agency shall be responsible for defining and establishing 
the billing units to be used by the Operational Administrative Agency in billing 
for Waiver Services. 

(i) 	 An Operational Administrative Agency that enrolls an individual without an 
approved ICF/MR Pre-Admission Evaluation or, where applicable, an approved 
Transfer Form does so without the assurance of reimbursement. An 
Operational Administrative Agency that enrolls an individual who has not been 
determined by the Tennessee Department of Human Services to be financially 
eligible to have Medicaid make reimbursement for covered services does so 
without the assurance of reimbursement. 

(11) Appeals. 	 An Enrollee shall have the right to appeal an adverse action in accordance 
with TennCare rule 1200-13-13-.11. 
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Authority: T. G.A. §§4-5-202, 4-5-209, 71-5-105, 71-5-109, and Executive Order No. 
23. Administrative History: Original rule filed July 6, 2001; effective September 19, 
2001. Amendment filed June 20, 2007; effective September 3, 2007. Public necessity 
rule filed July 1, 2009; effective through December 13, 2009. Amendments filed 
September 11, 2009; effective December 10, 2009. 

1200-13-01-.26 REPEALED. 

Authority: T. G.A. §§4-5-202, 4-5-209, 71-5-105, 71-5-109, and Executive Order No. 
23. Administrative History: Original rule filed July 28, 2004; effective October 11, 
2004. Public necessity rule filed August 30, 2007; effective through February 11, 2008. 
Amendment filed November 30, 2007; effective February 13, 2008. 

1200-13-01-.27 REPEALED. 

Authority: T. G.A. §§4-5-202, 4-5-209, 71-5-105, 71-5-109, and Executive Order No. 
23. Administrative History: Original rule filed July 28, 2004; effective October 11, 
2004. Public necessity rule filed December 28, 2007; effective through June 10, 2008. 
Repeal of rule filed March 27, 2008; effective June 10, 2008. 

1200-13-01-.28 HOME AND COMMUNITY BASED SERVICES WAIVER FOR 
PERSONS WITH MENTAL RETARDATION UNDER SECTION 1915(c) OF THE 
SOCIAL SECURITY ACT (ARLINGTON MR WAIVER). 

(1) Definitions: The following definitions shall apply for interpretation of this rule: 

(a) 	 Behavioral Respite Services - services that provide Respite for an Enrollee who 
is experiencing a behavioral crisis that necessitates removal from the current 
residential setting in order to resolve the behavioral crisis. 

(b) 	 Behavior Services - assessment and amelioration of Enrollee behavior that 
presents a health or safety risk to the Enrollee or others or that significantly 
interferes with home or community activities; determination of the settings in 
which such behaviors occur and the events which precipitate the behaviors; 
development, monitoring, and revision of crisis prevention and behavior 
intervention strategies; and training of caregivers who are responsible for direct 
care of the Enrollee in prevention and intervention strategies. 

(c) 	 Bureau of TennCare - the bureau in the Tennessee Department of Finance and 
Administration which is the State Medicaid Agency and is responsible for 
administration of the Medicaid program in Tennessee. 

(d) 	 Certification - the process by which a physician, who is licensed as a doctor of 
medicine or doctor of osteopathy, signs and dates a Pre-Admission Evaluation 
signifying that the named individual requires services provided through the 
Home and Community Based Services Waiver for Persons with Mental 
Retardation as an alternative to care in an Intermediate Care Facility for the 
Mentally Retarded. 
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(e) 	 Covered Services or Covered Waiver Services - The services which are 

available through Tennessee's Home and Community Based Services Waiver 
for Persons with Mental Retardation when medically necessary and when 
provided in accordance with the Waiver as approved by the Centers for 
Medicare and Medicaid Services. 

(f) 	 Day Services - individualized services and supports that enable an Enrollee to 
acquire, retain, or improve skills necessary to reside in a community-based 
setting; to participate in community activities and utilize community resources; 
to acquire and maintain employment; and to participate in retirement activities. 

(g) 	 Denial - as used in regard to Waiver Services, the term shall mean the 
termination, suspension, or reduction in amount, scope, and duration of a 
Waiver Service or a refusal or failure to provide such service. 

(h) 	 Dental Services - accepted dental procedures which are provided to Enrollees 
age twenty-one (21) years or older, as specified in the Plan of Care. Dental 
Services may include preventive dental services, fillings , root canals, 
extractions, periodontics, the provision of dentures, and other dental treatments 
to relieve pain and infection. 

(i) 	 Disenrollment - the voluntary or involuntary termination of enrollment of an 
individual receiving services through the Home and Community Based 
Services Waiver for Persons with Mental Retardation. 

(j) 	 Enrollee - a Medicaid Eligible who is enrolled in the Home and Community 
Based Services Waiver for Persons with Mental Retardation. 

(k) 	 Environmental Accessibility Modifications - only those interior or exterior 
physical modifications to the Enrollee's place of residence which are required 
to ensure the health, welfare and safety of the Enrollee or which are necessary 
to enable the Enrollee to function with greater independence. 

(I) 	 Family Model Residential Support - a type of residential service having 
individualized services and supports that enable an Enrollee to acquire, retain, 
or improve skills necessary to reside successfully in a family environment in the 
home of trained caregivers other than the family of origin. The service includes 
direct assistance as needed with activities of daily living, household chores 
essential to the health and safety of the enrollee, budget management, 
attending appointments, and interpersonal and social skills building to enable 
the Enrollee to live in a home in the community. It also may include medication 
administration as permitted under Tennessee's Nurse Practice Act. 

(m) 	 Home (of an Enrollee) - the residence or dwelling in which the Enrollee resides, 
excluding hospitals, nursing facilities, Intermediate Care Facilities for the 
Mentally Retarded, Assisted Living Facilities and Homes for the Aged. 

(n) 	 Home and Community Based Services Waiver for Persons with Mental 
Retardation or 'Waiver" - the Home and Community Based Services waiver 
program approved for Tennessee by the Centers for Medicare and Medicaid 

December, 2009 (Revised) 	 280 

http:1200-13-01-.28


GENERAL RULES 	 CHAPTER 1200-13-01 


(Rule 1200-13-01-.28, continued) 
Services to provide services to a specified number of Medicaid-eligible 
individuals who have mental retardation and who meet the criteria for Medicaid 
reimbursement of care in an Intermediate Care Facility for the Mentally 
Retarded. 

(0) 	 ICF/MR Pre-Admission Evaluation (ICF/MR PAE) - the assessment form used 
by the State Medicaid Agency to document the current medical and habilitative 
needs of an individual with mental retardation and to document that the 
individual meets the Medicaid level of care eligibility criteria for care in an 
ICF/MR. 

(p) 	 Individual Support Plan - the individualized written Plan of Care. 

(q) 	 Individual Transportation Services -non-emergency transport of an Enrollee to 
and from approved activities specified in the Plan of Care. 

(r) 	 Intermediate Care Facility for the Mentally Retarded (lCF/MR) - a licensed 
facility approved for Medicaid vendor reimbursement that provides specialized 
services for individuals with mental retardation or related conditions and that 
complies with current federal standards and certification requirements for an 
ICF/MR. 

(s) 	 Medicaid Eligible - an individual who has been determined by the Tennessee 
Department of Human Services to be financially eligible to have the State 
Medicaid Agency make reimbursement for covered services. 

(t) 	 Medicaid State Plan - the plan approved by the Centers for Medicare and 
Medicaid Services which specifies the covered benefits for the Medicaid 
program in Tennessee. 

(u) 	 Medical Residential Services - a type of residential service provided in a 
residence where all residents require direct skilled nursing services and 
habilitative services and supports that enable an Enrollee to acquire, retain, or 
improve skills necessary to reside in a community-based setting. Medical 
Residential Services must be ordered by the Enrollee's physician, physician 
assistant, or nurse practitioner, who shall document the medical necessity of 
the services and specify the nature and frequency of the nursing services. The 
enrollee who receives Medical Residential Services shall require direct skilled 
nursing services on a daily basis and at a level which cannot for practical 
purposes be provided through two or fewer daily skilled nursing visits. The 
service includes direct assistance as needed with activities of daily living, 
household chores essential to the health and safety of the enrollee, budget 
management, attending appOintments, and interpersonal and social skills 
building to enable the enrollee to live in a home in the community. It also may 
include medication administration as permitted under Tennessee's Nurse 
Practice Act. 

(v) 	 Nursing Services -skilled nursing services that fall within the scope of 
Tennessee's Nurse Practice Act and that are directly provided to the Enrollee 
in accordance with a plan of care. Nursing Services shall be ordered by the 
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Enrollee's physician, physician assistant, or nurse practitioner, who shall 
document the medical necessity of the services and specify the nature and 
frequency of the nursing services. 

(w) 	 Nutrition Services - assessment of nutritional needs, nutritional counseling, and 
education of the Enrollee and of caregivers responsible for food purchase, food 
preparation, or assisting the Enrollee to eat. Nutrition Services are intended to 
promote healthy eating practices and to enable the Enrollee and direct support 
professionals to follow special diets ordered by a physician, physician 
assistant, or nurse practitioner. 

(x) 	 Occupational Therapy Services - diagnostic, therapeutic, and corrective 
services which are within the scope of state licensure. Occupational Therapy 
Services provided to improve or maintain current functional abilities as well as 
prevent or minimize deterioration of chronic conditions leading to a further loss 
of function are also included within this definition. 

(y) 	 Operational Administrative Agency - the approved agency with which the State 
Medicaid Agency contracts for the administration of the day-to-day operations 
of the Home and Community Based Services Waiver for Persons with Mental 
Retardation. 

(z) 	 Orientation and Mobility Training - assessment of the ability of an Enrollee who 
is legally blind to move independently, safely, and purposefully in the home and 
community environment; orientation and mobility counseling; and training and 
education of the Enrollee and of caregivers responsible for assisting in the 
mobility of the Enrollee. 

(aa) 	 Personal Assistance - the provision of direct assistance with activities of daily 
living (e.g., bathing, dressing, personal hygiene, eating, meal preparation 
excluding cost of food), household chores essential to the health and safety of 
the enrollee, budget management, attending appointments, and interpersonal 
and social skills building to enable the Enrollee to live in a home in the 
community. It also may include medication administration as permitted under 
Tennessee's Nurse Practice Act. 

(bb) 	 Personal Emergency Response System - a stationary or portable electronic 
device used in the Enrollee's place of residence which enables the Enrollee to 
secure help in an emergency. The system shall be connected to a response 
center staffed by trained professionals who respond upon activation of the 
electronic device. 

(cc) 	 Physical Therapy Services - diagnostic, therapeutic, and corrective services 
which are within the scope of state licensure. Physical Therapy Services 
provided to improve or maintain current functional abilities as well as prevent or 
minimize deterioration of chronic conditions leading to a further loss of function 
are also included within this definition. 

(dd) Plan of Care - an individualized written Plan of Care which describes the 
medical and other services (regardless of funding source) to be furnished to the 
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Enrollee, the Waiver Service frequency, and the type of provider who will 
furnish each Waiver Service and which serves as the fundamental tool by 
which the State ensures the health and welfare of Enrollees. 

(ee) 	 Qualified Mental Retardation Professional (QMRP) - an individual who meets 
current federal standards, as published in the Code of Federal Regulations, for 
a qualified mental retardation professional. 

(ff) 	 Re-evaluation - the annual process approved by the State Medicaid Agency by 
which a licensed physician or registered nurse or a Qualified Mental 
Retardation Professional assesses the Enrollee's need for continued Waiver 
Services and certifies in writing that the Enrollee continues to require Waiver 
Services. 

(gg) 	 Residential Habilitation - a type of residential service having individualized 
services and supports that enable an Enrollee to acquire, retain, or improve 
skills necessary to reside in a community-based setting including direct 
assistance with activities of daily living essential to the health and safety of the 
Enrollee, budget management, attending appointments, and interpersonal and 
social skills building to enable the Enrollee to live in a home in the community. 
It also may include medication administration as permitted under Tennessee's 
Nurse Practice Act. 

(hh) 	 Respite - services provided to an Enrollee when unpaid caregivers are absent 
or incapacitated due to death, hospitalization, illness or injury, or when unpaid 
caregivers need relief from routine caregiving responsibilities. 

(ii) 	 Safety Plan - an individualized plan by which the Operational Administrative 
Agency ensures the health, safety and welfare of Enrollees who do not have 
24-hour direct care services. 

OJ) 	 Specialized Medical Equipment and Supplies and Assistive Technology ­
assistive devices, adaptive aids, controls or appliances which enable an 
Enrollee to increase the ability to perform activities of daily living, or to 
perceive, control or communicate with the environment, and supplies for the 
proper functioning of such items. Specialized Medical Equipment, Supplies 
and Assistive Technology shall be recommended by a qualified health care 
professional (e.g., occupational therapist, physical therapist, speech language 
pathologist, phYSician or nurse practitioner) based on an assessment of the 
Enrollee's needs and capabilities and shall be furnished as specified in the 
Plan of Care. Specialized Medical Equipment and Supplies and Assistive 
Technology may also include a face-to-face consultative assessment by a 
physical therapist, occupational therapist or speech therapist to assure that 
Specialized Medical Equipment and Assistive Technology which requires 
custom fitting meets the needs of the Enrollee and may include training of the 
Enrollee by a physical therapist, occupational therapist or speech therapist to 
effectively utilize such customized equipment. 

(kk) Speech, Language and Hearing Services - diagnostic, therapeutic and 
corrective services which are within the scope of state licensure which enable 
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an Enrollee to improve or maintain current functional abilities and to prevent or 
minimize deterioration of chronic conditions leading to a further loss of function. 

(II) 	 State Medicaid Agency - the bureau in the Tennessee Department of Finance 
and Administration which is responsible for administration of the Title XIX 
Medicaid program in Tennessee. 

(mm) Subcontractor - an individual, organized partnership, professional corporation, 
or other legal association or entity which enters into a written contract with the 
Operational Administrative Agency to provide Waiver Services to an Enrollee. 

(nn) 	 Support Coordination - case management services that assist the Enrollee in 
identifying, selecting, obtaining, coordinating and using both paid services and 
natural supports to enhance the Enrollee's independence, integration in the 
community and productivity as specified in the Enrollee's Plan of Care. 
Support Coordination shall be person-centered and shall include, but is not 
limited to, ongoing assessment of the Enrollee's strengths and needs; 
development, evaluation and revision of the Plan of Care; assistance with the 
selection of service providers; provision of general education about the Waiver 
program, including Enrollee rights and responsibilities; and monitoring 
implementation of the plan of care and initiating individualized corrective 
actions as necessary (e.g., reporting, referring, or appealing to appropriate 
entities). 

(00) 	 Support Coordinator - the person who is responsible for developing the 
Individual Support Plan and participating in the development of, monitoring and 
assuring the implementation of the Plan of Care; who provides Support 
Coordination services to an Enrollee; and who meets the qualifications for a 
Support Coordinator as specified in the Home and Community Based Services 
Waiver for Persons with Mental Retardation. 

(pp) 	 Supported Living - a type of residential service having individualized services 
and supports that enable an Enrollee to acquire, retain or improve skills 
necessary to reside in a home that is under the control and responsibility of the 
Enrollee. The service includes direct assistance as needed with activities of 
daily living, household chores essential to the health and safety of the Enrollee, 
budget management, attending appointments, and interpersonal and social 
skills building to enable the Enrollee to live in a home in the community. It also 
may include medication administration as permitted under Tennessee's Nurse 
Practice Act. 

(qq) 	 Transfer Form - the form approved by the State Medicaid Agency and used to 
document the transfer of an Enrollee having an approved unexpired ICF/MR 
Pre-Admission Evaluation from the Waiver to an ICF/MR, from an ICF/MR to 
the Waiver or from one MR Waiver program to another MR Waiver program. 
For purposes of transfer to an MR Waiver program, whether from an ICF/MR or 
from another MR Waiver program, such Transfer Form shall be processed by 
TennCare only if submitted by the Division of Intellectual Disabilities Services 
(DIDS). DIDS shall submit a Transfer Form only after verifying that the person 
otherwise meets all applicable admission criteria for the applicable MR Waiver 
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program, as the Transfer Form accomplishes only the transfer of the level of 
care eligibility. 

(rr) 	 Vehicle Accessibility Modifications - interior or exterior physical modifications to 
a vehicle owned by the Enrollee or to a vehicle which is owned by the guardian 
or conservator of the Enrollee and which is routinely available for transport of 
the Enrollee. Such modifications must be intended to ensure the transport of 
the Enrollee in a safe manner. 

(ss) 	 Vision Services - routine eye examinations and refraction ; standard or special 
frames for eyeglasses; standard, bifocal, multifocal or special lenses for 
eyeglasses; contact lenses; and dispensing fees for ophthalmologists, 
optometrists, and opticians. 

(2) 	 Covered Services and Limitations. 

(a) 	 Behavioral Respite Services. 

1 . 	 Behavioral Respite Services may be provided in a Medicaid-certified 
ICF/MR, in a licensed respite care facility, or in a home operated by a 
licensed residential provider. 

2. 	 Reimbursement shall not be made for the cost of room and board except 
when provided as part of Behavioral Respite Services furnished in a 
facility approved by the State that is not a private residence. 

3. 	 Behavioral Respite Services shall be limited to a maximum of sixty (60) 
days per Enrollee per year. 

4. 	 Enrollees who receive Behavioral Respite Services shall be eligible to 
receive Individual Transportation Services only to the extent necessary 
during the time period when Behavioral Respite Services is being 
provided. 

(b) 	 Behavior Services. 

1. 	 Behavior Services shall not be billed when provided during the same time 
period as Physical Therapy; Occupational Therapy; Nutrition Services; 
Orientation and Mobility Training; or Speech, Language and Hearing 
Services, unless there is documentation in the Enrollee's record of 
medical justification for the two services to be provided concurrently. 

2. 	 Behavior Services shall be provided face to face with the Enrollee except 
that enrollee specific training of staff may be provided INhen the Enrollee 
is not presentfor enrollee-specific training of staff; behavior assessment 
and plan development; and presentation of enrollee behavior information 
at human rights committee meetings, behavior support committee 
meetings. and enrollee planning meetings. 
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3. 	 Reimbursement for presentation of enrollee behavior information at 

meetings shall be limited to a maximum of 5 hours per enrollee per year 
per provider. Reimbursement for behavior assessments shall be limited 
to a maximum of 8 hours per assessment with a maximum of 2 
assessments per year. Reimbursement for behavior plan development 
resulting from such a behavior assessment and the training of staff on the 
plan during the first 30 days following its approval for use shall be limited 
to a maximum of 6 hours 

(c) 	 Day Services. 

1. 	 Day Services may be provided in settings such as specialized facilities 
licensed to provide Day Services, community centers or other community 
sites, or job sites. Services may also be provided in the Enrollee's place 
of residence if there is a health, behavioral, or other medical reason or if 
the Enrollee has chosen retirement. This service shall not be provided in 
inpatient hospitals, nursing facilities, and Intermediate Care Facilities for 
the Mentally Retarded (ICF/MR's). 

2. 	 With the exception of employment that is staff supported, Day Services 
shall be provided only on weekdays during the day (i.e., between the 
hours of 7:30 a.m. and 6:00 p.m.), as specified in the Plan of Care. 

3. 	 Day Services shall be limited to a maximum of six (6) hours per day and 
five (5) days per week up to a maximum of 243 days per Enrollee per 
year. 

4 . 	 Transportation to and from the Enrollee's place of residence to Day 
Services and transportation that is needed during the time that the 
Enrollee is receiving Day Services shall be a component of Day Services 
and shall be included in the Day Services reimbursement rate (i.e., it shall 
not be billed as a separate Waiver service) with the following exceptions: 

(i) 	 Transportation to and from medical services covered through the 
Medicaid State Plan , which shall not be billed as a Waiver service; 
or 

(ii) 	 Transportation necessary for Orientation and Mobility Training. 

5. 	 Day Services shall not replace services available under a program funded 
by the Rehabilitation Act of 1973 or the Individuals with Disabilities 
Education Act. 

6. 	 For an Enrollee receiving employment supports, reimbursement shall not 
be made for incentive payments, subsidies or unrelated vocational 
training expenses such as the following: 

(i) 	 Incentive payments made to an employer to encourage or subsidize 
the employer's participation in a supported employment program; 
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(ii) 	 Payments that are passed through to users of supported 

employment programs; or 

(iii) 	 Payments for vocational training that is not directly related to an 
Enrollee's supported employment program. 

(d) 	 Dental Services. 

1. 	 Dental Services shall not include hospital outpatient or inpatient facility 
services or related anesthesiology, radiology, pathology, or other medical 
services in such setting. 

2. 	 Dental Services shall exclude orthodontic services. 

3. 	 Dental Services shall be limited to adults age twenty-one (21) years or 
older who are enrolled in the Waiver. 

(e) 	 Environmental Accessibility Modifications. 

1. 	 Environmental Accessibility Modifications which are considered 
improvements to the home (e.g., roof or flooring repair, installing carpet, 
installation of central air conditioning, construction of an additional room) 
are excluded from coverage. 

2. 	 Any modification which is not of direct medical or remedial benefit to the 
Enrollee is excluded from coverage. 

3. 	 Modification of an existing room which increases the total square footage 
of the home is also excluded unless the modification is necessary to 
improve the accessibility of an Enrollee having limited mobility, in which 
case the modification shall be limited to the minimal amount of square 
footage necessary to accomplish the increased accessibility. 

4. 	 Environmental Accessibility Modifications shall be limited to a maximum 
of $15,000 per Enrollee per two (2) year period. 

(f) 	 Family Model Residential Support. 

1. 	 With the exception of homes that were already providing services to three 
(3) residents prior to January 1, 2004, a Family Model Residential 
Support home shall have no more than two (2) residents who receive 
services and supports. 

2. 	 The Family Model Residential Support provider shall be responsible for 
providing an appropriate level of services and supports twenty-four (24) 
hours per day during the hours the Enrollee is not receiving Day Services 
or is not at school or work. 
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3. 	 Transportation shall be a component of Family Model Residential Support 

and shall be included in the reimbursement rate for such (i.e., it shall not 
be billed as a separate Waiver service) with the following exceptions: 

(i) 	 Transportation to and from medical services covered through the 
Medicaid State Plan, which shall not be billed as a Waiver service; 

(ii) 	 Transportation necessary for Behavioral Respite Services; or 

(iii) 	 Transportation necessary for Orientation and Mobility Training. 

4. 	 This service shall not be provided in inpatient hospitals, nursing facilities, 
and Intermediate Care Facilities for the Mentally Retarded (ICF/MR's). 

5. 	 Reimbursement for Family Model Residential Support shall not be made 
for room and board or for the cost of maintenance of the dwelling, and 
reimbursement shall not include payment made to the Enrollee's parent, 
step-parent, spouse, child, or sibling or to any other individual who is a 
conservator unless so permitted in the Order for Conservatorship. 

(g) 	 Individual Transportation Services. 

1. 	 An Enrollee receiving Orientation and Mobility Training shall be eligible to 
receive Individual Transportation Services to the extent necessary for 
participation in Orientation and Mobility Training. Enrollees who receive 
Respite, Behavioral Respite Services, or Personal Assistance shall be 
eligible to receive Individual Transportation Services only to the extent 
necessary during the time period '1Jhen Respite, Behavioral Respite 
Services. or Personal Assistance is beina orovided. 

&.--Individual Transportation Services shall not be used for: 

.Lfi1 	 Transportation to and from Day Services; 

2.M Transportation to and from supported or competitive employment; 

3.{-m1 Transportation of school aged children to and from school; 

4.M Transportation to and from medical services covered by the 
Medicaid State Plan; or 

~M Transportation of an Enrollee receiving a residential service, except 
as described herein for Orientation and Mobility Training or 
Behavioral Respite Services. 

(h) 	 Medical Residential Services. 

1. 	 The Medical Residential Services provider shall be responsible for 
providing an appropriate level of services and supports twenty-four (24) 
hours per day when the Enrollee is not receivina Dav Services or is not at 
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school or 'Nark not at school and shall be responsible for the cost of Day 
Services needed by the enrollee. 

2. 	 Transportation shall be a component of Medical Residential Services and 
shall be included in the reimbursement rate for such (i.e. , it shall not be 
billed as a separate Waiver service) with the following exceptions: 

(i) 	 Transportation to and from medical services covered through the 
Medicaid State Plan, which shall not be billed as a Waiver service; 

(ii) 	 Transportation necessary for Behavioral Respite Services; or 

(iii) 	 Transportation necessary for Orientation and Mobility Training . 

3. 	 Reimbursement for Medical Residential Services shall not include the 
cost of maintenance of the dwelling, and reimbursement shall not include 
payment made to members of the Enrollee's immediate family or to the 
Enrollee's conservator. Reimbursement shall not be made for room and 
board if the home is rented, leased, or owned by the provider. If the 
home is rented, leased, or owned by the Enrollee, reimbursement shall 
not be made for room and board with the exception of a reasonable 
portion that is attributed to a live-in caregiver who is unrelated to the 
Enrollee and who provides services to the Enrollee in the Enrollee's place 
of residence. If an Enrollee owns or leases the place of residence, 
residential expenses (e.g., phone, cable TV, food , rent) shall be 
apportioned between the Enrollee, other residents in the home, and (as 
applicable) live-in or other caregivers. 

4. 	 This service shall not be provided in inpatient hospitals, nursing facilities, 
and Intermediate Care Facilities for the Mentally Retarded (ICF/MR's). 

5. 	 Medical Residential Services providers must be licensed by the 
Department of Mental Health and Developmental Disabilities as a Mental 
Retardation Residential Habilitation Facility provider or a Supported 
Living Service provider and ensure that employed nurses are licensed to 
practice in the state of Tennessee. 

(i) 	 Nursing Services. 

1. 	 Nursing Services shall be provided face to face with the Enrollee by a 
licensed registered nurse or licensed practical nurse under the 
supervision of a registered nurse. 

2. 	 Nursing assessment and/or nursing oversight shall not be a separate 
billable service under this definition. 

3. 	 This service shall be provided in home and community settings, as 
specified in the Plan of Care, excluding inpatient hospitals, nursing 
facilities, and Intermediate Care Facilities for the Mentally Retarded 
(lCF/MR's). 
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4. 	 An Enrollee who is receiving Medical Residential Services shall not be 
eligible to receive Nursing Services during the hours Medical Residential 
Services are being provided. 

5. 	 Nursing Services shall not be billed when provided during the same time 
period as other therapies unless there is documentation in the Enrollee's 
record of medical justification for the two services to be provided 
concurrently. 

6. 	 Nursing Services are not intended to replace services available through 
the Medicaid State Plan or services available under the Rehabil itation Act 
of 1973 or Individuals with Disabilities Education Act. 

(j) 	 Nutrition Services. 

1. 	 Nutrition Services must be provided face to face with the Enrollee ~ 
purposes of education, with the caregivers responsible for food purchase , 
food preparation, or assisting the Enrollee to eatexcept for enrollee­
specific training of caregivers responsible for food purchase, food 
preparation, or assisting the enrollee to eat and except for that portion of 
the assessment involving development of the plan of care. 

2. 	 Nutrition Services shall not be billed when provided during the same time 
period as Physical Therapy; Occupational Therapy; Speech, Language 
and Hearing Services; Orientation and Mobility Training; or Behavior 
Services, unless there is documentation in the Enrollee's record of 
medical justification for the two services to be provided concurrently. 

3. 	 Nutrition Services shall be limitod to a maximum of 1.5 hours per Enrollee 
per day. Reimbursement for a Nutrition Services assessment visit, which 
includes the Nutritional Services plan development resulting from such an 
assessment, shall be limited to one assessment visit per month with a 
maximum of 3 assessment visits per year per enrollee per provider 
Nutrition Services other than such assessments (e.g., enrollee-specific 
training of caregivers; monitoring dietary compliance and food 
preparation) shall be limited to a maximum of one visit per day. Nutrition 
Services assessments shall not be billed on the same day with other 
Nutrition Services. 

(k) 	 Occupational Therapy Services. 

1. 	 Services must be provided by a licensed occupational therapist or by a 
licensed occupational therapist assistant working under the supervision of 
a licensed occupational therapist. 

2. 	 Occupational Therapy must be provided face to face with the Enrollee 
except for that portion of the assessment involving development of the 
plan of care. 
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3. 	 Occupational Therapy therapeutic and corrective services shall not be 

ordered concurrently with Occupational Therapy assessments (Le., 
assess and treat orders are not accepted). 

4. 	 Occupational Therapy assessments shall not be billed on the same day 
with other Occupational Therapy services. 

5. 	 Occupational Therapy shall not be billed when provided during the same 
time period as Physical Therapy; Speech, Language and Hearing 
Services; Nutrition Services; Orientation and Mobility Training; or 
Behavior Services, unless there is documentation in the Enrollee's record 
of medical justification for the two services to be provided concurrently. 
Occupational Therapy shall not be billed with Day Services if the Day 
Services are reimbursed on a per hour basis. 

6. 	 Occupational Therapy services are not intended to replace services 
available through the Medicaid State Plan or services available under the 
Rehabilitation Act of 1973 or Individuals with Disabilities Education Act. 

7. 	 Occupational Therapy assessments shall be limited to a maximum of 3.0 
hours per enrollee per day, and other Occupational Therapy services 
shall be limited to a maximum of 1.5 hours per Enrollee per 
aayReimbursement for an Occupational Therapy assessment with 
development of an Occupational Therapy plan based on such an 
assessment shall be limited to a maximum of one assessment with plan 
development per month with a maximum of 3 assessments per year per 
enrollee per provider. Occupational Therapy services other than such 
assessments (e.g., enrollee-specific training of caregivers; provision of 
therapeutic services; monitoring progress) shall be limited to a maximum 
of 1.5 hours per enrollee per day. 

(I) 	 Orientation and Mobility Training. 

1. 	 Orientation and Mobility Training shall not be billed when provided during 
the same time period as Physical Therapy; Occupational Therapy; 
Nutrition Services; Behavior Services; or Speech, Language and Hearing 
Services, unless there is documentation in the Enrollee's record of 
medical justification for the two services to be provided concurrently. 

2. 	 Orientation and Mobility Training shall not replace services available 
under a program funded by the Rehabilitation Act of 1973 or Individuals 
with Disabilities Education Act. 

3. 	 Orientation and Mobility Training shall be limited to a maximum of Sixty 
(60) hours of services per Enrollee per year. Reimbursement for an 
Orientation and Mobility Training assessment with development of the 
Orientation and Mobility Training plan based on such an assessment 
shall be limited to a maximum of one assessment with plan development 
per month with a maximum of 3 assessments per year per enrollee per 
provider. Orientation and Mobil ity Training assessments shall not be 
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billed on the same day with other Orientation and Mobility Train ing 
services . Orientation and Mobility Training services other than such 
assessments (e.g., enrollee train ing; enrollee-specific training of 
careg ivers), which shall be reimbursed on a per diem basis, shall be 
limited to a maximum of 52 hours of services per enrollee per year. 

4. 	 Enrollees receiving Orientation and Mobility Training shall be eligible to 
receive Individual Transportation Services to the extent necessary for 
participation in Orientation and Mobility Training. 

(m) 	 Personal Assistance. 

1. 	 Personal Assistance may be provided in the home or community; 
however, it shall not be provided in school settings and shall not be 
provided to replace personal assistance services required to be covered 
by schools or services available through the Medicaid State Plan. 

2. 	 An Enrollee who is receiving a residential service (i.e., Supported Living, 
Residential Habilitation, Medical Residential Services, or Family Model 
Residential Support) shall not be eligible to receive Personal Assistance. 
Personal Assistance shall not be provided during the same time period 
when the Enrollee is receiving Day Services. 

3. 	 This service shall not be provided in inpatient hospitals, nursing facilities, 
and Intermediate Care Facilities for the Mentally Retarded (ICF/MR's). 

4. 	 Family members who provide Personal Assistance must meet the same 
standards as providers who are unrelated to the Enrollee. The Personal 
Assistance provider shall not be the spouse and shall not be the 
Enrollee's parent if the Enrollee is a minor. Reimbursement shall not be 
made to any other individual who is a conservator unless so permitted in 
the Order for Conservatorship. 

(n) 	 Personal Emergency Response System. The system shall be limited to those 
who are alone for parts of the day and who have demonstrated mental and 
physical capability to utilize such a system effectively. 

(0) 	 Physical Therapy Services. 

1. 	 Services must be provided by a licensed physical therapist or by a 
licensed physical therapist assistant working under the supervision of a 
licensed physical therapist. 

2. 	 Physical Therapy must be provided face to face with the Enrollee except 
for that portion of the assessment involving development of the plan of 
care. 

3. 	 Physical Therapy therapeutic and corrective services shall not be ordered 
concurrently with Physical Therapy assessments (i.e., assess and treat 
orders are not accepted). 
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4. 	 Physical Therapy assessments shall not be billed on the same day with 
other Physical Therapy services. 

5. 	 Physical Therapy shall not be billed when provided during the same time 
period as Occupational Therapy; Speech, Language and Hearing 
Services; Nutrition Services; Orientation and Mobil ity Training; or 
Behavior Services, unless there is documentation in the Enrollee's record 
of medical justification for the two services to be provided concurrently. 
Physical Therapy shall not be billed with Day Services if the Day Services 
are reimbursed on a per hour basis. 

6. 	 Physical Therapy services are not intended to replace services available 
through the Medicaid State Plan or services available under the 
Rehabilitation Act of 1973 or Individuals with Disabilities Education Act. 

7. 	 Physical Therapy assessments shall be limited to a maximum of 3.0 
hours per Enrollee per day, and other Physical Therapy services shall be 
limited to a maximum of 1.5 hours per Enrollee per day. Reimbursement 
for a Physical Therapy assessment with development of a Physical 
Therapy plan based on such an assessment shall be limited to a 
maximum of one assessment with plan development per month with a 
maximum of 3 assessments per year per enrollee per provider. Physical 
Therapy services other than such assessments (e.g., enrollee-specific 
training of caregivers; provision of therapeutic services; monitoring 
progress) shall be limited to a maximum of 1.5 hours per enrollee per 
day. 

(p) 	 Residential Habilitation. 

1. 	 A Residential Habilitation home shall have no more than four (4) residents 
with the exception that homes which were already providing services to 
more than 4 residents prior to July 1, 2000, may continue to do so. 

2. 	 The Residential Habilitation provider shall be responsible for providing an 
appropriate level of services and supports twenty-four (24) hours per day 
during the hours the Enrollee is not receiving Day Services or is not at 
school or work. 

3. 	 Transportation shall be a component of Residential Habilitation and shall 
be included in the reimbursement rate for such (i.e., it shall not be billed 
as a separate Waiver service) with the following exceptions: 

(i) 	 Transportation to and from medical services covered through the 
Medicaid State Plan, which shall not be billed as a Waiver service; 

(ii) 	 Transportation necessary for Behavioral Respite Services; or 

(iii) 	 Transportation necessary for Orientation and Mobility Training . 
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4. 	 Reimbursement for Residential Habilitation shall not be made for room 

and board or for the cost of maintenance of the dwelling, and 
reimbursement shall not include payment made to members of the 
Enrollee's immediate family or to the Enrollee's conservator. 

5. 	 This service shall not be provided in inpatient hospitals, nursing facilities, 
and Intermediate Care Facilities for the Mentally Retarded (ICF/MR's) . 

(q) 	 Respite. 

1. 	 Respite may be provided in the Enrollee's place of residence, in a Family 
Model Residential Support home, in a Medicaid-certified ICF/MR, in a 
home operated by a licensed residential provider, or in the home of an 
approved respite provider. 

2. 	 An Enrollee receiving a residential service (i.e., Supported Living, 
Residential Habilitation, Medical Residential Services, or Family Model 
Residential Support) shall not be eligible to receive Respite as a service. 

3. 	 The cost of room and board shall be excluded from Respite 
reimbursement if Respite is provided in a private residence. 

4. 	 Respite shall be limited to a maximum of thirty (30) days per Enrollee per 
year. 

5. 	 Enrollees who receive Respite shall be eligible to receive Individual 
Transportation Services only to the extent necessary during the time 
period when Respite is being provided. 

(r) 	 Specialized Medical Equipment and Supplies and Assistive Technology. 

1. 	 Face-to-face consultative assessment by a physical therapist, 
occupational therapist, or speech therapist to assure that specialized 
medical equipment and assistive technology which requires custom fitting 
meets the needs of the Enrollee and training of the Enrollee by a physical 
therapist, occupational therapist, or speech therapist to effectively utilize 
such customized equipment shall be limited to a maximum of three (3) 
hours per Enrollee per day. 

2. 	 Items not of direct medical or remedial benefit to the Enrollee shall be 
excluded. Items that would be covered by the Medicaid State Plan shall 
be excluded from coverage. Swimming pools, hot tubs, health club 
memberships, and recreational equipment are excluded. Prescription 
and over-the-counter medications, food and food supplements, and 
diapers and other incontinence supplies are excluded. 

3. 	 When medically necessary and not covered by warranty, repair of 
equipment may be covered when it is substantially less expensive to 
repair the equipment rather than to replace it. 
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4. 	 The purchase price for waiver-reimbursed Specialized Medical 

Equipment, Supplies and Assistive Technology shall be considered to 
include the cost of the item as well as basic training on operation and 
maintenance of the item. 

5. 	 Specialized Medical Equipment, Supplies and Assistive Technology shall 
be limited to a maximum of $10,000 per Enrollee per two (2) year period . 

(s) 	 Speech, Language and Hearing Services. 

1. 	 Services must be provided by a licensed speech language pathologist or 
by a licensed audiologist. 

2. 	 Speech, Language and Hearing Services must be provided face to face 
with the Enrollee except for that portion of the assessment involving 
development of the plan of care. 

3. 	 Speech, Language and Hearing therapeutic and corrective services shall 
not be ordered concurrently with Speech, Language and Hearing 
assessments (Le., assess and treat orders are not accepted). 

4. 	 Speech, Language and Hearing Services assessments shall not be billed 
on the same day with other Speech, Language and Hearing Services. 

5. 	 Speech, Language and Hearing Services shall not be billed when 
provided during the same time period as Physical Therapy; Occupational 
Therapy; Nutrition Services; Orientation and Mobility Training; or 
Behavior Services, unless there is documentation in the Enrollee's record 
of medical justification for the two services to be provided concurrently. 
Speech, Language and Hearing Services shall not be billed with Day 
Services if the Day Services are reimbursed on a per hour basis. 

6. 	 Speech, Language and Hearing Services assessments shall be limited to 
a maximum of 3.0 hours per Enrollee per day, and other Speech, 
Language and Hearing Services shall be limited to a maximum of 1.5 
hours per Enrollee per day. Reimbursement for a Speech, Language, and 
Hearing Services assessment with development of a Speech, Language, 
and Hearing Services plan based on such an assessment shall be lim ited 
to a maximum of one assessment with plan development per month with 
a maximum of 3 assessments per year per enrollee per provider. 
Speech, Language, and Hearing Services other than such assessments 
(e.g., enrollee-specific training of caregivers; provision of therapeutic 
services; monitoring progress) shall be limited to a maximum of 1.5 hours 
per enrollee per day. 

(t) 	 Support Coordination. There must be at least one face-to-face contact with the 
Enrollee per calendar month. If the Enrollee receives a residential service, the 
Support Coordinator shall have at least one face-to-face contact with the 
Enrollee in the Enrollee's place of residence each quarter. 
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(u) 	 Supported Living. 

1. 	 The Supported Living provider shall not own the Enrollee's place of 
residence or be a co-signer of a lease on the Enrollee's place of 
residence unless the Supported Living provider signs a written agreement 
with the Enrollee that states that the Enrollee will not be required to move 
if the primary reason is because the Enrollee desires to change to a 
different Supported Living provider. A Supported Living provider shall not 
own, be owned by, or be affiliated with any entity that leases or rents a 
place of residence to an Enrollee if such entity requires, as a condition of 
renting or leasing, the Enrollee to move if the Supported Living provider 
changes. 

2. 	 The Supported Living home shall have no more than three (3) residents 
including the Enrollee. 

3. 	 Unless the residence is individually licensed or inspected by a public 
housing agency utilizing the HUD Section 8 safety checklist, the 
residence must have an operable smoke detector and a second means of 
egress. 

4. 	 The Supported Living provider shall be responsible for providing an 
appropriate level of services and supports twenty-four (24) hours per day 
during the hours the Enrollee is not receiving Day Services or is not at 
school or work. 

5. 	 Transportation shall be a component of Supported Living and shall be 
included in the reimbursement rate for such (Le., it shall not be billed as a 
separate Waiver service) with the following exceptions: 

(i) 	 Transportation to and from medical services covered through the 
Medicaid State Plan, which shall not be billed as a Waiver service; 

(ii) 	 Transportation necessary for Behavioral Respite Services; or 

(iii) 	 Transportation necessary for Orientation and Mobility Training. 

6. 	 Reimbursement for Supported Living shall not be made for room and 
board with the exception of a reasonable portion that is attributed to a 
live-in caregiver who is unrelated to the Enrollee and who provides 
services to the Enrollee in the Enrollee's home. Reimbursement for 
Supported Living shall not include the cost of maintenance of the 
dwelling. Residential expenses (e.g., phone, cable TV, food, rent) shall 
be apportioned between the Enrollee, other residents in the home, and 
(as applicable) live-in or other caregivers. 

7. This service shall not be provided in inpatient hospitals, nursing facilities, 
and Intermediate Care Facilities for the Mentally Retarded (ICF/MR's) . 
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8. 	 The Enrollee or the Enrollee's guardian or conservator shall have a voice 

in choosing the individuals who reside in the Supported Living residence 
and the staff who provide services and supports. 

9. 	 The Enrollee shall have the right to manage personal funds as specified 
in the Individual Support Plan. 

(v) 	 Vehicle Accessibility Modifications. 

1. 	 Replacement of tires or brakes, oil changes, and other vehicle 
maintenance procedures shall be excluded from coverage. 

2. 	 Vehicle Accessibility Modifications shall be limited to a maximum of 
$20,000 per Enrollee per five (5) year period. 

(w) 	 Vision Services. Vision Services shall be limited to adults age twenty-one (21) 
years or older who are enrolled in the Waiver. 

(x) 	 Out-of-State Services. A provider of Personal Assistance, Residential 
Habilitation, Supported Living, Medical Residential Services, and Family Model 
Residential Services may provide such Covered Service outside the State of 
Tennessee and be reimbursed only when provided in accordance with the 
following: 

1. 	 Covered Services provided out of state shall be for the purpose of visiting 
relatives or for vacations and shall be included in the Enrollee's Plan of 
Care. Trips to casinos or other gambling establishments shall be 
excluded from coverage. 

2. 	 Covered Services provided out of state shall be limited to a maximum of 
fourteen (14) days per Enrollee per year. 

3. 	 The waiver service provider agency must be able to assure the health 
and safety of the Enrollee during the period when Covered Services will 
be provided out of state and must be willing to assume the additional risk 
and liability of provision of Covered Services out of state. 

4. 	 During the period when Covered Services are being provided out of state, 
the waiver service provider agency shall maintain an adequate amount of 
staffing to meet the needs of the Enrollee and must ensure that staff meet 
the applicable provider qualifications. 

5. 	 The provider agency which provides Covered Services out of state shall 
not receive any additional reimbursement for provision of services out-of­
state. The costs of travel, lodging, food, and other expenses incurred by 
staff during the provision of out-of-state services shall not be reimbursed 
through the Waiver. The costs of travel, lodging, food, and other 
expenses incurred by the Enrollee while receiving out-of-state services 
shall be the responsibility of the Enrollee and shall not be reimbursed 
through the waiver. 
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(y) 	 All Covered Services to be provided prior to the development of the initial 
Individual Support Plan must be included in the physician's plan of care section 
of the Pre-Admission Evaluation application. 

(3) 	 Eligibility. 

(a) 	 To be eligible for enrollment in the Waiver, an individual must meet all of the 
following criteria: 

1. 	 The individual must be a resident of the State of Tennessee. 

2. 	 The individual must be a class member certified in United States vs. State 
of Tennessee, et. al. (Arlington Developmental Center). 

3. 	 The individual must, but for the provision of Waiver Services, require the 
level of care provided in an ICF/MR, and must meet the ICF/MR eligibility 
criteria specified in TennCare rule 1200-13-01-.15, except that 
requ irements pertaining to a psychological evaluation shall be in 
accordance with rule 1200-13-01-.28(3)(a)6. 

4. 	 The individual's habilitative, medical, and specialized services needs must 
be such that they can be effectively and safely met through the Waiver, 
as determined by the Operational Administrative Agency based on a pre­
enrollment assessment. 

5. 	 The individual must have an unexpired ICF/MR Pre-Admission Evaluation 
which has been approved by the State Medicaid Agency or by its 
designee and which lists the Enrollee's specific Waiver Services with the 
amount, scope, and duration of the services. 

6. 	 The individual must have a psychological evaluation included as part of 
the approved Pre-Admission Evaluation which meets the following: 

(i) 	 The psychological evaluation shall document that the individual has 
mental retardation manifested before eighteen (18) years of age 
and has an IQ test score of seventy (70) or below; and 

(ii) 	 There is no time limit for when the psychological evaluation is 
conducted as long as it is completed prior to the submission of the 
PAE, and as long as the evaluation meets the requirements 
specified in 1200-13-01-.28(3)(a)6.(i) above, and the person's 
current medical, social, developmental and psycho-social history 
continues to support the evaluation. 

(iii) 	 A new psychological evaluation performed within ninety (90) 
calendar days preceding the date of admission into the waiver shall 
be required if the person's condition has significantly changed, or 
the original evaluation is not otherwise consistent with the person's 
current medical, social , developmental and psycho-social history. 
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7. 	 The individual shall have one or more designated adults who shall be 
present in the individual's home to observe, evaluate, and provide an 
adequate level of direct care services to ensure the health and safety of 
the individual. 

(i) 	 An individual who does not have 24-hour-per-day direct care 
services shall: 

(I) Have an individualized Safety Plan that: 

I. 	 Is based on a written assessment of the individual's 
functional capabilities and habilitative, medical, and 
specialized services needs by the Independent Support 
Coordinator in consultation with individuals who are 
knowledgeable of the individual's capability of functioning 
without direct care services twenty-four (24) hours per 
day; 

II. 	 Addresses the individual's capability of functioning when 
direct care staff are not present; 

III. 	 Addresses the ability of the individual to self-administer 
medications when direct care staff are not present; 

IV. 	 Specifies whether a Personal Emergency Response 
System will be used by the individual to secure help in an 
emergency; 

V. 	 Is updated as needed, but no less frequently than 
annually, by the Operational Administrative Agency to 
ensure the health and safety of the individual; and 

VI. 	 Is an attachment to the ICF/MR PAE or, if applicable, to 
the Transfer Form. 

(II) 	 Have one or more designated adults who shall be present in 
the individual's home to observe, evaluate, and provide an 
adequate level of direct care services to ensure the health and 
safety of the individual as needed but no less frequently than 
one day each week. 

8. 	 An individual must have a place of residence with an environment that is 
adequate to reasonably ensure health, safety and welfare. Any licensed 
facility in which the individual resides must meet all applicable fire and 
safety codes. 

(b) 	 A Transfer Form approved by the State Medicaid Agency: 
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1. 	 May be used to transfer an Enrollee having an approved unexpired 

ICF/MR PAE from the Waiver to an ICF/MR; 

2. 	 May be used to transfer an individual having an approved unexpired 
ICF/MR PAE from an ICF/MR to the Waiver; 

3. 	 May be used to transfer an individual from one MR Waiver to a different 
Home and Community Based Services MR Waiver Program as specified 
in 1200-13-01-.28(1 )(qq) above; and 

4. 	 Shall include an initial plan of care that lists the Enrollee's specific Waiver 
Services with the amount, scope, and duration of the services. 

(4) 	 Intake and Enrollment. 

(a) 	 When an individual is determined to be likely to require the level of care 
provided by an ICF/MR, the Operational Administrative Agency shall inform the 
individual or the individual's legal representative of any feasible alternatives 
available under the Waiver and shall offer the choice of available institutional 
services or Waiver program services. Notice to the individual shall contain: 

1. 	 A simple explanation of the Waiver and Covered Services; 

2. 	 Notification of the opportunity to apply for enrollment in the Waiver and an 
explanation of the procedures for enrollment; and 

3. 	 A statement that participation in the Waiver is voluntary. 

(b) 	 Enrollment in the Waiver shall be voluntary, but shall be restricted to the 
maximum number of individuals specified in the Waiver, as approved by the 
Centers for Medicare and Medicaid Services for the State of Tennessee. 

(c) 	 Enrollment of new Enrollees into the Waiver may be suspended when the 
average per capita fiscal year expenditure under the Waiver exceeds or is 
reasonably anticipated to exceed 100% of the average per capita expenditure 
that would have been made in the fiscal year if the care was provided in an 
ICF/MR. 

(5) 	 Certification and Re-evaluation. 

(a) 	 The ICF/MR Pre-Admission Evaluation shall include a signed and dated 
certification by the individual's physician that the individual requires Waiver 
Services. 

(b) 	 The Operational Administrative Agency shall perform a re-evaluation of the 
Enrollee's need for continued stay in the Waiver within twelve (12) calendar 
months of the date of enrollment and at least every twelve (12) months 
thereafter. The re-evaluation shall be documented in a format approved by the 
State Medicaid Agency and shall be performed by a licensed physician or 
registered nurse or a Qualified Mental Retardation Professional. 
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(c) 	 The Operational Administrative Agency shall maintain in its files for a minimum 
period of three (3) years a copy of the re-evaluations of need for continued 
stay. 

(6) 	 Disenrollment. 

(a) 	 Voluntary disenrollment of an Enrollee from the Waiver may occur at any time 
upon written notice from the Enrollee or the Enrollee's guardian or conservator 
to the Operational Administrative Agency. Prior to disenrollment the 
Operational Administrative Agency shall provide reasonable assistance to the 
Enrollee in locating appropriate alternative placement. 

(b) 	 An Enrollee may be involuntarily disenrolled from the Waiver for any of the 
following reasons: 

1. 	 The Home and Community Based Services Waiver for Persons with 
Mental Retardation is terminated. 

2. 	 An Enrollee becomes ineligible for Medicaid or is found to be erroneously 
enrolled in the Waiver. 

3. 	 An Enrollee moves out of the State of Tennessee. 

4. 	 The condition of the Enrollee improves such that the Enrollee no longer 
requires the level of care provided by the Waiver. 

5. 	 The Enrollee's medical or behavioral needs become such that the health, 
safety, and welfare of the Enrollee cannot be assured through the 
provision of Waiver Services. 

6. 	 The home or home environment of the Enrollee becomes unsafe to the 
extent that it would reasonably be expected that Waiver Services could 
not be provided without significant risk of harm or injury to the Enrollee or 
to individuals who provide covered services to the Enrollee. 

7. 	 The Enrollee or the Enrollee's guardian or conservator refuses to abide by 
the Plan of Care or related Waiver policies, resulting in the inability of the 
Operational Administrative Agency to ensure quality care or the health 
and safety of the Enrollee. 

8. 	 The health, safety and welfare of the Enrollee cannot be assured due to 
the lack of an approved Safety Plan. 

9. 	 The Enrollee was transferred to a hospital, nursing facility, Intermediate 
Care Faci lity for persons with Mental Retardation (or pursuant to federal 
law, Intermediate Care Facility for the Mentally Retarded}, Assisted Living 
Facility, and/or Home for the Aged and has resided there for a continuous 
period exceeding 120 days, if such period began prior to March 1, 2010, 
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or a period exceeding 90 days if such period begins on or after March 1, 
2010. 

(c) 	 The Operational Administrative Agency shall notify the State Medicaid Agency 
in writing prior to involuntary disenrollment of an Enrollee and shall give 
advance notice to the Enrollee of the intended involuntary disenrollment and of 
the Enrollee's right to appeal and have a fair hearing. 

(d) 	 If an Enrollee has been involuntarily disenrolled from the Waiver, the 
Operational Administrative Agency shall provide reasonable assistance to the 
Enrollee in locating appropriate alternative placement. 

(7) 	 Plan of Care. 

(a) 	 All Waiver Services for the Enrollee shall be provided in accordance with an 
approved Plan of Care. 

1. 	 Prior to the development of the initial Individual Support Plan, Covered 
Services shall be provided in accordance with the physician's initial plan 
of care included in the approved ICF/MR Pre-Admission Evaluation. 

2. 	 Each Enrollee shall have a comprehensive individualized written Plan of 
Care (the Individual Support Plan) that shall be developed for an Enrollee 
within sixty (60) calendar days of admission into the Waiver. 

3. 	 A Safety Plan for Enrollees who do not have 24-hour direct care services 
shall be maintained with the Plan of Care. 

(b) 	 To ensure that Waiver Services and other services are being appropriately 
provided to meet the Enrollee's needs, the Plan of Care shall be reviewed on 
an ongoing basis and shall be updated and signed in accordance with the 
following: 

1. 	 The Support Coordinator shall review the Plan of Care when needed, but 
no less frequently than once each calendar month, and shall document 
such review by a dated signature. 

2. 	 A team consisting of the Support Coordinator and other appropriate 
participants in the development of the Plan of Care shall review the Plan 
of Care when needed, but no less frequently than every twelve (12) 
calendar months, and shall document such review by dated signatures. 
Such annual review shall include, but not be limited to, reviewing 
outcomes and determining if progress is being made in accordance with 
the Plan of Care; reviewing the appropriateness of supports and services 
being provided and determining further needs of the Enrollee. 

(8) 	 Physician Services. 

(a) 	 The Operational Administrative Agency shall ensure that each Enrollee 
receives physician services as needed and that each Enrollee has a medical 
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examination, documented in the Enrollee's record, in accordance with the 
following schedule: 

Age Minimum frequency of medical examinations 

Up to age 21 In accordance with Medicaid EPSDT periodicity standards 

21-64 Every one (1) to three (3) years, as determined by the 
Enrollee's physician 

Over age 65 Annually 

(b) 	 All Covered Services to be provided prior to the development of the initial 
Individual Support Plan shall be physician ordered and shall be included in the 
physician's plan of care section of the Pre-Admission Evaluation application. 

(c) 	 When required by state law, Covered Services shall be ordered or reordered, 
by a licensed physician, licensed nurse practitioner, physician assistant, a 
licensed dentist, or other appropriate health care provider. 

(9) 	 Waiver Administration. The Operational Administrative Agency shall be 
responsible for the administration of the day-to-day operations of the Waiver under 
the oversight of the State Medicaid Agency and shall ensure that Covered Services 
are provided in accordance with state and federal laws, rules, regulations and 
policies established by the State Medicaid Agency. The Operational Administrative 
Agency shall be responsible for the following activities, whether provided directly or 
through subcontract: 

(a) 	 Marketing of the Waiver to potential Enrollees; 

(b) 	 Intake and pre-enrollment assessment of the applicant's habilitative, medical 
and specialized services needs; and appropriateness for enrollment in the 
Waiver; 

(c) 	 Assisting the applicant with the submission of a properly completed ICF/MR 
Pre-Admission Evaluation; 

(d) 	 Enrollment of eligible individuals into the Waiver; 

(e) 	 Provision of a plain language explanation of appeal rights to each Enrollee 
upon enrollment in the Waiver; 

(f) 	 Review and approval of Plans of Care (Individual Support Plans) to ensure that 
Waiver Services have been authorized prior to payment; 

(g) 	 Ensuring that annual level of care re-evaluations have been performed to 
document the need for continuation of Waiver Services for the Enrollee; 
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(h) 	 Notification of the State Medicaid Agency in writing prior to involuntary 

disenrollment of any Enrollee; 

(i) 	 Ensuring that Waiver providers maintain comprehensive Enrollee records and 
documentation of services provided to Enrollees in accordance with state and 
federal laws, rules, regulations and State Medicaid Agency policies; 

U) 	 Obtaining approval from the State Medicaid Agency prior to distributing policies 
and procedures to Waiver providers or Waiver information to Enrollees; 

(k) 	 Compliance with reporting and record-keeping requirements established by the 
State Medicaid Agency; 

(I) 	 Maintaining in its files the original ICF/MR Pre-Admission Evaluation and, 
where applicable, the original Transfer Form; 

(m) 	 Assurance of a statewide provider network adequate to meet the needs of 
Enrollees; 

(n) 	 Ensuring that Waiver Services providers and subcontractors meet the Waiver 
provider qualifications approved by the Centers for Medicare and Medicaid 
Services; 

(0) 	 Ensuring that Waiver Services providers have a signed provider agreement 
which includes a requirement for compliance with the Division of Mental 
Retardation Services Provider Manual in the delivery of waiver services; 

(p) 	 Assurance of the health and safety of Enrollees through the implementation of 
a comprehensive quality monitoring program; 

(q) 	 Reporting instances of abuse, neglect, mistreatment or exploitation to 
appropriate state agencies; 

(r) 	 Assurance that Covered Services are provided in accordance with the 
approved Waiver definitions and in accordance with the State Medicaid Agency 
guidelines; 

(s) 	 Compliance with the appeals process specified in TennCare rule 1200-13-13­
.11 to ensure that Enrollees are afforded advance notice and the right to appeal 
an adverse decision and have a fair hearing; 

(t) 	 Ensuring that providers and subcontractors comply with the quality monitoring 
guidelines and requirements established by the State Medicaid Agency, by the 
Operational Administrative Agency, and by the Centers for Medicare and 
Medicaid Services, and with other state and federal laws, rules, and regulations 
affecting the provision of Waiver Services; 

(u) 	 Collection of applicable patient liability from Enrollees; 

December, 2009 (Revised) 	 304 

http:1200-13-01-.28


GENERAL RULES 	 CHAPTER 1200-13-01 

(Rule 1200-13-01-.28, continued) 
(v) 	 Reimbursement of Waiver providers in accordance with policies established by 

the State Medicaid Agency; 

(w) 	 Recoupment of payments made to Waiver providers when there is lack of 
documentation to support that services were provided or there is a lack of 
medical necessity of services, or when inappropriate payments have been 
made due to erroneous or fraudulent billing; and 

(x) 	 Expenditure and revenue reporting in accordance with state and federal 
requirements. 

(10) 	 Reimbursement. 

(a) 	 The average per capita fiscal year expenditure under the Waiver shall not 
exceed 100% of the average per capita expenditure that would have been 
made in the fiscal year if care had been provided in an ICF/MR. The total 
Medicaid expenditure for Waiver Services and other Medicaid services 
provided to Enrollees shall not exceed 100% of the amount that would have 
been incurred in the fiscal year if care was provided in an ICF/MR. 

(b) 	 The Operational Administrative Agency shall be reimbursed for Waiver 
Services at the rate per unit of service actually paid by the Operational 
Administrative Agency to the Waiver service provider or at the maximum rate 
per unit of service established by the State Medicaid Agency, whichever is less. 

(c) 	 In accordance with 42 CFR § 435.726, the Operational Administrative Agency 
shall make a diligent effort to collect patient liability if it applies to the Enrollee. 
The Operational Administrative Agency or its designee shall complete 
appropriate forms showing the individual's amount of monthly income and shall 
submit them to the Tennessee Department of Human Services. The 
Tennessee Department of Human Services shall issue the appropriate forms to 
the Operational Administrative Agency and to the State Medicaid Agency's 
fiscal agent that processes and pays vendor claims, specifying the amount of 
patient liability to be applied toward the cost of care for the Enrollee. 

(d) 	 The Operational Administrative Agency shall submit bills for services to the 
State Medicaid Agency's fiscal agent using a claim form approved by the State 
Medicaid Agency. On claim forms, the Operational Administrative Agency shall 
use a provider number assigned by the State Medicaid Agency. 

(e) 	 Reimbursement shall not be made to the Operational Administrative Agency for 
therapeutic leave or hospital leave for Enrollees in the Waiver. 

(f) 	 Medicaid benefits other than those specified in the Waiver's scope of Covered 
Services shall be reimbursed by the State Medicaid Agency as otherwise 
provided for by federal and state rules and regulations. 

(g) 	 The Operational Administrative Agency shall be responsible for obtaining the 
physician's initial certification and subsequent Enrollee re-evaluations. Failure 
to perform re-evaluations in a timely manner and in the format approved by the 
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State Medicaid Agency shall require a corrective action plan and shall result in 
partial or full recoupment of all amounts paid by the State Medicaid Agency 
during the time period when a re-evaluation had lapsed. 

(h) 	 The State Medicaid Agency shall be responsible for defining and establishing 
the billing units to be used by the Operational Administrative Agency in billing 
for Waiver Services. 

(i) 	 An Operational Administrative Agency that enrolls an individual without an 
approved ICF/MR Pre-Admission Evaluation or, where applicable, an approved 
Transfer Form does so without the assurance of reimbursement. An 
Operational Administrative Agency that enrolls an individual who has not been 
determined by the Tennessee Department of Human Services to be financially 
eligible to have Medicaid make reimbursement for covered services does so 
without the assurance of reimbursement. 

(11) Appeals. 	 An Enrollee shall have the right to appeal an adverse action in accordance 
with TennCare rule 1200-13-13-.11. 

Authority: T. G.A. 4-5-202, 4-5-209, 71-5-105, 71-5-109, Executive Order No. 23. 
Administrative History: Original rule filed June 20, 2007; effective September 3, 
2007. Public necessity rules filed July 1, 2009; effective through December 13, 2009. 
Amendments filed September 11, 2009; effective December 10, 2009. 

1200-13-01-.29 TENNESSEE'S SELF-DETERMINATION WAIVER UNDER SECTION 
1915(c) OF THE SOCIAL SECURITY ACT (SELF-DETERMINATION MR WAIVER 
PROGRAMl· 

(1) Definitions: The following definitions shall apply for interpretation of this rule: 

(a) 	 Adult Dental Services - accepted dental procedures which are provided to adult 
Enrollees (i.e., age 21 years or older) as specified in the Plan of Care. Adult 
Dental Services may include fillings , root canals, extractions, the provision of 
dentures and other dental treatments to relieve pain and infection. Preventive 
dental care is not covered under Adult Dental Services. 

(b) 	 Behavioral Respite Services - services that provide Respite for an Enrollee who 
is experiencing a behavioral crisis that necessitates removal from the current 
residential setting in order to resolve the behavioral crisis. 

(c) 	 Behavior Services - assessment and amelioration of Enrollee behavior that 
presents a health or safety risk to the Enrollee or others or that significantly 
interferes with home or community activities; determination of the settings in 
which such behaviors occur and the events which precipitate the behaviors; 
development, monitoring, and revision of crisis prevention and behavior 
intervention strategies; and training of caregivers who are responsible for direct 
care of the Enrollee in prevention and intervention strategies. 
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(d) 	 Bureau of TennCare - the bureau in the Tennessee Department of Finance and 
Administration which is the State Medicaid Agency and is responsible for 
administration of the Medicaid program in Tennessee. 

(e) 	 Case Manager - an individual who assists the Enrollee or potential Enrollee in 
gaining access to needed Waiver and other Medicaid State Plan services as 
well as other needed services regardless of the funding source; develops the 
initial interim Plan of Care and facilitates the development of the Enrollee's 
Plan of Care; monitors the Enrollee's needs and the provision of services 
included in the Plan of Care; monitors the Enrollee's budget, and authorizes 
alternative emergency back-up services for the Enrollee if necessary. 

(f) 	 Certification - the process by which a physician, who is licensed as a doctor of 
medicine or doctor of osteopathy, signs and dates a Pre-Admission Evaluation 
signifying that the named individual requires services provided through the 
Tennessee Self-Determination Waiver Program as an alternative to care in an 
Intermediate Care Facility for the Mentally Retarded. 

(g) 	 Covered Services or Covered Waiver Services - The services which are 
available through the Tennessee Self-Determination Waiver Program when 
medically necessary and when provided in accordance with the Waiver as 
approved by the Centers for Medicare and Medicaid Services. 

(h) 	 Day Services - individualized services and supports that enable an Enrollee to 
acquire, retain, or improve skills necessary to reside in a community-based 
setting; to participate in community activities and utilize community resources; 
to acquire and maintain employment; and to participate in retirement activities. 

(i) 	 Denial - as used in regard to Waiver Services, the term shall mean the 
termination, suspension, or reduction in amount, scope, and duration of a 
Waiver Service or a refusal or failure to provide such service. 

U) 	 Disenrollment - the voluntary or involuntary termination of enrollment of an 
individual receiving services through the Tennessee Self-Determination Waiver 
Program. 

(k) 	 Emergency Assistance - a supplementary increase in the amount of approved 
Covered Waiver Services for the purpose of preventing the permanent out of 
home placement of the Enrollee which is provided in one of the following 
emergency situations: 

1. 	 Permanent or temporary involuntary loss of the Enrollee's present 
residence; 

2. 	 Loss of the Enrollee's present caregiver for any reason, including death of 
a caregiver or changes in the caregiver's mental or physical status 
resulting in the caregiver's inability to perform effectively for the Enrollee; 
or 
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3. 	 Significant changes in the behavioral, medical or physical condition of the 
Enrollee that necessitate substantially expanded services. 

(I) 	 Enrollee - a Medicaid Eligible who is enrolled in the Tennessee Self­
Determination Waiver Program. 

(m) 	 Environmental Accessibility Modifications - only those interior or exterior 
physical modifications to the Enrollee's place of residence which are required 
to ensure the health, welfare and safety of the Enrollee or which are necessary 
to enable the Enrollee to function with greater independence. 

(n) 	 Financial Administration Entity - an entity which meets the State Medicaid 
Agency provider qual ification requirements to provide fGf-----a Financial 
Administration services provider and which has been approved by the 
Operational Administrative Agency to provide Financial Administration services 
as a Covered Service. 

(0) 	 Financial Administration - a service which facilitates the employment of Waiver 
Service providers by the Enrollee and the management of the Enrollee's self­
directed budget and is provided to assure that Enrollee-managed funds 
specified in the Plan of Care are managed and distributed as intended. 
Financial Administration includes filing claims for Enrollee-managed services 
and reimbursing individual Covered Waiver Service providers; deducting all 
required federal, state and local taxes, including unemployment fees, prior to 
issuing reimbursement or paychecks; making Workers Compensation premium 
payments for Waiver Service providers employed by the Enrollee; verifying that 
goods and services for which reimbursement is requested have been 
authorized in the Plan of Care; ensuring that requests for payment are properly 
documented and have been approved by the Enrollee or the Enrollee's 
guardian or conservator; and assisting the Enrollee in meeting applicable 
employer-of-record requirements. It also includes maintaining a separate 
account for each Enrollee's self-determination budget; preparation of required 
monthly reports detailing disbursements of self-determination budget funds, the 
status of the expenditure of self-determination budget funds in comparison to 
the budget, and expenditures for standard method services made by the state 
on the Enrollee's behalf; and notification of the Operational Administrative 
Agency when expenditure patterns potentially will result in the premature 
exhaustion of the Enrollee's self-determination budget. It includes, in addition, 
verification that self-managed Waiver Service providers meet the State 
Medicaid Agency provider qualification requirements. 

(p) 	 Home (of an Enrollee) - the residence or dwelling in which the Enrollee resides , 
excluding hospitals, nursing facilities, Intermediate Care Facilities for the 
Mentally Retarded, Assisted Living Facilities and Homes for the Aged 

(q) 	 ICF/MR Pre-Admission Evaluation (ICF/MR PAE) - the assessment form used 
by the State Medicaid Agency to document the current medical and habilitative 
needs of an individual with mental retardation and to document that the 
individual meets the Medicaid level of care eligibility criteria for care in an 
ICF/MR. 
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(r) 	 Individual Support Plan - the individualized written Plan of Care. 

(s) 	 Individual Transportation Services -non-emergency transport of an Enrollee to 
and from approved activities specified in the Pan of Care. 

(t) 	 Intermediate Care Facility for the Mentally Retarded (ICF/MR) - a licensed 
facility approved for Medicaid vendor reimbursement that provides specialized 
services for individuals with mental retardation or related conditions and that 
complies with current federal standards and certification requirements for an 
ICF/MR. 

(u) 	 Medicaid Eligible - an individual who has been determined by the Tennessee 
Department of Human Services to be financially eligible to have the State 
Medicaid Agency make reimbursement for covered services. 

(v) 	 Medicaid State Plan - the plan approved by the Centers for Medicare and 
Medicaid Services which specifies the covered benefits for the Medicaid 
program in Tennessee. 

(w) 	 Nursing Services -skilled nursing services that fall within the scope of 
Tennessee's Nurse Practice Act and that are directly provided to the Enrollee 
in accordance with a plan of care. Nursing Services shall be ordered by the 
Enrollee's physician, physician assistant, or nurse practitioner, who shall 
document the medical necessity of the services and specify the nature and 
frequency of the nursing services. 

(x) 	 Nutrition Services - assessment of nutritional needs, nutritional counseling, and 
education of the Enrollee and of caregivers responsible for food purchase, food 
preparation, or assisting the Enrollee to eat. Nutrition Services are intended to 
promote healthy eating practices and to enable the Enrollee and direct support 
professionals to follow special diets ordered by a physician, physician 
assistant, or nurse practitioner. 

(y) 	 Occupational Therapy Services - diagnostic, therapeutic, and corrective 
services which are within the scope of state licensure. Occupational Therapy 
Services provided to improve or maintain current functional abilities as well as 
prevent or minimize deterioration of chronic conditions leading to a further loss 
of function are also included within this definition. 

(z) 	 Operational Administrative Agency - the approved agency with which the State 
Medicaid Agency contracts for the administration of the day-to-day operations 
of the Tennessee Self-Determination Waiver Program. 

(aa) 	 Orientation and Mobility Services for Impaired Vision Training assessment of 
the ability of an Enrollee who is legally blind to move independently, safely, and 
purposefully in the home and community environment; orientation and mobility 
counseling; and training and education of the Enrollee and of caregivers 
responsible for assisting in the mobility of the Enrollee. 

(bb) 	 Personal Assistance - the provision of direct assistance with activities of daily 
living (e.g., bathing, dressing, personal hygiene, eating, meal preparation 
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excluding cost of food), household chores essential to the health and safety of 
the enrollee, budget management, attending appointments, and interpersonal 
and social skills building to enable the Enrollee to live in a home in the 
community. It also may include medication administration as permitted under 
Tennessee's Nurse Practice Act. 

(cc) 	 Personal Emergency Response System - a stationary or portable electronic 
device used in the Enrollee's place of residence which enables the Enrollee to 
secure help in an emergency. The system shall be connected to a response 
center staffed by trained professionals who respond upon activation of the 
electronic device. 

(dd) 	 Physical Therapy Services - diagnostic, therapeutic, and corrective services 
which are within the scope of state licensure. Physical Therapy Services 
provided to improve or maintain current functional abilities as well as prevent or 
minimize deterioration of chronic conditions leading to a further loss of function 
are also included within this definition. 

(ee) 	 Plan of Care - an individualized written Plan of Care which describes the 
medical and other services (regardless of funding source) to be furnished to the 
Enrollee, the Waiver Service frequency, and the type of provider who will 
furnish each Waiver Service and which serves as the fundamental tool by 
which the State ensures the health and welfare of Enrollees. 

(ff) 	 Qualified Mental Retardation Professional (QMRP) - an individual who meets 
current federal standards, as published in the Code of Federal Regulations, for 
a qualified mental retardation professional. 

(gg) 	 Re-evaluation - the annual process approved by the State Medicaid Agency by 
which a licensed physician or registered nurse or a Qualified Mental 
Retardation Professional assesses the Enrollee's need for continued Waiver 
Services and certifies in writing that the Enrollee continues to require Waiver 
Services. 

(hh) 	 Respite - services provided to an Enrollee when unpaid caregivers are absent 
or incapacitated due to death, hospitalization, illness or injury, or when unpaid 
caregivers need relief from routine caregiving responsibilities. 

(ii) 	 Safety Plan - an individualized plan by which the Operational Administrative 
Agency ensures the health, safety and welfare of Enrollees who do not have 
24-hour direct care services. 

Uj) 	 Self-Directed or Self-Determined or Self-Managed - the direct management of 
one or more Covered Services specified in subparagraph (2)(b) with the 
assistance of a Financial Administration Entity which pays the Enrollee's 
service providers, handles taxes and other payroll or benefits related to the 
employment of the service providers, and provides other financial 
administration services as specified in subparagraph (1 )(0). 

(kk) Self-Direction or Self-Determination or Self-Management - the process 
whereby an Enrollee or the Enrollee's guardian or conservator directly 
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manages one or more Covered Services specified in subparagraph (2)(b) with 
the assistance of a Financial Administration Entity which pays the Enrollee's 
service providers, handles taxes and other payroll or benefits related to the 
employment of the service providers, and provides other financial 
administration services as specified in subparagraph (1 )(0). 

(II) 	 Specialized Medical Equipment and Supplies and Assistive Technology ­
assistive devices, adaptive aids, controls or appliances which enable an 
Enrollee to increase the ability to perform activities of daily living, or to 
perceive, control or communicate with the environment, and supplies for the 
proper functioning of such items. Specialized Medical Equipment, Supplies 
and Assistive Technology shall be recommended by a qualified health care 
professional (e.g., occupational therapist, physical therapist, speech language 
pathologist, physician or nurse practitioner) based on an assessment of the 
Enrollee's needs and capabilities and shall be furnished as specified in the 
Plan of Care. Specialized Medical Equipment and Supplies and Assistive 
Technology may also include a face-to-face consultative assessment by a 
phYSical therapist, occupational therapist or speech therapist to assure that 
Specialized Medical Equipment and Assistive Technology which requires 
custom fitting meets the needs of the Enrollee and may include training of the 
Enrollee by a physical therapist, occupational therapist or speech therapist to 
effectively utilize such customized equipment. 

(mm) Speech, Language and Hearing Services - diagnostic, therapeutic and 
corrective services which are within the scope of state licensure which enable 
an Enrollee to improve or maintain current functional abilities and to prevent or 
minimize deterioration of chronic conditions leading to a further loss of function. 

(nn) 	 State Medicaid Agency - the Bureau in the Tennessee Department of Finance 
and Administration which is responsible for administration of the Title XIX 
Medicaid program in Tennessee. 

(00) 	 Subcontractor - an individual, organized partnership, professional corporation, 
or other legal association or entity which enters into a written contract with the 
Operational Administrative Agency to provide Waiver Services to an Enrollee. 

(pp) 	 Supports Broker - the person or entity that provides Supports Brokerage 
services to an Enrollee. 

(qq) 	 Supports Brokerage - an activity designed to enable an Enrollee to manage 
self-directed services and provide assistance to the Enrollee to locate, access 
and coordinate needed services. It includes provision of training to the 
Enrollee in Enrollee-managed services; assistance in the recruitment of 
individual providers of Enrollee-managed services and negotiation of payment 
rates; assistance in the scheduling, training and supervision of individual 
providers; assistance in managing and monitoring the Enrollee's budget; and 
assistance in monitoring and evaluating the performance of individual 
providers. It may also include assistance in locating and securing services and 
supports and other community resources that promote community integration, 
community membership and independence. 
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(rr) 	 Tennessee Self-Determination Waiver Program or 'Waiver" - the Home and 
Community Based Services waiver program approved for Tennessee by the 
Centers for Medicare and Medicaid Services to provide services to a specified 
number of Medicaid-eligible individuals on the Waiting List who have mental 
retardation and who meet the criteria for Medicaid reimbursement of care in an 
Intermediate Care Facility for the Mentally Retarded. 

(ss) 	 Transfer Form - the form approved by the State Medicaid Agency and used to 
document the transfer of an Enrollee having an approved unexpired ICF/MR 
Pre-Admission Evaluation from the Waiver to an ICF/MR, from an ICF/MR to 
the Waiver or from one MR Waiver program to another MR Waiver program. 
For purposes of transfer to an MR Waiver program, whether from an ICF/MR or 
from another MR Waiver program, such Transfer Form shall be processed by 
TennCare only if submitted by the Division of Intellectual Disabilities Services 
(DIDS). DIDS shall submit a Transfer Form only after verifying that the person 
otherwise meets all applicable admission criteria for the applicable MR Waiver 
program, as the Transfer Form accomplishes only the transfer of the level of 
care eligibility. 

(tt) 	 Vehicle Accessibility Modifications - interior or exterior physical modifications to 
a vehicle owned by the Enrollee or to a vehicle which is owned by the guardian 
or conservator of the Enrollee and which is routinely available for transport of 
the Enrollee. Such modifications must be intended to ensure the transport of 
the Enrollee in a safe manner. 

(uu) 	 Waiting List - A document prepared and updated by the Operational 
Administrative Agency which lists persons who are seeking home and 
community-based mental retardation services in Tennessee. 

(2) 	 Self-Direction of Covered Services. 

(a) 	 Self-Directed Services. 

1. 	 The Covered Services specified in subparagraph (2)(b) may be Self­
Directed or Self-Managed by the Enrollee or the Enrollee's guardian or 
conservator in accordance with State Medicaid Agency guidelines. 

2. 	 The Enrollee or the Enrollee's guardian or conservator shall have the right 
to decide whether to Self-Direct the Covered Services specified in 
subparagraph (2)(b) or to receive them through the provider-directed 
service delivery method. When the Enrollee or the Enrollee's guardian or 
conservator does not choose to Self-Direct a Covered Service, such 
service shall be furnished through the provider-directed service delivery 
method. 

3. 	 When the Enrollee or the Enrollee's guardian or conservator elects to 
Self-Direct one or more of the Covered Services specified in 
subparagraph (2)(b), a Financial Administration Entity must ho !Ooloc:tml to 
provide Financial Administration services. 

(b) 	 The following Covered Services may be Self-Directed: 
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1. Day Services which are not facility-based . 

2. Environmental Accessibi litv Modifications. 

2.&'- Individual Transportation Services. 

3.4. Personal Assistance. 

4.&.- Respite Services when provided by an approved respite provider who 
serves only one (1) Enrollee. 

6. Suooorts Brokeraae. 

7. Vehicle Accossib ilitv Modification!>. 

(c) The following Covered Services shall not be Self-Directed: 

1. Adult Dental Services. 

2. Behavioral Respite Services. 

3. Behavior Services. 

4. Day Services which are facility-based. 

5. Emergency Assistance. 

6. Financial Admin istration Services. 

6.7. Nursing Services. 


7.&- Nutrition Services. 


~g.,. Occupational Therapy Services. 


9.+G:- Orientation and Mobility Training. 


1Q,.++'-Personal Emergency Response Systems . 


.11:.+2-,.Physical Therapy Services. 


R+&.-Respite Services when provided by an approved respite provider who 

serves more than one (1) Enrollee. 

13A4.-Specialized Medical Equipment and Supplies and Assistive Technology. 

14 .~Speech, Language and Hearing Services. 

(d) Termination of Self-Direction of Covered Services. 
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1. 	 Self-Direction of Covered Services by the Enrollee may be voluntarily 
terminated by the Enrollee or the Enrollee's guardian or conservator at 
any time. 

2. 	 Self-Direction of Covered Services by the Enrollee may be involuntarily 
terminated for any of the following reasons: 

(i) 	 The Enrollee or the Enrollee's guardian or conservator does not 
carry out the responsibilities required for the Self-Direction of 
Covered Services; or 

(ii) 	 Continued use of Self-Direction as the method of service 
management would result in the inability of the Operational 
Administrative Agency to ensure the health and safety of the 
Enrollee. 

3. 	 Termination of Self-Direction of Covered Services shall not affect the 
Enrollee's receipt of Covered Services. Covered Services shall continue 
to be provided through the provider-directed method of service delivery. 

(e) 	 Changing the Amount of Self-Directed Services by the Enrollee. 

1. 	 The Enrollee shall have the flexibility to change the amount of those Self­
Directed Covered Services specified in subparagraph (2)(b) that have 
been approved in the Individual Support Plan if: 

(i) 	 The change is consistent with the needs, goals, and objectives 
identified in the Individual Support Plan; 

(ii) 	 The change does not affect the total amount of the Enrollee's self­
determination budget; and 

(iii) 	 The Enrollee notifies the Financial Administration Entity, the 
Supports Broker (if applicable) and the Case Manager. 

2. 	 The Case Manager and the Financial Administration Entity shall maintain 
documentation of such changes by the Enrollee in the amount of the Self­
Directed Covered Services for audit purposes. 

(3) 	 Covered Services and Limitations. 

(a) 	 Adult Dental Services. 

1. 	 Adult Dental Services shall not include hospital outpatient or inpatient 
facility services or related anesthesiology, radiology, pathology, or other 
medical services in such setting. 

2. 	 Adult Dental Services shall exclude orthodontic services. 

3. 	 Adult Dental Services shall be limited to adults age twenty-one (21) years 
or older who are enrolled in the waiver. 
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(b) 	 Behavioral Respite Services. 

1. 	 Behavioral Respite Services may be provided in a Medicaid-certified 
ICF/MR, in a licensed respite care facility, or in a home operated by a 
licensed residential provider. 

2. 	 Reimbursement shall not be made for the cost of room and board except 
when provided as part of Behavioral Respite Services furnished in a 
facility approved by the State that is not a private residence. 

3. 	 Enrollees who receive Behavioral Respite Services shall be eligible to 
receive Individual Transportation Services only to the extent necessary 
during the time period when Behavioral Respite Services is being 
provided. 

(c) 	 Behavior Services. 

1. 	 Behavior Services shall not be billed when provided during the same time 
period as Physical Therapy; Occupational Therapy; Nutrition Services; 
Orientation and Mobility Training; or Speech, Language and Hearing 
Services, unless there is documentation in the Enrollee's record of 
medical justification for the two services to be provided concurrently. 

2. 	 Behavior Services shall be provided face to face with the Enrollee except 
that enrollee specific training of staff may be provided when the Enrollee 
is not present enrollee-specific training of staff; behavior assessment and 
plan development; and presentation of enrollee behavior information at 
human rights committee meetings, behavior support committee meetings, 
and enrollee planning meetings. 

3. 	 Reimbursement for presentation of enrollee behavior information at 
meetings shall be limited to a maximum of 5 hours per enrollee per year 
per provider. Reimbursement for behavior assessments shall be limited 
to a maximum of 8 hours per assessment with a maximum of 2 
assessments per year. Reimbursement for behavior plan development 
resulting from such a behavior assessment and the training of staff on the 
plan during the first 30 days following its approval for use shall be limited 
to a maximum of 6 hours. 

(d) 	 Day Services. 

1 . 	 Day Services may be provided in settings such as specialized facilities 
licensed to provide Day Services, community centers or other community 
sites, or job sites. Services may also be provided in the Enrollee's place 
of residence if there is a health, behavioral, or other medical reason or if 
the Enrollee has chosen retirement. This service shall not be provided in 
inpatient hospitals, nursing facilities, and Intermediate Care Facilities for 
the Mentally Retarded (ICF/MR's). 
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2. 	 Day Services provided in a provider's day habilitation facility shall be 
provided during the provider agency's normal business hours. 

3. 	 Transportation to and from the Enrollee's place of residence to Day 
Services and transportation that is needed during the time that the 
Enrollee is receiving Day Services shall be a component of Day Services 
and shall be included in the Day Services reimbursement rate (i.e., it shall 
not be billed as a separate Waiver service) with the following exceptions: 

(i) 	 Transportation to and from medical services covered through the 
Medicaid State Plan, which shall not be billed as a Waiver service; 
or 

(ii) 	 Transportation necessary for Orientation and Mobility Training. 

4. 	 Day Services shall not replace services available under a program funded 
by the Rehabilitation Act of 1973 or the Individuals with Disabilities 
Education Act. 

5. 	 For an Enrollee receiving employment supports, reimbursement shall not 
be made for incentive payments, subsidies or unrelated vocational 
training expenses such as the following: 

(i) 	 Incentive payments made to an employer to encourage or subsidize 
the employer's participation in a supported employment program; 

(ii) 	 Payments that are passed through to users of supported 
employment programs; or 

(iii) 	 Payments for vocational training that is not directly related to an 
Enrollee's supported employment program. 

(e) 	 Environmental Accessibility Modifications. 

1. 	 Environmental Accessibility Modifications which are considered 
improvements to the home (e.g., roof or flooring repair, installing carpet, 
installation of central air conditioning, construction of an additional room) 
are excluded from coverage. 

2. 	 Any modification which is not of direct medical or remedial benefit to the 
Enrollee is excluded from coverage. 

3. 	 Modification of an existing room which increases the total square footage 
of the home is also excluded unless the modification is necessary to 
improve the accessibility of an Enrollee having limited mobility, in which 
case the modification shall be limited to the minimal amount of square 
footage necessary to accomplish the increased accessibil ity. 

(f) 	 Financial Admin istration. 
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1. 	 Financial Administration shall be a Covered Service only for Enrollees 
who Self Direct Covered Services. 

2. 	 The use of Financial Administration shall be mandatory whenever the 
Enrollee is the employer of record of one or more providers of Covered 
Sp.rviGP'~ 

3. 	 The Financial /\dministration Entity shall not be a providor of another 
wRivor ~orviGo. oxGliJ(iinn Simnort~ BrokorRnp. to thp. Fnrollop. 

illoo-Individual Transportation Services. 

1. 	 ,Ain Enrollee receiving Orientation and Mobility Training shall be eligible to 
receive Individual Transportation Services to the extent necessary for 
participation in Orientation and Mobility Training. Enrollees who receive 
Respite, Behavioral Respite Services, or Personal Assistance shall be 
eligible to receive Individual Transportation Services only to the extent 
necessary during the time period when Respite, Behavioral Respite 
Services. er Personal AssistRnco is beinn nrovic:loc:l. 

&.--Individual Transportation Services shall not be used for: 

1.:.f+t 	 Transportation to and from Day Services; 

£OW 	 Transportation to and from supported or competitive employment; 

3.fiHt Transportation of school aged children to and from school; or 

4.B-vf Transportation to and from medical services covered by the 
Medicaid State Plan. 

(h) 	 Nursing Services. 

1. 	 Nursing Services shall be provided face to face with the Enrollee by a 
licensed registered nurse or licensed practical nurse under the 
supervision of a registered nurse. 

2. 	 Nursing assessment and/or nursing oversight shall not be a separate 
billable service under this definition. 

3. 	 This service shall be provided in home and community settings, as 
specified in the Plan of Care, excluding inpatient hospitals, nursing 
facilities, and Intermediate Care Facilities for the Mentally Retarded 
(ICF/MR's). 

4. 	 Nursing Services shall not be billed when provided during the same time 
period as other therapies unless there is documentation in the Enrollee's 
record of medical justification for the two services to be provided 
concurrently. 

December, 2009 (Revised) 	 317 

http:1200-13-01-.29


GENERAL RULES CHAPTER 1200-13-01 
(Rule 1200-13-01-.29, continued) 

5. 	 Nursing SeNices are not intended to replace seNices available through 
the Medicaid State Plan or seNices available under the Rehabilitation Act 
of 1973 or Individuals with Disabilities Education Act. 

(i) 	 Nutrition SeNices. 

1. 	 Nutrition SeNices must be provided face to face with the Enrollee ~ 
purposes of education, with the caregivers responsible for food purchase, 
food preparation, or assisting the Enrollee to eat except for enrollee­
specific training of caregivers responsible for food purchase, food 
preparation, or assisting the enrollee to eat and except for that portion of 
the assessment involving development of the plan of care. 

2. 	 Nutrition SeNices shall not be billed when provided during the same time 
period as Physical Therapy; Occupational Therapy; Speech, Language 
and Hearing SeNices; Orientation and Mobility Training; or Behavior 
SeNices, unless there is documentation in the Enrollee's record of 
medical justification for the two seNices to be provided concurrently. 

3. 	 Reimbursement for a Nutrition Services assessment visit, which includes 
the Nutritional Services plan development resulting from such an 
assessment, shall be limited to one assessment visit per month with a 
maximum of 3 assessment visits per year per enrollee per provider 
Nutrition Services other than such assessments (e.g., enrollee-specific 
training of caregivers; monitoring dietary compliance and food 
preparation) shall be limited to a maximum of one visit per day. Nutrition 
Services assessments shall not be bi lled on the same day with other 
Nutrition Services. 

(j) 	 Occupational Therapy SeNices. 

1. 	 SeNices must be provided by a licensed occupational therapist or by a 
licensed occupational therapist assistant working under the supervision of 
a licensed occupational therapist. 

2. 	 Occupational Therapy must be provided face to face with the Enrollee 
except for that portion of the assessment involving development of the 
plan of care. 

3. 	 Occupational Therapy therapeutic and corrective seNices shall not be 
ordered concurrently with Occupational Therapy assessments (Le., 
assess and treat orders are not accepted). 

4. 	 Occupational Therapy assessments shall not be billed on the same day 
with other Occupational Therapy seNices. 

5. 	 Occupational Therapy shall not be billed when provided during the same 
time period as Physical Therapy; Speech, Language and Hearing 
SeNices; Nutrition SeNices; Orientation and Mobil ity Training; or 
Behavior SeNices, unless there is documentation in the Enrollee's record 
of medical justification for the two seNices to be provided concurrently. 
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Occupational Therapy shall not be billed with Day Services if the Day 
Services are reimbursed on a per hour basis. 

6. 	 Occupational Therapy services are not intended to replace services 
available through the Medicaid State Plan or services available under the 
Rehabilitation Act of 1973 or Individuals with Disabilities Education Act. 

7. 	 Reimbursement for an Occupational Therapv assessment with 
development of an Occupational Therapy plan based on such an 
assessment shall be limited to a maximum of one assessment with plan 
development per month with a maximum of 3 assessments per year per 
enrollee per provider. Occupational Therapy services other than such 
assessments (e.g., enrollee-specific training of caregivers; provision of 
therapeutic services; monitoring progress) shall be limited to a maximum 
of 1.5 hours per enrollee per day. 

(k) 	 Orientation and Mobility Training Services for Impaired Vision . 

1. 	 Orientation and Mobility Training Services for Impaired Vision shall not be 
billed when provided during the same time period as Physical Therapy; 
Occupational Therapy; Nutrition Services; Behavior Services; or Speech, 
Language and Hearing Services, unless there is documentation in the 
Enrollee's record of medical justification for the two services to be 
provided concurrently. 

2. 	 Orientation and Mobility Training Services for Impaired Vision shall not 
replace services available under a program funded by the Rehabilitation 
Act of 1973 or I ndividuals with Disabilities Education Act. 

3. 	 Reimbursement for an Orientation and Mobility Services for Impaired 
Vision assessment with development of the Orientation and Mobility 
Services for Impaired Vision plan based on such an assessment shall be 
limited to a maximum of one assessment with plan development per 
month with a maximum of 3 assessments per year per enrollee per 
provider. Orientation and Mobility Services for Impaired Vision 
assessments shall not be billed on the same day with other Orientation 
and Mobility services. Orientation and Mobility Services for Impaired 
Vision other than such assessments (e.g., enrollee training; enrollee­
specific training of caregivers), which shall be reimbursed on a per diem 
basis, shall be limited to a maximum of 52 hours of services per enrollee 
per year. 

3. 	 Enrollees receiving Orientation and Mobility Training shall be eligible to 
receive Individual Transportation Services to the extent necessary for 
o,'lrtiniorltion in Orinntrltion rlnr! Mohilitv Trrlininn_ 

(I) 	 Personal Assistance. 

1. 	 Personal Assistance may be provided in the home or community; 
however, it shall not be provided in school settings and shall not be 
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provided to replace personal assistance services required to be covered 
by schools or services available through the Medicaid State Plan. 

2. 	 Personal Assistance shall not be provided during the same time period 
when the Enrollee is receiving Day Services. 

3. 	 This service shall not be provided in inpatient hospitals, nursing facilities, 
and Intermediate Care Facilities for the Mentally Retarded (ICF/MR's). 

4. 	 Family members who provide Personal Assistance must meet the same 
standards as providers who are unrelated to the Enrollee. The Personal 
Assistance provider shall not be the spouse and shall not be the 
Enrollee's parent if the Enrollee is a minor. Reimbursement shall not be 
made to any other individual who is a conservator unless so permitted in 
the Order for Conservatorship. 

(m) 	 Personal Emergency Response System. The system shall be limited to those 
who are alone for parts of the day and who have demonstrated mental and 
physical capability to utilize such a system effectively. 

(n) 	 Physical Therapy Services. 

1. 	 Services must be provided by a licensed physical therapist or by a 
licensed physical therapist assistant working under the supervision of a 
licensed physical therapist. 

2. 	 Physical Therapy must be provided face to face with the Enrollee except 
for that portion of the assessment involving development of the plan of 
care. 

3. 	 Physical Therapy therapeutic and corrective services shall not be ordered 
concurrently with Physical Therapy assessments (Le., assess and treat 
orders are not accepted). 

4. 	 Physical Therapy assessments shall not be billed on the same day with 
other Physical Therapy services. 

5. 	 Physical Therapy shall not be billed when provided during the same time 
period as Occupational Therapy; Speech, Language and Hearing 
Services; Nutrition Services; Orientation and Mobility Training; or 
Behavior Services, unless there is documentation in the Enrollee's record 
of medical justification for the two services to be provided concurrently. 
Physical Therapy shall not be billed with Day Services if the Day Services 
are reimbursed on a per hour basis. 

6. 	 Physical Therapy services are not intended to replace services available 
through the Medicaid State Plan or services available under the 
Rehabilitation Act of 1973 or Individuals with Disabilities Education Act. 

7. Reimbursement for a Physical Therapy assessment with development of 
a Physical Therapy plan based on such an assessment shall be limited to 
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a maximum of one assessment with plan development per month with a 
maximum of 3 assessments per year per enrollee per provider. Physical 
Therapy services other than such assessments (e.g ., enrollee-specific 
training of careg ivers; provision of therapeutic services; monitoring 
progress) shall be limited to a maximum of 1.5 hours per enrollee per 
day. 

(0) 	 Respite. 

1. 	 Respite may be provided in the Enrollee's place of residence, in a Family 
Model Residential Support home, in a Medicaid-certified ICF/MR, in a 
home operated by a licensed residential provider, or in the home of an 
approved respite provider. 

2. 	 The cost of room and board shall be excluded from Respite 
reimbursement if Respite is provided in a private residence. 

3. 	 Enrollees who receive Respite shall be eligible to receive Individual 
Transportation Services only to the extent necessary during the time 
period when Respite is being provided. 

(p) 	 Specialized Medical Equipment and Supplies and Assistive Technology. 

1. 	 Items not of direct medical or remedial benefit to the Enrollee shall be 
excluded. Items that would be covered by the Medicaid State Plan shall 
be excluded from coverage. Swimming pools, hot tubs, health club 
memberships, and recreational equipment are excluded. Prescription 
and over-the-counter medications, food and food supplements, and 
diapers and other incontinence supplies are excluded. 

2. 	 When medically necessary and not covered by warranty, repair of 
equipment may be covered when it is substantially less expensive to 
repair the equipment rather than to replace it. 

3. 	 The purchase price for waiver-reimbursed Specialized Medical 
Equipment, Supplies and Assistive Technology shall be considered to 
include the cost of the item as well as basic training on operation and 
maintenance of the item. 

(q) 	 Speech, Language and Hearing Services. 

1. 	 Services must be provided by a licensed speech language pathologist or 
by a licensed audiologist. 

2. 	 Speech, Language and Hearing Services must be provided face to face 
with the Enrollee except for that portion of the assessment involving 
development of the plan of care. 

3. 	 Speech, Language and Hearing therapeutic and corrective services shall 
not be ordered concurrently with Speech, Language and Hearing 
assessments (i.e., assess and treat orders are not accepted). 

December, 2009 (Revised) 	 321 

http:1200-13-01-.29


GENERAL RULES CHAPTER 1200-13-01 
(Rule 1200-13-01-.29, continued) 

4. 	 Speech, Language and Hearing Services assessments shall not be billed 
on the same day with other Speech, Language and Hearing Services. 

5. 	 Speech, Language and Hearing Services shall not be billed when 
provided during the same time period as Physical Therapy; Occupational 
Therapy; Nutrition Services; Orientation and Mobility Training ; or 
Behavior Services, unless there is documentation in the Enrollee's record 
of medical justification for the two services to be provided concurrently. 
Speech, Language and Hearing Services shall not be billed with Day 
Services if the Day Services are reimbursed on a per hour basis. 

6. 	 Reimbursement for a Speech. Language. and Hearing Services 
assessment with development of a Speech, Language. and Hearing 
Services plan based on such an assessment shall be limited to a 
maximum of one assessment with plan development per month with a 
maximum of 3 assessments per year per enrollee per provider. Speech. 
Language. and Hearing Services other than such assessments (e.g .. 
enrollee-specific training of caregivers; provision of therapeutic services; 
monitoring progress) shall be limited to a maximum of 1.5 hours per 
enrollee per day. 

(r) 	 Suooorts Brokerage. Suooorts Brokerage shall not be orovided by: 

1. 	 A family member who is a provider of another Covered Service to the 
Enrollee : or 

2. 	 Any other Waiver Service provider who is a provider of another service, 
excluding Financial ,1\dministration. to the Enrollee. 

lllfst-Vehicle Accessibility Modifications. Replacement of t ires or brakes, oil 
changes, and other vehicle maintenance procedures shall be excluded from 
coverage. 

f.§lftt-Out-of-State Services. A provider of Personal Assistance may provide 
Personal Assistance outside the State of Tennessee and be reimbursed only 
when provided in accordance with the following : 

1. 	 Personal Assistance provided out of state shall be for the purpose of 
visiting relatives or for vacations and shall be included in the Enrollee's 
Plan of Care. Trips to casinos or other gambling establishments shall be 
excluded from coverage. 

2. 	 Personal Assistance provided out of state shall be limited to a maximum 
of fourteen (14) days per Enrollee per year. 

3. 	 The Personal Assistance provider must be able to assure the health and 
safety of the Enrollee during the period when Personal Assistance will be 
provided out of state and must be willing to assume the additional risk 
and liability of provision of Personal Assistance out of state. 

December, 2009 (Revised) 	 322 

http:1200-13-01-.29


GENERAL RULES CHAPTER 1200-13-01 
(Rule 1200-13-01-.29, continued) 

4. 	 During the period when Personal Assistance is being provided out of 
state, staffing by qualified Personal Assistance staff shall be maintained 
in accordance with the Individual Support Plan to meet the needs of the 
Enrollee. 

5. 	 The Personal Assistance provider or provider agency which provides 
Personal Assistance out of state shall not receive any additional 
reimbursement for provision of services out-of-state. The costs of travel, 
lodging, food, and other expenses incurred by Personal Assistance staff 
during the provision of out-of-state Personal Assistance shall not be 
reimbursed through the Waiver. The costs of travel , lodging, food, and 
other expenses incurred by the Enrollee while receiving out-of-state 
Personal Assistance shall be the responsibility of the Enrollee and shall 
not be reimbursed through the waiver. 

illMEmergency Assistance. 

1 . 	 Emergency Assistance shall be provided only in one of the following 
emergency situations: 

(i) 	 Permanent or temporary involuntary loss of the Enrollee's present 
residence; 

(ii) 	 Loss of the Enrollee's present caregiver for any reason, including 
death of a caregiver or changes in the caregiver's mental or physical 
status resulting in the caregiver's inability to perform effectively for 
the Enrollee; or 

(iii) 	 Significant changes in the behavioral, medical or physical condition 
of the Enrollee that necessitate substantially expanded services. 

2. 	 Emergency Assistance shall be available only to Enrollees whose needs 
cannot be accommodated within the $30,000 budget limitation on 
Covered Waiver Services. 

3. 	 The amount of Emergency Assistance shall be limited to $6,000 per 
Enrollee per year. Prior authorization by the Enrollee's Case Manager 
shall be required and shall be renewed every thirty (30) calendar days. 

4. 	 Emergency Assistance shall only be used to provide a supplementary 
increase in the amount of other Covered Waiver Services. 

MMThe cost of all Covered Services, including any Emergency Assistance, shall 
not exceed $36,000 per year per Enrollee. 

MfwtAil Covered Services to be provided prior to the development of the initial 
Individual Support Plan must be included in the physician 's plan of care section 
of the Pre-Admission Evaluation application. 

(4) 	 Eligibility. 
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(a) 	 To be eligible for enrollment in the Waiver, an individual must meet all of the 
following criteria : 

1. 	 The individual must be a resident of the State of Tennessee. 

2. 	 The individual must be on the Waiting List; be classified in one of the 
Crisis, Urgent, or Active Waiting List categories listed below; and, for 
eligibility purposes shall be prioritized, with the highest priority being 
individuals in the Crisis category, the second highest priority being 
individuals in the Urgent category, and the third highest priority boing 
individuals in tho Active category, up to the maximum number of persons 
approved to be served in the Waiver proaram each year: 

(i) 	 Crisis: The individual noeds services immediately for one of the 
followina reasons: 

(I) 	 Homelessness: 

I. 	 The individual is currentl'.' homeless; or 

II. 	 The individual will be homeless within ninety (90) davs. 

(II) 	 Death, incapacitation, or loss of the primary caregiver and lack 
of an alternate primarv careaiver: 

I. 	 The primary caroaivor died; 

II . The primary caregiver became mentally or physically 
incapacitated (permanently or expected to last more than 
thirt'.' (30) davs); 

III.eTh . 	 'primary caregiver sep'es 
for one or more other ' d~ 'd as th~ primary caregiver 

In 1\'1 uals 'A/lth ' 
physical, or developmental "disabTr" serl?us mental, 
provide an acceptable 10\lel f I l ies and IS unable to 

• 0 	 care for the enrollee; or 

IV. 	 The primary caregiver must be employed to provide the 
sole or primar'l income for the support of the famil'l. 

(III) 	 Sorious and imminent danger of harm to self or to others by 
the individual: 

I. 	 The individual's current pattern of behavior poses a 
serious and imminent danger of self harm which cannot 
be reasonably and adequately managed by the 
caregiver: or 

II . The individual's current pattern of behavior poses a 
serious and imminent danger of harm to others which 
cannot be reasonably and adequately managed by the 
primarv careaiver. 
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(IV) 	 The individual has multiple urgent needs that are likely to 
result in a Crisis situation if not addressed immediately, and 
the individual meets t'NO or more of the Urgent category 
criteria in suboart (ii) of this oart. 

(iD 	 Uraent: The individual meets one or more of the followina criteria: 

(I) 	 Aging or failing health of caregiver and no alternate available 
to orovide suooorts: 

(II) 	 Livina situation oresents a sianificant risk of abuse or nealect: 

(III) 	 Increasina behavioral risk to self or others: 

(IV) 	 Stability of the current living situation is severely threatened 
due to extensive suooort needs or fam ilv catastroohe: or 

(\I) 	 g . rlscharge from other service s 'st 
gepartment of Children's S" r em (e.g., Tennessee esstate forensics unit) is immi:FvI

: , a mental health institute, a 
en. 

(iii) 	 Active: rhe individual or the individual's family or guardian or 
conservator is requesting access to services but the individual does 
not have intensive needs 'Nhich meet the Urgent or Crisis criteria in 
hllhoRrth (i) or (ii) of thih onrt 

2 .~ The individual shall have an established non-institutional place of 
residence and shall not require staff-supported residential services 
provided through a Home and Community Based Services Waiver (e.g., 
Residential Habilitation and Supported Living as defined in TennCare rule 
1200-13-01-.25). 

;14.- The individual must, but for the provision of Waiver Services, require the 
level of care provided in an ICF/MR, and must meet the ICF/MR eligibility 
criteria specified in TennCare rule 1200-13-01-.15, except that 
regu irements pertaining to a psychological evaluation shall be in 
accordance with 1200-13-01-.29 (4)(a)6. 

4.&. 	 The individual's habilitative, medical, and specialized services needs must 
be such that they can be effectively and safely met through the Waiver, 
as determined by the Operational Administrative Agency based on a pre­
enrollment assessment. 

~&.- The individual must have an unexpired ICF/MR Pre-Admission Evaluation 
which has been approved by the State Medicaid Agency or by its 
designee and which lists the Enrollee's specific Waiver Services with the 
amount, scope, and duration of the services. 

5.+-:- The individual must have a psychological evaluation included as part of 
the approved Pre-Admission Evaluation which meets the following: 
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(i) The psychological evaluation shall document that the individual: 

(I) 	 Has mental retardation manifested before eighteen (18) years 
of age and has an IQ test score of seventy (70) or below; or 

(II) 	 Is a child five (5) years of age or younger who has a 
developmental disability with a high probability of resulting in 
mental retardation (Le., a condition of substantial 
developmental delay or specific congenital or acquired 
condition with a high probability of resulting in mental 
retardation); and 

(ii) 	 There is no time limit for when the psychological evaluation is 
conducted as long as it is completed prior to the submission of the 
PAE, and as long as the evaluation meets the requirements 
specified in 1200-13-01-.29(4)(a)M.(i) above, and the person's 
current medical, social, developmental and psycho-social history 
continues to support the evaluation. 

(iii) 	 A new psychological evaluation performed within ninety (90) 
calendar days preceding the date of admission into the waiver shall 
be required if the person's condition has Significantly changed, or 
the original evaluation is not otherwise consistent with the person's 
current medical, social, developmental and psycho-social history. 

7.!h 	 The individual shall have one or more designated adults who shall be 
present in the individual's home to observe, evaluate, and provide an 
adequate level of direct care services to ensure the health and safety of 
the individual. 

(i) 	 An individual who does not have 24-hour-per-day direct care 
services shall: 

(I) 	 Have an individualized Safety Plan that: 

I. 	 Is based on a written assessment of the individual's 
functional capabilities and habilitative, medical, and 
specialized services needs by the Case Manager in 
consultation with individuals who are knowledgeable of 
the individual's capability of functioning without direct 
care services twenty-four (24) hours per day; 

II. 	 Addresses the individual's capability of functioning when 
direct care staff are not present; 

III. 	 Addresses the ability of the individual to self-administer 
medications when direct care staff are not present; 
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IV. 	 Specifies whether a Personal Emergency Response 
System will be used by the individual to secure help in an 
emergency; 

V. 	 Is updated as needed, but no less frequently than 
annually, by the Operational Administrative Agency to 
ensure the health and safety of the individual; and 

VI. 	 Is an attachment to the ICF/MR PAE or, if applicable, to 
the Transfer Form. 

(II) 	 Have one or more designated adults who shall be present in 
the individual's home to observe, evaluate, and provide an 
adequate level of direct care services to ensure the health and 
safety of the individual as needed but no less frequently than 
one day each week. 

8.g,. The individual shall have a place of residence with an environment that is 
adequate to reasonably ensure health, safety and welfare. 

(b) 	 A Transfer Form approved by the State Medicaid Agency: 

1. 	 May be used to transfer an Enrollee having an approved unexpired 
ICF/MR PAE from the Waiver to an ICF/MR; 

2. 	 May be used to transfer an individual having an approved unexpired 
ICF/MR PAE from an ICF/MR to the Waiver; 

3. 	 May be used to transfer an individual from one MR Waiver to a different 
Home and Community Based Services MR Waiver Program as specified 
in 1200-13-01-.29(1)(ss) above; and 

4. 	 Shall include an initial plan of care that lists the Enrollee's specific Waiver 
Services with the amount, scope, and duration of the services. 

(5) 	 Intake and Enrollment. 

(a) 	 When an individual is determined to be likely to require the level of care 
provided by an ICF/MR, the Operational Administrative Agency shall inform the 
individual or the individual's legal representative of any feasible alternatives 
available under the Waiver and shall offer the choice of available institutional 
services or Waiver program services. Notice to the individual shall contain: 

1. 	 A simple explanation of the Waiver and Covered Services; 

2. 	 Notification of the opportunity to apply for enrollment in the Waiver and an 
explanation of the procedures for enrollment; and 

3. 	 A statement that participation in the Waiver is voluntary. 
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(b) 	 Enrollment in the Waiver shall be voluntary, but shall be restricted to the 
maximum number of individuals specified in the Waiver, as approved by the 
Centers for Medicare and Medicaid Services for the State of Tennessee. 

(6) 	 Certification and Re-evaluation. 

(a) 	 The ICF/MR Pre-Admission Evaluation shall include a signed and dated 
certification by the individual's physician that the individual requires Waiver 
Services. 

(b) 	 The Operational Administrative Agency shall perform a re-evaluation of the 
Enrollee's need for continued stay in the Waiver within twelve (12) calendar 
months of the date of enrollment and at least every twelve (12) months 
thereafter. The re-evaluation shall be documented in a format approved by the 
State Medicaid Agency and shall be performed by a licensed physician or 
registered nurse or a Qualified Mental Retardation Professional. 

(c) 	 The Operational Administrative Agency shall maintain in its files for a minimum 
period of three (3) years a copy of the re-evaluations of need for continued 
stay. 

(7) 	 Disenrollment. 

(a) 	 Voluntary disenrollment of an Enrollee from the Waiver may occur at any time 
upon written notice from the Enrollee or the Enrollee's guardian or conservator 
to the Operational Administrative Agency. Prior to disenrollment the 
Operational Administrative Agency shall provide reasonable assistance to the 
Enrollee in locating appropriate alternative placement. 

(b) 	 An Enrollee may be involuntarily disenrolled from the Waiver for any of the 
following reasons: 

1. 	 The Tennessee Self-Determination Waiver Program is terminated. 

2. 	 An Enrollee becomes ineligible for Medicaid or is found to be erroneously 
enrolled in the Waiver. 

3. 	 An Enrollee moves out of the State of Tennessee. 

4. 	 The condition of the Enrollee improves such that the Enrollee no longer 
requires the level of care provided by the Waiver. 

5. 	 The Enrollee's medical or behavioral needs become such that the health, 
safety and welfare of the Enrollee cannot be assured through the 
provision of Waiver Services. 

6. 	 The home or home environment of the Enrollee becomes unsafe to the 
extent that it would reasonably be expected that Waiver Services could 
not be provided without significant risk of harm or injury to the Enrollee or 
to individuals who provide covered services to the Enrollee. 
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7. 	 The Enrollee or the Enrollee's guardian or conservator refuses to abide by 
the Plan of Care or related Waiver policies, resulting in the inability of the 
Operational Administrative Agency to ensure quality care or the health 
and safety of the Enrollee. 

8. 	 The health, safety and welfare of the Enrollee cannot be assured due to 
the lack of an approved Safety Plan. 

9. 	 The Enrollee was transferred to a hospital, nursing facility, Intermediate 
Care Faci lity for persons with Mental Retardation (or pursuant to federal 
law, Intermediate Care Facility for the Mentally Retarded}, Assisted Living 
Facility, and/or Home for the Aged and has resided there for a continuous 
period exceeding 120 days, if such period began prior to March 1, 2010, 
or a period exceeding 90 days if such period begins on or after March 1, 
2010. 

10. 	 The cost for all Covered Waiver services, including Emergency 
Assistance services, has reached the Waiver limit of $36,000 per year per 
Enrollee and the State cannot assure the health and safety of the 
Enrollee. 

(c) 	 The Operational Administrative Agency shall notify the State Medicaid Agency 
in writing prior to involuntary disenrollment of an Enrollee and shall give 
advance notice to the Enrollee of the intended involuntary disenrollment and of 
the Enrollee's right to appeal and have a fair hearing. 

(d) 	 If an Enrollee has been involuntarily disenrolled from the Waiver, the 
Operational Administrative Agency shall provide reasonable assistance to the 
Enrollee in locating appropriate alternative placement. 

(8) 	 Plan of Care. 

(a) 	 All Waiver Services for the Enrollee shall be provided in accordance with an 
approved Plan of Care. 

1. 	 Prior to the development of the initial Individual Support Plan, Covered 
Services shall be provided in accordance with the physician's initial plan 
of care included in the approved ICF/MR Pre-Admission Evaluation. 

2. 	 Each Enrollee shall have an individualized written Plan of Care (the 
Individual Support Plan) that shall be developed for an Enrollee within 
sixty (60) calendar days of admission into the Waiver. 

3. 	 A Safety Plan for Enrollees who do not have 24-hour direct care services 
shall be maintained with the Plan of Care. 

(b) 	 To ensure that Waiver Services and other services are being appropriately 
provided to meet the Enrollee's needs, the Plan of Care shall be reviewed on 
an ongoing basis and shall be updated and signed in accordance with the 
following: 
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1. 	 The Case Manager shall review the Plan of Care when needed, but no 
less frequently than once each calendar month, and shall document such 
review by a dated signature. 

2. 	 A team consisting of the Case Manager and other appropriate 
participants in the development of the Plan of Care shall review the Plan 
of Care when needed, but no less frequently than every twelve (12) 
calendar months, and shall document such review by dated signatures. 
Such annual review shall include, but not be limited to, reviewing 
outcomes and determining if progress is being made in accordance with 
the Plan of Care; reviewing the appropriateness of supports and services 
being provided and determining further needs of the Enrollee. 

(9) 	 Physician Services. 

(a) 	 The Operational Administrative Agency shall ensure that each Enrollee 
receives physician services as needed and that each Enrollee has a medical 
examination, documented in the Enrollee's record, in accordance with the 
following schedule: 

Age 	 Minimum frequency of medical examinations 

Up to age 21 	 In accordance with Medicaid EPSDT periodicity standards 

21-64 	 Every one (1) to three (3) years, as determined by the 
Enrollee's physician 

Over age 65 	 Annually 

(b) 	 All Covered Services to be provided prior to the development of the initial 
Individual Support Plan shall be physician ordered and shall be included in the 
physician's plan of care section of the Pre-Admission Evaluation application. 

(c) 	 When required by state law, Covered Services shall be ordered or reordered, 
by a licensed physician, licensed nurse practitioner, physician assistant, a 
licensed dentist, or other appropriate health care provider. 

(10) 	 Waiver Administration. The Operational Administrative Agency shall be responsible 
for the administration of the day-to-day operations of the Waiver under the oversight 
of the State Medicaid Agency and shall ensure that Covered Services are provided 
in accordance with state and federal laws, rules, regulations and policies established 
by the State Medicaid Agency. The Operational Administrative Agency shall be 
responsible for the following activities, whether provided directly or through 
subcontract: 

(a) 	 Marketing of the Waiver to potential Enrollees; 

(b) 	 Intake and pre-enrollment assessment of the applicant's habilitative, medical 
and specialized services needs; and appropriateness for enrollment in the 
Waiver; 
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(c) 	 Assisting the applicant with the submission of a properly completed ICF/MR 
Pre-Admission Evaluation; 

(d) 	 Enrollment of eligible individuals into the Waiver; 

(e) 	 Provision of a plain language explanation of appeal rights to each Enrollee 
upon enrollment in the Waiver; 

(f) 	 Review and approval of Plans of Care (Individual Support Plans) to ensure that 
Waiver Services have been authorized prior to payment; 

(g) 	 Ensuring that annual level of care re-evaluations have been performed to 
document the need for continuation of Waiver Services for the Enrollee; 

(h) 	 Notification of the State Medicaid Agency in writing prior to involuntary 
disenrollment of any Enrollee; 

(i) 	 Ensuring that Waiver providers maintain comprehensive Enrollee records and 
documentation of services provided to Enrollees in accordance with state and 
federal laws, rules, regulations and State Medicaid Agency policies; 

U) 	 Obtaining approval from the State Medicaid Agency prior to distributing policies 
and procedures to Waiver providers or Waiver information to Enrollees; 

(k) 	 Compliance with reporting and record-keeping requirements established by the 
State Medicaid Agency; 

(I) 	 Maintaining in its files the original ICF/MR Pre-Admission Evaluation and, 
where applicable, the original Transfer Form; 

(m) 	 Assurance of a statewide provider network adequate to meet the needs of 
Enrollees; 

(n) 	 Ensuring that Waiver Services providers and subcontractors meet the Waiver 
provider qualifications approved by the Centers for Medicare and Medicaid 
Services; 

(0) 	 Ensuring that Waiver Services providers have a signed provider agreement 
which includes a requirement for compliance with the Division of Mental 
Retardation Services Provider Manual in the delivery of waiver services; 

(p) 	 Assurance of the health and safety of Enrollees through the implementation of 
a comprehensive quality monitoring program; 

(q) 	 Reporting instances of abuse, neglect, mistreatment or exploitation to 
appropriate state agencies; 

(r) 	 Assurance that Covered Services are provided in accordance with the 
approved Waiver definitions and in accordance with the State Medicaid Agency 
guidelines; 
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(s) 	 Compliance with the appeals process specified in TennCare rule 1200-13-13­
.11 to ensure that Enrollees are afforded advance notice and the right to appeal 
an adverse decision and have a fair hearing; 

(t) 	 Ensuring that providers and subcontractors comply with the quality monitoring 
guidelines and requirements established by the State Medicaid Agency, by the 
Operational Administrative Agency, and by the Centers for Medicare and 
Medicaid Services, and with other state and federal laws, rules, and regulations 
affecting the provision of Waiver Services; 

(u) 	 Oversight and monitoring of the Financial Administration entity; 

(v) 	 Collection of applicable patient liability from Enrollees; 

(w) 	 Reimbursement of Waiver providers in accordance with policies established by 
the State Medicaid Agency; 

(x) 	 Recoupment of payments made to Waiver providers when there is lack of 
documentation to support that services were provided or there is a lack of 
medical necessity of services, or when inappropriate payments have been 
made due to erroneous or fraudulent billing; and 

(y) 	 Expenditure and revenue reporting in accordance with state and federal 
requirements. 

(11) 	 Reimbursement. 

(a) 	 The average per capita fiscal year expenditure under the Waiver shall not 
exceed 100% of the average per capita expenditure that would have been 
made in the fiscal year if care had been provided in an ICF/MR. The total 
Medicaid expenditure for Waiver Services and other Medicaid services 
provided to Enrollees shall not exceed 100% of the amount that would have 
been incurred in the fiscal year if care was provided in an ICF/MR. 
Reimbursement for the cost of all Covered Services, including any Emergency 
Assistance, shall not exceed $36,000 per year per Enrollee. 

(b) 	 The Operational Administrative Agency shall be reimbursed for Waiver 
Services at the rate per unit of service actually paid by the Operational 
Administrative Agency to the Waiver service provider or at the maximum rate 
per unit of service established by the State Medicaid Agency, whichever is less. 

(c) 	 In accordance with 42 CFR § 435.726, the Operational Administrative Agency 
shall make a diligent effort to collect patient liability if it applies to the Enrollee. 
The Operational Administrative Agency or its designee shall complete 
appropriate forms showing the individual's amount of monthly income and shall 
submit them to the Tennessee Department of Human Services. The 
Tennessee Department of Human Services shall issue the appropriate forms to 
the Operational Administrative Agency and to the State Medicaid Agency's 
fiscal agent that processes and pays vendor claims, specifying the amount of 
patient liability to be applied toward the cost of care for the Enrollee. 
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(d) 	 The Operational Administrative Agency shall submit bills for services to the 
State Medicaid Agency's fiscal agent using a claim form approved by the State 
Medicaid Agency. On claim forms, the Operational Administrative Agency shall 
use a provider number assigned by the State Medicaid Agency. 

(e) 	 Reimbursement shall not be made to the Operational Administrative Agency for 
therapeutic leave or hospital leave for Enrollees in the Waiver. 

(f) 	 Medicaid benefits other than those specified in the Waiver's scope of Covered 
Services shall be reimbursed by the State Medicaid Agency as otherwise 
provided for by federal and state rules and regulations. 

(g) 	 The Operational Administrative Agency shall be responsible for obtaining the 
physician's initial certification and subsequent Enrollee re-evaluations. Failure 
to perform re-evaluations in a timely manner and in the format approved by the 
State Medicaid Agency shall require a corrective action plan and shall result in 
partial or full recoupment of all amounts paid by the State Medicaid Agency 
during the time period when a re-evaluation had lapsed. 

(h) 	 The Operational Administrative Agency shall be responsible for ensuring that 
the Financial Administration entity fulfills its financial, ministerial, and clerical 
responsibilities associated with the provision of Financial Administration 
services to an Enrollee who Self-Directs one or more Covered Services. 
Examples of such responsibilities include the hiring and employment of service 
providers by the Enrollee or the Enrollee's guardian or conservator; 
management of Enrollee accounts; disbursement of funds to Waiver service 
providers while withholding appropriate deductions; reviewing documentation of 
Covered Services to assure Enrollee approval prior to payment; ensuring that 
Waiver service providers possess the necessary qualifications established by 
the State Medicaid Agency. 

(i) 	 The State Medicaid Agency shall be responsible for defining and establishing 
the billing units to be used by the Operational Administrative Agency in billing 
for Waiver Services. 

U) 	 An Operational Administrative Agency that enrolls an individual without an 
approved ICF/MR Pre-Admission Evaluation or, where applicable, an approved 
Transfer Form does so without the assurance of reimbursement. An 
Operational Administrative Agency that enrolls an individual who has not been 
determined by the Tennessee Department of Human Services to be financially 
eligible to have Medicaid make reimbursement for covered services does so 
without the assurance of reimbursement. 

(12) Appeals. 	 An Enrollee shall have the right to appeal an adverse action in accordance 
with T ennCare rule 1200-13-13-.11. 

Authority: T. G.A. 4-5-202, 4-5-209, 71-5-105, 71-5-109, Executive Order No. 23. 
Administrative History: Original rule filed June 20, 2007; effective September 3, 
2007. Public necessity rules filed July 1, 2009; effective through December 13, 2009. 
Amendments filed September 11, 2009; effective December 10, 2009. 
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1200-13-01-.30 TENNCARE ICF/MR PROGRAM 

(1) 	 Definitions. See Rule 1200-13-01-.02. 

(2) 	 Eligibility for Medicaid-reimbursed care in an ICF/MR. 

(a) 	 The individual must be determined by the Tennessee Department of Human 
Services to be financially and categorically eligible for Medicaid-reimbursed long­
term care services. 

(b) 	 The individual must have a valid, unexpired ICF/MR PreAdmission Evaluation (PAE) 
that has been approved by the Bureau of TennCare in accordance with ru le 1200-13­
01-.15. 

(3) 	 Conditions of participation for ICFs/MR 

(a) 	 The ICF/MR must enter into a provider agreement with TennCare. 

(b) 	 The ICF/MR must be certified by the state, showing it has met the standards set out 
in 42 C.F.R., Part 442, Subpart C and 42 C.F.R., Part 483. 

(c) 	 ICFs/MR participating in the State of Tennessee's TennCare program shall be 
terminated as a TennCare provider if certification or licensure is canceled by the 
state. 

(d) 	 If the resident has resources to apply toward payment, the payment made by the 
state will be his current maximum payment per day, charges or per diem cost 
(whichever is less), minus the available patient resources. 

(e) 	 Payments for residents requiring ICF/MR services will not exceed per diem costs or 
charges, whichever is less. 

(f) 	 If an ICF/MR (upon submission of a cost report and audit of its cost), has collected 
on a per diem basis during the period covered by the cost report and audit, more 
than cost reimbursement allowed for the ICF/MR patient, the facility shall be required 
to reimburse the state (through the Bureau of Medicaid and/or the ICF/MR's Third 
Party), for that portion of the reimbursement collected in excess of the cost 
reimbursement allowed. 

(g) 	 Regardless of the reimbursement rate established for an ICF/MR, no ICF/MR may 
charge Medicaid patients an amount greater than the amount per day charge to 
private paying patients for equivalent accommodations and services. 

(h) 	 Personal laundry services in an ICF/MR shall be considered a covered service and 
included in the per diem rate. Medicaid patients may not be charged for personal 
laundry services . 

(4) 	 Conditions that ICFs/MR must meet to receive Medicaid reimbursement 

December, 2009 (Revised) 	 334 

http:1200-13-01-.02
http:1200-13-01-.30
http:1200-13-01-.30


GENERAL RULES CHAPTER 1200-13-01 
(Rule 1200-13-01-.30, continued) 

(a) 	 An ICF/MR which has entered into a provider agreement with the Bureau of 
TennCare is entitled to receive Medicaid reimbursement for covered services 
provided to an ICF/MR Eligible if 

1. 	 The Bureau of TennCare has received an approvable ICF/MR PreAdmission 
Evaluation for the individual within ten (10) calendar days of the ICF/MR PAE 
Request Date or the physician certification date, whichever is earlier. The PAE 
Approval Date shall not be more than ten (10) days prior to date of submission 
of an approvable PAE. An approvable PAE is one in which any deficiencies in 
the submitted application are cured prior to disposition of the PAE. 

2. 	 For the transfer to an ICF/MR of an individual having an approved unexpired 
ICF/MR PreAdmission Evaluation. the Bureau of TennCare has received an 
approvable Transfer Form within ten (10) calendar days after the date of the 
transfer. For transfer from ICF/MR services to an HCBS MR Waiver program. 
the transfer form must be submitted and approved prior to enrollment in the 
HCBS MR Waiver program. 

3. 	 For a retroactive eligibility determination, the Bureau of TennCare has received 
a Notice of Disposition or Change and has received an approvable request to 
update an approved, unexpired ICF/MR PreAdmission Evaluation within thirty 
(30) calendar days of the mailing date of the Notice of Disposition or Change. 
The effective date of payment for ICF/MR services shall not be earlier than the 
PAE Approval Date of the original approved, unexpired PAE which has been 
updated. 

(b) 	 Any deficiencies in a submitted PAE application must be cured prior to disposition of 
the PAE to preserve the PAE submission date for payment purposes. 

1. 	 Deficiencies cured after the PAE is denied but within thirty (30) days of the 
original PAE submission date will be processed as a new application, with 
reconsideration of the earlier denial based on the record as a whole (including 
both the original denied application and the additional information submitted). If 
approved, the effective date of PAE approval can be no earlier than the date of 
receipt of the information which cured the original deficiencies in the denied 
PAE. Payment will not be retroactive back to the date the deficient application 
was received or to the date requested in the deficient application. 

2. 	 Once a PAE has been denied, the original denied PAE application must be 
resubmitted along with any additional information which cures the deficiencies 
of the original application. Failure to include the original denied application 
may delay the availability of Medicaid reimbursement for ICF/MR services. 

(c) 	 An ICF/MR that admits a Medicaid Eligible without an approved ICF/MR 
PreAdmission Evaluation or, where applicable. an approved Transfer Form does so 
without the assurance of reimbursement from the Bureau of TennCare. 

(5) 	 Reimbursement methodology for Intermediate Care Facilities for persons with Mental 
Retardation (or pursuant to Federal Law, Intermediate Care Facilities for the Mentally 
Retarded). 
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GENERAL RULES CHAPTER 1200-13-01 
(Rule 1200-13-01-.30, continued) 

(a) 	 Private for-profit and private not-for-profit Intermediate Care Facilities for persons 
with Mental Retardation (or pursuant to Federal Law, Intermediate Care Facilities for 
the Mentally Retarded) (ICFs/MR) shall be reimbursed at the lower of Medicaid cost 
or charges. An annual inflation factor will be applied to operating costs. The trending 
factor shall be computed for facilities that have submitted cost reports covering at 
least six months of program operations. For facilities that have submitted cost 
reports covering at least three full years of program partiCipation, the trending factor 
shall be the average cost increase over the three-year period, limited to the 75th 
percentile trending factor of facilities participating for at least three years. Negative 
averages shall be considered zero. For facilities that have not completed three full 
years in the program, the one-year trending factor shall be the 50th percentile 
trending factor of facilities participating in the program for at least three years. For 
facilities that have failed to file timely cost reports, the trending factor shall be zero. 
Capital-related costs are not subject to indexing. Capital-related costs are property, 
depreciation, and amortization expenses included in Section F.18 and F.19 of the 
Nursing Facility Cost Report Form. All other costs, including home office costs and 
management fees, are operating costs. Once a per-diem rate is determined from a 
clean cost report, the rate will not be changed until the next rate determination 
except for audit adjustments, correction of errors, or termination of a budgeted rate. 

(b) 	 Public Intermediate Care Facilities for persons with Mental Retardation (or pursuant 
to Federal Law, Intermediate Care Facilities for the Mentally Retarded) (ICFs/MR) 
that are owned by government shall be reimbursed at 100% of allowable Medicaid 
costs with no cost-containment incentive. Reimbursement shall be based on 
Medicare principles of retrospective cost reimbursement with year-end cost report 
settlements. Interim per-diem rates for the fiscal year beginning July 1, 1995 and 
ending June 30, 1996 shall be established from budgeted cost and patient day 
information submitted by the government ICF/MR facilities. Thereafter, interim rates 
shall be based on the providers' cost reports. There will be a tentative year-end cost 
settlement within 30 days of submission of the cost reports and a final settlement 
within 12 months of submission of the cost reports. 

(c) 	 Costs for supplies and other items, including any facility staff reguired to deliver the 
service, which are billed to Medicare Part B on behalf of all patients must be included 
as a reduction to reimbursable expenses in Section G of the nursing facility cost 
report. 

(6) 	 Bed holds. 

An ICF/MR will be reimbursed in accordance with this paragraph for the recipient's bed in 
that facility during the recipient's temporary absence from that facility in accordance with 
the following: 

(a) 	 For days not to exceed 15 days per occasion while the recipient is hospitalized and 
the following conditions are met: 

1. 	 The resident intends to return to the ICF/MR. 

2. 	 The hospital provides a discharge plan for the resident. 
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(Rule 1200-13-01-.30, continued) 

3. 	 At least 85% of all other beds in the ICF/MR certified at the recipient's 
designated level of care (i.e., intensive training, high personal care or medica!), 
when computed separately, are occupied at the time of hospital admission. An 
occupied bed is one that is actually being used by a patient. Beds being held 
for other patients while they are hospitalized or otherwise absent from the 
facility are not considered to be occupied beds, for purposes of this calculation. 

4. 	 Each period of hospitalization must be physician ordered and so documented 
in the patient's medical record in the ICF/MR. 

(b) 	 For days not to exceed 60 days per state fiscal year and limited to 14 days per 
occasion while the recipient, pursuant to a physician 's order, is absent from the 
facility on a therapeutic home visit or other therapeutic absence. 

(7) 	 Other reimbursement issues 

(a) 	 No change of ownership or controlling interest of an existing Medicaid provider, 
including ICFs/MR, can occur until monies as may be owed to Medicaid are provided 
for. The purchaser shall notify Medicaid of the purchase at the time of ownership 
change and is financially liable for the outstanding liabilities to Medicaid for one (1) 
year from the date of purchase or for one (1) year following Medicaid's receipt of the 
provider's Medicare final notice of program reimbursement, whichever is later. The 
purchaser shall be entitled to utilize any means available to it by law to secure and 
recoup these funds from the selling entity. In addition, purchasers of ICFs/MR are 
responsible for obtaining an accurate accounting and transfer of funds held in trust 
for Medicaid residents at the time of the change of ownership or controlling interest. 

(b) 	 If the Division of Medicaid has not reimbursed a business for Medicaid services 
provided under the Medicaid program at the time the business is sold, when such an 
amount is determined the division of Medicaid shall be required to reimburse the 
person owning the business provided such sale included the sale of such assets. 

(c) 	 When a provider was originally paid within a retrospective payment system that is 
subject to regular adjustments and the provider disputes the proposed adjustment 
action, the provider must file with the State not later than thirty (30) days after receipt 
of the notice informing the provider of the proposed adjustment action, a request for 
hearing. The provider's right to a hearing shall be deemed waived if a hearing is not 
requested within thirty (30) days after receipt of the notice. 
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