
RULE 

Department of Heal.th and Hospital.s 
Bureau of Heal.th Services Financing 

Appl.ied Behavior Anal.ysis-Based Therapy Services 
(LAC SO:XV.Chapters 1-7) 

The Department of Health and Hospitals , Bureau of Health 

Services Financing has adopted LAC 50 : XV . Chapter s 1-7 in the 

Medical Assistance Program as authorized by R. S . 36 : 254 and 

pursuant to Title XIX of the Social Security Act . This Rule is 

promulgated in accordance with the provisions of the 

Administrative Procedure Act , R.S . 49 : 950 et seq . 

Titl.e 50 

PUBLIC HEALTH-MEDICAL ASSISTANCE 
Part XV . Services for Special. Popul.ations 

Subpart 1 . Appl.ied Behavior Anal.ysis-Based Therapy Services 

Chapter 1. General. Provisions 

§101 . Program Description and Purpose 

A. Applied behavior analysis-based (ABA) therapy is the 

design , implementation , and evaluation of environmental 

modification using behavioral stimuli and consequences to 

produce socially significant improvement in human behavior, 

including the direct observation , measurement , and functional 

analysis of the relations between environment and behavior. ABA-

based therapies teach skills through the use of behavioral 

observation and reinforcement or prompting to teach each step of 

targeted behavior. ABA-based therapies are based on reliable 
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evid ence and are not experimental . 

AUTHORITY NOTE : Promulgat ed in accordance with R. S . 

36 : 254 and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health 

and Hospitals , Bureau of Health Services Financing , LR 41 : 

§ 103. Recipient Criteria 

A. In order to qualify for ABA- bas ed ther apy services , a 

Medicaid recip ient must meet the f ollowing criteria . The 

recipient must : 

1 . be from birth up to 21 years of age ; 

2 . exhibit the presence of excesses and/or deficits 

of behaviors that significantly interfere with home or community 

activities {examples include , but are not limited to aggression , 

self-injury, elopement , impaired development in the areas of 

communication and/or social interaction , etc . ) ; 

3 . be diagnosed by a qualified health care 

professional with a condition for which ABA-bas e d therapy 

services are recognized as t her apeutically appropriate , 

including autism spectrum disor der; and 

4 . have a compr ehensive diagnostic evaluation that 

prescri bes and/or recommends ABA services that is conducted by a 

qualified health care p r ofessional . 

B. All of the criteria in §103 . A must be met to receive 

services . 
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AUTHORITY NOTE : Promulgated in accordance with R. S . 

36 : 254 and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health 

and Hospitals , Bureau of Health Services Financing , LR 41 : 

Chapter 3 . Services 

§ 301 . Cov ered Services and L~itations 

A. Medicaid covered ABA- based ther apy services must be : 

1 . medically necess ary ; 

2 . prior authorized by the Medicaid Program or its 

designee ; and 

3. delivered in accordance with the recipient ' s 

treatment plan . 

B. Services must be provided directly or billed by 

behavior analysts licensed by the Louisiana Behavior Analyst 

Board. 

C . Medical necessity for ABA-based therapy services shall 

be determined according to the provisions of the Louisiana 

Administrative Code (LAC), Title 50 , Part I , Chapter 11 

(Louisiana Register, Volume 37 , Number 1) . 

D. ABA-based therapy services may be prior authorized for 

a time period not to exceed 180 days. Services provided without 

prior authorization shall not be considered for reimbursement , 

except in the case of retroactive Medicaid eligibility . 

E . Service Limitations 
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1 . Services shall be based upon the individual needs 

of the child , and must give consideration to the child ' s age , 

school attendance requirements , and other daily activities as 

documented in the treatment plan . 

2 . Services must be delivered in a natural setting 

(e . g ., home and community-based settings , i ncluding schools and 

clinics) . 

a . Services delivered in a school setting must 

not duplicate services rendered under an individualized family 

service plan (IFSP) or an individualized educational program 

(IEP) as required under the federal Individuals with 

Disabilities Education Act (IDEA) . 

3 . Any services delive red by direct line staff must 

be under the supervision of a lead behavior therapist who is a 

Louisiana licensed behavior analyst . 

F . Not Medically Necessary/Non- Covered Services . The 

following services do not meet medical necessity criteria , nor 

qualify a s Medicaid covered ABA-bas e d therapy services : 

1 . therapy services rendered when measureable 

functional improvement or continued clinical benefit is not 

expected , and therapy is not necessary for maintenance of 

function or to prevent deterioration ; 

2 . services that are primarily educational in 

nature ; 
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3 . services delivered outside of the school setting 

that are duplicative services under an individualized family 

service plan (IFSP) or an individualized educational program 

(IEP) , as required under the federal Individuals with 

Disabilities Education Act (IDEA) ; 

4 . treatment whose purpose is vocationally- or 

recreationally-based; 

5 . custodial care ; 

a . for purposes of these provisions , custodial 

care : 

i. shall be defined as care that is 

provided primarily to assist in the activities of daily living 

(ADLs) , such as bathing , dres s ing, eating , and maintaining 

personal hygiene and safety; 

ii . is provided primarily for maintaining 

the recipient ' s or anyone else ' s safety; and 

iii . could be provided by persons without 

professional skills or training ; and 

6. services , supplies , or procedures performed in a 

non-conventional setting including , but not limited : 

a . resorts ; 

b . spas ; 

c . therapeut i c programs ; and 

d . camps . 
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AUTHORITY NOTE : Promulgated in accordance with R. S . 

36 : 254 and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health 

and Hospitals , Bureau of Health Services Financing , LR 41 : 

§ 303 . Treatment Plan 

A. ABA-based therapy services shall be rendered in 

accordance with the individual ' s treatment plan . The treatment 

plan shall : 

1 . be person-centered and based upon individualized 

goals ; 

2 . be developed by a licensed behavior analyst ; 

3 . delineate both the frequency of baseline 

behaviors and the treatment development plan to address the 

behaviors ; 

4. identify long , intermediate , and short-term goals 

and objectives that are behaviorally defined ; 

5 . identify the criteria that will be used to 

measure achievement of behavior ob ject ives ; 

6 . clearly identify the schedule of services planned 

and the individual providers responsible fo r delivering the 

services ; 

7 . include care coordination involving the parents 

or caregiver(s), school , state disability programs , and others 

as applicable ; 
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8. include parent/caregiver training, support, and 

participation ; 

9 . have objectives that are specific , measureable , 

based upon clinical observations , include outcome measurement 

assessment, and tailored to the individual ; and 

10 . ensure that interventions are consistent with ABA 

techniques. 

AUTHORITY NOTE : Promulgated in accordance with R. S . 

36 : 254 and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health 

and Hospitals , Bureau of Health Services Financing , LR 41 : 

Chapter 5. Provider Participation 

§ 501 . General Provisions 

A. ABA- based therapy services must be provided by or 

under the supervision of a behavior analyst who is currently 

licensed by the Louisiana Behavior Analyst Board , or a licensed 

psychologist , or a licensed medical psychologist. 

B. Licensed behavior analysts that render ABA-based 

therapy services shall meet the followin g provider 

qualifications : 

1. be licensed by the Louisiana Behavior Analyst 

Board; 

2 . be covered by professional liability insurance to 

limits of $1 , 000 , 000 per occurrence , $1 , 000 , 000 aggregate ; 
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3 . have no sanctions or disciplinary actions on 

their Board Certified Behavior Analyst (BCBA®) or Board 

Certified Behavior Analyst-Doctoral (BCBA-0) certification 

and/or state licensure ; 

4 . not have Medicare/Medicaid sanctions , or be 

excluded from participation in federally funded programs (i . e ., 

Office of Inspector General's list of excluded 

individuals/entities (OIG-LEIE) , syste m for award management 

(SAM) listing and state Medicaid sanctions listings) ; and 

5 . have a completed criminal background check to 

include federal criminal , state criminal , parish criminal and 

sex offender reports for t he state and parish in which the 

behavior analyst is currently working and residing . 

a. Criminal background checks must be performed 

at the time of hire and at least five years thereafter . 

b . Background checks must be current , within a 

year prior to the initial Medicaid enrollment application . 

Background checks must be performed at least every five years 

thereafter . 

c . Certified assistant behavior analyst that render ABA­

based therapy services shall meet the following provider 

qualifications : 

1 . must be certified by the Louisiana Behavior 

Analyst Board ; 
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2 . must work under the supervision of a licensed 

behavior analyst ; 

a . the supervisory relationship must be 

documented in writing ; 

3 . must have no sanctions or disciplinary actions, 

if s ta t e-certified or board-certified by the SACS®; 

4. may not have Medicaid or Medicare sanctions or be 

excluded from participation in federally funded programs (OIG­

LE IE listing, SAM listing and state Medicaid sanctions 

listings ) ; and 

5 . have a completed criminal background check to 

include federal criminal , state criminal, parish criminal and 

sex offender reports for the state and parish in which the 

certified assistant behavior analyst is currently working and 

residing . 

a . Evidence of this background check must be 

provided by the employer . 

b . Criminal background checks must be performed 

at the time of hire and an update performed at least every five 

years thereafter . 

D. Registered line techn i cians that render ABA-based 

therapy services shall meet the following provider 

qualifications: 

1. must be registered by the Louisiana Behavior 
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Analyst Board ; 

2. must work under the supervision of a licensed 

behavior analyst ; 

a . the supervisory relationship must be 

documented in writing; 

3 . may not have Medicaid or Medicare sanctions or be 

excluded from participation in federally funded programs (OIG­

LEIE listing, SAM l is t ing and state Medicaid sanctions 

listings) ; and 

4 . have a completed criminal background check to 

include federal criminal , state criminal , parish criminal and 

sex offender reports fo r the state and parish in which the 

certified assistant behavior analyst is currently working and 

residing . 

a . Evidence of this background check must be 

provided by the employer . 

b . Criminal background checks must be performed 

at the time of hire and an update performed at least every five 

years thereafter. 

AUTHORITY NOTE : Promulgated in accordance with R. S . 

36 : 254 and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health 

a nd Hospitals , Bureau of Health Services Financing, LR 41 : 

Chapter 7 . Reimbursements 
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§ 701 . General Provisions 

A. The Medicaid Program shall provide reimbursement for 

ABA-based therapy services to enr olled behavior analysts who are 

currently licensed and in good stand ing with the Louisiana 

Behavior Analyst Board. Reimbursement shall only be made for 

services billed by a licensed behavior analyst , licensed 

psychologist , or licensed medical psychologist . 

B. Reimbursement for ABA serv ices shall not be made to , 

or on behalf of services rendered by , a parent , a legal guardian 

or legally responsible person . 

C . Reimbursement shall only be made for services 

authorized by the Medicaid Program or its designee . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 

36 : 254 and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health 

and Hospitals , Bureau of Health Services Financing , LR 41 : 

§ 703 . Reimbursement Methodology 

A . Reimbursement for ABA-based therapy services shall be 

based upon a percentage of the commercial rates for ABA-based 

therapy services in the state of Louisiana . The rates are based 

upon 15 minute units of service , with the exception of mental 

health services plan which shall be re i mbu rsed a t an hourly fee 

rate . 

AUTHORITY NOTE : Promulga ted in accordance with R. S . 
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36 : 254 and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health 

and Hospitals , Bureau of Health Services Financing , LR 41 : 

Kathy H. Kliebert 

Secretary 
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R~E 

Department of Health and Hospitals 
Bureau of Health Services Financing 

Managed Care for Physical and Basic Behavioral Health 
(LAC SO : I . Chapters 31-40) 

The Department of Health and Hospitals , Bureau of Health 

Services Financing has amended LAC 50 : I . Chapt ers 31- 40 in the Medical 

Assistance Program as authorized by R. S . 36 : 254 and pursuant to Title 

XIX of the Social Security Act . Th is Rule is promulgated in 

accordance with the provisions of the Administrative Procedure Act , 

R. S . 49 : 950 et seq . 

Title 50 

PUBLIC HEALTH-MEDICAL ASSISTANCE 
Part I . Administration 

Subpart 3. Managed Care for Physical and Basic Behavioral Health 

Chapter 31 . General Provisions 

§ 3101 . Introduction 

A. It is the department ' s goal t o operate a managed health 

care delivery system that : 

1 . improves access to care and care coordination ; 

2 . imp roves the quality of services ; 

3 . promotes healthier outcomes for Medicaid recipients 

through the establishment of a medical home system of care ; 

4 . provides budget stability ; and 

1 



5. results in savings as compared to an unmanaged fee­

for - service system . 

B. Effective for dates of service on or after February 1 , 

2015 , the department will operate a managed care delivery system for 

physical and basic behavioral health , named the Bayou Health program, 

utilizing one model , a risk bearing managed care organization (MCO) , 

hereafter referred to as a "MCO" . 

1. - 2 . Repealed . 

C . The department will continue to administer the 

determinations of savings realized or refunds due to the department 

for dates of service from February 1 , 2012 through January 31 , 2015 

as described in the primary care case management plan (CCN-S) 

contract . 

D. It is the department ' s intent to procure the provision of 

healthcare services statewide to Medicaid enrollees participating in 

the Bayou Health program from risk bearing MCOs through the 

competitive bid process . 

1 . The number of MCOs shall be no more than required t o 

meet the Medicaid enrollee capacity requirements and ensure choice 

for Medicaid recipients as required by federal statute . 

1 . a. - 2 . Repealed . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 
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HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Fi nancing , LR 37 : 1573 (June 

2011), amended LR 41 : 

§ 3103. Recipient Participation 

A. The following Medicaid recipients shall be mandatory 

participants in coordinated care networks: 

1 . categorically needy individuals: 

a . - e . 

f . childr en enrolled in the Title XXI stand-alone 

CHIP program for low-income children under the age of 19 who do not 

otherwise qualify for Medicaid (LaCHIP Affordable Plan) ; 

g . persons eligible thr ough the Tuberculosis 

Infected Individual Program; 

h . individuals who are Native Americans/Alaskan 

Natives and members of a federally recognized tribe ; or 

i . children under the age of 19 who are : 

i . eligible under §1902(e ) (3) of the Act and 

receiving Supplemental Security Income (SSI) ; 

ii . in foster care or other out-of-home 

placement ; 

iii . receiving foster care or adoption 

assistance; 

3 



iv . receiving services through a family­

centered, community- based coordinated care system that receives grant 

funds under §501(a) (1) (D) of Title V, and is defined by the 

department in terms of either program participation of special health 

care needs ; or 

v . enrolled in the Family Opportunity Act 

Medicaid Buy-In Program; 

2 . - 3 . 

B. Voluntary Participants 

1 . Participation in an MCO is voluntary for 

a. individuals who receive home and community- based 

waiver services ; and 

i . - ii . Repealed . 

b . effective February 1, 2015, children under the 

age of 21 who are listed on the new opportunities waiverQ Request for 

Services Registry . These children are identified as Chisholm class 

members : 

i . For purposes of these provisions, Chisholm 

class members shall be defined as those children identified in the 

Melanie Chisholm , et al vs . Kathy Kliebert (or her successor) class 

action litigation . 

ii . Chisholm class members and home and 

community-based waiver recipients shall be exempt from the auto-
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assignment process and must proactively seek enrollment into an 

available health plan . 

l.b . i i i . - 2 . Repealed . 

C . The enrollment broker will ensure that all participants are 

notified at the time of enrollment that they may request dis­

enrollment from the MCO a t any time for cause . All voluntary opt-in 

populations can dis-enroll from the MCO and return to legacy Medicaid 

at any time without cause . 

D. Participation Exclusion 

1. The following Medicaid and/or CHIP recipients are 

excluded from participation in an MCO a nd cannot voluntarily enroll 

in a MCO . Individuals who: 

a . - d . 

e . are participants in the Take Charge Plus 

Program; or 

f . are participants in the Greater New Orleans 

Community Health Connection (GNOCHC) Program . 

g . Repealed . 

E. 

AUTHORITY NOTE : Promulgated in accordance with R.S. 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1573 (June 
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2011) , amended LR 40 : 310 (February 2014) , LR 40 : 1096 (June 2014), LR 

40 : 2258 (November 2014) , LR 41 : 

§ 3105 . Enrol1ment Process 

A. The MCO shall abide by all enrollment and disenrollment 

policy and procedures as outlined in the contract developed by the 

department . 

B. The department will contract with an enrollment broker who 

will be r esponsible for the enrollment and disenrollment process for 

MCO participants. The enrollment broker shall be : 

1 . the primary contact for Medicaid recipients regarding 

the MCO enrollment and disenrollment process , and shall assist the 

recipient to enroll in an MCO ; 

2 . the only authorized entity , other than the department, 

to assist a Medicaid recipient in the selection of an MCO ; and 

3 . responsible for notifying all MCO members of their 

enrollment and disenrollment rights and responsibilities within the 

timeframe specified in the contract . 

C. Enrollment Period . The annual enrollment of an MCO member 

shall be for a period of up to 12 months f r om the date of enrollment , 

contingent upon his/her continued Medicaid and MCO eligibility . A 

member shall remain enrolled in the MCO until : 
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1 . DHH or its enrollment broker approves the member's 

written, electronic or oral request to disenroll or transfer to 

another MCO for cause ; or 

2 . 

3 . the member becomes ineligible for Medicaid and/or the 

MCO program. 

D. Enrollment of Newborns . Newborns of Medicaid eligible 

mothers who are enrolled at the time of the newborn ' s birth will be 

automatically enrolled with the mother ' s MCO , retroactive to the 

month of the newborn's birth . 

1 . If there is an administrative delay in enrolling the 

newborn and costs are incurred during that period , the member shall 

be held harmless for those costs and the MCO shall pay for these 

services. 

2 . The MCO and its providers shall be required to : 

a . report the birth of a newborn within 48 hours by 

requesting a Medicaid identification (!D) number through the 

department ' s online system for requesting Medicaid ID numbers ; and 

b . complete and submit any other Medicaid enrollment 

form required by the department . 

E. Selection of an MCO 

1 . As part of the eligibility determination process, 

Medicaid and LaCHIP applicants , for whom the department determines 

eligibility , shall receive information and assistance with making 
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informed choices about partici pating MCOs from the enrollment broker . 

These individuals will be afforded the opportunity to indicate the 

plan of their choice o n their Medicaid financial application form or 

in a subsequent contract with the department prior to determination 

of Medicaid eligibility. 

2 . All new recipients who have made a proactive selection 

of an MCO shall have that MCO choice transmitted to the Enrollment 

Broker immediately upon determination of Medicaid o r LaCHIP 

el i g ibility . The member will be a s signed to the MCO of their choosing 

unless the plan is otherwise restricted by the department. 

a. - a. i .... 

3 . All new recipients shall be immediately a utomatically 

assigned to a n MCO by the enrollment broker if they did not select an 

MCO during the financial eligibility determination process . 

4 . All new recipients wi ll be given 90 days to change 

plans if they so choose . 

a . Recipients of home and community-based s ervices 

and Chisholm class members shall be exempt from automatic assignment 

to an MCO . 

b. - d . Repealed. 

5 . The following provisions will be applicable for 

recipients who are mandatory participants . 
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a . If there are two or more MCOs in a department 

designated service area in which the recipient resides , they shall 

select one . 

b . Recipients may request to transfer out of the MCO 

for cause and t he effective date of enrollment into the new plan 

shall be no later than the first day of the second month following 

the calendar month that the request for disenrollment is filed . 

F . Automatic Assignment Proces s 

1. The following participants shall be automatically 

assigned to an MCO by the enrollment broker in accordance with the 

department ' s algorithm/formula and the provisions of §3105 . E : 

a . mandatory MCO participants ; 

b . - c . 

2 . MCO automatic assignments shall ta ke into 

consideration factors including , but not limited to : 

a . assigning members of family units to the same 

MCO ; 

b. existing provider- enrollee relationships ; 

c . previous MCO- enrollee relationship ; 

d . MCO capacity; and 

e . MCO performance outcome indicators . 

3 . MCO assignment methodology shall be available to 

recipients upon request to the enrollment broker . 

4. Repealed . 
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G. Selection or Automatic Assignment of a Primary Care 

Provider 

1 . The MCO is responsible to develop a PCP automatic 

assignment methodology in accordance with the department ' s 

requirements for the assignment of a PCP to an enrollee who : 

a . does not make a PCP selection after being offered 

a reasonable opportunity by the MCO to select a PCP ; 

b . selects a PCP within the MCO that has reached 

their maximum physician/patient ratio ; or 

c . selects a PCP within the MCO that has 

restrictions/limitations (e . g . pediatric only practice) . 

2 . The PCP automatically assigned to the member shall be 

located within geographic access standards , as specified in the 

contract , of the member ' s home and/or who best meets the needs of the 

member . Members for whom an MCO is the secondary payor will not be 

assigned to a PCP by the MCO , unless the member requests that the MCO 

do so . 

a . - d . Repealed . 

3 . If the enrollee does not select an MCO and is 

automatically assigned to a PCP by the MCO , the MCO shall allow the 

enrollee to change PCP , at least once , dur i ng the first 90 days from 

the date of assignment to the PCP . Effective the ninety- first day , a 

member may be locked into the PCP assignment for a period of up to 
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nine months beginning from the original date that he/she was assigned 

to the MCO . 

4. If a member requests to change his/her PCP for cause 

at any time during the enrollment period , the MCO must agree to grant 

the request . 

5 . Repealed . 

H. Lock-In Period 

1 . Members have 90 days from the ini t ial date of 

enrollment i nto an MCO in which they may change the MCO for any 

reason . Medicaid enrollees may only change MCOs without cause within 

the initial 90 days of enrollment in an MCO . After the initial 90-

day period, Medicaid enrollees/members shall be locked into an MCO 

until the annual open enrollment period , unless disenrolled under one 

of the conditions described in this Section. 

2 . Repealed . 

I . Annual Open Enrollment 

1 . The department will provide an opportunit y for all MCO 

members t o retain or select a new MCO d ur ing an annual open 

enrollment period. Notification will be sent to each MCO member and 

voluntary members who have opted out of participation in Bayou health 

at least 60 days prior to the effective date of the annual open 

enrollment . Each MCO member shall receive information and the offer 

of assistance with making informed choices about MCOs in their area 

and the availability of choice counseling . 
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2 . Membe rs shall have the opportunity to talk with an 

enrollment broker repre sentative who sha ll provide additional 

information to assi s t i n choosing the appropriate MCO . The 

enrollment broker shall provide the individual with information on 

each MCO from which the y may select . 

3 . During t he ope n enr ol l ment period , each Medicaid 

enrollee shall be given the option to eithe r remain in their e x isting 

MCO or select a new MCO . The 90 - day option to c hange is not 

applicabl e to MCO linkages as a result of open enrollment . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulga t ed by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1574 (June 

2011) , amended LR 40 : 310 (February 2014) , LR 40 : 1097 (Jun e 2014) , LR 

41 : 

§ 3107 . Disenrol~ent and Change of Managed Care Organization 

A. A member may reques t disenrollment from an MCO for cause at 

any time , effective no lat er tha n the first da y of the second month 

following the month in which the member files the request . 

B. A member may request disenrollment from an MCO without 

cause at the following times : 

1 . during the 90 days following the date of the member ' s 

initial enrollment with the MCO or the date the department sends the 

member notice of the e nrollme nt , whichever is later ; 
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2 . - 3 . 

4 . if the department imposes the intermediate sanction 

against the MCO which grants enrollees the right to terminate 

enrollment without cause and notifies the affected enrollees of their 

right to disenroll . 

c . - c . 4 .... 

D. Disenrollment for Cause 

1 . A member may initiate disenrollment or transfer from 

their assigned MCO after the first 90 days of enrollment for cause at 

any time . The following circumstances are cause for disenrollment : 

a . the MCO does not, because of moral or religious 

objections , cover the service that the member seeks ; 

b . the member needs related services to be performed 

at the same time , not all related services are available within the 

MCO and the member ' s PCP or another provider determines that 

receiving the services separately would subject the member to 

unnecessary risk; 

c . the contract between the MCO and the department 

is terminated ; 

d . to implement the decision of a hearing officer in 

an appeal proceeding by the member against the MCO or as ordered by a 

court of law ; and 

e . other reasons including , but not limited to : 

i . poor quality of care ; 
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ii . lack of access to services covered under the 

contract; or 

iii. documented lack of access to providers 

experienced in dealing with the enrollee's health care needs . 

f . - i . iii . Repealed . 

E. Involuntary Disenrollment 

1 . The MCO may submit an involuntary disenrollment request 

to the enrollment broker, with proper documentation , for the 

following reasons : 

a. fraudulent use of the MCO identification card . 

In such cases, the MCO shall report the incident to the Bureau of 

Health Services Financing ; or 

b. the member's behavior is disruptive, unruly , 

abusive or uncooperative to the extent that his/her enrollment 

seriously impairs the MCO ' s ability to furnish services to either the 

member or other members . 

2 . The MCO shall promptly submit such disenrollment 

r equests to the enrollment broker . The effective date of an 

involuntary disenrollment shall not be earlier than 45 calendar days 

after the occurrence of the event that prompted the request for 

involuntary disenrollment . The MCO shall ensure that involuntary 

disenrollment documents are maintained in an identifiable member 

record . 

14 



3. All requests will be reviewed on a case-by-case basis 

and subject to the sole d i scretion of the department. All decisions 

are final and are not subject to MCO dispute or appeal . 

4 . The CCN may not request disenrollment because of a 

member's : 

a . - f . 

g . uncooperative or disruptive behavior resulting 

from his or her special needs , unless it seriously impairs the MCO ' s 

ability to furnish services to either this particular member or other 

members as defined in this Subsection ; 

h . attempt to exercise his/her rights under the 

MCO ' s grievance system; or 

i . 

F . Department Initiated Disenrollment 

1 . The department will notify the MCO of the member ' s 

disenrollment due to the following reasons : 

a . loss of Medicaid eligibility or loss of MCO 

enrollment eligibility ; 

b. - f . 

g . member is placed in a nursing facility or 

intermediate care facility for persons with intellectual 

disabilities ; 

h . loss of MCO ' s participation. 

i . - k . Repealed . 
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G. If the MCO ceases participation in the Medicaid Program, 

the MCO shall notify the department in accordance with the 

termination procedures described in the contract . 

1 . The enrollment broker wi ll notify MCO members of the 

choices of remaining MCOs . 

2 . The exiting MCO shall assist the department in 

transitioning the MCO members to another MCO . 

AUTHORITY NOTE : Promulgated i n accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act. 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1575 (June 

2011) , amended LR 40 : 311 (February 2014) , LR 41 : 

§ 3109. Member Rights and Responsibilities 

A. The MCO member ' s rights shall include , but are not limited 

to the right to : 

1. - 5 . 

6 . express a concern about thei r MCO or the care it 

provides , or appeal an MCO decision , and receive a response in a 

reasonable period of time ; 

7 . - 8 . 

9 . implement an advance directive as required in federal 

regulations : 

a . the MCO must provide adult enrollees with written 

information on advanced directive policies and include a descr iption 
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of applicable state law . The written infor mation must reflect 

changes in state law as soon as possible , but no later than 90 days 

after the effective date of change ; 

9 . b . - 11. 

B. Members shall have the freedom to exercise the rights 

described herein without any adverse effect on the member ' s treatment 

by the department or the MCO , or its contractors or providers . 

C . The MCO member ' s responsibilities shall include , but are 

not limited to : 

1 . informing the MCO of the loss or theft of their MCO 

identification card ; 

2 . 

3 . being familiar with the MCO ' s pol icies and procedures 

to the best of his/her abilities ; 

4 . contacting the MCO , by telephone or in writing (formal 

letter or electronically, including email) , to obtain information and 

have questions clarified; 

5 . - 8 . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Tit l e XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing, LR 37 : 1576 (June 

2011) , amended LR 40 : 311 (February 2014) , LR 41 : 
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Chapter 33. Coordinated Care Network Shared Savings Model 

§ 3301 . Participation Requirements 

A. In order to participate in the Bayou Health Program after 

January 31 , 2015 , a coordinated care network shared savings model 

(CCN-S) must be an e ntity that ope rated as a CCN-S contracted with 

the department during the period of February 1 , 2012 through January 

31 , 2015 . 

B. Participation in the Bayou Health program shared savings 

model after January 31 , 2015 is for the e x clusive purpose of fully 

executing provisions of the CCN-S contract relative to the 

determinations of savings real i zed or r efunds due to the department 

for CCN - S operations during the period of February 1 , 2012 through 

January 31 , 2015 . 

1. - 8 . Re p ealed . 

C . A CCN-S is required to maintain a surety bond for an amount 

specified by the department for t he at - ri s k por tion of the enhanced 

care manageme nt fee thr oug h the full e xecution of the provisions of 

the CCN-S contract relative to determinations of saving s realized o r 

refunds due to the department for CCN-S operations during the period 

of February 1 , 2012 through Jan uary 31 , 2015 as determined by the 

department . 

C . l.- J . 4 . Repealed . 
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AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing, LR 37 : 1577 (June 

2011) , amended LR 41 : 

§ 3303 . Shared Savings Model Responsibilities 

Repealed . 

AUTHORITY NOTE: Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals, Bureau of Health Services Financing , LR 37 : 1578 (June 

2011) , LR 40 : 66 (January 2014) , amended LR 40 : 311 (February 2014) , 

repealed LR 41 : 

§3305 . Coordination of Medicaid State Plan Services 

Repealed. 

AUTHORITY NOTE: Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals, Bureau of Health Services Financing , LR 37 : 1579 (June 

2011) , repealed LR 41: 

19 



§ 3307. Re~ursement Methodology 

A. The department or its fiscal intermediary shall make lump 

sum savings payment s to the CCN-S , if eligible , as described in the 

CCN-S contract . 

B. The department will determine savings realized or refunds 

due to the department on a periodic basis . 

1 . The department may make an interim determination and 

wil l make a final determination of savings achieved or refunds due 

for each CCN-S for each contract year. 

a. Interim determinations may be made for less than 

12 months of service during the cont ract year . For dates of service 

with less than 12 months of elapsed time after the end of the 

contract period an adjustment for incurred but not reported (IBNR) 

claims will be made . 

b . Final determinations will not be made for less 

than 12 months of service during the contract year . Final 

determinations will be made when all dates of service during the 

contract year have 12 months of elapsed time from the last date of 

service . Fina l determinations will use data updated since the interim 

determination . 

2 . The determination will calculate the difference 

between the actual aggregate cost of author ized services and the 

aggregate per capita prepaid benchmark (PC PB) . 
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3. The PCPB will be set on the basis of health status­

based risk adjustment . 

a . The health risk of the Medicaid enrollees 

enrol led in the CCN-S will be measured using a nationally recognized 

risk- assessment model . 

b. Utilizing this information , t he PCPBs wi ll be 

adjusted to account for the health risk for the enrollees in each 

CCN-S relat ive to the overall population being measured. 

c . The health risk of the enrollees and associated 

CCN-S risk scores and the PCPBs will be updated periodical l y to 

reflect changes in risk over time . 

4 . Costs of the following services will not be included 

in the determination of the PCPB . These services include , but are 

not limited to : 

a . nursing facility; 

b . dental services ; 

c . personal care services (children and adults) ; 

d . hospice ; 

e . school-based individualized education plan 

services provided by a school district and billed through the 

intermediate school district ; 

f . specified Early Steps Program services ; 
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g . specialized behavioral health services (e.g . 

provided by a psychiatrist , psychologist, social worker , psychiatric 

advanced nurse practitioner; 

h . targeted case management ; 

i . non-emergency medical transportation ; 

j. intermediate care facilities for persons with 

intellectual disabilities ; 

k . home and community- based waiver services ; 

1 . durable medical equipment and supplies; and 

m. orthotics and prosthetics. 

5 . Individual member total cost for the determination 

year in excess of an amount specified in the contract will not be 

included in the determination of the PCPB, nor will it be included in 

actual cost at the point of determination so that outlier cost of 

certain individuals and/or services will not jeopardize the overall 

savings achieved by the CCN - S . 

6 . The CCN-S will be eligible to receive up to 60 percent 

of savings if the actual aggregate costs of authorized services, 

including enhanced primary care case management fees advanced , are 

determined to be less than the aggregate PCPB (for the entire CCN-S 

enrollment) . 

a . Shared savings will be limited to five percent of 

the actual aggregate costs, including the enhanced primary care case 
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management fees paid. Such amounts shall be determined in the 

aggregate and not for separate enrollment types. 

b . The department may make an interim payment to the 

CCN for savings achieved based on the interim determination . Interim 

payments shall not exceed 75 percent of the eligible amount . 

c . The department will make a final payment to the 

CCN for savings achieved based on the final determination . The final 

payment amount will be up to the difference between the amount of the 

interim payment (if any) and the final amount eligible for 

distribution . 

d . For determination periods during the CCN-S first 

two years of operation , any distribution of CCN-S savings will be 

contingent upon the CCN meeting the established "early warning 

system" administrative performance measures and compliance under the 

contract. After the second year of operation, distribution of 

savings will be contingent upon the CCN-S meeting department 

established clinical quality performance measure benchmarks and 

compliance with the contract . 

7 . In the event the CCN-S exceeds the PCPB in the 

aggregate (for the entire CCN-S enrollment) as calculated in the 

final determination , the CCN- S will be required to refund up to 50 

percent of the total amount of the enhanced primary care case 

management fees paid to the CCN - S during the period being determined . 

C. - C . 8 . Repealed . 
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AUTHORITY NOTE : Promulgated in accordance with R . S . 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department o f Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1581 (June 

2011) , amended LR 40 : 311 (February 2014) , LR 41: 

Chapter 35. Managed Care Organization Participatio n Criteria 

§ 3501 . Participatio n Requirements 

A. In order to participate in the Bayou Health Program, a 

managed care organi zation must be a successful bidder , be awarded a 

contract with the department , and complete the readiness review . 

B. An MCO must : 

1. 

2 . meet the requirements of R. S . 22 : 2016 and be licensed 

or have a certificate of authority from the Louisiana Department of 

Insurance (DOI) pursuant to tit l e 22 of the Louisiana Revised Statues 

at the time a proposal is submitted; 

3 . - 4 . 

5 . meet NCQA health plan accreditation or agree to submit 

an application fo r accreditat ion at the earliest possible date as 

allowed by NCQA and once achieved, maintains accreditation through 

the life of th i s agreement; 

6 . have a network capacity to enroll a minimum of 100 , 000 

Medicaid and LaCHIP eligibles ; and 
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7 . not have an actual or perceived conflict of interest 

that , in the discretion of the department, would interfere or give 

the appearance of possibly interfering with its duties and 

obl igations under this Rule , the contract and any and all appropriate 

guides . Conflict of interest shall include, but is not limited to, 

being the fiscal intermediary contractor for the department; a nd 

8 . establish and maintain a performance bond in the 

amount specified by the department and in accordance with t he terms 

of the contract . 

9 . Except for licensure and financial solvency 

requirements , no other provisions of title 22 of the Revised Statutes 

shall apply to an MCO participating in the Louisiana Medicaid 

Program . 

C. An MCO shall ensure the provision of core benefits and 

services to Medicaid enrollees in a department designated g e ographic 

service area as specified in the terms of the contract . 

D. Upon request by the Cent ers for Medicare and Medicaid 

Services , the Office of Inspect or General , the Government Accounting 

Office , the department or its designee , an MCO shall make all of its 

records pertaining t o i ts contract (services provided there under and 

payment for services) with the departme nt available for review , 

evaluation and audit . The records shall include , but are not limited 

to the following : 

1 . - 4. 
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E. An MCO shall maintain an automated management information 

system that collects, analyzes, integrates and reports data that 

complies with department and federal reporting requirements . 

1 . The MCO shall submit to the department for approval 

the MCO's emergency/contingency plan if the MCO is unable to provide 

the data reporting specified in the contract and department issued 

guides . 

F . An MCO shal l obtain insurance coverage(s) including , but 

not limited to, workman ' s compensation , commercial liability, errors 

and omissions , and reinsurance as specified in the terms of the 

contract . Subcontractors , if any, shall be covered under these 

policies or have insurance comparable to the MCO ' s required cover age . 

G. An MCO shall provide all financial reporting as specified 

in the terms of the contract . 

H. An MCO shall secure and maintain a performance and fidelity 

bond as spec i fied in the terms of the contract during the life of the 

contract . 

I . In the event of noncompliance with the contract and the 

department ' s guidelines , an MCO shall be subject to the sanctions 

specified in the terms of the contract including , but not limited to : 

1. - 3 . 

4 . suspension and/or termination of the MCO's contract . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 
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HISTORICAL NOTE : Promulgated b y the Department of Health and 

Hospitals , Bureau of Health Services Fi nancing , LR 37 : 1583 (June 

2011) , amended LR 41 : 

§ 3503. Managed Care Organization Responsibilities 

A. The MCO shall be responsibl e fo r the administration and 

management of its requirements and responsibilities under the 

contract with the department and any a nd all department issued 

guides . This includes all subcontracts , employees , agents and anyone 

acting for or on behalf of the MCO. 

1 . No subcontract or delegation of responsibility shall 

terminate the legal obligation of the MCO to the department to assure 

that all requirements are carried out . 

B. An MCO shall possess the expertise and resources to ens u re 

the delivery of core benefits and services to members and to assist 

in the coordination of covered services , as specified in the terms of 

the contract . 

1. An MCO shall have written policies and procedures 

governing its operation as specified in the contract and department 

issued guides . 

C . An MCO shall accept enrollees in the order in which they 

apply without restrict i on , up to the enrollment capacity limits set 

under the contract . 
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1 . An MCO shall not discriminate against enrollees on the 

basis of race , gender , color , national origin, age , hea l th status, 

sexual orientation, or need for health care services , and shall not 

use any policy or practice that has the effect of discriminating on 

any such basis . 

D. An MCO shall be required to provide service authorization , 

referra l s, coordination , and/or assistance in scheduling the covered 

services consistent with standards as defined in the Louisiana 

Medicaid State Plan and as specified in the terms of the contract . 

E . An MCO shall provide a chronic care management program as 

specified in the contract . 

F . The MCO shall establish and implement a quality assessment 

and performance improvement program as specified in the terms of the 

contract and department issued guides. 

G. An MCO shall develop and maintain a utilization management 

program including policies and procedures with defined structures and 

processes as specified in the terms of the contract and department 

issued guides . 

H. An MCO shall develop and maintain effective continuity of 

care activities which ensure a continuum of care approach to 

providing health care services to members. 

I . The MCO must have adminis trative and management 

arrangements or procedures , including a mandatory compliance plan , 

that are designed to g uard a gainst fraud and abuse . 
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1 . The MCO shall comply with all state and federal laws 

and regulations relating to fraud , abuse , and waste in the Medicaid 

and CHIP program as well all requirements set forth in the contract 

and department issued guides . 

J . An MCO shall maintain a health information system that 

collects , analyzes , integrates and reports data as specified in the 

terms of the contract and all department issued guides . 

1 . An MCO shall collect data on enrollees and provider 

characteristics and on services furnished to members through an 

encounter data system as specified in the contract and all department 

issued guides . 

K. An MCO shall be responsible for conducting routine provider 

monitoring to ensure : 

1. - 2 . 

L . An MCO shall ensure that payments are not made to a 

provider who is in non- payment status with the department or is 

excluded from participation in federal health care programs (i . e ., 

Medicare , Medicaid , CHIP , etc . ) . 

M. 

N. An MCO shall participate on the department ' s Medicaid 

Quality Committee to provide recommendation s for the Bayou Health 

Program . 

0 . An MCO shall participate on the department ' s established 

committees for administrative simplification and quality improvement, 
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which will include physicians , hospitals , pharmacists , other 

healthcare providers as appropriate , and at least one member of the 

Senate and House Health and Welfare Committees or their designees . 

P . The MCO shall provide both member and provider services in 

accordance with the terms of the contract and department issued 

guides . 

1 . The MCO shall submit member handbooks , provider 

handbooks , and templates for the provider directory to the department 

for approval prior to distribution and subsequent to any material 

revisions . 

a. The MCO must submit all proposed changes to the 

member handbooks and/or provider manuals to the department for review 

and approval in accordance with t he ter ms of the contract and the 

department issued guides . 

b. After approval has been received from the 

department , the MCO must provide notice to the members and/or 

providers at least 30 days prior to the effective date of any 

proposed material changes to the plan through updates to the member 

handbooks and/or provider handbooks . 

Q. The member handbook shall include, but not be limited to: 

1. a table of contents ; 

2 . a general description regarding : 

a . how the MCO operates ; 

b . member rights and responsibilities ; 
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c. appropriate utilization of services including 

emergency room visits for non-emergent conditions; 

d . the PCP selection process ; and 

e . the PCP's role as coordinator of services ; 

3 . member rights and protections as specified in 42 CFR 

§438 . 100 and the MCO ' s contract with the department including , but 

not limited to : 

a . a member ' s right to disenroll from the MCO ; 

b . a member ' s right to change providers within the 

MCO ; 

c . any restrictions on the member ' s freedom of 

choice among MCO providers ; and 

d . a member ' s right to refuse to undergo any medical 

service , diagnoses , or treatment , or to accept any health service 

provided by the MCO if the member objects (or in the case of a child , 

if the parent or guardian objects)on religious grounds ; 

4 . member responsibilities , appropriate and inappropriate 

behavior , and any other i n fo r mation deemed essential by the MCO or 

the department , including but not limited to : 

a . immediately notifying the MCO if he or she has a 

Worker ' s Compensation claim, a pending personal injury or medical 

malpractice law suit, or has been involved in an auto accident ; 
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b. reporting to the department if the member has or 

obtains another health insurance policy, including employer sponsored 

insurance ; and 

c . a statement that the member is responsible for 

protecting his/her identification card and that misuse of the card , 

including loaning , selling or gi v ing i t to others could result in 

loss of the member ' s Medicaid eligibility and/or legal action ; 

5 . the amount , duration , and scope of benefits available 

under the MCO's contract with the department in sufficient detail to 

ensure that members have information needed to aid in understanding 

the benefits to which they are entitled including , but not limited 

to : 

a . information about health education and promotion 

programs , including chronic care management ; 

b . the procedures for obtaining benefits , including 

prior authorization requirements and benefit limits ; 

c . how members may obt ain benefits, including family 

planning services and specialized behavioral health services , from 

out-of- network providers ; 

d . how and where to access any benefits that are 

available under the Louisiana Medicaid State Plan , but are not 

covered under the MCO 's contract with the department ; 

e . information about early and periodic screening , 

diagnosis and treatment (EPSDT) services ; 
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f . how transportation is provided, including how to 

obtain emergency and non-emergency medical transportation ; 

g . the post-stabilization care services rules set 

forth in 42 CFR 422 . 113(c) ; 

h. the policy on referrals for specialty care , 

including behavioral health services and other benefits not furnished 

by the member ' s primary care provider ; 

i . for counseling or r eferral services that the MCO 

does not cover because of moral or religious objections , the MCO is 

required to furnish information on how or where to obtain the 

service ; 

j . how to make , change , and cancel medical 

appointments and the importance of canceling and/or rescheduling 

rather than being a "no show"; 

k . the extent to which and how after-hour services 

are provided ; and 

1 . information about the MCO 's formulary and/or 

preferred drug list (POL) , including where the member can access the 

most current information regarding pharmacy benefits ; 

6. instructions to the member to call the Medicaid 

Customer Service Unit toll free telephone number or access the 

Medicaid member website to report changes in parish of residence, 

mailing address or family size changes ; 
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7 . a description of the MCO ' s member services and the 

toll-free telephone number , fax number , e-mail address and mailing 

address to contact the MCO ' s Member Services Unit ; 

8 . instructions on how to request multi-lingual 

interpretation and translation services when needed at no cost to the 

member. This information shall be included in all versions of the 

handbook in English and Spanish ; and 

9 . grievance , appeal , and state fair hearing procedures 

and time frames as described in 42 CFR §438 . 400 through §438.424 and 

the MCO ' s contract with the depa r tment . 

R. The provider manual shall include , but not be limited to : 

1 . billing guidelines; 

2 . medical management/utilization review guidelines ; 

3 . case management guidelines ; 

4 . claims processing guidelines and edits ; 

5 . grievance and appeals procedures and process ; and 

6. other policies , procedures , guidelines , or manuals 

containing pertinent information related to operations and pre­

processing claim~ . 

S . The provider directory for member s shall be developed in 

three formats : 

1 . a hard copy directory to be made available to members 

and potential members upon request; 
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2. an accurate electronic file refreshed weekly of the 

directory in a format to be specified by the department and used to 

populate a web-based online directory for members and the public ; and 

3. an accurate e l ectronic file refreshed wee kly of the 

directory for use by the enrollment broker . 

T . The department shall require all MCOs to utilize the 

standard form designated by the department for the prior 

authorization of prescription drugs , in addition to any other 

currently accepted facsimile and electronic prior authorization 

forms . 

1 . An MCO may submit the prior authorization form 

electronically if it has the capabilities to submit the form in this 

manner . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1583 (June 

2011) , amended LR 39 : 92 (January 2013) , LR 40 : 66 (January 2014), LR 

41 : 

§3505 Network Access Standards and Guidelines 

A. The MCO must maintain and monitor a provider network that 

is supported by written agreements and is sufficient to provide 

adequate access of healthcare to enrollees as required by federal law 
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and the terms as set forth in the contract . The MCO shall adhere to 

the federal regulations governing access standards as well as the 

specific requirements of the contract and all department issued 

guides . 

B. The MCO must provide for service delivery out-of-network 

for any core benefit or service not available in network for which 

the MCO does not have an executed contract for the provision of such 

medically necessary services. Further , the MCO must arrange for 

payment so that the Medicaid enrollee is not billed for this service . 

C . The MCO shall cover all medically necessary services to 

treat an emergency medical condition in the same amount , duration , 

and scope as stipulated in the Medicaid State Plan . 

1 . - 3 . 

D. The MCO must maintain a provider network and in-area 

referral providers in sufficient numbers, as determined by the 

department , to ensure that all of the required core benefits and 

services are available and accessible in a timely manner in 

accordance with the terms and conditions in the contract and 

department issued guide . 

E . Any pharmacy or pharmacist participating in the Medicaid 

Program may participate as a network provider if licensed and in good 

standing with the Louisiana State Board of Pharmacy and accepts the 

terms and conditions of the contract offered to them by the MCO . 
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1 . The MCO shall not require its members to use mail 

service pharmacy. 

AUTHORITY NOTE : Promulgated in accordance with R.S . 36 : 254 

and Title XIX of the Social Secur i ty Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Fi nancing , LR 37 : 1585 (June 

2011) , amended LR 39 : 92 (January 2013) , LR 41: 

§ 3507 . Benefits and Services 

A. 

1 . Core benefits and services shall be defined as those 

health care services and benefits required to be provided to Medicaid 

MCO members enrolled in t he MCO as specified under the terms of the 

contract and department issued guides. 

2 . 

B. The MCO : 

1. - 3 . b . 

4 . shall provide core benefits and services as outlined 

and defined in the contract and shall provide medically necessary and 

appropriate care to Medicaid MCO Program members ; 

5. 

a . the MCO may exceed the limits as specified in the 

minimum service requirements outlined in the contract ; 

5 . b . - 7 .... 

37 



C . If the MCO elects not to provide , reimburse for , or provide 

coverage of a counseling or referral service because of an objection 

on moral or religious grounds, the MCO must furnish information about 

the services it does not cover in accordance with §1932 (b) (3) (B) (ii) 

of the Social Security Act and federal regu lations by notifying : 

1. 

2 . the potential enrollees before and during enrollment 

in the MCO ; 

3 . - 4 . 

D. The following is a summary listing of the core benefits and 

services that a MCO is required to provide : 

1. - 4 . 

5 . family planning services as specified in 42 CFR 

§431 . 51(b) (2) (not applicable to an MCO operating under a moral and 

religious objection as specified in the contract); 

6 . - 17 . 

18 . rehabilitation therapy services (physical , 

occupational , and speech t her apies) ; 

19 . pharmacy services (outpatient prescription medicines 

dispensed with the exception of those prescribed by a specialized 

behavioral health provider , and at the contractual responsibility of 

another Medicaid managed care entity) ; 

20. hospice services ; 

21 . personal care services (age 0-20) ; and 
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22 . pediatric day healthcare services . 

NOTE: 

E . Transition Provisions 

1 . In the even t a member t r ans i tions from an MCO included 

status to an MCO excluded status before being discharged from a 

hospital and/or rehabilitation facility , the cost of the entire 

admission will be the responsibility of the MCO . This is only one 

example and does not represent all situations in which the MCO is 

responsible for cost of services during a transition. 

2 . In the event a member is transitioning from one MCO to 

another and is hospitalized at 12 : 01 a . m. on the effective date of 

the transfer , the relinquishing MCO shall be responsible for both the 

inpatient hospital charges and the char ges for professional services 

provided through the date of discharge . Services other than inpatient 

hospital will be the financial responsibility of the receiving MCO . 

F . - F . 1 . ... 

G. Excluded Services 

1. The following services wil l continue to be reimbursed 

by the Medicaid Program on a fee-for-service basis . The MCO shall 

provide any appropriate referral that is medically necessary . The 

department shall have the right to incorporate these services at a 

later date if the member capitation rates have been adjusted to 

incorporate the cost of such service . Excluded services include : 

a . - c . 
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d . personal care services (age 21 and over } ; 

e . nursing facility services; 

f. I ndividualized Education Plan services provided 

by a school district and billed through the intermediate school 

district, or school - based services funded with certified public 

expenditures ; 

g . specialized behavioral health services; 

h . applied behavioral analysis therapy services; and 

i . targeted case management services. 

j . Repealed . 

H. Utilization Management 

1. The MCO shal l deve l op and maintain policies and 

procedures with defined structures and processes for a utilization 

management (UM} program that incorporates utilization review. The 

program shall include service authorization and medical necessity 

review and comply with the requirements set forth in this Section, 

the contract and department issued guides . 

a . The MCO-P shall submit UM policies and procedures 

to the department for written approval annually and subsequent to any 

revisions . 

2 . - 2 . h .... 

3. The UM Program's medical management and medical 

necessity review criteria and practice guidelines shall be reviewed 

annually and updated periodically as appropriate . The MCO shall use 
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the medical necessity definition as set forth in LAC 50 : 1 . 1101 for 

medical necessity determinations . 

a . - a . iv . 

b . The MCO mus t identify the source of the medical 

management criteria used for the review of medical necessity and for 

service authorization requests . 

i . - iii . 

iv . The individuals who will make medical 

necessity determinations must be identi fied if the criteria are based 

on the medical t r aining , qualifications , and experience of the MCO 

medical director or other qualified and trained professionals . 

4 . The MCO shall ensure that only licensed clinical 

professionals with appropriate clinical e xpertise in the treatment of 

a member' s condition or disease s hall determine service authorization 

request denials or authorize a service in an amount , duration or 

scope that is less than requested . 

5 . The MCO shall ensure that compensation to individuals 

or entities that conduct UM activities is not structured to provide 

incentives for the i ndividual or entity to deny , limit , or 

discontinue medically necessary covered services to any member in 

accordance with 42 CFR §438.6(h) , 42 CFR §422 . 208 , and 42 CFR 

§422 . 210 . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Securi t y Act . 
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HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing, LR 37 : 185 (June 

2011) , amended LR 39 : 92 (January 2013) , LR 39 : 318 (February 2013) , LR 

41 : 

§3509. Re~ursement Methodology 

A. Payments to an MCO . The department , or its fiscal 

intermediary , shall make monthly capitation payments to the MCO based 

on a per member, per month (PMPM) rate. 

1 . The department will establish monthly payment rates 

within an actuarially sound rate range certified by its actuaries . 

Consistent with all applicable federal rules and regulations, the 

rate range will initially be developed using fee-for-service claims 

data , Bayou Health shared savings claims experience , Bayou Health 

prepaid encounter data, financial data reported by Bayou Health 

plans , supplemental ad hoc data , and actuarial analyses with 

appropriate adjustments . 

2 . As the Bayou Health Program matures and fee-for­

service data is no longer available , there will be increasing 

reliance on encounter data and/or financial data to set future rates , 

subject to comparable adjustments . 

3 . PMPM payments will be set on the basis of health 

status-based risk adjustments . An initial universal PMPM rate will be 
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set for all MCOs at the beginning of each contract period and as 

deemed necessary by the department . 

a . The health risk of the Medicaid enrollees 

enrolled in the MCO will be measured using a nationally-recognized 

risk-assessment model . 

b . Utilizing t h is information , the universal PMPM 

rates will be adjusted to account for the health risk of the 

enrollees in each MCO relative to the overall population being 

measur ed . 

c . The health risk of the members and associated MCO 

risk scores will be updated periodically to reflect changes in risk 

over time . 

d . The department will provide the MCO with advance 

notice of any major revision to the risk-adjus tment methodology . 

4 . An MCO shall be reimbursed a one-time supplemental 

lump sum payment , hereafter referred to as a "maternity kick 

payment" , for each obstetrical delivery in the amount determi ned by 

the department ' s actuary . 

a . The maternity kick payment is intended to cover 

the cost of prenatal care , the delivery event , and postpartum care . 

Payment will be paid to the MCO upon submission of satisfactory 

evidence of the occurrence of a delivery . 
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b. Only one maternity kick payment will be made per 

delivery event . Therefore , multiple births during the same delivery 

will still result in one maternity kick payment being made . 

c . The maternity kick payment will be paid for both 

live and still births . A maternity kick payment will not be 

reimbursed for spontaneous or induced abortions . 

d. Repealed . 

5. 

6. - 6 .a. Reserved . 

7 . A withhold of the aggregate capitation rate payment 

may be applied to provide an incentive for MCO compliance as 

specified in the contract. 

B. As Medicaid is the payor of last resort , an MCO must agree 

to accept the PMPM rate as payment-in-full from the department and 

agree not to seek additional payment from a member for any unpaid 

cost . 

C . The MCO rate does not include graduate medical education 

payments or disproportionate share hospital payments . These 

supplemental payments will be made to applicable providers outside 

the PMPM rate by the department according to methodology consistent 

with existing Rules. 

D. An MCO shall assume 100 percent liability for any 

expenditure above the PMPM rate. 
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E. The MCO shall meet all financial reporting requirements 

specified in the terms of the contract . 

F . An MCO shall have a medical loss ratio (MLR) for each MLR 

reporting calendar year of not less than 85 percent using definitions 

for health care services, quality initiatives, and administrative 

cost as specified in 45 CFR Part 158 . 

1. An MCO shall provide an annual MLR report, in a format 

as determined by the department , by June 1 following the MLR 

reporting year that separately reports the MCO' s medical loss ratio 

for services provided to Medicaid enrollees and payment received 

under the contract with the department from any other products the 

MCO may offer in the state of Louisiana . 

2 . If the medical loss ratio is less than 85 percent, the 

MCO will be subject to refund of the difference, within the timeframe 

specified, to the department by August 1 . The portion of any refund 

due the department that has not been paid by August 1 will be subject 

to interest at the current Federal Reserve Board lending rate or in 

the amount of ten percent per annum, whicheve r is higher . 

3 . The department shall provide for an audit of the MCO 's 

annual MLR report and make public the results within 60 calendar days 

of finalization of the audit . 

G. 

H. The department may adjust the PMPM rate , during the term of 

the contract, based on : 
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1. changes to core benefits and services included in the 

capitation rate ; 

2 . changes to Medicaid population groups eligible to 

enroll in an MCO ; 

3 . changes in federal requirements ; and/or 

4 . 

I. Any adjusted rates must continue to be actuarially sound 

and wil l require an amendment to the contract . 

J. The MCO shall not assign its rights to receive the PMPM 

payment , or its obligation to pay , to any other entity. 

1 . At its option , the department may, at the request of 

the MCO , make payment to a third party administrator . 

2 . - 3.a . Reserved. 

K. In the event that an incorrect payment is made to the MCO , 

all parties agree that reconciliation will occur . 

1 . 

L . Network Provider Reimbursement 

1 . Reimbursement for covered services shall be equal to 

or greater than the published Medicaid fee - for - service rate in effect 

on the date of service , unless mutually agreed by both the plan and 

the provider in the provider contract to pay otherwise . 

a. The MCO shall pay a pharmacy dispensing fee , as 

defined in the contract, at a rate no less than the minimum rate 

specified in the terms of the contract . 
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2 . The MCO ' s subcontract with the network provider shall 

specify that the provider shall accept payment made by the MCO as 

payment-in-full for core benefits and services provided and shall no t 

solicit or accept any surety or guarantee of payment from the 

departme nt or the me mber . 

a . 

3 . The MCO shall not enter into alternative payment 

arrangements with federally qualified health centers (FQHCs) or rural 

health clinics (RHCs) as the MCO is required to reimburse these 

providers according to the published FQHC/RHC Medicaid prospective 

payment schedule rate in effect on the date of service , whichever is 

applicable . 

a . Repealed . 

M. Out-of-Network Provider Reimbursement 

1 . The MCO is not required to reimburse more than 90 

percent of the published Medicaid fee-for - service rate in effect on 

the date of service to out-of-network providers to whom they have 

made at least three documented attempts to include the provider in 

their network as per the terms of the contract . 

2 . 

3. The MCO is not required to reimburse pharmacy services 

delivered by out-of-network providers . The MCO shall maintain a 

system that denies the cla im at the point - of- sale for providers not 

contracted in the ne twork . 
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N. Reimbursement for Eme r gency Services for In- Network or Out­

of-Network Providers 

1 . The MCO is financially responsible for ambulance 

services, emergency and urgently needed services and maintenance , and 

post-stabilization care s e rvi ces in accordance with the provisions 

set forth in 42 CFR §422.113 . 

2 . The reimbur sement rate for medically necessary 

emergency services shall be no l es s tha n the pub l ished Medicaid fee ­

for- service rate in effect on the date of s ervice , regardless of 

whether the provider that furni s hed the services has a contract with 

the MCO . 

a . The MCO may not concurrently or retrospectively 

reduce a provider ' s reimbursement rate for these emergency services , 

including ancillary and diagnostic services , provided during an 

episode of care . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Securit y Act . 

HISTORICAL NOTE : Promulgated by the Depar tment of Health and 

Hospitals, Bureau of Health Services Financing , LR 37 : 1587 (June 

2011) , amended LR 39 : 92 (January 2013) , LR 41 : 
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§ 3511. Prompt Pay of Claims 

A. Network Providers . All subcontracts executed by the MCO 

shall comply with the terms in the contract . Requirements shall 

include at a minimum : 

1 0 

2 . the full disclosure of the method and amount of 

compensation or other consideration to be received from the MCO ; and 

3 . the standards for the receipt and processing of claims 

are as specified by the department in the MCO ' s contract with the 

department and department issued guides . 

B. Network and Out-of-Network Providers 

1 . The MCO shall make payments to its network providers , 

and out-of-network providers, subject to the conditions outlined in 

the contract and department issued guides . 

a . The MCO shall pay 90 percent of all clean claims, 

as defined by the department, received from each provider type within 

15 business days of the date of receipt . 

b . The MCO shall pay 99 percent of all clean claims 

within 30 calendar days of the date of receipt. 

c . The MCO shall pay annual interest to the 

provider, at a rate specified by the department, on all clean claims 

paid in excess of 30 days of the date of receipt . This interest 

payment shall be paid at the time the claim is fully adjudicated for 

payment . 
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2. The provider must submit all claims for payment no 

later than 180 days from the date of service . 

3 . The MCO and all providers shal l retain any and all 

supporting financial information and documents that are adequate to 

ensure that payment is made in accordance with applicable federal and 

state laws . 

3. a . - 4 .... 

C . Claims Management 

1. The MCO shall process a provider ' s claims for covered 

services provided to members in compliance with all applicable state 

and federal laws , rul es and regulations as well as all applicable MCO 

policies and procedures including , but not limited to: 

a . - f. 

D. Provider Claims Dispute 

1 . The MCO shall : 

a . - d. 

E. Claims Payment Accuracy Report 

1 . The MCO shall submit an audited claims payment 

accuracy percentage report to the department on a monthly basis as 

specified in the contract and department issued MCO gui des . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 
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HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1589 (June 

2011), amended LR 41 : 

Chapter 37. Grievance and Appeal Process 

Subchapter A . Member Grievances and Appeals 

§ 3701. Introduction 

A. An MCO must have a grievance system for Medicaid enrollees 

that complies with federal regulations . The MCO shall establish and 

maintain a procedure for the receipt and prompt int ernal resolution 

of all grievances and appeals in accordance with all applicable state 

and federal laws and as specified in the contract and all department 

issued guides . 

1. - 3 . Repealed . 

B . The MCO ' s grievance and appeals procedures , and any changes 

thereto , must be approved in writing by the department prior to their 

implementation and must include , at a minimum, the requirements set 

forth herein . 

1 . The MCO shall refer all members who are dissatisfied , 

in any respect , with the MCO or its subcontractor to the MCO ' s 

designee who is authorized to review and respond to grievances and to 

require corrective action . 
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2 . The member must exhaust the MCO's internal 

grievance/appeal process prior to accessing the state fair hearing 

process . 

C . The MCO shall not create barriers to timely due process . 

If the number of appeals reversed by the state fair hearing process 

exceeds 10 percent of appeals received within a 12 month period , the 

MCO may be subject to sanctions . 

AUTHORITY NOTE : Promulgated in accordance with R. S. 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals, Bureau of Hea lth Services Financing , LR 37 : 1589 (June 

2011) , amended LR 41: 

§3703 . Definitions 

Action-the denial or limited authorization of a requested 

service , including : 

1 . the type or level of service; 

2 . reduction, suspension, o r termination of a previously 

authorized service; 

3 . denial , in whole or in part , of payment for a service 

for any reason other than administrative denial ; 

4 . failure to provide services in a timely manner as 

specified in the contract ; or 
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5 . failure of the MCO to act within the timeframes 

provided in this Subchapter . 

*** 

Grievance-an expression of dissatisfaction about any matter 

other than an action as that term is defined in this Section . The 

term is also used to refer to the overall system that includes MCO 

level grievances and access to a fair hearing. 

grievances include , but are not limited to : 

Possible subjects for 

1 . the quality of care or services provided; 

2 . aspects of interpersonal relationships , such as 

rudeness of a provider or employee ; or 

3 . failure to respect the member ' s rights . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1589 (June 

2011), amended LR 41 : 

§3705. General Provisions 

A. The MCO must have a system in place for members that 

include a grievance process, an appeal process, and access to the 

state fair hearing process once the MCO' s appeal process has been 

exhausted . 

B. Filing Requirements 
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1. Authority to file . A member , or a representative of 

his/her choice , including a network provider acting on behalf of the 

member and with the member ' s consent , may file a grievance and an MCO 

level appeal . Once the MCO ' s appeals process has been exhausted, a 

member or his/her representative may request a state fair hearing . 

a . An MCO ' s provi der , acting on behalf of the member 

and with his/her written consent, may file a grievance , appeal , or 

request a state fair heari ng on behalf of a member . 

2. Filing Timeframes. The member , or a representative or 

provider acting on the member ' s behalf and with his/her written 

consent , may file an appeal within 30 calendar days from the date on 

the MCO ' s notice of action . 

a. - b . Repealed . 

3 . Filing Procedures 

a. The member may file a grievance either orally or 

in writing with the MCO. 

b. The member , or a representative or provider 

acting on the member ' s behalf and with the member ' s written consent , 

may file an appeal either orally or in writing 

C . Grievance Notice and Appeal Procedures 

1. The MCO shall ensure that all members are informed of 

the state fair hearing process and of the MCO ' s grievance and appeal 

procedures . 
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a. The MCO shall provide a member handbook to each 

member that shall include descriptions of the MCO ' s grievance and 

appeal procedures . 

b. Forms to file grievances , appeals, concerns, or 

recommendations to the MCO shall be available through the MCO , and 

must be provided to the member upon request . The MCO shall make all 

forms easily available on its website . 

D. Grievance and Appeal Records 

1. The MCO must maintain records of grievances and 

appeals . A copy of the grievance logs and records of the disposition 

of appeals shall be retained for six years . If any litigation, claim 

negotiation , audit , or other action involving the documents or 

records has been started before the expiration of the six year 

period , the records shall be retained until completion of the action 

and resolution of issues which arise from it or until the end of the 

regular six-year period , whichever is later . 

E . Grievance Reports 

1. The MCO shall provide an electronic report of the 

grievances and appeals it has received on a monthly basis in 

accordance with the requir ements specified by the department, which 

will include , but is not limited to : 

a . 

b . summary of grievances and appeals ; 

c . - f . 
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F . All state fair hearing requests shall be sent directly to 

the state designated entity. 

G. The MCO will be responsible for promptly forwarding any 

adverse decisions to the department for further review and/or action 

upon request by the department or the MCO member . 

H. The department may s ubmi t r e c ommendat ions to the MCO 

regarding the merits or suggested resolution of any grievance or 

appeal . 

1 . Repealed . 

I . Information to Providers and Subcontractors . The MCO must 

provide the information about the grievance system as specified in 

federal regulations to all providers and subcontractors at the time 

they enter into a contract . 

1 . Repealed . 

J . Recordkeeping and Reporting Requ irements . Reports of 

grievances and resolutions shall be submitted to the department as 

specified in the contract . The MCO shall not modify the grievance 

system without the prior written approval of the department . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1590 (June 

2011) , amended LR 41 : 

§3707. Handling of Member Grievances and Appea1s 
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A. In handling grievances and appeals, the MCO must meet the 

following requirements : 

1 . give members any reasonable assistance in completing 

forms and taking other procedural steps . This includes , but is not 

limited to, providing interpreter services and toll - f ree telephone 

numbers that have adequate TTY/TTD and interpreter capability ; 

2 . acknowledge receipt of each grievance and appeal ; 

3 . ensure that the individuals who make decisions on 

grievances and appeals are individuals who : 

a . were not involved in any previous level of review 

or decision-making ; and 

b . if deciding on any of the following issues , are 

health care professionals who have the appropriate clinical 

expertise , as determined by the department , in treating the member ' s 

condition or disease : 

i . an appeal of a denial that is based on lack 

of medical necessity ; 

ii . a grievance regarding denial of expedited 

resolution of an appeal ; or 

iii . a grievance or appeal that involves clinical 

issues . 

B. Special Requirements for Appeals 

1 . The process for appeals must: 
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a. provide that oral inquiries seeking to appeal an 

action are treated as appeals (to establish the earliest possible 

filing date for the appeal) ; 

b . provide the member a reasonable opportunity to 

present evidence and allegations of fact or law in person as well as 

in writing . The MCO must inform the member of the limited time 

available for this in the case of expedited resolution ; 

c. provide the member and his/her representative an 

opportunity, before and during the appeals process , to examine the 

member's case file , including medical records and any other documents 

and records considered during the appeals process ; and 

d . include, as parties to the appeal : 

member ' s estate . 

i . the member and his/her representative; or 

ii . the legal representative of a deceased 

2. The MCO's staff shall be educated concerning the 

importance of the grievance and appeal procedures and the rights of 

the member and providers. 

3. The appropriate individual or body within the MCO 

having decision making authority as part of the grievance and appeal 

procedures shall be identified. 

4 . Failure to Make a Timely Decision 
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a. Appeals shall be resolved no later than the 

stated time frames and all parties shall be informed of the MCO's 

decision. 

b . If a determination is not made by the above time 

frames, the member's request will be deemed to have been approved as 

of the date upon which a final determination should have been made . 

5 . The MCO shall inform the member that he/she may seek a 

state fair hearing if the member is not satisfied with the MCO ' s 

decision in response to an appeal . 

C. - G. 3 . Repealed . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1590 (June 

2011) , amended LR 41 : 

§ 3709. Notice of Action 

A. Language and Format Requirements. The notice must be in 

writing and must meet the language and format requirements of federal 

regulations in order to ensure ease of understanding . Notices must 

also comply with the standards set by the department relative to 

language , content , and format . 

1. - 2 . Repealed . 

B . Content of Notice . The notice must explain the following : 
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1. the action the MCO or its subcontractor has taken or 

intends to take ; 

2 . 

3. the member ' s right to file an appeal with the MCO ; 

4. the member ' s right to request a state fair hearing 

after the MCO ' s appeal process has been exhausted ; 

5 . the procedures for exercising the rights specified in 

this Section ; 

6. the circumstances under which expedited resolution is 

available and the procedure to request it ; and 

7 . the member ' s right to have previously authorized 

services continue pending resolution of the appeal , the procedure to 

make such a request , and the circumstances under which the member may 

be required to pay the costs of these services . 

C . Notice Timeframes . The MCO must mail the notice within the 

following timeframes : 

1. for termination , suspension , or reduction of 

previously authorized Medicaid- covered services, at least 10 days 

before the date of action , except as permitted under federal 

regulations ; 

2. for denial of payment , at the time of any action taken 

that affects the claim; or 

a . - b . Repealed . 
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3 . for standard service authorization decisions that deny 

or limit services , as expeditiously as the member's health condition 

requires and within 14 calendar days following receipt of the reques t 

for s ervice . A possible extension of up to 14 additional calendar 

days may be granted under the following circumstances: 

a . the member , or his/her representative or a 

provider acting on the member 's behalf , requests an extension ; or 

b . the MCO justifies (to t he department upon 

reque st) that there is a need for additional information and that the 

extension is in the member ' s interest . 

D. If the MCO e x tends the timeframe in accordance with this 

Section, it must : 

1 . - 3 . 

E . For service authorization decisions not reached within the 

timeframes specified in this Section, this constitutes a denial and 

is thus an adverse action on the date that the timeframes e xpire . 

1 . - 2 . Repealed . 

F . Fo r expedited service authorization decisions where a 

provider indicates , or the MCO determines , that following the 

standard timeframe could seriously jeopardize the member ' s life , 

health , or ability to attain , maintain , or r egain maximum function , 

the MCO must make an expedited authorization decision . 

1. A notice must be furnished as expeditiously as the 

member ' s health condition requires , but no later than 72 hours or as 
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expeditiously as the member's health requires, after receipt of the 

request f o r service . 

2. The MCO may extend the 72 hour time period by up to 14 

calendar days i f the member or provider acting on behalf of the 

member requests an extension , or if the MCO justifies (t o the 

department upon request) that there is a need for additional 

information and that the extension is in the member ' s interest. 

G. The department shall conduct random reviews to ensure that 

members are receiving such notices in a timely manner . 

AUTHORITY NOTE : Promulgated in accordance with R.S. 36:254 

and Tit l e XI X o f the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department o f Health and 

Hospitals, Bureau of Health Services Financing, LR 37 : 1591 (June 

2011) , amended LR 41 : 

§ 3711. Resolution and Notification 

A. The MCO must dispose of a grievance, resolve each appeal , 

and provide notice as expeditiously as the member's health condition 

requires , within the timeframes established in this Section . 

1. - 2. Repealed. 

B. Specific Timeframes 

1. For standard disposition of a grievance and notice to 

the affected parties, the timeframe is established as 90 days from 

the day the MCO receives the grievance . 
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2 . For standard resolution of an appeal and notice to the 

affected parties, the timeframe is established as 30 calendar days 

from the day the MCO receives the appeal . 

3 . For expedited resolution of an appeal and notice to 

affected parties, the timeframe is established as 72 hours or as 

expeditiou sly as the member ' s health r equires after the MCO receives 

the appeal. 

C . Extension of Timeframes 

1 . The MCO may extend the timeframes by up to 14 calendar 

days under the following circumstances : 

a . the member requests the extension; or 

b. the MCO shows to the satisfaction of the 

department , upon its reque st , that there is need for additional 

information and that the delay is in the member ' s interest . 

D. If the MCO e xtends the timeframes for any extension not 

requested by the member, it must give the member written notice of 

the reason for the delay . 

E . Format of Notice 

1 . The MCO shall follow the method specified in the 

department issued guide to no t i fy a member of the disposition of a 

grievance . 

2 . For all appeals , the MCO must provide written notice 

of disposition . 
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3. For notice of an expedited resolution, the MCO must 

also make reasonable efforts to provide oral notice . 

F . Content of Notice of Appeal Resolution. The written notice 

of the resolution must include, at a minimum, the following 

information: 

1 . the results of the resolution process and the date it 

was completed; 

2 . for appeals not resolved wholly in favor of the 

members : 

a . the right to request a state fair hearing and the 

procedure to make the request; 

b . the right to request to receive previously 

authorized services during the hearing process and the procedure to 

make such a request; and 

c . that the member may be held liable for the cost 

of those services if the hearing decision upholds the MCO' s action . 

G. Requirements for State Fair Hearings 

1 . The department shall comply with the federal 

regulations governing fair hearings. The MCO shall comply with all of 

the requirements as outlined in t he contrac t and department issued 

guides . 

2 . If the member has exhausted t he MCO level appeal 

procedures , the member may request a state fair hearing within 30 

days from the date of the MCO's notice of appeal resolution. 
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3 . The parties to the state fair hearing include the MCO 

as wel l as the member and his/her representative or the 

representative of a deceased member's estate. 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals, Bureau of Health Services Financing , LR 37 : 1591 (June 

2011) , amended LR 41 : 

§ 3713. Expedited Resolution of Appeals 

A. The MCO must establish and maintain an expedited review 

process for appeals when the MCO determines (either from a member ' s 

request or indication from the provider making the request on the 

member ' s behalf or in support of the member's request) that taking 

the time for a standard resolution could seriously jeopardize the 

member ' s life or health or ability to attain , maintain , or regain 

maximum function . 

1. Repealed. 

B. If the MCO denies a request for expedited resolution of an 

appeal , it must : 

1. transfer the appeal to the timeframe for standard 

resolution in accordance with the provisions of this Subchapter ; and 
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2. make reasonable efforts to give the member prompt oral 

notice of the denial , and follow up within two calendar days with a 

written notice . 

C. This decision (i . e . , the denial of a request for expedited 

resolution of an appeal) does not constitute an action or require a 

notice of action . The member may file a grievance in response to 

this decision. 

D. Failure to Make a Timely Decision . Appeals shall be 

resolved no later than the established timeframes and all parties 

shall be informed of the MCO ' s decision . If a determination is not 

made by the established timeframes , the member ' s request will be 

deemed to have been approved a s of the date upon whi ch a final 

determination should have been made. 

E. The MCO is required to follow all standard appeal 

requirements for expedited requests except where differences are 

specifically noted in the requirements for expedited resolution. 

1. The member or provider may file an expedited appeal 

either orally or in writing. No additional follow-up may be required. 

2 . The MCO shall inform the member of the limited time 

available for the member to present evidence and allegations of fact 

or law, in person and in writing, in the case of expedited 

resolution . 

AUTHORITY NOTE: Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 
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HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing, LR 37:1592 (June 

2011) , amended LR 41 : 

§ 3715 . Continuation of Services during the Pending MCO Appeal or 

State Fair Hearing 

A. Timely Filing- filing on or before the later of the 

following , but no greater than 30 days : 

1 . within 10 calenda r days of the MCO ' s mailing of the 

notice of action ; or 

2 . the intended effective date of the MCO ' s proposed 

action . 

B. Continuation of Benefits. The MCO must continue the 

member ' s benefits if the : 

1 . member or the provider , with the member ' s written 

consent , files the appeal timely ; 

2 . appeal involves the termination, suspension , or 

reduction of a previously authorized course of treatment ; 

3 . services were ordered by an authorized provider ; 

4 . original period covered by the original authorization 

has not expired ; and 

5 . member requests continuation of benefits. 

C. Duration of Continued or Reinstated Benefits 
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1. If , at the member ' s request , the MCO continues or 

reinstates the member ' s benefits while the appeal is pending , the 

benefits must be continued until one of following occurs : 

a . the member withdraws the appeal ; 

b . 10 calendar days pass after the MCO mails the 

notice providing the resolution of the appeal against the member , 

unless the member has requested a state fair hearing with 

continuation of bene f its , within the 10-day timefr ame , until a state 

fair hearing decision is reached ; 

c . a state fair hearing entity issues a hearing 

decision adverse to the member ; or 

d . the time period or service limits of a previously 

authorized service has been met . 

D. Member Liability for Services . If the final resolution of 

the appeal is adverse to the member , the MCO may recover from the 

member the cost of the services furnished to the member while the 

appeal is pending , to the e xtent that they were furnished solely 

because of the requirements of this Section , and in accordance with 

federal regulations . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Secur ity Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Servi ces Financing , LR 41 : 

§ 3717 . Effectuation of Reversed Appeal Resolutions 
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A. Provision of Services during the Appeal Process 

1 . If the MCO or the state fair hearing entity reverses a 

decision to deny, limit , or delay services that were not fu rni shed 

while the appeal was pending, the MCO must authorize or provide the 

disputed services promptly and as expeditiously as the member ' s 

health condition requires. 

B . If the MCO or the state fair hearing entity reverses a 

decision to deny authorization of service s, and the member received 

the disputed services while the appeal was pending, the MCO must pay 

for those services in accordance with the contract. 

C . At the discretion of t he secretary, the department may 

overrule a decision made by the Division of Administration , Division 

of Administrative Law (t he state fair hearing entity) . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Securi ty Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing, LR 41: 

Subchapter B . Provider Grievance and Appeal Process 

§ 3721 . General Provisions 

A. If the provider is filing a grievance or appeal on behalf 

of the member , the provider shall adhere to the provisions outlined 

in Subchapter A of t h is Chapter . 
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B. The MCO must have a grievance and appeals process for 

claims , medical necessity, and contract disputes for providers in 

accordance with the contract and department issued guides. 

1 . The MCO shall establ i sh and maintain a procedure for 

the receipt and prompt internal resolution of all provider initiated 

grievances and appeals as specified in the contract and all 

department issued guides . 

2 . The MCO ' s grievance and appeals procedures, and any 

changes thereto , must be approved in writing by the department prior 

to their implementation . 

3 . Notwithstanding any MCO or department grievance and 

appeal process , nothing contained in any document , including, but not 

limited to Rule or contract , shall preclude an MCO provider ' s right 

to pursue relief through a court of appropriate jurisdiction . 

4 . The MCO shall report on a monthly basis all gr i evance 

and appeals filed and resolutions in accordance with the terms of the 

contract and department issued guide . 

C . Repealed . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 :2 54 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1592 (June 

2011) , amended LR 41: 
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§ 3723. Definitions 

Repealed . 

AUTHORITY NOTE : Promulgated in accordance with R.S . 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1592 (June 

2011), repealed LR 41 : 

§ 3725. General Provisions 

Repealed . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Secur ity Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing, LR 37 : 1592 {June 

2011), repealed LR 41: 

§ 3727 . Handling of Enrollee Grievances and Appeals 

Repealed . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act. 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing, LR 37 : 1593 (June 

2011) , repealed LR 41 : 

§ 3729. Notice of Action 

Repealed . 
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AUTHORITY NOTE : Promulgated in accordance with R.S. 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1593 (June 

2011) , repealed LR 41: 

§ 3731. Resolution and Notification 

Repealed . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals, Bureau of Health Services Financing , LR 37 : 1594 (June 

2011) , repealed LR 41 : 

§ 3733. Expedited Resolution of Appeals 

Repealed. 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37:1595 (June 

2011) , repealed LR 41 : 

§ 3735 . Continuation of Services during the Pending CCN-P Appeal or 

State Fair Hearing 

Repealed. 
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AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1595 (June 

2011) , repealed LR 41 : 

§3737. Effectuation of Reversed Appeal Resolutions 

Repealed . 

AUTHORITY NOTE : Promulgated in accordance with R.S . 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1595 (June 

2011) , repealed LR 41 : 

Subchapter C. Grievance and Appeals Procedures for Providers 

§3743. General Provisions 

Repealed . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 and 

Title XIX of the Social Security Act . 

HISTORICAL NOTE: Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1595 (June 

2011) , repealed LR 41 : 
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Chapter 39. Sanctions and Measures to Obtain Compliance 

§ 3901 . General Provisions 

A. The MCO agrees to be subject to intermediate sanctions and 

other measures to obtain compliance with the terms and conditions of 

the contract . 

1 . The specific grounds for intermediate sanctions and 

other measures to obtain compl i ance shall b e set forth within the 

contract . 

a . - d . Repealed . 

2 . The determination of noncompliance is at the sole 

discretion of the department . 

3 . It shall be at the department ' s sole discretion as to 

the proper recourse to obtain compliance . 

B. Intermediate Sanctions 

1 . The department may impose intermediate sanctions on 

the MCO if the department finds t hat the MCO acts or fails to act as 

specified in 42 CFR § 438 . 700 et seq ., or if the department finds any 

other actions/occurrences of misconduct subject to intermediate 

sanctions as specified in the contract . 

2 . The types of intermediat e sanctions that the 

department may impose shall bein accordance with §1932 of the Social 

Security Act (42 U. S . C. §1396u- 2) and 42 CFR §438 . 700 et seq . 
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3. The department will provide the MCO with due process 

in accordance with 42 CFR 438.700 et seq, including timely written 

notice of sanction and pre-termination hearing . 

4 . The department will give the CMS Regional Office 

written notice whenever it imposes or lifts a sanction for one of the 

violations listed in 42 CFR §438.700 et seq , specifying the affected 

MCO, the kind of sanction , and the reason for the department ' s 

decision to lift a sanction . 

C. Other Measures . In addition to intermediate sanctions , the 

department may impose other measures to obtain MCO compliance with 

the terms and conditions of the contract , including but not limited 

to administrative actions , corrective action plans , and/or monetary 

penalties as specified in the contract . 

1 . Administrative actions exclude monetary penalties , 

corrective action plans , intermediate sanctions , and termination , and 

include but are not limited to a warning through written notice or 

consultation and education regardi ng program policies and procedures . 

2 . The MCO may be required to submit a corrective action 

plan (CAP) to the department within the timeframe specified by the 

department . The CAP , which is subject to approval or disapproval by 

the department , shall include : 

a . steps to be taken by the MCO to obtain compliance 

with the terms of the contract ; 

b . a timeframe for anticipated compliance ; and 
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c. a date for the correction of the occurrence 

identified by the department . 

3 . The department, as specified in the contract , has the 

right to enforce monetary penalties against the MCO for certain 

conduct , including but not limited to failure to meet the terms of a 

CAP . 

4 . Monetary penalties will continue until satisfactory 

correction of an occurrence of noncompliance has been made as 

determined by the department . 

D. Any and all monies collected as a result of monetary 

penalties or intermediate sanctions against a MCO or any of its 

subcontractors , or any recoupment(s)/repayment(s) received from the 

MCO or any of its subcontractors , shall be placed into the Louisiana 

Medical Assistance Trust Fund established by R.S . 46 : 2623 . 

E . Termination for Cause 

1 . Issuance of Notice Termination 

a. The department may terminate the contract with an 

MCO when it determines the MCO has failed to perform, or violates , 

substantive terms of the contract or fails to meet applicable 

requirements in §§1903(m) , 1905(t) or 1932 of the Social Security Act 

in accordance with the provisions of the contract . 

b. The department will provide the MCO with a timely 

written Notice of Intent to Terminate notice . In accordance with 

federal regulations , the notice will state : 
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i . the nature and basis of the sanction ; 

ii . pre-termination hearing and dispute 

resolution conference rights , if applicable ; and 

iii . the time and p lace of the hearing . 

c . The termina t ion wil l be e ffective no less than 30 

calendar days from the date of t he notice . 

d . The MCO may , at the discretion of the department , 

be allowed to correct the deficiencies within 30 calendar days of the 

date that the notice was issued , unless other provi sions in this 

Section demand otherwise , prior to the issue of a notice of 

termination . 

F . Termina tion due to Serious Threat t o Health of Members 

1 . The department may terminate the contra c t immediately 

if it is de t ermined t ha t a ctions by the MCO or its subcontractor(s) 

pose a s er i ous threat to the health o f members enrolled i n the MCO . 

2 . The MCO members wi ll be enrolled in another MCO . 

G. Termina tion f or Ins olvency, Bankruptcy , Instab i lity of 

Funds . The MCO ' s i nsolvency or the filing of a bankruptcy petition by 

or against the MCO shall constitute g r ound s for termination fo r 

cause . 

1 . Repealed . 

H. Termi nation f or Ownership Violations 

1 . The MCO is subject to termination un less the MCO c an 

demonstrate changes of ownership or cont rol when a person with a 
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direct or indirect ownership interest in the MCO (as defined in the 

contract and PE-50) has : 

a . been convicted of a criminal offense as cited in 

§1128 (a) , (b) (1) or (b) (3) of the Social Security Act , in accordance 

with federal regulations ; 

b . had civil monetary penalties or assessment 

imposed under §1128(A) of the Social Security Act ; or 

c. been excluded from participation in Medicare or 

any state health care program . 

I. MCO Requirements Prior to Termination for Cause . The MCO 

shall comply with all of the terms and conditions stipulated in the 

contract and department issued guides during the period prior to the 

effective date of termination . The MCO is required to meet the 

requirements as specified in the contract if terminated for cause. 

1. - 2 . t . Repealed. 

J . Termination for Failure to Accept Revised Monthly 

Capitation Rate . Should the MCO refuse to accept a revised monthly 

capitation rate as provided in the contract , the MCO may provide 

written notice to the department requesting that the contract be 

terminated effective at least 60 calendar days from the date the 

department receives the written request . The department shall have 

sol e discretion to approve or deny the request for termination , and 

to impose such conditions on the granting of an approval as it may 
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deem appr opriate , but it sha ll not unrea sonably withhold its 

app roval . 

1 . 

K. - Q . 

Repealed . 

Repealed . 

AUTHORITY NOTE : Promulgated in accordance with R . S . 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1596 (June 

2011) , amended LR 41 : 

Chapter 40 . Audit Requirements 

§ 4001. General Provisions 

A . The MCO and i ts subcontractors s hall comply with all audit 

req uirements specified in the contract and department issued guides . 

B . The MCO and its subcontractors shall maintain supporting 

financial information and documents that are adequate to ensure that 

payment is made in accordance with applicable federal and state 

requirements , and are sufficient to ensure the accuracy and validity 

of claims . 

1 . Such documents , including all origina l claim forms , 

shall be maintained and r e tained by the MCO and or its subcontractors 

for a period of six yea rs after the contract e xpiration date or until 

the resolution of all l itigation, claim, fi nancial management review , 

or audit pertaining to the contract , whichever is longer . 
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2 . The MCO or its subcontractors shall provide any 

assistance that such auditors a nd inspecto r s reasonably may require 

to complete with such audits or inspections . 

c . 

D. Upon reasonable notice , the MCO and its subcontractors 

shall provide the officials and enti t ies identified in the contract 

and department issued guides with prompt , reasonable , and adequate 

access to any records , books , documents , and papers that are related 

to the performance of the contract . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act. 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1597 (June 

2011) , amended LR 41 : 

Implementation of the provisions of this Rule may be contingent 

upon the approval of t he U. S . Department of Health and Human 

Services , Centers for Medicare and Medicaid Services (CMS) , if it is 

determined that submission to CMS for revi ew and approval is 

required . 

Kathy H. Kliebert 

Secretary 
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R~E 

Department of Health and Hospitals 
Bureau of Health Services Financing 

Medicaid Eligibility 
Children Supplemental Security Income (SSI) 

The Department of Health and Hospitals, Bureau of Health 

Services Financing has repealed the October 20 , 1998 Rule 

governing the Medicaid eligibility of children receiving 

Supplemental Security Income (SSI) in the Medical Assistance 

Program as authorized by R.S . 46 : 153 and pursuant to Title XIX 

of the Social Security Act . This Rule is in accordance with the 

provisions of the Administrative Procedure Act , R. S . 49 : 950 et 

seq . 

Kathy H. Kliebert 

Secretary 

1 



RULE 

Department of Health and Hospitals 
Bureau of Health Services Financing 

Medicaid EligLbility 
Modified Adjusted Gross Income 

(LAC 50 : III . 2327 , 2529 , 10307 , and 10705) 

The Department of Health and Hospitals , Bureau of Health 

Services Financing has amended LAC 50 : III . 10705 and adopted 

§2327 , §2529 and §10307 in the Medical Assistance Pr ogram as 

authorized by R. S . 36 : 254 and pursuant to Title XI X of the 

Social Security Ac t . Thi s Rule i s promu lgat ed in accordance 

with the provisions of the Administrative Procedure Act , R . S . 

49 : 950 et seq . 

Title 50 
PUBLIC HEALTH-MEDICAL ASSISTANCE 

Part III. EligLbility 

Subpart 3 . Eligibility Groups and Factors 

Chapter 23. EligLbility Groups and Medicaid Programs 

§2327 . Modified Adjusted Gross Income (MAGI) Groups 

A. For eligibility det erminations effective December 31 , 

2013 eligibility shall b e determined by modified adjusted gross 

income (MAGI) methodology in accordance with Section 1004(a) (2) 

of the Patient Protection and Af fordab le Care Act (ACA) of 2010 

and section 36B(d) (2) (B) of the Internal Revenue Code, for the 

fo llowing groups : 
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1 . parents and caretake r relatives group which 

includes adult individuals formerly considered for Low Income 

Families with Children as parents or caretaker relatives ; 

2 . pregnant women; 

3 . child relat ed groups ; and 

4. other adult related groups including breast and 

cervical cancer , tuberculosis (TB) and family planning . 

B. A MAGI determination will be necessary for each 

individual in the home for whom coverage is being requested. 

The MAGI household resembles the tax household . 

1 . MAGI Household . The individual ' s relationship to 

the tax filer and every other household member must be 

established for budgeting purposes. The MAGI household is 

constructed based on whether an individual is a : 

a . tax f iler ; 

b . tax dependent ; or 

c . non-filer (neither tax filer or tax 

dependent . 

2 . For the tax filer the MAGI household includes the 

tax filer and all claimed tax dependents . 

a . Whether claimed or not , the tax filer ' s 

spouse , who lives in the home , must be included . 

b . If a child files taxes and is counted as a 

tax dependent on his/her parent 's tax return, the child is 

classified as a tax dependent not a tax filer . 

2 



3 . When taxes are filed for the tax dependent the 

MAGI household consists of the tax filer and all other tax 

dependents unless one of the following exceptions is met : 

a . being claimed as a tax dependent by a tax 

filer other than a parent or spouse {for example, a grandchild, 

niece , or tax filer' s par ent) ; 

b . children living with two parents who do not 

expect to file a joint tax return {including step-parents) ; or 

c . children claimed as a tax dependent by a 

non-custodial parent . 

4 . For individuals who do not file taxes nor e xpect 

to be claimed as a tax dependent {non-filer) , the MAGI household 

consists of the following when they all live together : 

a . for an adult : 

i . the individual ' s spouse ; a nd 

ii . the individual ' s natural , adopted , and 

step- children under age 1 9 ; and 

b . for a minor : 

i . the individual ' s natural , adoptive , or 

step-parents ; and 

ii. the individual ' s natural , adopted , and 

step- siblings under age 19. 

C. Parents and Caretaker Relatives Group 

1 . A caretake r relat ive is a relative of a dependent 

child by blood , adoption , or marriage with whom the child is 
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living, and who assumes primary responsibility for the child ' s 

care . A caretaker relative must be one of the following : 

a . parent ; 

b . grandparent ; 

c . sibl i ng ; 

d. brother-in-law ; 

e. sister-in-law ; 

f . step- parent ; 

g . step- sibling ; 

h . aunt ; 

i. uncle; 

j . first cousin ; 

k . niece ; or 

l. nephew . 

2. The spouse of such parents or caretaker relatives 

may be considered a caretaker relative even after the marriage 

is terminated by death or divorce . 

3 . The assistance/benefit unit consists of the 

parent and/or caretaker relative and the spouse of the parent 

and/or careta ker relative , if living together , of child(ren) 

under age 18 , or age 18 and a full-time student in high school 

or vocational/technical training . Children are considered 

deprived if income elig i b i lity is met for the parents and 

caretaker relatives group . Children shall be certified in the 

appropriate children's category . 
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D. Pregnant Women Group 

1 . Eligibil i ty for the pregnant women group may 

begin : 

a . at any time during a pregnancy; and 

b . as early as three months prior to the month 

of appl i cation. 

2 . Eligibility cannot begin before the first month 

of pregnancy . The pregnant women group certification may extend 

through the calendar month in which the 60-day postpartum period 

ends. 

3 . An applicant/enrollee whose pregnancy terminated 

in the month of application or in one of the three months prior 

without a surviving child shall be considered a pregnant woman 

for the purpose of determining elig i bility in the pregnant women 

group . 

4 . Certification shall be from the earliest possible 

month of eligibility (up to three months prior to application) 

through the month in which the 60-day postpartum period ends . 

5 . Retroactive eligibility shall be explored 

regardless of current el i gibility s t atus . 

a . If the applicant/enrollee is eligible for 

any of the three prior months , she remains eligible throughout 

the pregnancy and 60-day postpartum period . When determining 

retroactive eligibility actual income received in the month of 

determination shall be used . 
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b. If application is made after the month the 

postpartum period ends , the period of eligibility will be 

retroactive but shall not start more than three months prior to 

the month of application . The start date of retroactive 

eligibility is determined by counting back three mont hs prior to 

the date of application . The start date will be the first day 

of that month. 

6 . Eligibility may not extend past the month in 

which the postpartum period ends . 

7 . The applicant/enrollee must be income eligible 

during the initial month of eligibility only . Changes in income 

after the initial month will not affect eligibility . 

E . Child Related Groups 

1 . Children Under Age 19-CHAMP . CHAMP children are 

under age 19 and meet income and non-financial eligibility 

criteria . ACA expands mandatory coverage to all children under 

age 19 with household income at or below 133 percent Federal 

Poverty Level (FPL) . Such children are considered CHAMP 

Children . 

2 . Children Under Age 19-LaCHIP. A child covered 

under the Louisiana State Children ' s Health Insurance Program 

(LaCHIP) shall : 

a . be under age 19 ; 
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b . not be eligible for Medicaid under any other 

optional or mandatory eligibility group or eligible as medically 

needy (without spend-down liability) ; 

c . not be eligible for Medicaid under the 

policies in the state ' s Medicaid plan in effect on April 15, 

1997 ; 

d . not have health insurance ; and 

e . have MAGI -based income at or below 212 

percent (217 percent FPL with 5 percent disregard) of the 

federal poverty level . 

3 . Children Under Age 19-LaCHIP Affordable Plan . A 

child covered under the Louisiana State Children ' s Health 

Insurance Program (LaCHIP) Affordable Plan shall : 

a . be under age 19 ; 

b . not be income e l igible for regular LaCHIP ; 

c . have MAGI - based income that does not exceed 

250 percent FPL; 

d . not have other insurance or access to the 

State Employees Health Plan; 

e . have been determined eligible for child 

health assistance under the State Child Health Insurance Plan ; 

and 

f . be a child whose custodial parent has not 

voluntari ly dropped the child(ren) from employer sponsored 

insurance within the last three months without good cause . Good 
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cause exceptions to the three month period for dropping employer 

sponsored insurance are : 

death of parent ; 

months); 

business closure ; 

i . lost insurance due to divorce or 

ii . 

iii . 

lifetime maximum reached; 

COBRA coverage ends (up to 1 8 

iv . insurance ended due to lay-off or 

v . changed jobs and new employer does 

not offer dependent coverage; 

vi . employer no longer provides 

dependent coverage ; 

vii . monthly family premium exceeds 9 . 5 

percent of household income ; or 

viii . monthly premium for coverage of 

the child exceeds 5 percent of household income . 

4 . Children Under Age 19-Phase IV LaCHIP (SCHIP) . 

The State Child Health Insurance Program (SCHIP) provides 

prenatal care services , from conception to birth , for low income 

uninsured mothers who are not otherwise eligible for other 

Medicaid programs , including CHAMP pregnant women benefits . 

This program, Phase IV LaCHIP, also covers non-citizen women who 

are not qualified for other Medicaid programs due to citizenship 

status only . 
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F . Regular and Spend Down Medically Needy MAGI . Regular 

and spend down medically needy shall use the MAGI determination 

methodology . 

G. Former Foster Care Children . Former foster care 

children are applicants/enrollees under 26 years of age , who 

were in foster care under the responsibility of the state at the 

time of their eighteenth birthday, and are not eligible or 

enrolled in another mandatory coverage category . 

1 . Former foster care children may also be 

applicants/enrollees who : 

a . have lost eligibility due to moving out of 

state, but re-established Louisiana residency prior to reaching 

age 26; or 

b . currently reside in Louisiana , but were in 

foster care in another state ' s custody upon reaching age 18 . 

2 . Former foster care children must : 

a . be at least age 18 , but under age 26 ; 

b . currently live in Louisiana ; 

c . have been a child in foster care in any 

state's custody upon reaching age 18 ; and 

d . not be eligible for coverage in another 

mandatory group . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 

36 : 254 and Title XIX of the Social Security Act . 
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HISTORICAL NOTE: Promulgated by the Department of Health 

and Hospitals , Bureau of Health Services Financing , LR 41 : 

Chapter 25 . Eligibility Factors 

§ 2529. Hospital Presumptive Eligibility 

A. Effective December 31 , 2013 any hospital designated by 

Louisiana Medicaid as a hospital presumptive eligibility 

qualified provider (HPEQP) may obtain information and determine 

hospital presumptive eligibility (HPE) for individuals who are 

not currently enrolled in Medicaid and who are in need of 

medical services covered under the State Plan . 

1. Coverage groups eligible to be considered for 

hospital presumptive eligibility include : 

a . parents and caretaker relatives ; 

b . pregnant women; 

c . children under age 19 ; 

d . former foster care children ; 

e . family planning ; and 

f . certain individuals needing treatment for 

breast or cervical cancer . 

B. Qualified Hospitals . Quali fied hospitals shall be 

designated by the department as entities qualified to make 

presumptive Medicaid eligibility determinations based on 

preliminary, self-attested information obtained from individuals 

seeking medical assistance . 

1 . A qualified hospital shall : 
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a . be enrolled as a Louisiana Medicaid provider 

under the Medicaid state plan or a Medicaid 1115 demonstration ; 

b . not be suspended or excluded f rom 

participating in the Medicaid Program ; 

c. have submitted a statement of interest in 

making presumptive eligibility determinations to the department ; 

and 

d. agree to make presumptive eligibility 

determinations consistent with the state policies and 

procedures . 

C . The qualified hospital shall educate the individuals 

on the need to complete an application for ful l Medicaid and 

shall assist individuals with : 

1 . completing and submitting the full Medicaid 

application; and 

2 . understanding any document requirements as part 

of the full Medicaid application process . 

D. Eligibility Determinations 

1 . Household composition and countable income for 

HPE coverage groups are based on modified adjusted gross income 

(MAGI) Methodology . 

2 . The presumptive eligibility period shall begin on 

the date the presumptive eligibility determination is made by 

the qualified provider. 
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3 . The end of the presumptive eligibility period is 

the earlier of : 

a . the date the eligibility determination for 

regular Medicaid is made , if an application for regular Medicaid 

is filed by the last day of the month following the month in 

which the determination for presumptive eligibility is made ; or 

b . the last day of the month following the 

month in which the determination of presumptive eligibility is 

made, if no application for regular Medicaid is filed by that 

date . 

4. Those determined eligible for presumptive 

eligibility shall be limited to no more than one period of 

eligibility in a 12-month period , starti ng with the effective 

date of the initial presumptive eligibility period . 

AUTHORITY NOTE : Promulgated in accordance with R. S. 

36 : 254 and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health 

and Hospitals , Bureau of Health Services Financing , LR 41 : 

Chapter 103 . 

§10307. 

A. MAGI 

1. 

payments made 

members . 

Subpart 5. Financial Eligibility 

Income 

Modified Adjusted Gross Income - (MAGI) Groups 

Related Types of Income 

Alimony shall be counted as unearned income 

directly to the household from non-household 
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2 . Alien sponsor ' s income shall be counted a ga inst 

the flat grant needs of the alien ' s household. If the income of 

the sponsor is equal to or greater than the flat grant amount 

for the number of people in the alien parent ' s family , the alien 

parent(s) is not eligible for inclusion in his children ' s 

Medicaid certification . 

3 Business income or loss shall be countable net 

profit or loss from partnerships , corporations , etc . 

4 . Capital ga in or loss shall be countable income . 

5 . A child ' s earned income is counted , except for 

the tax filer ' s budget when e arn ings are b elow the tax filing 

threshold . 

6 . Annual income received under an implied , verbal , 

or written contract in less than 12 months shall be averaged 

over the 12-month period it is intended to cover unless the 

income is received on an hourly or piecework basis . 

7 . Disability insurance benefits shall count as 

unearned income . If federal and/or state taxes are deducted, 

disability insurance benefits shall count as ear ned income . 

8 . Dividends shal l count as unearned income . 

Dividends shall be averaged for the period they are intended to 

cover . 

9 . Int e rest , including tax-exempt interest , s hall 

count as unearned income . Interest shall be averaged for the 

period it is intended to cover . 
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10 . Irregular and unpredictable income shall count as 

income in the month of receipt . Annual income received under an 

implied , verbal , or written contract in less than 12 months 

shall be averaged over the 12 month period i t is intended to 

cover unless the income i s received on an hourly or piecework 

basis . 

11 . Income received from employment through the Job 

Training Pa rtnership Act of 1982 (JTPA) program shall be counted 

as earned income . JTPA income received for training through 

JTPA progr am shall be counted as unearned income . 

12 . A non- recurring cash payment (lump sum) shall 

count as income only in the calendar month of receipt . This 

includes insurance settlements , bac k pay , state tax refunds , 

inheritance , IRA or other retirement distributions , and 

retroactive benefit payments . 

13 . Regular recurring income from oil and land leases 

shall be counted over the period it is intended to cover and 

counted as unearned income . Payments received in the first year 

of an oil lease , which are above the regular recurring rental 

and payments received when an oil lease is written for only one 

year , are treated as non- recurring lump sum payments . 

14 . Pens ions and annuities shall count as unearned 

income . 

15 . Income is potentially available when the 

applicant/enrollee has a lega l interest in a liquidated sum and 
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has the legal ability to make th i s sum available for the support 

and maintenance of the assistance un i t . Potential income shall 

be counted when it is actually available as well as when it is 

potential l y available but the applicant/enrollee chooses not to 

receive the income . If the agency representative is unable to 

determine the amount of benefits available, the application 

shall be rejected for failure to establish need. 

16 . Railroad retirement shall count as unearned 

income the amount of the entitlement including the amount 

deducted from the check for the Medicare premiums , less any 

amount that is being recouped for a prior overpayment . 

17. Ownership of rental property is considered a 

self-employment enterprise . Income received from rental 

property may be earned or unearned . To be counted as earned 

income, the applicant/enrollee must perform some work related 

activity . If the applicant/enrollee does not perform work 

related activity , the money received shall be counted as 

unearned income . Only allowable expenses associated with 

producing the income may be deducted . If the income is earned , 

any other earned income deductions are allowed . 

18 . The gross amount of retirement benefits , 

including military retirement benefits , counts as unearned 

income . 
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19 . Royalties shall count as unearned income . 

Royalties shall be prorated for the period they are intended to 

cover . 

20 . Scholarships , awards , or fellowship grants shall 

count as unearned income if used for living expenses such as 

room and board . 

21 . Seasonal earnings shall count as earned income in 

the month received . If contractual , such as a bus driver or 

teacher , the income shall be prorated over the period it is 

intended to cover . If earnings are self-employment seasonal 

income , they shall be treated as self-employment income as below 

in Paragraph 22 . 

22 . Se l f-employment income is counted as earned 

income . Self-employment income is income received from an 

applicant/enrollee ' s own business , trade , or profession if no 

federal or state withholding tax or Social Security tax is 

deducted from his job payment . This may include earnings as a 

result of participat ion in Delta Service Corps and farm income . 

a . Allowable expenses are those allowed when 

filing taxes on a Schedule C or farm income Schedule F . 

23 . Social Security retirement , survivors and 

disability insurance benefits (RSDI) shall count as unearned 

income. The amount counted shall be that of the entitlement 

including the amount deducted from the check for the Medicare 
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premium, less any amount that is being recouped for a prior 

overpayment . 

24 . Income from taxable refunds , credits , or offsets 

of state and local income taxes if claimed on Form 1040 shall 

count as unearned income . 

25 . Income from income trust withdrawals, dividends, 

or interest which are or could be received by the 

applicant/enrollee shall count as unearned income. 

26 . Tutorship funds a r e any money released by the 

court to the applicant/enrollee and shall be counted as unearned 

income . 

27 . Unemployment compensation benefits (UCB) shall be 

counted as unearned income in the month of receipt. 

28. Taxable gross wages, salaries, tips , and 

commissions, including paid sick and vacation leave, shall count 

as earned income. Included as earned income are : 

a. vendor payments made by the employer instead 

of all or part of the salary; 

b . the cash value of an in-kind item received 

from an employer instead of all or part of the salary; and 

c. foreign earnings . 

29. The following types of income shall not be 

counted for MAGI budgeting : 

a . adoption assistance ; 

b . Agent Orange Settlement payments ; 
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c . American Indian and Native American Claims 

and Lands and income distributed from such ownership ; 

d . Census Bureau earnings ; 

e . child support payments received for anyone 

in the home ; 

f . contributions from tax-exempt organizations ; 

g . disaster payments ; 

h . Domestic Volunteer Service Act ; 

i . earned income credits ; 

j . educational loans ; 

k. energy assistance ; 

1 . foster care payments ; 

m. Housing and Urban Development (HUD) block 

grant funds , payments , or subsides ; 

n . in- kind support and maintenance ; 

o . loans ; 

p . income from nutritional programs ; 

q . income from radiation exposure ; 

r . relocation assistance ; 

s . scholarships , awards or fellowship grants 

used for education purposes and not for living expenses ; 

t . supplemental security income (SSI) ; 

u . vendor payments ; 

v . veterans ' benefits ; 
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w. Women , Infants and Children Program (WIC) 

benefits ; 

x. work-study program income ; 

y . worker ' s compensation benefits ; and 

z . cash contributions . Money which is 

contributed by the absent parent of a child in the assistance 

unit is considered child support and not counted . Small , non­

recurring monetary gifts (e . g . , Christmas , birthday, or 

graduation gifts) a re not counted. Cash contributions include 

any money o ther than loans received by or for a member of the 

income unit if : 

i . t he use is left to the discretion of 

the member of the income unit ; or 

ii . t he contribution is provided for the 

specific purpose of meeting the maintenance needs of a member of 

the assistance unit . 

B. Financial eligibility for the MAGI groups shall be 

made using income received in t he calendar month prior to the 

month of application or renewal as an indicator of anticipated 

income. The taxable gross income of each member of the MAGI 

household shall be used . Income eligibility of t he household 

shall be based on anticipated income and circumstances unless it 

is discovered that there are factors that wi ll affect income 

currently or in future months . 
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1 . Income eligibility is determined by prospective 

income budgeting or actual income budgeting. 

a . Prospective income budgeting involves 

looking at past income to determine anticipated future income . 

Income earned in the calendar month prior to the month of 

application or renewal which the applicant/enrollee earned shall 

be used to determine expected income in the current and future 

months. 

b. Actual income budgeting involves looking at 

income actually received within a specific month to determine 

income e ligibility for that month. Act ual income shall be used 

for all retroactive coverage . Actual income or the best 

estimate of anticipated actual income shall be used if : 

month . 

i. the income terminates during the month ; 

ii . the income begins during the month ; or 

iii . the income is interrupted during the 

2 . Income of a Tax Dependent . The earned income of 

a tax dependent including a child shall be counted when 

calculating the financial eligibility of a tax filer when the 

earned income meets the tax filing threshold . The unearned 

income of a tax dependent, including a child , shall be used when 

calculating MAGI based financial eligibility regardless of tax 

filing status (e . g ., RSDI) . 
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a . Cash contributions to a dependent shall be 

counted towards the dependent . 

3 . Allowable Tax Deductions for MAGI . The following 

deductions from an individual ' s income shall be used to 

determine the individual ' s adjusted gross income : 

a . educator expenses ; 

b . certain business expenses of reservists, 

performing artists and fee basis government offices ; 

plans ; 

c . health savings account deductions ; 

d. moving expenses ; 

e . the deductible part of self-employment tax ; 

f . self-employed SEP , SIMPLE and qualified 

g . self - employed health insurance deduction ; 

h . the penalty on early withdrawal of savings ; 

i . alimony paid outside the home ; 

j . IRA deductions ; 

k . student loan interest deduction ; 

1 . tuition and fees ; a nd 

m. domestic production act ivities deductions . 

4 . A 5 percent disregard shall be allowed on MAGI 

budgets when it is the difference between eligibility or 

ineligibility for the individual in a child related program. 
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5 . The net countable income for the individual ' s 

household shall be compared to the applicable income standard 

for the household size to determine eligibility . 

a . If the countable income is below the income 

standard for the applicable MAGI group , the individual is income 

eligible . 

b. If the countable income is above the income 

standard for the applicable MAGI group , the individual is income 

ineligible. 

C . Federal Poverty Income Guidelines (FPIG) . Eligibility 

shall be based upon the following guidelines using the federal 

poverty income guidelines and adjusted to account f or the 5 

percent disregard : 

1 . parents/caretakers, income is less or equal to 24 

percent FPIG ; 

2 . pregnant women , income is less or equal to 138 

percent FPIG ; 

3 . CHAMP (children 0-18) , income is less or equal to 

147 percent FPIG ; 

4 . LaCHIP , income is less or equal to 217 percent 

FPIG ; 

5. LaCHIP IV (Unborn Option), income is less or 

equal to 214 percent FPIG; and 

6 . LaCHIP Affordable Plan , income does not exceed 

255 percent FPIG . 
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AUTHORITY NOTE : Promulgated in accordance with R. S . 

36 : 254 and Title XI X of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health 

and Hospital s , Bureau of Health Services Financing , LR 41 : 

Chapter 107. Resources 

§ 10705. Resource Disregards 

A. - C.2 .... 

D. Modified Adjusted Gross Income (MAGI) Groups . 

Resources will be disregarded for those groups using the MAGI 

determinations methodology . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 

36 : 254 and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health 

and Hospitals , Bureau of Health Services Financing and the 

Office of Aging and Adult Services , LR 35 : 1899 (September 2009) , 

amended by the Department of Health and Hospitals , Bureau of 

Health Services Financing, LR 36 : 2867 (December 2010) , LR 41 : 

Kathy H. Kliebert 

Secretary 
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RULE 

Department of Health and Hospitals 
Bureau of Health Services Financing 

Nursing Facilities 
Per Diem Rate Reduction 

(LAC SO:II.20005) 

The Department of Health and Hospitals , Bureau of Health 

Services Financing has amended LAC 50 : II . 20005 in the Medical 

Assistance Program as authorized by R. S . 36 : 254 and pursuant to 

Title XIX of the Social Security Act . This Rule is promu lgated 

in accordance with the provisions o f t he Administrative 

Procedure Act , R. S . 49 : 950 et seq . 

Chapter 200. 

Title 50 

PUBLIC HEALTH- MEDICAL ASSISTANCE 
Part II. Nursing Facilities 

Subpart 5. Reimbursement 

Reimbursement Methodology 

§ 20005. Rate Determination [Formerly LAC SO:VII.1305] 

A . - P . ... 

Q. Effective for dates of service on or a f ter July l , 

2014 , the per diem rate paid to no n - state nursing fac ilities 

s hall be reduced by $90 . 26 of the rate in effect on June 30 , 

2014 until such time t ha t t he rate is rebased . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 

36 : 254 and Title XIX of the Soc i al Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health 
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and Hospitals , Office of the Secretary , Bureau of Health 

Services financing , LR 28 : 1791 (August 2002) , amended LR 31 : 1596 

(July 2005) , LR 32 : 2263 (December 2006) , LR 33 : 2203 (October 

2007) , amended by the Department of Health and Hospitals , Bureau 

of Health Services financing , LR 36 : 325 (february 2010) , 

repromulgated LR 36 : 520 (March 2010) , amended LR 36 : 1556 (July 

2010) , LR 36 : 1782 (August 2010) , LR 36 : 2566 (November 2010) , LR 

37 : 092 (March 2011) , LR 37 : 1174 (April 2011) , LR 37 : 2631 

(September 2011) , LR 38 : 1241 (May 2012) , LR 39 : 1286 (May 2013) , 

LR 39 : 3097 (November 2013) , LR 41 : 

Kathy H. Kliebert 

Secretary 
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