R414.  Health, Health Care Financing, Coverage and Reimbursement Policy.
R414-303.  Coverage Groups.
R414-303-1.  Authority and Purpose.
	This rule is authorized by Sections 26-1-5 and 26-18-3 and establishes eligibility requirements for Medicaid and the Medicare Cost Sharing programs.

R414-303-2.  Definitions.
	(1)  The definitions in Rules R414-1 and R414-301 apply to this rule.  In addition, the Department adopts and incorporates by reference the following definitions as found in 42 CFR 435.4, October 1, 2012 ed.:
	(a)  "Caretaker relative;"
	(b)  "Family size;"
	(c)  "Modified Adjusted Gross Income (MAGI);"
	(d)  "Pregnant woman."
	(2)  A dependent child who is deprived of support is defined in Section R414-302-5.
	(3)  The definition of caretaker relative includes individuals of prior generations as designated by the prefix great, or great-great, etc., and children of first cousins.
	(a)  To qualify for coverage as a non-parent caretaker relative, the non-parent caretaker relative must assume primary responsibility for the dependent child and the child must live with the non-parent caretaker relative or be temporarily absent.
	(b)  The spouse of the caretaker relative may also qualify for Medicaid coverage.

R414-303-3.  Medicaid for Individuals Who Are Aged, Blind or Disabled for Community and Institutional Coverage Groups.
	(1)  The Department provides Medicaid coverage to individuals as described in 42 CFR 435.120, 435.122, 435.130 through 435.135, 435.137, 435.138, 435.139, 435.211, 435.232, 435.236, 435.301, 435.320, 435.322, 435.324, 435.340, and 435.350, October 1, 2012 ed., which are adopted and incorporated by reference.  The Department provides coverage to individuals as required by 1634(b), (c) and (d), 1902(a)(10)(A)(i)(II), 1902(a)(10)(A)(ii)(X), and 1902(a)(10)(E)(i) through (iv) of Title XIX of the Social Security Act in effect January 1, 2013, which are adopted and incorporated by reference.  The Department provides coverage to individuals described in Section 1902(a)(10)(A)(ii)(XIII) of Title XIX of the Social Security Act in effect January 1, 2013, which is adopted and incorporated by reference.  Coverage under Section 1902(a)(10)(A)(ii)(XIII) is known as the Medicaid Work Incentive Program.
	(2)  Proof of disability includes a certification of disability from the State Medicaid Disability Office, Supplemental Security Income (SSI) status, or proof that a disabled client is recognized as disabled by the Social Security Administration (SSA).
	(3)  An individual can request a disability determination from the State Medicaid Disability Office.  The Department adopts and incorporates by reference the disability determination requirements described in 42 CFR 435.541, October 1, 2012 ed., and Social Security's disability requirements for the Supplemental Security Income program as described in 20 CFR 416.901 through 416.998, April 1, 2012 ed., to decide if an individual is disabled.  The Department notifies the eligibility agency of its disability decision, which then sends a disability decision notice to the client.
	(a)  If an individual has earned income, the State Medicaid Disability Office shall review medical information to determine if the client is disabled without regard to whether the earned income exceeds the Substantial Gainful Activity level defined by the Social Security Administration.
	(b)  If, within the prior 12 months, SSA has determined that the individual is not disabled, the eligibility agency must follow SSA's decision.  If the individual is appealing SSA's denial of disability, the State Medicaid Disability Office must follow SSA's decision throughout the appeal process, including the final SSA decision.
	(c)  If, within the prior 12 months, SSA has determined an individual is not disabled but the individual claims to have become disabled since the SSA decision, the State Medicaid Disability Office shall review current medical information to determine if the client is disabled.
	(d)  Clients must provide the required medical evidence and cooperate in obtaining any necessary evaluations to establish disability.
	(e)  Recipients must cooperate in completing continuing disability reviews as required by the State Medicaid Disability Office unless they have a current approval of disability from SSA.  Medicaid eligibility as a disabled individual will end if the individual fails to cooperate in a continuing disability review.
	(4)  If an individual who is denied disability status by the State Medicaid Disability Office requests a fair hearing, the individual may request a reconsideration as part of the fair hearing process.  The individual must request the hearing within the time limit defined in Section R414-301-7.
	(a)  The individual may provide the eligibility agency additional medical evidence for the reconsideration.
	(b)  The reconsideration may take place before the date the fair hearing is scheduled to take place.
	(c)  The Department may not delay the individual's fair hearing due to the reconsideration process.
	(d)  The State Medicaid Disability Office shall notify the individual and the Hearings Office of the reconsideration decision.
	(i)  If disability status is approved pursuant to the reconsideration, the eligibility agency shall complete the Medicaid eligibility determination for disability Medicaid.  The individual may choose whether to pursue or abandon the fair hearing.
	(ii)  If disability status is denied pursuant to the reconsideration, the fair hearing process will proceed unless the individual chooses to abandon the fair hearing.
	(5)  If the eligibility agency denies an individual's Medicaid application because the State Medicaid Disability Office or SSA has determined that the individual is not disabled and that determination is later reversed on appeal, the eligibility agency determines the individual's eligibility back to the application that gave rise to the appeal.  The individual must meet all other eligibility criteria for such past months.
	(a)  Eligibility cannot begin any earlier than the month of disability onset or three months before the month of application subject to the requirements defined in Section R414-306-4, whichever is later.
	(b)  If the individual is not receiving medical assistance at the time a successful appeal decision is made, the individual must contact the eligibility agency to request the Disability Medicaid coverage.
	(c)  The individual must provide any verification the eligibility agency needs to determine eligibility for past and current months for which the individual is requesting medical assistance.
	(d)  If an individual is determined eligible for past or current months, but must pay a spenddown or Medicaid Work Incentive (MWI) premium for one or more months to receive coverage, the spenddown or MWI premium must be met before Medicaid coverage may be provided for those months.
	(6)  The age requirement for Aged Medicaid is 65 years of age.
	(7)  For children described in Section 1902(a)(10)(A)(i)(II) of the Social Security Act in effect January 1, 2013, the eligibility agency shall conduct periodic redeterminations to assure that the child continues to meet the SSI eligibility criteria as required by such section.
	(8)  Coverage for qualifying individuals described in Section 1902(a)(10)(E)(iv) of Title XIX of the Social Security Act in effect January 1, 2013, is limited to the amount of funds allocated under Section 1933 of Title XIX of the Social Security Act in effect January 1, 2013, for a given year, or as subsequently authorized by Congress under the American Taxpayer Relief Act, Pub. L. No. 112 240, signed into law on January 2, 2013.  The eligibility agency shall deny coverage to applicants when the uncommitted allocated funds are insufficient to provide such coverage.
	(9)  To determine eligibility under Section 1902(a)(10)(A)(ii)(XIII), if the countable income of the individual and the individual's family does not exceed 250% of the federal poverty guideline for the applicable family size, the eligibility agency shall disregard an amount of earned and unearned income of the individual, the individual's spouse, and a minor individual's parents that equals the difference between the total income and the Supplemental Security Income maximum benefit rate payable.
	(10)  The eligibility agency shall require individuals eligible under Section 1902(a)(10)(A)(ii)(XIII) to apply for cost-effective health insurance that is available to them.

R414-303-4.  Medicaid for Parents and Caretaker Relatives, Pregnant Women, Children, Adults, and Individuals Infected with Tuberculosis Using MAGI Methodology.
	(1)  The Department provides Medicaid coverage to individuals who are eligible as described in 42 CFR 435.110, 435.116, 435.118, and 435.139, and 42 U.S.C. 1396a(a)(10)(A)(ii)(XII).  The Department uses the MAGI methodology defined in Section R414-304-5 to determine household composition and countable income for these individuals.
	(2)  To qualify for coverage, a parent or other caretaker relative must have a dependent child living with the parent or other caretaker relative.
	(3)  The Department provides Medicaid coverage to parents and other caretaker relatives as required in 42 CFR 435.110, whose countable income is equal to or below the applicable income standard for the individual's family size.  For a family that exceeds 16 persons, the Department adds $62 to the income standard for each family member.  The income standards are as follows:

	TABLE

Family Size           Income Standard
     1                       $438
     2                       $544
     3                       $678
     4                       $797
     5                       $912
     6                     $1,012
     7                     $1,072
     8                     $1,132
     9                     $1,196
    10                     $1,257
    11                     $1,320
    12                     $1,382
    13                     $1,443
    14                     $1,505
    15                     $1,569
    16                     $1,630
	
	(4)  The Department provides Medicaid coverage to children who are zero through five years of age as required in 42 CFR 435.118, whose countable income is equal to or below 139% of the FPL.
	(5)  The Department provides Medicaid coverage to children who are six through 18 years of age as required in 42 CFR 435.118, whose countable income is equal to or below 133% of the FPL.
	(6)  The Department provides Medicaid coverage to pregnant women as required in 42 CFR 435.116.
	(a)  The Department elects the income limit of 139% of the FPL to determine a pregnant woman's eligibility for Medicaid.
	(b)  An individual, as defined in Subsection R414-302-3(2), may only receive coverage through the end of the month in which the individual turns 19 years old.
	(7)  The Department provides Medicaid coverage to an infant until the infant turns one-year old when born to a woman eligible for Utah Medicaid on the date of the delivery of the infant, in compliance with Sec. 113(b)(1), Children's Health Insurance Program Reauthorization Act of 2009, Pub. L. No. 111 3.  The infant does not have to remain in the birth mother's home and the birth mother does not have to continue to be eligible for Medicaid.  The infant must continue to be a Utah resident to receive coverage.
	(8)  The Department provides Medicaid coverage to an individual who is infected with tuberculosis and who does not qualify for a mandatory Medicaid coverage group.  The individual's income cannot exceed the amount of earned income an individual, or if married, a couple, can have to qualify for Supplemental Security Income.

R414-303-5.  Medicaid for Parents and Caretaker Relatives, Pregnant Women, and Children Under Non-MAGI-Based Community and Institutional Coverage Groups.
	(1)  The Department provides Medicaid coverage to individuals who are eligible as described in 42 CFR 435.117, 435.139, 435.170 and 435.301 through 435.310, October 1, 2012 ed. and Title XIX of the Social Security Act Sections 1902(e)(1), (4), (5), (6), (7) in effect January 1, 2013, which are adopted and incorporated by reference.
	(2)  To qualify for coverage as a medically needy parent or other caretaker relative, the parent or caretaker relative must have a dependent child living with the parent or other caretaker relative.
	(a)  The parent or other caretaker relative must be determined ineligible for the MAGI-based Parent and Caretaker Relative coverage group.
	(b)  The parent or other caretaker relative must not have resources in excess of the medically needy resource limit defined in Section R414-305-5.
	(3)  The income and resources of the non-parent caretaker relative are not counted to determine medically needy eligibility for the dependent child.
	(4)  To qualify for Child Medically Needy coverage, the dependent child does not have to be deprived of support and does not have to live with a parent or other caretaker relative.
	(5)  If a child receiving SSI elects to receive Medically-Needy Child Medicaid, the child's SSI income shall be counted with other household income.
	(6)  The eligibility agency shall determine the countable income of the non-parent caretaker relative and spouse in accordance with Section R414-304-6 and Section R414-304-8.
	(a)  Countable earned and unearned income of the non-parent caretaker relative and spouse is divided by the number of family members living in the household.
	(b)  The eligibility agency counts the income attributed to the caretaker relative, and the spouse if the spouse is included in the coverage, to determine eligibility.
	(c)  The eligibility agency does not count other family members in the non-parent caretaker relative's household to determine the applicable income limit.
	(d)  The household size includes the caretaker relative and the spouse if the spouse also wants medical coverage.
	(7)  An American Indian child in a boarding school and a child in a school for the deaf and blind are considered temporarily absent from the household.
	(8)  An individual who is pregnant, and under 19 years of age as described in Subsection R414-302-3(2), may only receive coverage through the end of the month in which the individual turns 19 years old.

R414-303-6.  12-Month Transitional Medicaid.
	The Department shall provide 12 months of extended medical assistance as set forth in 42 U.S.C. 1396r-6, when the parent or caretaker relative is eligible and enrolled in Medicaid as defined in 42 CFR 435.110, and loses eligibility as described in Subsection 1931(c)(2) of the Social Security Act.
	(1)  A pregnant woman who is eligible and enrolled in Medicaid as defined in 42 CFR 435.116, and who meets the income limit defined in 42 CFR 435.110 for three of the prior six months, is eligible to receive 12-month Transitional Medicaid.
	(2)  Children who live with the parent are eligible to receive Transitional Medicaid.

R414-303-7.  Four-Month Transitional Medicaid.
	(1)  The Department provides coverage to individuals as described in 42 CFR 435.115.  This coverage group is known as the 4 Month Extended program.
	(a)  A pregnant woman who is eligible and enrolled in Medicaid as defined in 42 CFR 435.116, and who meets the income limit defined in 42 CFR 435.110 for three of the prior six months, is eligible to receive four-month extended coverage.
	(b)  Changes in household composition do not affect eligibility for the four-month extension period.  Newborn babies are considered household members even if they are not born the month the household became ineligible for Medicaid.  New members added to the case will lose eligibility when the household loses eligibility.  Assistance shall be terminated for household members who leave the household.

R414-303-8.  Former Foster Care and Independent Foster Care Individuals.
	(1)  The Department provides coverage to individuals as described in 42 CFR 435.150.  The coverage group is known as the Former Foster Care Individuals program.
	(2)  When funds are available, the Department elects to cover individuals who are under 21 years of age as described in 42 CFR 435.226.  The coverage group is known as the Foster Care Independent Living program.
	(3)  The Department elects to cover an individual under the responsibility of any state or tribe at the time the individual turns 18 years of age, and was enrolled in Medicaid or the 1115 demonstration project at any time during the foster care period in which the individual turned 18.
	(4)  There is no income or asset test for eligibility under the Former Foster Care or the Foster Care Independent Living programs.

R414-303-9.  Foster Care, Subsidized Adoptions, and Kinship Guardianship Children.
	(1)  The Department provides coverage to foster care, subsidized adoption, and kinship guardianship individuals as described in 42 CFR 435.145.
	(2)  The Department elects to cover individuals under a state adoption agreement as defined in 42 CFR 435.227.
	(3)  The Department of Human Services determines eligibility for Foster Care, Subsidized Adoption, and Kinship Guardianship Medicaid.

R414-303-10.  Refugee Medicaid.
	(1)  The Department adopts and incorporates by reference 45 CFR 400.90 through 400.107 and 45 CFR, Part 401, October 1, 2012 ed., relating to refugee medical assistance.
	(2)  Child support enforcement rules do not apply.
	(3)  The sponsor's income and resources are not counted.  In-kind service or shelter provided by the sponsor is not counted.
	(4)  Cash assistance payments received by a refugee from a resettlement agency are not counted.
	(5)  Refugees may qualify for medical assistance for eight months after entry into the United States.

R414-303-11.  Presumptive Eligibility for Medicaid.
	(1)  The definitions found in 42 CFR 435.1101, and the provisions for presumptive eligibility found in 42 CFR 435.1103 and 42 CFR 435.1110, apply to Section R414-303-11.
	(2)  The following definitions also apply to this section:
	(a)  "covered provider" means a provider whom the Department determines is qualified to make a determination of presumptive eligibility for a pregnant woman and who meets the criteria defined in Section 1920(b)(2) of the Social Security Act.  Covered provider also means a hospital that elects to be a qualified entity under a memorandum of agreement with the Department;
	(b)  "presumptive eligibility" means a period of eligibility for medical services based on self-declaration that the individual meets the eligibility criteria.
	(3)  The Department provides coverage to a pregnant woman during a period of presumptive eligibility if a covered provider determines, based on preliminary information, that the woman states she:
	(a)  is pregnant;
	(b)  meets citizenship or alien status criteria as defined in Section R414-302-3;
	(c)  has household income that does not exceed 139% of the federal poverty guideline applicable to her declared household size; and
	(d)  is not already covered by Medicaid or CHIP.
	(4)  A pregnant woman may only receive medical assistance during one presumptive eligibility period for any single term of pregnancy.
	(5)  A child born to a woman who is only presumptively eligible at the time of the infant's birth is not eligible for the one year of continued coverage defined in Section 1902(e)(4) of the Social Security Act.  If the mother applies for Utah Medicaid after the birth and is determined eligible back to the date of the infant's birth, the infant is then eligible for the one year of continued coverage under Section 1902(e)(4) of the Social Security Act.  If the mother is not eligible, the eligibility agency shall determine whether the infant is eligible under other Medicaid programs.
	(6)  A child determined presumptively eligible who is under 19 years of age may receive presumptive eligibility only through the end of the month after the presumptive determination date or until the end of the month in which the child turns 19, whichever occurs first.
	(7)  An individual determined presumptively eligible for former foster care children coverage may receive presumptive eligibility only through the end of the month after the presumptive determination date or until the end of the month in which the individual turns 26 years old, whichever occurs first.
	(8)  An individual determined presumptively eligible for adult coverage may receive presumptive eligibility through whichever of the following occurs first:
	(a)  Through the end of the month following the month of the presumptive determination;
	(b)  Through the end of the month in which the individual turns 65 years old; or
	(c)  Until the eligibility agency makes a determination for ongoing medical assistance.
	(9)  The Department shall limit the coverage groups for which a hospital may make a presumptive eligibility decision to the groups described in 42 CFR 435.110, 435.116, 435.118, 435.150, and Rule R414-312.
	(10)  A hospital must enter into a memorandum of agreement with the Department to be a qualified entity and receive training on policy and procedures.
	(11)  The hospital shall cooperate with the Department for audit and quality control reviews on presumptive eligibility determinations the hospital makes.  The Department may terminate the agreement with the hospital if the hospital does not meet standards and quality requirements set by the Department.
	(12)  The covered provider may not count as income the following:
	(a)  Veteran's Administration (VA) payments;
	(b)  Child support payments; or
	(c)  Educational grants, loans, scholarships, fellowships, or gifts that a client uses to pay for education.
	(13)  An individual found presumptively eligible for one of the following coverage groups may only receive one presumptive eligibility period in a calendar year:
	(a)  Parents or caretaker relatives;
	(b)  Children under 19 years of age;
	(c)  Former foster care children;
	(d)  Individuals with breast or cervical cancer; and
	(e)  Adult expansion.

R414-303-12.  Medicaid Cancer Program.
	(1)  The Department shall provide coverage to individuals described in Section 1902(a)(10)(A)(ii)(XVIII) of the Social Security Act in effect January 1, 2013, which the Department adopts and incorporates by reference.  This coverage shall be referred to as the Medicaid Cancer Program.
	(2)  The Department provides Medicaid eligibility for services under this program to individuals who are screened for breast or cervical cancer under the Centers for Disease Control and Prevention Breast and Cervical Cancer Early Detection Program established under Title XV of the Public Health Service Act and are in need of treatment.
	(3)  An individual who is covered for treatment of breast or cervical cancer under a group health plan or other health insurance coverage defined by the Health Insurance Portability and Accountability Act (HIPAA) of Section 2701 (c) of the Public Health Service Act, is not eligible for coverage under the program.  If the individual has insurance coverage but is subject to a pre-existing condition period that prevents the receipt of treatment for breast or cervical cancer or precancerous condition, the individual is considered to not have other health insurance coverage until the pre-existing condition period ends at which time eligibility for the program ends.
	(4)  An individual who is eligible for Medicaid under any mandatory categorically needy eligibility group, or any optional categorically needy or medically needy program that does not require a spenddown or a premium, is not eligible for coverage under the program.
	(5)  An individual must be under 65 years of age to enroll in the program.
	(6)  Coverage for the treatment of precancerous conditions is limited to two calendar months after the month benefits are made effective.
	(7)  Coverage for an individual with breast or cervical cancer under Section 1902(a)(10)(A)(ii)(XVIII) ends when treatment is no longer needed for the breast or cervical cancer.  At each eligibility review, eligibility workers determine whether treatment is still needed based on the doctor's statement or report.
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