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“ Dear Ms. Minott:

This letter is in response to Indiana’s request for temporary transitional support for beneficiaries
with end stage renal disease (ESRD) through your section 1115 demonstration, entitled Healthy
Indiana Plan (HIP), as the state works to submit a 1915(i) state plan amendment (SPA) to the
Centers for Medicare & Medicaid Services by June 30, 2014. I am pleased to inform you that
your request is approved. This approach should help to ensure a smooth transition for your
beneficiaries and minimize disruptions in coverage.

This letter amends the state’s current HIP demonstration (project number 11-W-00237/5) under
section 1115 of the Social Security Act (the Act) by granting 1115(2)(2) expenditure authority
effective for costs incurred for the period June 1, 2014 through December 31, 2014, by a state-
funded program to ensure temporary continued coverage for individuals with ESRD who meet
the eligibility criteria that were in effect under the state plan as of May 31, 2014 for the Aged,
Blind, and Disabled (ABD) group, including use of a spend down. The state will take
administrative action (requiring no beneficiary action) so that such individuals will be enrolled in
short-term coverage through the state-funded program when their coverage under the state plan
ends. After the state’s 1915(i) SPA has been approved, and individuals eligible under the state
plan as a result of that SPA are enrolled in coverage under the state plan (but no later than
December 31, 2014), demonstration expenditure authority for state costs of this program for
temporary coverage will end.

The authorities provided in this demonstration award are subject to CMS receiving your written
acknowledgement of this approval and acceptance of these new authorities within 30 days of the
date of this letter.

The state’s existing approved Special Terms and Conditions (STCs), waivers and expenditure
authorities for the demonstration in all other respects remain unchanged, and in effect.
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We look forward to continuing to work with you and your staff. If you have questions regarding
this award, please contact Mr. Eliot Fishman, Director, Children and Adults Health Programs
Group, Center for Medicaid & CHIP Services, at (410) 786-5647.

Sincerely,

Cindy Mann
Director
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CC:

Verlon Johnson, Associate Regional Administrator, Chicago Regional Office
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	TITLE: Healthy Indiana Plan
	I. PREFACE
	II. PROGRAM DESCRIPTION AND OBJECTIVES
	III. GENERAL PROGRAM REQUIREMENTS
	b. Application through the Division of Family Resources (DFR). The DFR will explain the HIP program and take an enrollee’s application for the program.  Individuals will also be able to apply for HIP online, over the phone, and by mail.  The applicant...

	31. Annual and Lifetime Benefit Limits.  The benefits available under HIP are limited to $300,000 annually and $1 million over a lifetime.
	a. If during a coverage term, an enrollee exceeds the annual benefit limit of $300,000, the enrollee will remain enrolled in the MCO and must continue to make POWER Account contributions; however, the enrollee will not have access to covered services....
	b. If an enrollee exceeds the lifetime benefit limit of $1 million, the enrollee will be disenrolled from HIP.
	i. Family planning services;
	ii. Emergency medical services, subject to the prudent layperson standard of an “emergency medical condition,” as specified in 42 CFR 438.114;
	iii. Medically necessary covered services, if the MCO’s network is unable to provide the service within a 30-mile radius for primary care and a 60-mile radius for specialty care of the enrollee’s residence; and
	iv. Nurse practitioner services.
	b. Payment for Out of Network Providers. For the out-of-network services specified in subparagraph (a), the MCO must coordinate with the out-of-network provider to ensure that the cost to the enrollee is no greater than it would be if the services wer...
	c. Carry-Forward and Use of Excess Funds.  At the end of a 12-month coverage term, there may be funds remaining in an enrollee’s POWER Account.  Some or all of the funds remaining in an enrollee’s POWER Account may be carried forward to the next cover...
	i. If the enrollee has obtained all the recommended preventive care services, as advised in writing, appropriate for the enrollee’s age, gender, and medical condition, the entire remaining POWER Account balance, including monies contributed by the sta...
	ii. If the enrollee has not obtained all the recommended preventive care services, as advised in writing, appropriate for the enrollee’s age, gender, and medical condition, only the pro rata share of the enrollee’s portion of the POWER Account balance...
	iii. If the amount of funds available to be carried is in excess of the enrollee’s required POWER Account contribution for the next coverage term, the excess amount will be credited to the state to reduce the state’s contribution in the next coverage ...
	iv. The HIP MCOs must develop and maintain accounting systems capable of tracking POWER Account balances and sub-balances according to whether they were initially contributed by the enrollee or the state.  POWER Account balances must maintain their id...
	a. Before terminating the enrollee, the MCO must provide at least one written notice advising the enrollee of the delinquent payment, and the date by which the contribution must be paid to prevent disenrollment, as well as notice of the enrollee’s app...
	b. The MCO is required to refund the enrollee’s pro rata portion of the POWER Account, which must be distributed to the enrollee no later than sixty (60) days after the last date of participation in the MCO.  The amount payable to the enrollee shall b...
	44. Failure to Redetermine Eligibility and POWER Account Contributions.  If an enrollee fails to complete all necessary steps to maintain eligibility for HIP at the end of a coverage term, the enrollee will not be permitted to reapply for HIP for a pe...
	45. POWER Account Balance Transfers.  If an enrollee transfers to a new MCO, the enrollee’s POWER Account balance will be transferred to the state within thirty (30) days from the date the MCO was notified by the state.
	46. POWER Account Reporting to State.  Each MCO must submit a report to the state each month that provides the following for each terminated or ineligible enrollee:
	a. Demographic information on the enrollee;
	b. The balance remaining in the enrollee’s POWER account;
	c. The amount paid to the enrollee as required under paragraphs 41 through 44; and
	d. The amount to be returned to the state.
	52. Annual Report.
	a. The state shall submit a draft annual report documenting accomplishments, project status, quantitative and case study findings, utilization data, interim evaluation findings, and policy and administrative difficulties and solutions in the operation...
	b. In addition, the state shall include information on the following in its draft annual report:
	i. The level of preventive services compliance, including a summary of member compliance and non-compliance with Office of Medicaid Policy and Planning (OMPP) recommended preventive services.
	ii. The number of HIP Caretakers and HIP Adults who are within $100,000 of exceeding the annual and or lifetime benefit limit and the state’s efforts to refer these individuals to the regular Medicaid program or M.E.D. Works.
	c. The state shall submit the draft annual report no later than 120 days after the end of each demonstration year (DY) for CMS review.  The state shall finalize and submit the final draft report within 60 days from receipt of CMS’ comments.
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	XI. SCHEDULE OF STATE DELIVERABLES DURING THE DEMONSTRATION
	Introduction:
	1. The number of HIP members who have reached $200,000 in benefits in a year or $900,000 in benefits in a lifetime.  Of these individuals, how many have been referred to the regular Medicaid program or Medicaid for Employees with Disabilities (M.E.D. ...
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