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OMB No.: 0938-
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State of VIRGINIA
ELIGIBILITY CONDITIONS AND REQUIREMENTS

10.  (RESERVED)
11.  (RESERVED)

§1917¢ of the Act 12. Is required, as a condition of eligibility for Medicaid payment of long-
term care services, to disclose at the time of application for or renewal
of Medicaid eligibility, a description of any interest the individual or
his spouse has in an annuity (or similar financial instrument as may be
specified by the Secretary of Health and Human Services). By virtue
of the provision of medical assistance, the state shall become a
remainder beneficiary for all annuities purchased on or after
February 8, 2006.

13. Is ineligible for Medicaid payment of nursing facility or other long-
term care services if the individual’s equity interest in his home
exceeds $500,000. This dollar amount shall be increased beginning
with 2011 from year to year based on the percentage increase in the
Consumer Price Index for all Urban Consurners rounded fo the nearest
§1,000.

This provision shall not apply if the individual’s spouse, or the
individual’s child who is under age 21 or who is disabled, as defined in
Section 1614 of the Social Security Act, is lawfully residing in the
individual’s home.

The State has a process under which this limitation will be waived in
the case of undue hardship.
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Citation Condition or Requirement

§1906 of the Act  Slate Method on Cost Effectiveness of Employer-Based Group Health Plans
tI2VACIN-26-210)

A. Definitions.

The following words and tenns when used in these regulations shalf have the following meanings,
upless the context clearly indicates otherwise:

"Average monthly Medicaid cost" means average monthly nedical expendifures based upon age,
gendcr, Medicaid enrollmeut covered group, and geographic region of the state.

"Average menthly wraparound cost" means the average menthly agpregate eosts for services not
covered by private health insnvance hut covered under the State Plan for Medical Assistance, also
includes copaymerits, ceinsurance, and deductibles.

"Case” means al! {amily members who are eligible for coverage under the group health plan and who
are eligible far Medicaid.

"Codc” means the Code of Virginia.

"Cost effactive” and "cost effectiveness” mean the reduction in Title XIX expenditures, which are
likely to be greater than (he additional expenditures for premiums and cost-sharing items required
under §1906 of the Social Security Act (the Act), with respect t¢ such enrollment.

"DMAS" meaus the Department of Medical Assistance Services eonsistent with Chapter 10, (§ 32.1-
323 et seq.) of Title 32.1 of the Code of Virginia.

“DISS" means the Department of Social Services consistent with Chapter 1 (§63.2-100 et seq.) of Title
63.2 of the Code of Virginia.

“Family member” imneans mdividirals who are related by blood, marriage, or adoption.

"Group h=zith plan™ means a plen which meets §5000{b)(1) of the Internal Revenue Code of 1986,
and includes continvation coverage vursuant to title XXII of the Public Health Service Act, §4980B of
the Iuternal Revenue Code of 1986, or title V1 of the Emplovee Retirement Income Security Act of
1974, Section 5000(b) 1) of the Intemnal Revenue Code provides that a group health plan is a plan,
including a self-nsured plan, of, or contributed to by, an employer (including a self-insured person) or
employee association to provide health care (directly or otherwise) to the employees, former
employees. or the faruilies of such employees or fonuer employees, or the employer.
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"High deductibie health plan” means 8 plan as defined in § 223(c)(2) of Inlernal Revenue Code of
1986, without regard to whether the plan is purchased in conjunction with a health savings account (as
defined under § 223(d) of such Code).

"HIPP" means the Heahh Insurance Premiutn Payment Program administered by DMAS consistent
with §1906 of the Act.

"Premium™ means the fixed cost of participation in the group health plan, which cost may be shared
hy the emplover and employee or paid in fill by either party.

"Premium assistance subsidy” means lhe portion that DMAS will pay of the employee's cost of
participaiing 'n an employer's health plan o cnver the Medicaid eligihle members under the employer-
sponsorcd plan if DMAS defermines it is cost effective to do so.

"Recipient” means a person who is eligible for Medicaid. as determined hy the Department of Sociai
Services, ‘

B. Prograin purpose. The purpose of the HIPP Program shall be:

1. To enrol! recipients who bave an availeble emplover group health plan that is likely to be cost
effective:

2, To provide premium assistance subsidy for pavment of the employee share of the premiums
and other cost-sharing obligations for tems and services otherwisc covered under the State
Plan for Medical Assistance (the Plan); and

3 To treat coverage vnder such emplioyer group health plan as a third party liability consistent
with $1906 of the Soeial Security Act.

C. Recipient eligibility. All family members who are eligible for coverage under the group health plan
and who are eligible for Medicaid shall be eligible for consideration for HIPP, except those identified
below. The agency will consider the recipients below for HIPP when extraordinary circumstances
indicate the group health plau might be cost effeetive.

1. The recipient 1s Medicaid eligible due fo "srend-down™;

2. The recipient is currently enrolled in the employer sponsored health plan and is only
retroactively eligible for Medicaid;

3. The recipient iz n a pursing home or has a deduction from patient pay responsibility to cover
the insurance premium. or
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4. The recipient is cligible for Medicare Pant B, but is not enrolied in Part B.
D. Applieation reguired. A completed HIPP application must be submitted to DMAS to be evaluated for

eligibility ang cost =ffectivencss. The HIPP application consists of the forms prescribed by DMAS
aud any necessary inforation as required by the prograin to evaluate cligibility and perform a cost-
cifectiveuess evaluation,

E. Payments. When DMAS determines thal a group health plan is fikely 1o be cost effective based on the
DMAS established methedology. DMAS shall provide for premium assistance subsidy and other cost-

sharing obligations for items arid services otherwise covered under the Plan, except for the nominal
vost sharing amounts permitted uader §1916

1. Lffective dafe of premium assisiance subsidy. Payment of premiumn assistance subsidy shall
become effictive on the Tret dzy of the wonth following the month in which DMAS makes
the cost effectjveness Jdotermination or the first day of the month in which the group health
rlau coverage becomes cffective. whichever is later. Payments shall be made to either the

eraplover, th2 insuranc: company or to the individual who is carrying the group health plan
coverage,

Termatinn date of premimn assistance subsidv Payment of premiuin assistance subsidy
shall end on wivzh ever ~f the {ollow'ng pecurs the earlicst:

A, On the 13st day of 1he month in which eligihility for Medicaid ends; or
b The last dav of the month in which the recipient loses eligibility for coverage in the
eron health plar

I The last dav o7 the month m which adequate notiee has bHeen given (consistent with
federal requirements) that DMAS has redetermined that the group health plan is po
longer cost effective.

3. Meon-Medicaid eligible fomily members. Payment of premium assistance snbsidy for non-
Medicaid eligible family inembers may be made when their enrollment in the group health
vlan is —equived in order for the recipient to obtain the group health plan coverage. Such
payment; sball be {regled as payments for Medieaid benefits for the recipient. No payments
for dednc!ibles. coinsurznces and other cost-sharing obligations for non-Medicaid eligible
family mombers shall b2 wade by FMAS.

Evidence ot enrollmen’ reapired. A person to whom DMAS is paying the group health plan
premium assistance snbsidv shall, as 2 condition of receiving such payment, provide to DSS
or DMAS, npon request, wrilten evidence of the payment of the employee’s share of group
health plan premium for the group health plan which DMAS determined to be cost effective,
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F. Guidelines for determining cost effectiveness.

L. Existing familv heaithcare coveraue §s a factor in the detennination of cost effectiveness. Cases that resuit
in a determinati»y i panicTetien i not zosi effestive, hased upon the cxistence of family healthcare
coverage, shail be denied premium assistance and shall not undergo further review as described in subdivision
5 e of this subsection. The tollowing healthcare plans are not cost effective:

a. If the famity tiac ar would have family liealthcare coverage for the members who are not Medicaid
eligible,
b, If the Medicaid recipient is engitie Tor or enrolled in Medicare.

2. High Deductible Heatih Planc (HOHPs) are defined in § 223(e)}(2) of (he Intemal Revenue Code of 1986.
HDHPs are not cos citeciive o1 the (PP pvogram and shall be denied premium assistance and shall not
undergo furiher veview as described in subdivision (5¥¢) of this subsection. The annual deductiblc amount for
a HDHP is defliad by vie Doparliveni o Treashry anid s apdated annually.

3. Group health plen information. DMAS -hall obtain snecifie information on ail gronp health plans available
ta the recipierts in the rase, incinding ket nat limited 1o. the effective date of coverage, the services covered
by the plan, the deductibles and copavicents required by the plan, the exclusions to the plan, and the amount

of the emplovec share >f the grevr hexith plan preminm. Coverage that is nat comprehensive is not cost
effective and shail he deried preinium asaistance subsicy.

4. Enrollmen: it w group awalth plen. Jie Medicaid eligible famity member(s) must be covered under the
employer group health r:lun 1 be enrollad m HIPP.

5. DMAS shail reake (e promiu cost oftectiveress determinaticn based o the foliowing methodology:

a. Reeipient inforrw va DMASQ shall obtain demographic information on each recipient in each case,
ineluding, but not el o o feders! pregrim Aesignation, age, gender. and geographic region of the state.

h. DMAS shall compure Ihe average monthly Meidicaid ooyt for each Medicaid enrollee on the group health
insurance plan aid sompare the total cost 19 the emplovee's responsibility for the health insurance cost.

the HIPP case wnd subtract Jhe amonst Doz the average monthly Medicaid cost for the cost effectiveness
evaluation.

d. Adminisirativz cort TMAS bl wel ch: administrative costs of the HEPP program and estimate an
average administrotive nost IMAS shisll <ubfract the administrative cost from the average monthly Medicaid
¢ost for the cost effectiveness evaluation.

e. Determination of n-smiuiz cost effeciveness. DMAS shall determine that a group health plan is likely to be
cost effective if (i} is less than (Y beloy

{i) The employ £ "5 respe as'biity for 1l arsug hezlth plar premium
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(ii) The fotal of the average monthly Medicaid costs less the wraparound costs for each Medicaid enrollee
covered by the group health plan and the administrative cost.

f. DMAS may reimburse up to the amouut deterinined in subdivision 5 e (i1} of this subsection, if subdivision
5e (1) is not less than subdivision 3 ¢ (i1).

G. HIPP Program participation requirements. Participants must comply with program requireruents as

prescribed by DMAS for conuinued eurcliment in HIPP. Failure to comply shall result in termination from
the prograin.

1. Submission of doeumentation of the employee share of the premium expense within specified time
frame in accardance with DMAS established policy.

2. Changes that impaci the cost effectiveness evaluation must be reported within 10 days.

3. Completion of anrual HIPP redeterminatios.

H. HIPP Redetermination. DMAS shail redetermine the cost effectiveness of the group health plan
periodically, at least every 12 months. DMAS shall also redetermine cost effectiveness when changes
occur with the recipieut average Medicaid cost aud/or with the group health plan informnation that was
used iu determining the cost effectiveness, When ouly part of the houschold loses Medicaid eligibility,
DMAS shall redetermine the cost effecliveness to ascertain whether payment of premium assistance
subsidy the group health plan continues to be eost effective.

1. Multiple group health plans. When a rceipieut is cligibie for more than one group health plan, DMAS
shall perform the cost effectiveness determination on the group health plan in which the recipient is
enrolled. If the recipient is not enrolled in a group health plan, DMAS shall perform the cost effectiveness
determination on each group health pian available to the recipient.

1. Third party liability, When recipienis are cnrolled in group health plans, these plans shall become the first

sources of health care benefils, up to the limits of such plaas, prior to the availability of Title XIX
benefits.

Appeal rights. Recipients shalt be given the opportunity to appeal adverse apency decisions eonsistent
with agency regulations for client appeals (12VAC30-110).

L. Provider requirements. Providers shall be required to accept the grealer of the group health plan's
reimbursement rate or the Medicaid rate as payment in full and shall be prohibited from charging the

recipient or Medicaid amounts that would result in aggregate payments greater than the Medicaid rate as
required by 42 CFR §447.20.
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