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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

Seattle Regional Office

701 Fifth Avenue, Suite 1600, MS/RX-200

Seattle, Washington 98104

Division of Medicaid & Children’s Health Operatinne

DEC 05 201

Richard Armstrong, Director
Department of Health and Welfare
Towers Building — Tenth Floor
Post Office Box 83720

Boise, Idaho 83720-0036

RE: Idaho State Plan Amendment (SPA) Transmittal Number 14-011

Dear Mr. Armstrong:

The Centers for Medicare & Medicaid Services (CMS) Seattle Regional Office has completed its review
of State Plan Amendment (SPA) Transmittal Number 14-011. This transmittal outlines the parameters
for pre-existing medical expenses under the Medicaid state plan.

The CMS would also like to take this opportunity to remind the state it must assure compliance with all
Medicaid requirements, including those related to State Fair Hearings at 1902(a)(3) and 1902 (a) (4) of
the Act and as written in 42 C.F.R. 431.10(c)(2).

This SPA is approved effective July 1, 2014.

If you have any additional questions or require anv further assistance. please contact me or have your
staff contact Janice Adams at (206) 615-2541 o

Sincerely,

/

Carol J.C. Peverly

Associate Regional Administrator

Division of Medicaid and Children’s Health
Operations

ce:
Denise Chuckovich, Deputy Director
Lisa Hettinger, Medicaid Benefits Administrator




DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCING ADMINISTRATION

FORM APPROVED
OMB NO. 0938-0193

TRANSMITTAL AND NOTICE OF APPROVAL OF
STATE PLAN MATERIAL

FOR: HEALTH CARE FINANCING ADMINISTRATION

1. TRANSMITTAL NUMBER: 2. STATE
14-011 IDAHO

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE
SOCJAL SECURITY ACT (MEDICAID)

TO: REGIONAL ADMINISTRATOR
HEALTH CARE FINANCING ADMINISTRATION
DEPARTMENT OF HEALTH AND HUMAN SERVICES

4. PROPOSED EFFECTIVE DATE
July 1,2014

5. TYPE OF PLAN MATERIAL (Check One):

] NEW STATE PLAN

[[J AMENDMENT TO BE CONSIDERED AS NEW PLAN

X] AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS 1S AN AMENDMENT (Separate Transmittal for each amendment)

6. FEDERAL STATUTE/REGULATION CITATION:
Social Security Act section 1902(r)(1)(A)(ii)
42 CFR 435.832

7. FEDERAL BUDGET IMPACT:

FFY14 = $0 (zeto)
FFY15 = $0 (zero)

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:
Supplement 3 to Attachment 2.6-A | page 1

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
OR ATTACHMENT (If Applicable):
Supplement 3 to Attachment 2.6-A, page 1

10. SUBJECT OF AMENDMENT:

Adjusted to increase parameters around allowable expenses and timeframes in which to report pre-existing expenses.

11. GOVERNOR’S REVIEW (Check One):

X GOVERNOR’S OFFICE REPORTED NO COMMENT [J OTHER, AS SPECIFIED:
(] COMMENTS OF GOVERNOR’S OFFICE ENCLOSED
(0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

16. RETURN TO:

13. TYPED NAME:
Denise Chuckovich

14. TITLE:
Deputy Director

15. DATE SUBMITTED: 6/30/14

Lisa Hettinger, Administrator

Idaho Department of Health and Welfare
Division of Medicaid

PO Box 83720

Boise ID 83720-0009

FOR REGIONAL OFFICE USE ONLY

17. DATE RECEIVED:
6/30/14

18. DATE APPROVED: 12/05/14

PLAN APPROVED — ONE COPY ATTACHED

19. EFFECTIVE DATE OF APPROVED MATERIAL:
July 01, 2014

2k TYERRRAME: moseol 7 .G EEEt

20. SIGNATURE OF REGIONAL OFFICIAL:

E: /]
Asso’c/iate Reqi

23. REMARKS:

Division of Medicaid &
Children’s Health

FORM HCFA-179 (07-92)




Revision: HCFA-PM-85-3  (BERC) SUPPLEMENT 3 TO ATTACHMENT 2.6--A
MAY 1985 Page 1
OMB NO.: 0938--0193

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: IDAHO

REASONABLE LIMITS ON AMOUNTS FOR NECESSARY MEDICAL
OR REMEDIAL CARE NOT COVERED UNDER MEDICAID

The deductions for medical and remedial care expenses that were incurred as the result of imposition
of a transfer of assets penalty period are limited to zero.

The deductions for medical and remedial care expenses are limited to those medically necessary
expenses incurred by the participant for the participant.
The deductions for medical and remedial care expenses are limited to amount of liability owed.

The deductions for medical and remedial care expenses are limited to those incurred within the three
months prior to the month of application.

TN No. 14-011 Approval Date: Effective Date: 7/1/2014
Supersedes TN No. 85-8 HCFA ID: 4093E/0002P
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