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PARIS is intended to be a cost-saving program. as
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payer of last resort.
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10. SUBJECT OF AMENDMENT:

implemented the PARIS match in April 2007.

Utilize the PARIS match in order for State Agencies to cost avoid if other insurance is present, to verify income for
Medicaid recipients and to find out if Medicaid applicant is receiving assistance in another state. The State of Montana
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Montana

INCOME AND ELIGIBILITY VERIFICATION SYSTEM PROCEDURES
REQUESTS TO OTHER STATE AGENCIES

4.32 Income and Eligibility Verification System

a) The Medicaid agency has established a system for income and

eligibility verification in accordance with the

requirements of 42 CFR 435.940 through 435.960. (Section

1137 of the Act and 42 CFR 435.940 through 435.960)

b} ATTACHMENT 4.32-A describes in accordance with 42 CFR
435.948(a) (6) the information that will be requested in

order to verify eligibility or the correct payment amount

and the agencies and the State({s) from which that
information will be requested.

c) The State has an eligibility determination system that

provides for data matching through the Public Assistance

Reporting Information System {(PARIS), or any successor

system, including matching with medical assistance programs

operated by other States. The information that is

requested will be exchanged with States and other entities

legally entitled to verify title XIX applicants and
individuals eligible for covered title XIX services
congistent with applicable PARIS agreements.
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