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MAABD OVERVIEW

The MAABD Program is medical assistance for persons who are aged, blind or disabled
AND meet the requirements of one of the eligible categories.

APPLICATION PROCESS

Upon request, every person will be mailed or given an application and a pamphlet explaining
the Medicaid program.

Applicants will be provided assistance in completing the application if such help is
requested.

A DEFINITIONS
1. DISTINCTION BETWEEN APPLICATION AND INQUIRY

An application not signed by the client or authorized representative is an
inquiry only and must be returned for signature. Do not date stamp the
unsigned application and do not register it in the computer system. An
application must contain the applicant’s name, address and appropriate
signature. Encourage the applicant to submit all pages of the application,
however, the first page of Form 2905-EG must be accepted to preserve the
actual application date and begin the application process.

Applicants who cannot sign their name must have their mark witnessed by
at least one other person. Applicants with no ability to understand what
they are signing must have a competent adult family member sign for them.
Example: [client name] by [family member name].

If there are no family members or the existing family members do not wish
to assist the applicant, the hospital, nursing home or county agency social
service staff may sign on behalf of the applicant. Example: [client name]
by [the hospital, nursing home or county agency social service worker
name]. In this case, a public guardian referral is required.

NOTE: When arequest for institutional Medicaid assistance is received on
aregular application versus the “institutional application,” send Home Care
Questionnaire (Form 2915-EG) with Insufficient Information (Form
2429-EE or EEB) to request the information which is not addressed on the
regular application from the individual or agency submitting the
application.

Applications for the Medicare Beneficiary program received through the
Low Income Subsidy referral process do not require a signature. The
applicant’s signature is obtained by Social Security.

2. INITIAL APPLICATIONS

Initial requests for an application for assistance may be made verbally, in
writing, in person, or through a representative. Every person has the right
to apply for assistance. The date a signed application form is received in
the district office is the DATE OF APPLICATION.
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3. FAXED APPLICATIONS

A faxed application is acceptable and must be date-stamped the day it is
received to protect the applicant’s filing date. Enter the faxed application
into the computer system the date received or no later than the close of
business the next work day. An original signature is required before
approval of benefits. Notify the client and their authorized representative
their faxed application has been received and request the client’s original
application and signature allowing at least 20 days to respond. This request
may be made with other information required to process the case on an
Insufficient Information Form 2429-EE. If the applicant fails to provide the
original signed application, deny the case for non-cooperation.

4, REAPPLICATIONS
Reapplications for assistance are made in the same manner as initial
applications. Previous records and eligibility factors must be thoroughly
reviewed/verified. All information used to verify eligibility factors which
are subject to change, may be pulled forward from previous application if
the information is less than thirty (30) days old.
Terminated cases must reapply for assistance.

5. REINSTATEMENTS

Reinstatements are made at the discretion of the social services manager
(SSM) or supervisor.

6. TRANSFERS
When the client has previously applied for/received assistance in another
Division of Welfare and Supportive Services (DWSS) office, request the
case file from that office.

7. DUPLICATE ASSISTANCE

Assistance can only be provided from one Nevada program at a time.

Nevada Medicaid programs include:

TANF Temporary Assistance for Needy Families
CHAP Child Health Assurance Program
CWS Child Welfare Services
(Division of Child & Family Services)
MAABD Medical Assistance to the Aged, Blind & Disabled

CHECK-UP  Nevada Check-Up Program

When an applicant indicates he/she received benefits from another state
within 3 months prior to the month of application, verification of benefits
(in writing or by telephone) of case status must be obtained from the other
state. Any income or resources revealed by the other state which were not
claimed on the current application must be evaluated. Use Form 2258 and
2531.
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8. CLIENT REPRESENTATION

Clients may designate anyone they choose to act on their behalf by using an
authorized representative Form 2525 OR they may sign a "Release of
Information” allowing the Division to release case information to
individuals or agencies/organizations. With each subsequent reapplication,
a new Form 2525 and/or Release of Information is required. It is not
necessary at RD, unless the client indicates a change of A/R.

There are two types of authorized representatives called primary and
secondary representatives. Legal guardians are considered primary
representatives.

Power of Attorney status varies with each client. Therefore, obtain a
completed Form-2525 designating the Power of Attorney as either primary
or secondary representation.

A primary representative receives all requests for information along with
any attachments plus all notices. They hold the same responsibility as the
client in securing information for determining eligibility, reporting
responsibilities and they are the only one authorized to sign on behalf of the
client. ~ Primary representatives also have the same access to case
information as a client. There will be only one primary representative.

Secondary representatives receive all requests for information and notices.
They are not held responsible for securing or reporting information.
However if they choose, they may secure and report information to the
division. Secondary representatives also have the same access to case
information as a client.

When applicants are unable to designate an authorized representative AND
there are no family members or the existing family members do not wish to
assist the applicant, the hospital, nursing home or county agency social
service staff may designate themselves as an authorized representative.

The hospital, nursing home or county agency must make good faith efforts
to contact family members of the applicant for information to help
determine eligibility. The hospital, nursing home or county agency must
provide the names and addresses of family members they contacted or tried
to contact.

The case manager will send Form 2534 to the relatives advising of the
application, the hospital, nursing home or county agency representative and
request any eligibility information to assist in processing the case.

9. SPOUSAL AUTHORIZATION

A spouse whose income and resources are countable in determining a
client’s financial eligibility, and is not applying for or receiving assistance,
must sign an Interface Consent, Form 2179-EE, authorizing the DWSS to
interface with other federal and state agencies for information and
verifications.
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Upon receipt of this form, the case manager must record the authorization
on the client’s MBR3 screen. This will instruct the system to include the
spouse in our interface requests.

B. APPLICANTS MUST BE INFORMED OF THE FOLLOWING (not all inclusive)

An overall description of the Medicaid program as follows:

1.

2.

Medicaid is medical coverage only; there is no cash grant.
Rights and obligations to the agency.

The agency's responsibility for maintaining confidentiality.
Information necessary to establish eligibility.

The client's/representative’s role in establishing eligibility.

Client/Representatives are responsible for securing all information needed
to determine eligibility within specified deadlines. Clients/Representatives
are responsible for reporting all changes to the Division.

The agency's role in establishing eligibility.
Right to Appeal.

An explanation of the right to appeal any action or failure to act by the
Division must be given to each applicant/representative.  See
Administrative Manual Section.

Nondiscrimination.

According to federal rules and regulations, no person will be subjected to
discrimination (such as, race, sex, color, national origin, handicap, age, etc.)
for any reason under any program of the Division.

Explain the following procedures to clients who feel they have been
discriminated against and want to file a complaint:

Encourage the client to complete Form 2174-EG. Once the
complaint is received, submit it to the social welfare manager
(SWM) for investigation. Clients may submit the complaint to any
Division office, Central Office or directly to the address below.

U.S. Office of Civil Rights

Department of Health and Human Services
90 7" Street, Suite 4-100

San Francisco, California 94103

(415) 437-8310

Toll Free (800) 368-1019

TDD (415) 437-8311
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C. FORMS GIVEN TO THE CLIENT WITH APPLICATION

1.
2.
3.

2179-EE Interface Consent Form

3200-SM MEDICAID - TITLE XIX (pamphlet)

6160-AF Medicaid Estate Recovery Notification of Program
Operation

D. REPORTING THE APPLICATION

The application date and information must be registered in the computer system
within two (2) work days.

See NOMADS Task Guide.

E. DISPOSITION OF APPLICATION

Individually determine eligibility for each month using the policy in effect for each
month. When processing applications, authorize assistance for each eligible month.
Clients may be determined eligible for some months and ineligible for others.

1.

APPROVAL
Assistance is approved when eligibility requirements are met.

MEDICAID, SLMB AND QUALIFIED INDIVIDUALS

Assistance begins with the first day of the month for which a person is
determined eligible. There is no partial month eligibility.

Example: Client applies November 11 and is approved effective

November and ongoing. Medicaid eligibility coverage begins November
1st and ongoing.

QMB ONLY

Coverage begins with the first of the month following the month an
eligibility decision is made.

Example: Client applies November 11th. The eligibility decision is made
in December. QMB coverage begins effective January 1st and ongoing.

WITHDRAWAL

Applications are withdrawn when:

a. The client/representative initiates a voluntary request,
OR
b. The agency either loses contact with the client before eligibility is

determined or information verifies the client is no longer at the
Nevada address given. Document the situation in the case file.
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3. DENIAL

Assistance is denied when:

a. Ineligibility is established,;
OR

b. The client submits written information which indicates ineligibility;
OR

C. The client/representative fails to provide information essential to

determine eligibility.
MEDICAID ELIGIBILITY PRIOR TO APPLICATION
Prior medical coverage is available for up to 3 months prior to the month of Medicaid

application. Prior medical requests may be added during the pending period and during the
12 month period after approval provided the case remains open.

A. Prior Medicaid coverage must be requested; AND

B. There must be evidence (paper document or documented telephone call) medical
care or services were provided in the month(s) for which Medicaid is requested,;
AND

C. The client must meet one of the eligible categories including citizenship

documentation for each of the months coverage is requested.

A request for prior medical coverage is considered a separate application because it is for
months predating the initial application. Therefore, approval, denial or pending of a prior
medical request must always be addressed in a notice of decision to the household.

Do not delay an ongoing eligibility decision while obtaining information to determine prior
medical eligibility. In addition, if the household is only requesting prior coverage, provide
an ongoing eligibility decision at the time of the application.

CASE RECORDS

Casefiles will contain the current application or R/D, the original application, and all prior
applications dating back 37 months. The original application must be retained in the current
casefile.

MEDICAID HOSPICE CARE PROGRAM

Hospice care is a service available to Medicaid recipients who elect hospice care and are
certified by a qualified physician as terminally ill. A certification of terminal illness means a
person has a condition with a usual life expectancy of six (6) months or less if the condition
runs its normal course.

Hospice care is comfort care as contrasted with active treatment directed toward cure of an
illness or prolongation of life often with radical measures.

Medicaid will reimburse qualified hospice programs to provide four levels of care for
Medicaid clients in accordance with HCFA directions and Medicare guidelines.
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Enrollment into hospice services is a Division of Health Care Financing and Policy
(DHCFP) function.
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200 FACTORS OF ELIGIBILITY
201 AGED INDIVIDUALS

202

A client must be 65 years or older.

A. VERIFICATION (not all inclusive)

Client's statement is accepted unless there is reason to question it, whereby
verification would then be required. Possible sources of verification are:

1. A determination by the Social Security Administration.

2. Birth Certificate. A copy of the birth certificate, hospital certificate, or a
written statement from a county official regarding the birth record.

3. Baptism or confirmation record. A copy of the original document.

4. School records.

5. Newspaper notices. A dated newspaper clipping is acceptable if it gives the

name and age/date of birth of the client.
6. Certificate of Naturalization

7. Passport. Record the date issued, full name, and age of client.
BLIND/DISABLED INDIVIDUALS

Clients under 65 years old must be blind or disabled. The Division of Welfare and
Supportive Services (DWSS) blindness/disability criteria are the same as the Social Security
Administration's (SSA).

When SSA determines a client is not blind or disabled, deny Medicaid for all months
requested, whether or not the SSA determination covers each month of the Medicaid
requested period, unless it is apparent SSA's decision is based on a disability different from
that of the Medicaid period.

When SSA determines a client is disabled, use the SSA disability onset/start date as proof of
blindness/disability for any months covered by the onset date.

If the SSI disability onset date is greater than the SSA application date, deny all months prior
to the onset date including months not covered by SSA determination.

If the SSI disability onset date is the same as the SSA application date and Medicaid is
requested for months prior to the SSI application date request a disability determination by
sending a Disability/Incapacity Determination Request Form (3004) to the Division of
Health Care Financing and Policy district office.

Example: Medicaid application date 10/20/2009 with prior medical request for three
months. Client applied for SSI on 10/30/2009. SSI is approved with an onset date of
11/10/2009. 10/2009 and all prior medical months would be denied for no disability and no
3004 would be requested.
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Example: Medicaid application date 3/20/2010 with prior medical request. Client applied
for SSI 04/10/2010 and is approved with an onset date of 4/01/2010. Approve 4/2010
ongoing and send a 3004 to DHCFP district office for 3/2010 and prior medical months
requested.

A. NEVADA MEDICAID OFFICE (NMO) DETERMINATION

Submit a completed Form NMO-3004 to the local Division of Health Care
Financing and Policy office requesting a disability decision for the months
assistance is requested. Form NMO-3004 must include dates of service and
provider information. EXAMINATIONS WILL ONLY BE REQUIRED WHEN
DEEMED NECESSARY BY NMO.

Nevada Medicaid will notify the case manager of disability decision on Form NMO-
3004.

RESERVED FOR FUTURE USE
FURNISHING SOCIAL SECURITY NUMBERS

Social Security numbers must be provided by every applicant and recipient, except ineligible
non-citizens applying for emergency medical assistance. Applicants who do not know their
SSN or applicants who are under the age of 18 and do not have a SSN, must complete a SS-5
form. Provide Form SS-5 and instruct the clients to mail the completed SS-5 to the Social
Security Administration.

Individuals who are 18 or older who have never been issued a SSN must apply at the Social
Security Office and provide proof of application. Failure to comply with the Social Security
Number requirements will result in ineligibility for Medicaid.

Exception: A state may provide a pseudo Social Security Number (SSN) to an
applicant who, because of well established religious objections, refuses to
obtain a SSN.) The term “well established religious objections” means the
applicant:

- is a member of a recognized religious sect or division of the sect;
and

- adheres to the tenets or teachings of the sect or division of the sect
and for that reason is conscientiously opposed to applying for or
using a national identification number.

A. VERIFICATION

Verification of SSN is not required from the applicant/recipient as a condition of
eligibility. Instead, the SSN is verified through the NUMIDENT system, which is
Social Security’s database of SSNs. However, if there is a discrepancy in the SSN-
Match, follow-up action must be accomplished and a resend completed within 30
days. (See Task Guide, — Case Management 02). Check the application and other
available information in the case file to make sure the client’s SSN, last name, date
of birth and sex were entered into the computer correctly. Check SOLQ to see if the
discrepancy can be identified. If Social Security records need to be updated, refer
the client to the Social Security Administration.
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Types of verification:

An SDX

A copy of a Social Security check

A Completed Form 1610

A letter from the Social Security Administration
A copy of the SSA Benefit Letter

Al e

RESIDENCE REQUIREMENTS

A.

NON-INSTITUTIONAL PERSONS (INCLUDES SSI RECIPIENTS NOT
RECEIVING SSP)

Clients must be living in Nevada with the intention of making Nevada their home
permanently or for an indefinite period (no expected end date) OR must be living in
Nevada with a job commitment or seeking employment. Clients are not required to
have a fixed place of residence to meet this requirement.

The ability to indicate intent to reside in Nevada is not to be taken lightly or stand by
itself. A statement or indication of intent to reside in Nevada must be supported by
additional verification or collateral material to substantiate the intent if residency is
questionable. Manual section 205,F is not all-inclusive.

Nevada residency continues when a client is temporarily absent and he/she intends
to return to Nevada when the purpose of the absence has been accomplished. Docu-
ment in the case file the temporary absence situation and obtain the client/represen-
tative's statement concerning the intent of residency and the purpose of the absence.

State Law NRS 217 allows victims of domestic violence to protect their location by
applying for a fictitious address through the Secretary of State Office's Confidential
Address Program (CAP). Anyone requesting to apply for this protection is referred
to their local community domestic violence advocacy group. Local advocacy group
staff will explain CAP and complete a domestic violence assessment. When advo-
cacy group staff determines CAP is appropriate for the victim, they assist the victim
in completing the application process and forward the application and a referral to
the Secretary of State's Office. When an advocacy group has submitted a CAP
application to the Secretary of State's Office or a victim has been approved for CAP,
the Division of Welfare and Supportive Services (DWSS) must not require the
person to provide their actual physical address. Persons pending a determination for
CAP may use an alternative address (i.e., friend, relative or shelter address).
Victims of Domestic Violence approved for CAP can use the fictitious address
assigned by the Secretary of State's Office.

The Secretary of State's Office verifies Nevada residency; therefore, the Division
does not require residence verification for individuals who have applied or been
approved for CAP. To conceal the client's location, the actual physical address will
not be maintained anywhere in the case file. Verifications received showing the
actual physical address, are viewed with a narration written. The narration must
include details such as the amount of rent or utilities, household composition, dates,
etc.
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B. SSIRECIPIENTS RECEIVING A STATE SUPPLEMENTARY PAYMENT (SSP)
FROM ANOTHER STATE

State Supplementary Payments are funds paid in addition to the Federal SSI
payment. SSP amounts differ from state to state. When the client is receiving
SSI/SSP through another state, the state paying the State Supplementary Payment is
the state of residence UNLESS SSA acknowledges Nevada residency. In this
instance ONLY, use SSA's effective date of residency.

C SSI RECIPIENTS NOT RECEIVING A STATE SUPPLEMENT FROM
ANOTHER STATE

If a client is receiving SSI from another state but that state is not paying a
supplementary payment (SSP) establish residency under "A or D."

D. INSTITUTIONALIZED PERSONS (INCLUDES SSI RECIPIENTS NOT
RECEIVING SSP)

I. DEFINITIONS
a. Incapability of Indicating Intent to Reside

Persons are considered incapable of indicating their intent to reside

when they:

1) Have an IQ 0of 49 or less or have a mental age of 7 or less;
or

2) Are found incapable of indicating their intent to reside as

verified through medical documentation by a physician or
licensed psychologist; or
3) Are judged legally incompetent.

b. Emancipated

Persons are considered emancipated when they are:

1) 18 or over; or
2) Married; or
3) Enlisted in the armed services; or
4) Emancipated by court order.
c. Abandoned

Persons are considered abandoned when:

1) Location of parents is unknown; or
2) Parental rights have been terminated.
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2. INDIVIDUALS PLACED IN AN INSTITUTION BY A STATE

Residence is the state making or arranging placement. Any agency of the
state, including an entity recognized under state law as being under contract
with the state for such purposes, that arranges for an individual to be placed
in an institution (includes foster care homes) located in another state, is
recognized as acting on behalf of the state making a placement.

EXCEPTION: Children who receive Title IV-E adoption assistance or
foster care payments are considered residents of the state in which they are
placed.

3. COMPETENCY AND RELATIONSHIP TO AGE 21

Residency requirements are based on client's competency, ability to indicate
intent and age. When a client is incompetent or unable to indicate intent,
the age at which (s)he became incompetent or unable to indicate intent must
also be determined.

a. Persons Capable of Indicating Intent Age 21 or Over; or Persons
under Age 21 and Emancipated

The state of residence is that in which the client is living with the
intention of making his/her home permanently or for an indefinite
period of time. An indefinite period has no expected end date.

The ability to indicate intent to reside in Nevada is not to be taken
lightly or stand by itself. A statement or indication of intent to
reside in Nevada must be supported by additional verification or
collateral material to substantiate the intent if residency is
questionable. Manual section 205,F is not all inclusive.

Nevada residency continues when a client is temporarily absent IF
he/she intends to return to Nevada when the purpose of the absence
has been accomplished. Document in the case file the temporary
absence situation and obtain the client/representative's statement
concerning the intent of residency and the purpose of the absence.

b. Persons Who Became Incapable of Indicating Intent Before Age 21
The state of residence is:

1) That of the parent applying for Medicaid on the in-
dividual's behalf IF the parents reside in separate states (if
a legal guardian has been appointed and parental rights are
terminated, the state of residence is that of the guardian
instead of the parent's);
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The parent's or legal guardian's state of residence at the
time of placement (if a legal guardian has been appointed
and parental rights are terminated, the state of residence is
that of the guardian instead of the parent's); OR

The current state of residence of the parent or legal
guardian who files the application if the individual is
institutionalized in that state (if a legal guardian has been
appointed and parental rights are terminated, the state of
residence is that of the guardian instead of the parent's).

The state of residence of the individual or party who files
an application if the individual has been abandoned by
his/her parent(s), does not have a legal guardian and is
institutionalized in that state.

c. Persons under Age 21 and Not Emancipated

The state of residence is:

1)

2)

The parent's or legal guardian's state of residence at the
time of placement (if a legal guardian has been appointed
and parental rights are terminated, the state of residence is
that of the guardian instead of the parent's); OR

The current state of residence of the parent or legal
guardian who files the application if the individual is
institutionalized in that state (if a legal guardian has been
appointed and parental rights are terminated, the state of
residence is that of the guardian instead of the parent's).

The state of residence of the individual or party who files
an application if the individual has been abandoned by
his/her parent(s), does not have a legal guardian and is
institutionalized in that state.

d. Persons Who Became Incapable of Indicating Intent at Age 21 or

Later

The state of residence is the state in which the individual is
physically present, except if placed pursuant to manual
section 205,D,2.

E. DISPUTED RESIDENCY

When Nevada Medicaid determines a client is a resident of another state
and that state disagrees, the following procedures apply:

a. Require the client to provide a copy of the disputing state's
denial/termination letter.
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b. Process the Nevada Medicaid application to determine eligibility.
c. Notify the Chief of E&P by memo. Include:
1) Case name and number.
2) Copy of denial/termination letter from the disputing state.

3) Copy of NOMADS NOD showing approval/denial.

F. VERIFICATION (not all inclusive)
a. Rent/Mortgage receipt
b. Landlord statement
c. Nevada driver's license
d. Nevada vehicle registration
e. Utility bills/receipts
f. Victims of Domestic Violence approved for fictitious address

receive a letter from the Secretary of State's Office containing an
individual authorization code and substitute mailing address.
Request and keep a copy of this letter in the case file for verifi-
cation. Request the client to provide a statement from the domestic
violence advocacy group to verify a pending CAP application.

g. Award letter for Social Security
h. Employer's statement
1. Statement from a friend, relative or other person who is

knowledgeable about the client's residency
J- State Data Exchange (SDX).

k. SSA State Online Query (SOLQ)
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All persons applying for assistance must, as a condition of eligibility, sign the application
form certifying they are United States citizens or non-citizens in lawful immigration status.
If the person for whom the application is being submitted is unable to sign, the authorized
representative may sign for him/her. Once signed, the declaration is valid for all subsequent
applications, unless the claim of citizenship or non-citizen status is questionable.

Clients must be a U.S. citizen or a non-citizen who meets the eligibility criteria in the table

below:

Program

“Qualified” Non-
Citizens Who Entered
the U.S. Before 8/22/96

“Qualified” Non-
Citizens Who
Entered the U.S. on
or After 8/22/96

“Not Qualified”
Non-Citizens

Medicaid

Eligible if:

e [PR

e residing under
PRUCOL

e attains citizenship

e Dbattered*** non-
citizen

Eligible only if:

e were granted
status as
- refugee
- asylee
- withholding of

deportation
- Cuban/Haitian
- Amerasian
immigrant

® isa veteran,
active duty
military,
- Or a spouse,
- or a surviving
spouse who has
not remarried
- or a child

e have been in
“qualified” non-
citizen status for 5
years or more

e Dbattered™** non-
citizen who has
served 5-year bar

e attains citizenship

Eligible only if:

e were receiving
SSI on 8/22/96

e American Indian
born abroad **

e victim of
trafficking and
their spouse and
children

Emergency
Medicaid
(see

MS 390)

Eligible if:
e not a qualified
non-citizen

Eligible if:

e does not meet any
of the criteria
listed above

Eligible
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“Qualified”” Non- “Qualified” Non-
Citizens Who Citizens Who
Entered the U.S. Entered the U.S. on “Not Qualified”
Program Before 8/22/96 or After 8/22/96 Non-Citizens
Medicare Eligible Eligible Eligible only if:
"Premium e Lawfully present,
Free' Part A and eligibility for
(hospitalization) assistance is based
(eligibility on authorized
based on work employment
history)
Premium Eligible only if: Eligible only if: Not Eligible
"Buy-in"' e Lawful permanent | @ Lawful permanent
Medicare resident who has resident who has
resided continuously resided continuously
in the U.S. for at least | in the U.S. for at
5 years least 5 years.

Status as refugee, asylee, withholding of deportation/removal, Cuban/Haitian Entrant or

Amerasian.

Eligible if a Native American born in Canada possessing at least 50% blood of an American
Indian race or a member of an Indian tribe as listed in manual section C-760.
Battered non-citizens must meet the requirements listed in manual section 206,E to be

eligible.

VERIFICATION OF CITIZENSHIP AND IDENTITY

All applicants/recipients must provide documentation that verifies both citizenship and
identity. To meet this requirement, an individual can provide a document that verifies
both, or one document to verify citizenship and one to verify identity.

The documentation of citizenship is a one-time occurrence. Once the verification of
citizenship and identity is received, the recipient must not be required to provide it again.
The verifications should be placed in the permanent section of the case file and never
purged.

All documents must be either originals or copies certified by the issuing agency.

Certain individuals are not required to provide documentary evidence of identity or

citizenship.

. Individuals who are Medicaid eligible and are entitled to enroll in Medicare
benefits;

. Receiving Social Security benefits based on disability (SSDI) or receiving
Supplemental Security Income SSI);

. Receiving child welfare benefits under Title IV-B, adoption or foster care

assistance under Title IV-E.

If ahousehold provides all requested verifications within the 20 day period, except
for verification of citizenship for all required household members, approve the case
and allow the household 90 days from the date of approval to provide satisfactory
documentation of citizenship. If the required citizenship documentation is not
provided by the end of the 90 day period, terminate assistance allowing adverse
action. Only allow one 90 day period to provide citizenship documentation.
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The 90-day period is not applicable to prior medical months.

Do not request citizenship documentation for individuals pending a SSI
determination. If SSI is approved, the individual will be exempt from citizenship
documentation requirements.

1. PRIMARY VERIFICATION

If the applicant/recipient is able to provide one of these documents, no further
documentation is required.

The following forms of documentation are acceptable for citizenship and identity:

United States Passport

Certificate of Naturalization (Forms N-550 or N-570)

Certificate of United States Citizenship (Forms N-560 or N-561)

A document issued by a federally recognized Indian tribe evidencing
membership or enrollment in, or affiliation with such tribe. (Ex: Tribal
enrollment card, certificate of degree of Indian blood) See manual section
C-760 for a list of federally recognized tribes.

NOTE: Although Certificates of Naturalization and Certificates of U.S.
Citizenship are marked with a warning regarding photocopying the document,
states are authorized to do so since it is a requirement under federal regulations.

2. SECONDARY VERIFICATION

If the applicant/recipient cannot present one of the documents listed as primary
verification, the case manager must obtain suitable documentation of citizenship
and identity from the categories listed below.

The following documents are acceptable for proof of citizenship. A separate
document for proof of identity is required.

e A U.S. birth certificate from one of the following. A birth record document
may be issued by the state, Commonwealth, territory or local jurisdiction. It
must have been recorded before the person was 5 years of age.

- 50 United States

- District of Columbia

- American Samoa

- Swain’s Island

- Guam (on or after April 10, 1899)

The following will establish U.S. citizenship for collectively naturalized
individuals:
Puerto Rico:
a.  Evidence of birth in Puerto Rico on or after April 11,
1899 and the applicant's statement that he or she was
residing in the U.S., possession, or Puerto Rico on
January 13, 1941; or

b.  Evidence that the applicant was a Puerto Rican citizen
and the applicant's statement that he or she was
residing in Puerto Rico on March 1, 1917 and that he
or she did not take an oath of allegiance to Spain.
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U.S. Virgin Islands:

a.

Evidence of birth in the U.S. Virgin Islands, and the
applicant's statement in the U.S., a U.S. possession, or
the U.S. Virgin Islands on February 25, 1927; or

The applicant's statement indicating residence in the
U.S. Virgin Islands as a Danish citizen on January 17,
1917 and residence in the U.S., a U.S. possession, or
the U.S. Virgin Islands on February 25, 1927, and that
he or she did not make a declaration to maintain
Danish citizenship; or

Evidence of birth in the U.S. Virgin Islands and the
applicant's statement indicating residence in the U.S., a
U.S. possession or Territory, or the Canal Zone on
June 28, 1932.

Northern Mariana Islands (NMT) (formally part of the Trust of the
pacific Islands (TTPI)):

a.

Evidence of birth in the NMI, TTPI citizenship and
residence in the NMI, the U.S., or a U.S. Territory or
possession on November 3, 1986 (NMI local time) and
the applicant's statement that he or she did not owe
allegiance to a foreign State on November 4, 1986
(NMI local time); or

Evidence of TTPI citizenship, continuous residence in
the NMI since before November 3, 1981 (NMI local
time), voter registration before January 1, 1975 and the
applicant's statement that he or she did not owe
allegiance to a foreign State on November 4, 1986
(NMI local time); or

Evidence of continuous domicile in the NMI since
before January 1, 1974 and the applicant's statement
that he or she did not owe allegiance to a foreign State
on November 4, 18=986 (NMI local time).

NOTE: Ifaperson entered the NMI as a nonimmigrant
and lived in the NMI since January 1, 1974, this does
not constitute continuous domicile and the individual is
not a U.S. citizen.

e A Certification of Report of Birth issued by the Department of State (DS-

1350)

e  Consular Report of Birth Abroad of a Citizen of the United States of

America (FS-240)

o A Certification of Birth issued by the Department of State (FS-545 or DS-

1350)

o A United States Citizen Identification Card (I-197 or I-179)
e  An American Indian Card (I-872) issued by DHS with the classification code

“KIC”
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Northern Mariana Identification Card (I-873)
Final Adoption Decree showing name and U.S. place of birth
Evidence of Civil Service employment by the U.S. government
before June 1, 1976
Official Military Record (i.e., DD-214) showing a U.S. place of
birth.
Department of Homeland Security’s Systematic Alien Verification
for Entitlement (SAVE).
Child Citizenship Act
At least one parent of the child is a United States citizen by either birth
or naturalization (as verified under the requirements of this Part);
The child is under the age of 18;
The child is residing in the United States in the legal and physical
custody of the U.S. citizen parent;
The child was admitted to the United States for lawful permanent
residence (as verified under the requirements of 8 U.S.C. 1641 pertaining
to verification of qualified alien status); and
If adopted, the child satisfies the requirements of section 101(b)(1) of the
Immigration and nationality Act (8 U.S.C. 1101 (b)(1) pertaining to
international adoptions (admission for lawful permanent residence as IR-
3 (child adopted outside the United States)), or as IR-4 (child coming to
the United States to be adopted) with final adoption having subsequently
occurred).

THIRD LEVEL VERIFICATION

The following documents are acceptable only if primary and secondary
documentation is not available. A separate document for proof of identity is
required.

Extract of U.S. hospital record of birth established at the time of the
person’s birth, was created at least 5 years before the initial application date,
and indicates a U.S. place of birth. . (For children under 16, the document
must have been created near the time of birth or 5 years before the date of
application.) DO NOT accept a souvenir "birth certificate" issued by the
hospital.

For children under 16, the document must have been created near the time
of birth or 5 years before the date of application.

Life, health or other insurance record showing a U.S. place of birth and was
created at least 5 years before the initial application date.

Religious records recorded in the U.S. within 3 months of birth, showing
the birth occurred in the U.S. and showing either the date of the birth or the
individual's age at the time the record was made. The record must be an
official record recorded with the religious organization. NOTE: If
questionable, the State must verify the religious record and/or document that
the mother was in the U.S. at the time of birth.

Early school records showing a U.S. place of birth. The school record must
show the name of the child, the date of admission to school, date of birth, a
U.S. place of birth and the name(s) and place(s) of birth of the applicant’s
parents.
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FOURTH LEVEL VERIFICATION

The following documents are acceptable only if primary, secondary and third level
documentation is not available. A separate document for proof of identity is
required.

Federal or State census record showing U.S. citizenship or a U.S. place of
birth (generally for persons born from 1900 through 1950).

One of the documents listed below created at least 5 years before the
application for Medicaid and must show a U.S. place of birth.

- Seneca Indian tribal census record.

- Bureau of Indian Affairs tribal census records of the Navajo

Indians.

- U.S. state vital statistics official notification of birth registration.

- A delayed U.S. public birth record that is recorded more than 5

years after the person’s birth.

- Statement signed by the physician or midwife who was in

attendance at the time of birth.

- Roll of Alaska Natives maintained by the Bureau of Indian Affairs
Institutional admission papers from a nursing facility, skilled care facility or
other institution and was created at least 5 years before the initial application
date and indicates a U.S. place of birth.

Medical (clinic, doctor or hospital) record created at least 5 years before the
initial application date and indicates a U.S. place of birth. (For  children
under 16, the document must have been created near the time of birth or 5
years before the date of application.) NOTE: an immunization record is not
considered a medical record for purposes of establishing U.S. citizenship.
Written Affidavit

Affidavits should ONLY be used in rare circumstances. An affidavit must be
completed by at least two individuals of whom one is not related to the
applicant/recipient and who have personal knowledge of the event(s)
establishing the applicant’s/recipient’s claim of citizenship. The person(s)
making the affidavit must be able to provide proof of his/her own citizenship
and identity for the affidavit to be accepted. Obtain a separate affidavit from
the applicant/recipient or other knowledgeable individual explaining why the
evidence does not exist or cannot be obtained. All affidavits must be signed
under penalty of perjury and DO NOT need to be notarized.

ACCEPTABLE VERIFICATION OF IDENTITY

The following documents can be accepted as proof of identity in combination with
proof of citizenship. DO NOT accept a voter's registration card or Canadian
driver's license to verify identity.

Driver’s license issued by the state or territory either with a photograph of
the individual or other identifying information of the individual, such as
name, age, sex, race, height, weight or eye color.

Certificate of Degree of Indian Blood, or other American Indian/Alaska
native tribal document with a photograph or other personal identifying
information.
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Identification card issued by the federal, state or local government withthe
same information included on drivers’ licenses.
School identification card with a photograph of the individual.
U.S. military card or draft record.
Military dependent’s identification card.
U.S. Coast Guard Merchant Mariner card.
Children who are under the age of 16 may have their identity documented
using other means when the child does not have or cannot get any of the
documents listed above. These include:
- School record.
- Clinic, doctor or hospital record.
- Daycare or nursery school record .
- Affidavit signed under penalty of perjury by a parent,
guardian or caretaker relative attesting to the child’s
identity.

NOTE: To establish identity a document must show evidence that provides
identifying information that relates to the person named on the document.

° Any combination of three or more corroborating documents to
prove identity, such as marriage license, divorce decree, high
school and college diploma, employer ID card and property deed
and title. These cannot be used when applicant submitted a
fourth level verification of citizenship.

° Disabled individuals living in institutional care facilities may
have their identity documented using an affidavit signed by a
director or administrator where the individual resides.

B. VERIFICATION OF NON-CITIZEN STATUS

Non-citizens must provide documentation that verifies qualified non-citizen status.
Qualified non-citizen status is based upon the section of the Immigration and
Naturalization Act (INA) under which they are residing in the United States.

1.

VERIFYING NON-CITIZEN STATUS USING THE SYSTEMATIC
ALIEN VERIFICATION TO ENTITLEMENTS (SAVE) SYSTEM

ALL non-citizens, except SSI recipients and victims of trafficking, who
apply for assistance, must be verified through the Department of Homeland
Security SAVE program. Staff can access the Department of Homeland
Security’s website at https://.vis-dhs.com/WebOne/vislogin.aspx?JS=YES.
SAVE processing is required whether or not the alien’s status is
questionable.

The system shows the date of adjustment rather than the date the client
entered the U.S. If the applicant claims an earlier date of entry into the
U.S., they must provide proof. If the applicant claims to be a United States
citizen, the system can verify that information as well. If you need
additional information, please refer to the tutorial in the upper right hand
corner of the VIS screen.
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a. Primary Verification — The computer data base at the Department
of Homeland Security SAVE website provides primary verification
by the Verification Information System (VIS).

b. Additional Verification — Some circumstances require performing
additional verification.

In the following circumstances, the worker will complete an

electronic additional verification.

- The SAVE website advises the caseworker to complete
“Additional Verification.”

- The COA code indicates the LPR non-citizen may be
sponsored.

- The LPR non-citizen indicates they have been sponsored.

The following circumstances require the case manager to request a

manual “Additional Verification” directly from USCIS.

1) Any of the items presented as documentation appear
counterfeit or altered.
2) An individual presents unfamiliar USCIS documentation,

or a document that indicates immigration status, but does
not contain an A-Number.

3) The document contains an A-Number in the A60 000 000
or A70 000 000 series. These ranges have not been issued.

4) The document contains an A-Number in the A80 000 000
series. This range is used for illegal border crossings.

5) The document presented as a Form [-689 or Form I-688
annotated with 210(a). These documents will always
contain A-Numbers in the A90 000 000 series. This range
is used for participants in the legalization (amnesty) or
Special Agriculture Worker (SAW) programs. Because
they are amnesty participants, policy requires the non-
citizen’s authorization, with original signature before
secondary verification is performed.

6) The document presented as a letter, a fee receipt, or
anything other than an established USCIS form.
7) The document presented is an [-181, or an [-94 in a foreign

passport that bears the endorsement “Processed for [-551,
Temporary Evidence of lawful Permanent Residence,”
AND the I-181 or 1-94 is over one year old.

Complete a Form G-845S, SAVE Document Verification Request
for each person requiring additional verification. Include the Alien
registration Number or 1-94 Number, name, nationality, date of
birth, SSN, ASVI verification number, benefit type and case
number. Attach readable photocopies (front and back) of
immigration documents containing the registration number. Ifthe
individual’s name has changed since the USCIA registration card
was issued, also attach a document that verifies the name change.

Form 2768-EG SAVE Consent for Disclosure, may be used as a
consent form for processing G-845 forms.

The name and address of the requesting office is provided in the
block labeled “FROM”. The G-845S can be accessed on the
USCIS website at Www.uscis.gov.
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Mail to:  U.S. Citizenship and Immigration Services
Attn: Immigration Status Verification Unit
300 N. Los Angeles Street, B120
Los Angeles, CA 90012

USCIS will research the non-citizen’s records, complete the response
portion of the form and return both the form and the attached photocopies to
the requesting office within ten working days of receipt. The Immigration
Status Verifier (ISV) checks all appropriate statements on the lower half
and back of the form to indicate the applicant’s immigration status and
work eligibility. The ISV will initial and stamp the front of the form in the
block labeled “stamp”.

When using secondary verification, of the non-citizen is otherwise eligible,
do not delay, deny, or reduce the household’s benefits while waiting for a
response from USCIS.

When the G-845 is returned and the response indicates the non-citizen’s
document is not valid, disqualify the individual (allowing adverse action) or
deny the application as appropriate and refer to I&R as possible fraud.

When the G-845 is returned and the response indicates the non-citizen’s
documents are valid, file the form in the permanent section of the eligibility
file.

2. NON-CITIZEN STATUS

Determine if the individual claiming non-citizen status is a “qualified” or a
“not qualified” non-citizen.

“Qualified” non-citizens include the following:

Lawful Permanent Residents (LPRs)

Refugees

Asylees

Persons granted withholding of deportation or removal
Conditional Entrants

Persons granted parole for a period of at least one year
Cuban/Haitian entrants

Certain Abused non-citizens

“Not-Qualified” non-citizens include all non-citizens without status on the
above categories.
® Non-citizen students
® Undocumented non-citizens
® (itizens of the Federated States of Micronesia, Marshall Island
and Republic of Palau.

Use the non-citizen’s USCIS document(s), USCIS letter, a court order or a
passport and other resources listed in the following sections to determine
the non-citizen’s qualified status.

Determine when individuals currently in “Qualified” non-citizen status
began residing ion the United States.
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For individuals who entered the United States prior to August 22, 1996:

Determine the date the individual began residing in the United States
using the earliest verified date the person entered and continually
resided in the country, regardless of the individual’s legal status at the
time they entered the United States.

For individuals who entered the United States on or after August 22, 1996:

These individuals must meet one of the categories listed in the chart in
MAABD 206. For those individuals who must serve the five-year bar,
the five-year bar begins with the date the individuals attained
“Qualified” non-citizen status as determined by USCIS.

C. REVERIFICATION OF IMMIGRATON STATUS DUE TO AN INS
DOCUMENT’S EXPIRATION DATE

When an eligible non-citizen’s INS document has an expiration date, schedule a
review of eligibility the month the document expires (unless the regular review
occurs first).

Reverify the individual’s status using SAVE if they want to continue receiving or
are reapplying for benefits. Allow the person twenty (20) days to update their status
with INS if they cannot provide an updated document. Disqualify the individual
who no longer has acceptable immigration status.

Cuban/Haitian entrants whose Form I-94 has an expiration date of 1/15/81 may have
a different current resident status assigned to them. Reverify their status using
SAVE.

If an individual has been in prison since they last applied, regardless of the
expiration date on the document on file, request to review their current document or
call SAVE. Their residence may have been revoked, or they may have been issued a
different status affecting their eligibility.

D. DOCUMENTATION OF VETERAN STATUS

Non-citizens may be eligible for certain benefits if they are veterans, on active
military duty, or are the spouse or dependent child of a veteran or person on active
military duty. This category also applies to certain reserve members, as specified in
this section.

1. Definition of a Veteran

Individuals who actively served with the United States Armed Services
whether or not they were citizens who:

° meet the minimum active duty requirement of 24 months, served
for the period of time they were called to active duty, or have an
honorable discharge;

° were military personnel and died during active duty; or

° were Filipinos who served in the Philippine Commonwealth Army
during World War II or as Philippine Scouts after the war.
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2. Spouses, Surviving Spouses, and Dependent Children of a Veteran

Individuals may qualify for certain benefits if they are a spouse, surviving
spouse, or dependent child of a veteran and meet the appropriate criteria.
Individuals claiming this status must show the same documentation as the
veteran or active duty member. Ifthe documentation is not available, they
should be referred to the local VA regional office for verification of veteran
status. Note: The VA will not verify the relationship, so relationship must
be established using regular verification procedures for this requirement.

a. Spouse

The individual must be currently married to the veteran.

b. Surviving Spouse
° Must not have remarried; and
° Was married to the veteran or active-duty personnel within
fifteen years after the termination of the period of service
in which the injury or disease causing the death of the
veteran was incurred or aggravated; and
° Was married to the veteran or active-duty personnel for
one year or more; or
° a child was born of the relationship between the surviving
spouse and the veteran or active-duty personnel, either
during or before the marriage.
c. Dependent Child
° Must be unmarried; and
° Must meet program criteria under which benefits are being
applied for to be considered as a dependent child.
3. Verification of Veteran Status
a. Discharged Members

A discharge certificate, DD-214 or equivalent, which meets the
following criteria, is acceptable verification without further inquiry,
unless the certificate appears to be altered or is otherwise irregular:

It must show active duty in either the United States Army,
Navy, Air Force, Marine Corps or Coast Guard; and

It must show “Honorable” discharge (“Under Honorable
Conditions” is not acceptable); and

The individual must meet a minimum active duty
requirement of two years or more in one of the branches
listed above, unless their certificate shows an enlistment
date prior to September 7, 1980 (there is no minimum
active duty requirement for these individuals).
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Refer the individual to the local Veterans” Administration Office to
have VA staff determine satisfaction of the minimum active duty
service and provide the applicant with documentation of their
military status in the following circumstances:

° The discharge certificate shows “Honorable,” but shows a
branch of service not listed above. (Examples include:
National Guard, active duty for training, inactive duty,
etc.);

° The individual claims veteran status but has no
documentation; or

° The document shows active duty of less than two years
with an original enlistment date on or after September 7,
1980.

b. Active Duty Members

Active duty as a member of the U.S. Armed Forces means the
individual is on full-time duty in the United States Army, Navy, Air
Force, Marine Corps or Coast Guard. It does not include full-time
National Guard duty.

Service members on active duty may establish their status by
presenting a current Military Identification Card (DD Form
2 - Active), that lists an expiration date of more than one year from
the date of the eligibility determination.

If the Military Identification Card is due to expire within one year
from the date of determination, the service member may verify
active duty by showing a copy of their current military orders.

If the service member is unable to furnish a copy of their orders,
active duty may be verified through the nearest RAPIDS (Real
Time Automated Personnel Identification System) which is located
at many military installations, or by notifying the following in
writing (which can be faxed):

DEERS Support Office
ATTN: Research and Analysis
400 GIGLING ROAD
SEASIDE, CA 93955-6771
FAX: (408) 655-8317

c. Reserve Members (Not On Active Duty For Training)

Active duty for training is temporary full-time duty in the Armed
Forces performed by members of the Reserves, Army, National
Guard, or Air National Guard for training purposes. Active duty
for training does not establish eligible status. However, a discharge
from active duty for training may establish veteran status and the
applicant should be referred to the VA for a determination.
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A member of a Reserve Component must establish their status by
showing a current DD Form 2 - Reserve (red) and military active
duty orders showing they are on active duty, but not on active duty
for training. No other method for verifying this status is currently
available.

E. DEFINITION OF BATTERED NON-CITIZEN
A battered non-citizen is:

a. An adult or their child(ren), lawfully residing in the United States
on August 22, 1996, who has been battered or subjected to extreme
cruelty in the United States by a U.S. citizen or LPR who is:

L] a spouse or a parent, or

° a member of the spouse or parent’s family residing in the
same household as the non-citizen (and the spouse or
parent consented to, or acquiesced in the battery or
cruelty).

b. A non-citizen, lawfully residing in the United States on August 22,
1996, whose child has been battered or subjected to extreme cruelty
in the United States by a U.S. citizen or LPR who is:

° a spouse or a parent of the non-citizen (without the active
participation of the non-citizen in the battery or cruelty), or
° a member of the spouse or parent’s family residing in the

same household as the non-citizen (and the spouse or
parent consented to, or acquiesced in the battery or cruelty
and the non-citizen did not actively participate).

F. IRAQI AND AFGHANI SPECIAL IMMIGRANTS

Effective December 26, 2007, Public Law 110-161, the Consolidated Appropriations
ct of 2008 granted Iraqi and Afghan non-citizens special immigrant status under
section 101(a)(27) of the Immigration and Nationality Act (INA). Individuals and
family members granted this special immigrant status are eligible for resettlement
assistance, TANF and entitlement programs including Medicaid and SNAP and
other benefits the same as other refugees admitted under section 207 of the INA,
except the period of eligibility cannot exceed eight months for Afghani and Iraqi
immigrants.

Verification of Special Immigrant Status

For Medicaid program purposes, Iraqi and Afghan non-citizens and family members
who claim special immigrant status must provide verification they have been
admitted under section 101(a)(27) of the INA.

Afghans and some Iraqi special immigrants will have an Immigrant Visa category of
SL.1-S19 and some Iraqis will have an Immigrant Visa category of SQ1-SQ9.
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Date of Eligibility and Certification Period

The effective date of eligibility as a qualified non-citizen is from the date the special
immigrant enters the United States. The special immigrant’s period of eligibility for
Medicaid cannot exceed eight months from the special immigrant’s date of entry,
regardless of when they apply for benefits.

The effective date of eligibility is the date of application for all programs. These
immigrants must meet all eligibility requirements for any program applied for.
Special immigrants applying under this status are not eligible for prior medical
coverage.

G. PRUCOL

Public Law 105-306 (Agricultural Research Extension and Education Reform Act of
1998) restored Medicaid eligibility to certain non-citizens residing in the U.S. prior
to January 1, 1972. Individuals who are permanent residents under color of law
(PRUCOL) are eligible for Medicaid if they were receiving SSI benefits on August
22, 1996. The PRUCOL chart is used to verify Social Security Numbers issued
prior to January 1, 1972. The chart in Appendix G established PRUCOL eligibility.

H. VICTIMS OF TRAFFICKING

Under the Trafficking Victims Protection Act, adult victims of trafficking who are
certified by the Office of Refugee Resettlement (ORR) at the Department of Health
and Human Services are eligible for benefits to the same extent as refugees.
Children who have been subjected to trafficking are also eligible like refugees but
do not need to be certified. As of November 6, 2001, certification letters issued for
adults and eligibility letters for children will no longer contain an expiration date.
Individuals who were certified before this date received letters from 8-month
expiration dates. As these letters expire, ORR will issue recertification letters
without expiration dates.

Victims of Trafficking are awarded a T-Visa for entry. Certain members of their
family may also apply for and receive a Derivative T-Visa and meet eligibility under
refugee criteria.

If the victim of trafficking is under 21 at the time the T-Visa application was filed,
Derivative T-Visas are available to the following members of their immediate
family: spouse, children, unmarried siblings (under 18 at the time the application
was filed) and parents of the victim of trafficking.

In the case where an application is filed after the individual turns 21, only the
victim’s spouse and children are eligible to apply for the Derivative T-Visa.

When a victim of trafficking applies for benefits, all eligibility requirements must be

met except the following:

1. Victims are not required to provide any documentation of their immigration
status. Accept the original OR recertification letter or letter for children in
place of INS documentation. The “entry date” will not change on the
recertification letter.
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2. Call the trafficking verification line at (202) 401-5510 to confirm the
validity of the certification letter or letter for children and notify ORR at
HHS of the benefits for which the individual is applying.

3. Note the “entry date” for refugee benefit purposes. The individual’s “entry
date” is the certification date listed in the letter.

4. Call the trafficking verification line at (202) 401-5510 for assistance when
having difficulty confirming identity.

5. Assist the individual in applying for a non-work Social Security Number.

6. Issue benefits to the same extent as a refugee.

7. Record the expiration date of the certification letter or letter so a review of
eligibility will be done at the appropriate time.

207 SSI APPLICATION AND DETERMINATION
A. REQUIRED

Medicaid applicants in the following categories must provide written verification of

Supplemental Security Income (SSI) application or receipt of SSI as a Nevada

Resident. Allow applicants at least 20 calendar days to provide this proof. Failure

to provide proof of SSI application or receipt of SSI within the specified time will

cause denial.

Failure to pursue an SSI claim or failure to provide information essential to establish

the claim will result in denial or termination of assistance including all prior medical

requests associated with the application.

1. PERSONS NOT IN AN INSTITUTION WITH TOTAL COUNTABLE
INCOME LESS THAN SSI PAYMENT LEVELS
Medicaid will NOT be approved until the client is approved for SSI by
SSA. This includes individuals who have temporary residency status.

2. PERSONS IN AN INSTITUTION WITH TOTAL COUNTABLE
INCOME LESS THAN $30
A Medicaid eligibility decision will NOT be made until an SSI
determination is received. This includes individuals who have temporary
residency status. (See State Institutional Category for possible eligibility if
SSI is denied.)
Exception: Children receiving Medicaid under 1902(e)(3) (Katie Beckett)
of the Social Security Act who enter an institution for long-term care. An
SSI application must be made, however, there will be no break in Medicaid
eligibility pending a decision from SSI.

B. NOT REQUIRED

SSI application and determination by SSA is not required for:

1.

Deceased individuals who were institutionalized during the period Medicaid
is requested.
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2. Applications requesting only prior Medicaid eligibility as long as the client
does not have an outstanding pending SSI determination for those months.

3. Institutionalized individuals with total net countable income of $30 or more.

INSURANCE COVERAGE

Medicaid is always payer of last resort whenever another resource may be responsible for
payment, with the exception of Children with Special Needs, Indian Public Health Service
(PHS), or Victims of Crime.

When insurance coverage is available at no cost to the client (e.g., through employment or
Tricare, or as a veteran through the Veterans Administration), request the client to enroll.
Assistance will be denied or terminated if the client refuses to apply for, pursue, or provide
information necessary to establish insurance coverage/claims and/or fails to cooperate in the
collection process from a third party.

NOTE: Ask the applicant to apply for Medicare if available. Do not deny if they fail to
cooperate if the client is responsible for paying the premiums prior to state Buy-In accretion.

A Medicaid recipient must cooperate in pursuing Medicare Part B, if available, as a
condition of continuing eligibility, since it would be available at no cost due to the state Buy-
In. (See manual section 208.C.3 regarding Medicare Part A.)

If a client already has other health coverage, Nevada Medicaid is not liable for health care
services if the client elects to seek treatment from a provider not authorized by their health
care coverage.

A. NOTIFICATION OF THIRD PARTY LIABILITY (TPL) TO THE FISCAL
INTERMEDIARY

TPL is any individual, entity, or program that is, or may be, liable to pay all or part
of the medical cost for medical assistance furnished to a Medicaid recipient.

The purpose of TPL is to reduce erroneous expenditures by maximizing use of third
party resources BECAUSE Medicaid is PAYER OF LAST RESORT.

Notify the fiscal intermediary of third party liability and changes to such by
recording all known information on the NOMADS MINS or MEDI screens.

Subrogation is the right of the state to stand in place of the client in the collection of
third party resources.

When the client has an accident or job related injury, was injured while in the
custody of a law enforcement agency, or received insurance reimbursements for
Medicaid-paid bills, the Medical Subrogation form 2511 must be completed
providing details and any legal action involved. Once completed, the form is
forwarded along with any supporting information to the fiscal agent at:

Emdeon
Attn: Subrogation Unit
3055 Lebanon Pike Suite 1000
Nashville, TN 37214
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The fiscal intermediary will request completion of form 2511 whenever a trauma
incident (accident) is reported to the fiscal intermediary through an outside source.
However, the fiscal intermediary is not to request “additional investigations”
through district office staff. If this should occur, notify the Chief of Eligibility and
Payments in Central Office.

Clients are required to report and surrender all monies received for reimbursement
of medical care and treatment being billed to or previously paid for by the Medicaid
program. When monies are received by district offices, a Payment Receipt, Form
1070-MF, is completed and all available information and accompanying documen-
tation (e.g., insurance explanation of benefits) should be obtained. All monies must
be deposited into the State's account in accordance with deposit procedures. A copy
of the receipt is sent to Accounting in Central Office. DO NOT APPLY THESE
MONIES TO PATIENT LIABILITY. When monies are received by a medical
provider other than the one who provided the medical services, all monies must be
deposited into the State's account in accordance with deposit procedures. A copy of
the receipt is sent to Accounting in Central Office. If the client refuses to surrender
the money, the case must be referred to the Deputy Attorney General for action.

B. MANDATORY PREMIUM PAYMENTS FOR COST EFFECTIVE EMPLOYER
GROUP HEALTH INSURANCE

Section 4402 of OBRA 1990 requires states pay for premiums, deductibles, co-
insurance and other cost sharing obligations for Medicaid recipients entitled to
employer group health insurance.

The health insurance coverage must be cost effective and the enrollee must be
Medicaid eligible. An individual's enrollment in a group health plan is considered
cost effective if Medicaid payments for services are likely to be greater than the cost
of paying the insurance premiums and other cost sharing obligations for the same set
of services.

Enrollment in the group health plan is a condition of eligibility except when the
individual is unable to enroll on their own behalf. A child will not be penalized if
their parent fails to cooperate with this requirement for the child’s benefit.

The case manager must obtain a completed form NMO-5000 and a copy of their
insurance policy or benefits letter, if available, in the intake or ongoing eligibility
process when group health insurance is available to the client. Failure to comply
will cause denial or termination of assistance.

Mail the completed forms to Emdeon Attn: Subrogation Unit, 3055 Lebanon Pike
Suite 1000, Nashville, TN 37214. If the health insurance is determined to be cost
effective, premiums will be paid to the employer or insurance carrier through
Medicaid. Premiums which can only be paid through a payroll deduction will be
reimbursed directly to the client. These reimbursements are exempt income to the
client.
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C. MEDICARE AND BUY-IN/BENDEX

L.

MEDICARE

Medicare is Social Security's health insurance program. Medicare has two
types of coverage Part A - Hospital Insurance: and Part B-Medical
Insurance.

PERSONS ELIGIBLE FOR MEDICARE

a. All persons OVER AGE 65 who are either a U.S. citizen; or an
alien lawfully admitted for permanent residency who has resided in
the U.S. continuously 5 years immediately preceding the month the
alien applies for Medicare.

b. Persons UNDER AGE 65 who have received monthly Social
Security/Railroad Retirement disability benefits for 24 months.

c. Persons with chronic renal disease.

BUY-IN

Medicare is a prior resource to Medicaid. This helps cut Medicaid costs and
it is to our advantage to ensure a recipient remain eligible for this coverage.

Welfare does not normally pay for Medicare Part A. In most instances, this
premium is free to those who are entitled. Those who must pay for this
premium have a suffix "M", "J" or "K" on their Medicare claim number.

EXCEPTION: The Medicare Catastrophic Coverage Act of 1988 mandates
all recipients who qualify under the QMB category of assistance will have
their Part A premium covered by Medicaid. QMBs will be accreted
effective the date eligibility begins. (The month immediately following the
month the decision is made.)

Due to cost savings realized, the Division has elected to pay the Part B
Medicare premium for all Medicaid recipients enrolled in Medicare.

Buy-In regulations require different time periods for when a client can be
initially accreted (added) to the Buy-In. The accretion time is based upon
the type of assistance the person is eligible for under Medicaid. The
following are the guidelines for when a person must be accreted:

a. CASH RECIPIENTS (RECEIVING TANF, SSI OR IV-E) NOT
ELIGIBLE FOR QMB COVERAGE - These recipients are eligible
to have only Part B paid by Medicaid and must be accreted to buy-
in effective the date of Medicaid eligibility.

EXAMPLE: A client applies December 15th and requests prior
medical coverage for September, October and November. The case
is approved on February 2nd for September and ongoing. Buy-in
accretion is effective September and the client WILL receive a
reimbursement from Social Security for months they paid the
Medicare premium. (This is why the premium is not a deduction
when determining patient liability for these months.)
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b. CASH RECIPIENTS (RECEIVING TANF, SSI OR IV-E)
ELIGIBLE FOR QMB COVERAGE - These recipients are eligible
to have both Part A and Part B paid by Medicaid. However, the
dates when they can be accreted are as follows:

1) Part A for these recipients must be paid (bought in)
effective the month QMB eligibility begins.

EXAMPLE: Client applies December 4th as an SSI case.
On January 15th the case is approved as an SSI case
effective December ongoing. This client is also eligible
for QMB coverage, which begins the month after the
month of decision, or February. Therefore, the Medicare
Part A premium will be bought in effective February.

2) Part B for these recipients is picked up beginning with the
month of Medicaid eligibility as usual. In the above
example, the Part B premium would be bought in effective
December.

C. MEDICAL ONLY RECIPIENTS (NOT RECEIVING TANF, SSI
OR IV-E) NOT ELIGIBLE FOR QMB COVERAGE WITH
INCOME ABOVE THE SLMB LIMIT - These recipients are
eligible to have only the Medicare Part B premium bought in. The
Part B premium must be bought in beginning with the second
month after the month of Medicaid approval. Any months prior to
this, the client may be financially responsible for the premiums and
may not receive a reimbursement even if Medicaid is approved for
those months.

EXAMPLE: A client applies December 15th and requests prior
medical coverage for September, October and November. The case
is approved February 2nd for September and ongoing. The first
month the Division can begin to pay the Part B premium is April.
The premiums for September through March are the client's
responsibility; they WILL NOT receive a reimbursement for those
months. (That is why they are allowed the expense when
determining patient liability for these months.) If the person is
accreted on the Buy-In after April, he will receive a reimbursement
of the premium paid for April. (This is why we cannot allow the
premium as a deduction beginning the second month after the
month of Medicaid approval.)

d. MEDICAL-ONLY RECIPIENTS (NOT RECEIVING TANF, SSI,
ORIV-E) ELIGIBLE FOR QMB COVERAGE B These recipients
are eligible to have both Medicare Part A and Part B bought-in.
Because of the QMB coverage, these individuals are eligible for
Part B to be paid one month earlier than the other group of
Medical-Only recipients. Therefore, these recipients must have
both Part A and Part B bought in beginning with the month QMB
coverage begins.
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EXAMPLE: Client applies as a state institutional case December
15th. On January 20th the case is approved as a state institutional
case eligible for QMB coverage. Medicaid assistance begins
December, QMB coverage begins February. Therefore, the
Medicare Part A and Part B must be bought-in effective February.
In these cases, the Part B premium could no longer be allowed as a
deduction when determining patient liability beginning February.

e. QUALIFIED MEDICARE BENEFICIARIES (QMB) ONLY B
These recipients are eligible to have both Medicare Part A and Part
B premiums bought-in. These individuals must be accreted to the
buy-in for both premiums effective the date of QMB eligibility.

EXAMPLE: Client applies December 15th. Case is approved
January 3rd as a QMB only case. Eligibility for QMB begins
February. Therefore, the client must be bought in for both Part A
and Part B effective February.

f. SPECIAL LOW-INCOME MEDICARE BENEFICIARY (SLMB)
are Medicare recipients with income between 100% - 120% of the
federal poverty level. Medicaid pays their Medicare Part B medical
insurance premiums. The Part B premium must be bought in
effective the first of eligibility. Prior medical is available.

g. MEDICAL ONLY RECIPIENTS (NOT RECEIVING TANF, SSI
OR IV-E) NOT ELIGIBLE FOR QMB COVERAGE WITH
INCOME IN THE SLMB RANGE - These recipients are eligible
to have only the Medicare Part B premium bought in. The Part B
premium must be bought in effective the first month of eligibility.
Prior medical is available.

EXAMPLE: A client applies December 15" and requests prior
medical coverage for September, October and November. The case
is approved February 2™ for September and ongoing. The first
month the Division can begin to pay the Part B premium is
September.

h. QUALIFYING INDIVIDUAL I (QI1) are Medicare recipients with
income of at least 120%, but less than 135% of federal poverty
level and not eligible for any other category of Medicaid. Medicaid
pays their Medicare Part B medical insurance premiums. The Part
B premium must be bought in effective the first month of
eligibility. Prior medical is available.

1. QUALIFIED DISABLED WORKING INDIVIDUAL (QDWI)
have their Medicare Part A hospital insurance premium paid by
Medicaid. Eligibility begins with the application month, with three
months of prior medical coverage available.
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4. HOW THE BUY-IN PROCESS WORKS

When a Medicaid case is approved, the computer will automatically send a
code to the Centers for Medicare and Medicaid (CMS) to accrete (enroll and
begin paying the premium) this person to the Buy-In for the appropriate
months.

When a case is terminated, the system will automatically request the person
be terminated from Buy-In effective the date of Medicaid termination.

If the person is reinstated, the system will automatically send a request to
reaccrete the person to the Buy-In.

The automatic accretions and deletions are completed with the information
contained on the MEDI screen. The computer file includes names, birth
date, Social Security number and Medicare claim number. If the
information in NOMADS is incorrect, it can compromise the automated
accretion/deletion process, thereby requiring manual intervention.

In some instances, a person cannot be automatically accreted to or deleted
from the Buy-In. If this happens, manual input must be done in Central
Office to get the person accreted/deleted.

Both the automatic and manual accretion/deletions can be attempted only
once a month (we are not permitted to try more often). The entire process
works as follows:

a. Around the 22nd of each month, a tape is produced by Data
Processing containing all the automatic and manual accretion/
deletions for the month. This tape is sent to the CMS in Baltimore.
The tape must be received by CMS no later than the 25th of each
month. The tape is also run against the BENDEX tapes received
from Social Security each month to check Medicare eligibility.

b. CMS sends a tape back (around the 22nd of each month) giving the
responses on each of the automatic and manual accretion/deletions
sent the previous month.

C. The tape received from CMS is used to update the INFC Buy-In
System including the Buy-In Inquiry Screen which indicates
whether or not a person was accreted/deleted.

Because only one attempt per month is allowed to accrete a person, it can
take several months to accrete a person when there are problems. In rare
instances when none of the attempts will work, Central Office must send the
problem to CMS in Baltimore. Ifthis happens, it could take a year or more
from the time Baltimore is notified of the problem to get the person
accreted.



DIVISION OF WELFARE AND SUPPORTIVE SERVICES MAABD PROGRAM MANUAL
Section 208 MTL 6/11 1 Nov 11

5. CASE MANAGER RESPONSIBILITIES IN THE BUY-IN PROCESS

The case manager must ensure the client name, birth date, Social Security
number and Medicare claim number are correctly input in NOMADS. If
information is input incorrectly, it could delay accreting the individual to
the Buy-In.

When a person is eligible for Buy-In for Part A and/or B, the case manager
must future action the case to check the Buy-In Inquiry Screen to ensure the
client was accreted. If there is no response on the inquiry screen for the
client, or a response is received indicating a problem with accreting the
person, the case manager must correct any discrepancies in NOMADS, and
request a manual accretion from Eligibility and Payments in Central Office.
The following are general rules for requesting a manual accretion:

CASH ASSISTANCE

ONLY - If'the case was approved before the 20th of
a month, the inquiry should show a code
sent through the Buy-In accreting the person
after the 25th of the same month. After the
25th of the following month, a code should
be received showing the person has been
accreted or one telling why the person
cannot be accreted. If there is a code
indicating the person cannot be accreted or
there is no response, request assistance
verifying the Medicare Part A/B coverage
and claim number.

If the case was approved on the 21st or
later, the inquiry will not show a code
indicating an accretion was sent until after
the 25th of the following month. The reply
code would be received another month after
that and the above procedures requesting
assistance should be followed as
appropriate.

CASH AND QMB

ELIGIBLE - The same procedure for Cash Assistance
cases above applies to this category, except
two separate effective dates will be received
for Part A and Part B. If a code is received
showing one or both coverages cannot be
bought in, or there is no response, follow
the procedures for requesting assistance
above.
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MEDICAL-ONLY
CASES - The same procedures above apply, except
the reply code showing accretion will not
appear on the inquiry screen until the
second month following the month of
Medicaid approval.

MEDICAL-ONLY - The same procedures for Cash Assistance

CASES ELIGIBLE FOR cases apply, except the accretion date will

QMB COVERAGE be the month QMB coverage begins for
both Part A and Part B.

QMB ONLY CASE - The same procedures for Cash Assistance

cases apply except the accretion date will be
the month QMB coverage begins for both
Part A and Part B.

209 SUPPORT ENFORCEMENT PROGRAM (SEP)

A.

REFERRALS TO CHILD SUPPORT ENFORCEMENT (CSE)

All dependent children (including automatic Medicaid eligible newborns) who have
absent parent(s) require referrals to Child Support Enforcement (CSE) for support
enforcement services. Obtain a Non-Custodial Parent (NCP) form, 2906-EG, on
each absent parent. CSE services include establishing paternity, securing child and
medical support.

ACTION FOR FAILURE TO COOPERATE

If the person applying for Medicaid on the child's behalf refuses to cooperate in
completing the Non-Custodial Parent (NCP) form, 2906-EG, or if information from
CSE indicates non-cooperation (after referral was made), document in the case file,
notify CSE and take no action to terminate the child's Medicaid eligibility.

However, if the person applying on the child's behalf is also receiving Medicaid
under another category and non-cooperation with CSE is established, this person is
ineligible for Medicaid.

If a pregnant woman is receiving Medicaid under a MAABD category and non-
cooperation with CSE is established, she is eligible for medical services until two
months after the birth of the baby and then terminate the case for non-cooperation
with CSE. A case CLOG must be detailed about the action taken.

If CSE establishes non-cooperation on an associated TANF case, send an
Insufficient Information form, 2429-EE, requesting the caretaker comply with CSE
as a condition of their MAABD eligibility. If the caretaker does not comply,
terminate the MAABD assistance allowing for adverse action.

If the client is reapplying for assistance and non-cooperation with CSE was estab-
lished on a previous application, the client can be Medicaid eligible if he/she
indicates a willingness to cooperate on the reapplication.
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C. INFORMATION EXCHANGED BETWEEN MAABD AND CHILD SUPPORT
ENFORCEMENT

L.

INFORMATION RECEIVED FROM CSE

CSE informs the case manager of information affecting Medicaid eligibility
and third party liability. Information to be transmitted by the IV-D
Specialist or automated system includes (not all inclusive):

a. Absent parent's residence and mailing address, plus employer's
name and address when known. Upon notification, send the
Employer Group Health Insurance Questionnaire form, 2230-EM,
to determine medical insurance coverage. Ensure NOMADS is
updated with appropriate insurance information.

b. IV-D case closure, including the effective date and reason for
closure.
c. Non-cooperation, including the case name, number, the reason for

non-cooperation and documentary evidence.

d. Parentage determination indicating the results of parentage
proceedings.
e. Support payments surrendered or initial payment received from the

absent parent. This information will be submitted within three (3)
working days of receipt of the collection.

f. The name and date of death of an absent parent.

INFORMATION SENT TO CSE

Within two working days of Medicaid approval, send Form 2906-EG to
CSE on each absent parent and any available copies of court orders relating
to parentage or support which have not been previously sent to CSE. The
2906-EG must be complete. A copy of the Third Party Coverage
Information must be sent to CSE if medical coverage is being provided by
an absent parent for his/her child.

Use Form 4801-EC "Exchange of Information" or Form 6009-AG, to
inform CSE of:

a. Any new information obtained on an absent parent

b. Anytime the person applying for Medicaid on the child's behalf has
agreed to cooperate with CSE after a previous refusal

c. good cause referrals with supporting documents

d. death of absent parent or child

e. non-cooperative caretaker; unable to sanction
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COOPERATION

Clients or their representatives are the primary source of information.

Clients must inform the Division of the following (not all inclusive):

L.

2.

Application for SSI.
SSI eligibility determination.
Change of address.
Change in living arrangement.
Receipt of support payments or relative contributions.
Reporting income.
a. Client Income
All income or changes in income must be reported.

Initial written requests to report/verify earnings and/or fluctuating
income must allow 20 calendar days. Specify the date verification
1s due in the office, i.e., the 5th or 10th of the month.

b. Spouse/dependent relative's income

Income of the spouse/dependent relative is used in determining the
spousal and family maintenances allowances, in deeming income to
clients institutionalized less than 30 consecutive days, in deeming
income for QMB/SLMB/QI financial eligibility, and in SSI
financial eligibility determinations.

All monthly income (first through the last day of the month) or any
change in monthly income (increase, decrease or termination)
received by the spouse/dependent relatives must be reported to the
Welfare district office between the 1st and 5th day of the following
month or any date requested. Initial written requests to clients must
allow 20 calendar days.

NOTE: A spouse whose income is countable for financial
eligibility must sign an Interface Consent, form 2179-EE, allowing
the Division to interface with other federal and state agencies for
verification, unless the spouse has signed the application or has
applied for assistance on a separate application.

Receipt, increase or reduction of Unemployment Insurance, Social Security,
Veterans Administration benefits, retirement, Railroad Retirement,
Employers Insurance Company of Nevada (EICON) benefits, or any other
income.
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8. Reporting new or changed resources.

If a third party refuses to supply information without a parent's/representa-
tive's permission, an Authorization for Release of Information form (2451)
must be signed by the client/representative. Lack of third party cooperation
must be documented in the case file.

Clients or their representatives are responsible for securing all information
needed to determine eligibility/continued eligibility. Failure or refusal to
supply all information requested will cause denial or termination.

A case may be selected by Quality Control and reviewed as to the accuracy
of benefits paid or allotted. Clients are required to cooperate with the
review process.

A. INTAKE ELIGIBILITY CASE PROCESSING

If the facility employee is the representative, require proof from the facility the
responsible relative, if applicable, is sent a copy of the request.

Allow 20 calendar days from the mailing date for the applicant/representative to
provide the necessary information unless the client/representative has agreed in
writing to a shorter time allowance. When the due date falls on a weekend or
holiday, the due date will be extended until the close of the next working day.

If the client/representative does not provide the requested information within the
time period given, send a denial notice.

Should the representative/family member experience non-cooperation with a third-
party, they must notify the office in writing and request assistance in obtaining the
information prior to the 20-day deadline. Proof a request was made to the third-
party is required.

Should additional information be required during the case processing period, allow
10 days to provide the additional information. Additional information is defined as
information needed after the initial request or as a result of receiving information
from the initial request.

B. ONGOING ELIGIBILITY CASE PROCESSING

Allow 10 calendar days from the mailing date for the client/representative to provide
requested information. If the client/representative does not provide the requested
information within the time period given, send a termination notice allowing the
client/representative an additional 10 days to provide the information (the day after
the notice date is the first day of the 10-day period).

If the client/representative provides the information within 10 days of the
termination notice, assistance will be continued if all eligibility requirements are
met.

NOTE: As long as the information/verifications are provided on or before the last
day of the month, reinstate the case. Assistance will be continued if all eligibility
requirements are met.
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APPLYING FOR AVAILABLE BENEFITS

When benefits may be available to the client, notify the client/ representative in writing that
application for such benefits must be made within 20 calendar days for intake case
processing or 10 calendar days for ongoing case processing. To evaluate for potential
eligibility for benefits from another Federal, State or local agency, see Appendix "B".

Failure to apply for, pursue and accept a claim or failure to provide information essential to
establish the claim will result in denial or termination of assistance.

EXCEPTION: Persons qualifying under the QMB category do not have to apply for benefits
they may be eligible for.

AUTHORIZING MEDICAID BENEFITS

A.

AUTHORIZATION OF ASSISTANCE

The case manager’s posting of an eligible version authorizes the issuance of the
Medicaid card, any changes, or closure.

DUPLICATE ASSISTANCE
Assistance can only be provided from one Nevada program at a time.

Nevada Medicaid programs include: TANF, CHAP, CWS (DCFS), MAABD.

TANF Temporary Assistance for Needy Families

CHAP Child Health Assurance Program

CWS Child Welfare Services (Division of Child & Family Services)

MAABD | Medical Assistance to the Aged, Blind and Disabled

CHIP Child Health Insurance Program (Nevada Check Up)

Medicaid coverage will be given to otherwise eligible Nevada residents verified to
be receiving Medicaid coverage from another state. Inform the other state of the
clients' change in residence and require the clients to surrender their medical card
from the other state, if available.

EFFECTIVE DATES OF MEDICAL ASSISTANCE

Eligibility begins with the first day of the month of the Medicaid application if all
eligibility factors are met. A client may receive Medicaid for up to three months
prior to the month of application. See Manual Section 102.

EXCEPTION: QMB coverage begins the month following the month of eligibility
decision.

When a hearing determines Medicaid was improperly denied or discontinued,
corrective Medicaid authorization is made.
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213

214

INTERDISTRICT TRANSFERS

When a recipient moves to another district within the state, the new district will verify
current SSI eligibility. Assistance will not be withheld pending this verification. The worker
in the district where the client last received assistance will send the file to the new district
office and will make the necessary changes in NOMADS.

CLOSURES

Prospectively determine ongoing Medicaid eligibility using the policy in effect for the future
month.

When a Medicaid recipient can no longer meet the requirements of one of the eligible
categories or has failed to cooperate in providing information, the case must be closed.
When posting a termination, two future months must be posted in order to ensure closure in
MMIS system.

NOTE: Ifthe closure is due to an increase in income, and the recipient is pregnant, evaluate
for eligibility as a Qualified Pregnant woman under the Child Health Assurance Program
(CHAP) prior to terminating benefits.

If the requirements are met, or the client cooperates prior to the effective date of termination,
Medicaid would continue.

When assistance is terminated, a Notice of Decision (NOD) must be sent to both the client
and the representative/legal guardian a MINIMUM of 13 days before the proposed action is
effective. In order to meet the 13-day time frame, cases must be posted at least 14 days prior
to the end of the month. DO NOT SEND A NOD TO A DECEASED PERSON. Instead,
send a NOD to the authorized representative of the deceased person.

A. CLOSURES WHICH DO NOT REQUIRE THE 13-DAY ADVANCE NOTICE
PERIOD

The advance notice period is not required, but a NOD must be sent by the date of
closure when:

1. The recipient requests termination in writing.

2. The recipient supplies written information which requires termination.
Retain in the case file client's signed statement he/she understands the
consequences of supplying such information and he/she waives the right to
the advance notice period.

3. The recipient's address is unknown, AND:
a)  mail to the recipient is returned by the post office with no forwarding
address, or

b) information verifies the client is no longer at the address given.
4. It is verified a recipient has been approved for assistance in another state.
5. The recipient has been placed in an institution not covered by Medicaid.

6. The agency has information verifying a recipient is deceased.
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B. HEARINGS

Hearing requests must be RECEIVED in writing within 90 days from the date of the
Notice of Decision. The day after the notice date is the 1st day of the 90-day period.

Clients may request a hearing because:

1.

2.

of agency action to deny, reduce or terminate benefits; or
of agency action to make payments to a protective payee; or

they are aggrieved about an application was not acted on with reasonable
promptness; or

due to exceptional circumstances resulting in significant financial duress, a
higher minimum monthly maintenance needs allowance is needed to provide
additional income to the community spouse; or

the community spouse resource allowance is inadequate to raise the
community spouse's income level to the minimum monthly maintenance
needs allowance without adding more resources which are income
producing.

Continued benefits will be provided if a hearing request is RECEIVED in writing no
later than the 10th day after the effective date of the proposed action. Assistance will
continue unchanged until the hearing decision is made unless the client provides a
written request asking benefits not be continued or the hearing officer makes a
preliminary finding the sole issue is one of state or federal law requiring automatic
benefit adjustments. See Welfare Administrative Manual Section 3100 for more
detailed information regarding the hearing process.
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TYPES OF EARNED AND UNEARNED INCOME (not all inclusive)

If income is not identified as excluded, it should be counted. A garnishment or seizure is a
withholding of an amount from earned or unearned income to satisfy a debt or legal
obligation. ~Amounts withheld in this manner are counted in determining financial

eligibility.

INCOME TYPE

DESCRIPTION

ACTION PROGRAMS

1. Earned/Unearned
2. Excluded in

Payments to volunteers under Chapter 66 of Title 42 of
the U.S. Code Domestic Volunteer Services, including:

University Year for Action (UYA)

Financial * Special and Demonstration Volunteer Program
3. Excluded in * Senior Companion Program
Patient Liability
Verification: (not all inclusive)
- Copy of check
- Documents from the agency paying benefits
ADVANCES Advanced income from the employer.
1. Earned
2. Counted in Verification: (not all inclusive)
Financial
3. Counted in - Form 2074 “Earnings Verification”
Patient Liability - Copy of paycheck stub
- Signed and dated statement from employer
AGENT ORANGE Payments pursuant to Public Law 101-201.
SETTLEMENTS
1. Unearned
2. Excluded in Verification: (not all inclusive)
Financial
3. Excluded in - Copy of check
Patient Liability - Documents from the agency paying benefits

ALASKA NATIVE
CORPORATION

1. Earned/Unearned

2. Excluded in
Financial

3. Excluded in
Patient Liability

Pursuant to Public Law 100-241, none of the following
received from a Native Corporation is counted as
income to an Alaska Native or a descendant of an
Alaska Native: Cash (including cash dividends on
stock) to the extent it does not exceed $2,000 per
individual per year.

Verification: (not all inclusive)

- Copy of check
- Documents from the agency paying benefits
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INCOME TYPE DESCRIPTION
ALIMONY Payments from an ex-spouse.
1. Unearned
2. Counted in Verification: (not all inclusive)
Financial
3. Counted in - Court Ordered Decree
Patient Liability - Copy of check or money order

ANNUAL LEAVE

Income from the employer for annual leave time.

1. Earned
2. Counted in Verification: (not all inclusive)
Financial
3. Counted in - Form 2074 “Earnings Verification”
Patient Liability - Paycheck stubs
- Signed and dated statement from employer
ANNUITIES Income from annuities which were purchased with an
employee’s funds are earned income.
1. Earned or
Unearned Other annuities purchased through a bank or insurance
2. Counted in company are unearned income. These payments may
Financial continue for a fixed period of time or for as long as the
3. Counted in individual lives.
Patient Liability

Verification: (not all inclusive)

- Copy of check
- Documents from the agency paying benefits

ASSISTANCE BASED ON

NEED

1. Unearned

2. Excluded in
Financial

3. Counted in
Patient Liability

Any assistance from government agencies which is
intended to supplement needs, and is NOT federally
funded. Including, but not limited to: Family
Preservation Program.

Verification: (not all inclusive)

- Copy of check
- Documents from the agency paying benefits

AUSTRIAN SOCIAL
INSURANCE PAYMENTS

1. Unearned

Austrian Social Insurance payments based, in whole or
in part, on wage credits granted under Paragraphs 500-
506 of the Austrian General Social Insurance act.
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DESCRIPTION

AUSTRIAN SOCIAL
INSURANCE PAYMENTS

Interest earned on these payments is counted as
income.

(Cont’d)
2. Excluded in Verification: (not all inclusive)
Financial
3. Excluded in - Copy of check
Patient Liability - Documents from the agency paying benefits
BANK ACCOUNTS Money deposited to a bank account is considered

Checking, Saving,
Time Certificates,
Money Markets
Certificates of
Deposit (CD)

1. Earned/Unearned

2. Counted/Excluded
in Financial or
Patient Liability —
Varies by income type

Refer to Individual Develop-
ment Account (IDA) section for
consideration of funds deposited
and interest earned on funds in
an IDA savings account.

income in the month it is deposited. (Then
considered a resource beginning with the month
following the month it is deposited.)

Exception: In determining patient liability for
spousal impoverishment cases only, income the
payor designates as the client’s is budgeted. Income
of the other joint holder(s) (i.e., the spouse or
anyone else) deposited into the account is not
considered the client’s income.

A.  Sole Ownership

The client is designated as owner of the
account, ALL the deposits are the client’s
income.

Exception: If the client is acting as an agent
for another individual.

Deposits made for another individual for the
intent purpose of disbursing those funds on
behalf of the individual are not considered
income.

The client must provide proof deposits are
made and used on behalf of another
individual.

B.  Shared Ownership (joint account)

Account holders are:
- married couples
- parent and minor child

When deeming applies in determining
eligibility for the coverage group (e.g., Public
Laws, institutional less than 30 days, etc.),
rebutting ownership is NOT REQUIRED
because deeming income takes precedence.
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INCOME TYPE DESCRIPTION
BANK ACCOUNTS When deeming does not apply (e.g., Home Based
(Cont’d) Waivers, institutionalized at least 30 days, etc.),

verify who owns the funds deposited in the account.
Once the ownership of funds is known, only the
income verified to be the client’s is used in
determining financial eligibility and patient liability.

Account holders are not:
- married couples
- parent and minor child

All deposits to the account will be presumed
available to the client unless the client can
successfully prove all or part of the funds are
not his/hers. Exception: when the client is
acting as an agent for the other account
holder(s).

If a bank account is owned jointly by more
than one TANF/SSI/Medicaid applicant/reci-
pient, any income deposited into the account
is considered income to the person who is
named payee by the source of payment. If
more than one person is named payee, divide
the amount equally among those named by the
payment source.

Inform the individual: (using Form 2614)

1. The deposits in the account belong to the
applicant/recipient.

2. The implications are: All deposits are
countable income when determining
Medicaid eligibility.

3. Of his/her right to provide evidence re-
butting the ownership if he/she disagrees.

If an account holder is a minor or incompetent, at
least one account holder and a third party who has
knowledge of the circumstances surrounding the
establishment of the joint account must complete the
form.

If the client does not complete and return Form 2614
by the specified date, deny or terminate the case for
failure to cooperate.

C.  Court Order Designating Income
A copy of the order must be sent with a

request to the Chief of Eligibility and
Payments for a determination of availability.
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INCOME TYPE DESCRIPTION
BANK ACCOUNTS D. Court Order/Written Agreement
(Cont’d)

If a written agreement or court order
designates ownership of the joint account to
either spouse, the account will be considered
the resource of that spouse. Deposits made
or interest posted will be considered income
to that spouse. Disproving ownership does

not apply.
E. Equal Division of Income

If an equal division of TOTAL community
income has been applied, consider only the
one-half portion as income to the client in
determining financial eligibility. Disproving
ownership does not apply.

F. Client Chooses Not to Disprove Ownership
(Form 2614 completed and in Case
Record)

All deposits are countable income when
determining eligibility and patient liability.

G. Disproving Ownership

If an individual wishes to disprove
ownership, obtain his or her statement on

Form 2615:

° who owns the funds;

o why there is a joint account;

° who has made deposits to and
withdrawals from the account; and

° how withdrawals have been spent.

A copy of a financial institution record such as a
passbook, or bank statements which show the
deposits, withdrawals, and interest for the period of
time they are rebutting ownership.  Proof of
deposits, source of deposits, withdrawals, and how
withdrawals were spent is required.

Any unidentified deposits, deposits identified as the
client’s income and all withdrawals made by the
client in excess of his/her own income, will be
considered the client’s income in that month.
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BANK ACCOUNTS Vendor payments made on behalf of the client by the
(Cont’d) other account holder and loans made by the account

holder to the client are not considered the client’s
income.

The client has successfully disproved ownership when
proof from the financial institution shows: 1) the
client’s name has been removed from the joint account;
OR 2) access to the account has been restricted and the
funds are not available to the client; OR 3) the account
has been changed so only the client’s money is in the
account.

If the client can show they are in the process of
removing their name from the account, but the action
cannot be completed for a time due to a specified
reason, the client has successfully disproved ownership.
The case should be future actioned to verify the account
was closed/name removed.

EXAMPLE: Client applies June 30 and wishes to
disprove ownership of a joint checking account. On
July 10, the statements made by the account holders
report in June and July $800 of the money in the
account was the client’s funds. Verification of deposits
substantiate their statement and there is proof the joint
account is closed. When looking at the withdrawals
from this account, however, the client actually used
$1,000 in the month of June.

Because the client has shown a portion of
the funds were not his in June and has
closed the account, he has successfully
disproved ownership. However, in the
month of June the evidence shows he used
$200 more than his portion of the fund.
Therefore, in June, $200 will be counted as
income to the client when determining
eligibility and patient liability.

In cases where the client did not successfully disprove
ownership, notify the client in writing that ownership
was not disproved and explain how income and
resources are being evaluated.

H.  Client Does Not Disprove Ownershp

All deposits are countable income when determining
eligibility and patient liability.
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INCOME TYPE DESCRIPTION
BONUS Bonuses paid by the employer.
1. Earned
2. Counted in Verification: (not all inclusive)

Financial
3. Counted in - Copy of check

Patient Liability - Statement from employer

CASH CONTRIBUTIONS

Money received which is NOT determined to be a
cash gift for holidays. If the amount is $20 or less,

1. Unearned see INFREQUENT AND IRREGULAR INCOME
2. Counted in for possible exclusions.
Financial
3. Counted in
Patient Liability Verification: (not all inclusive)
- Statement from the source of payment
CASH GIFTS Money received for holidays (e.g., Christmas,
birthdays, anniversary, etc.).
1. Unearned
2. Excluded in
Financial Verification: (not all inclusive)
3. Counted in
Patient Liability - Statement from the person giving the gift

- Form 2506

CENSUS INCOME

1. Earned

2. Excluded in
Financial

3. Excluded in
Patient Liability

Income received from working for the decennial
census is exempt from the eligibility and post-
eligibility process for all applicants applying for
medical assistance.

Verification: (not all inclusive)

- Documents from the source of payment

CHILD SUPPORT

1. Unearned

2. Excluded in
Financial (1/3)

3. Counted in
Patient Liability

Child support paid to or on behalf of a child by an
absent parent or stepparent shall be considered
income to the child for which it is paid. However,
one-third (1/3) of the support will be excluded in
financial eligibility only. The full payment will be
counted when determining patient liability.

Child support arrears paid to the parent after the
child turns 18 shall be considered income to the
parent.

Verification: (not all inclusive)

- Copy of court order or check
- Client’s statement
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DESCRIPTION

CIVIL SERVICE
ANNUITIES (CSA)

1. Unearned

2. Counted in
Financial

3. Counted in
Patient Liability

If the client has been a federal government
employee or is the widow/widower or dependent
child (under 18) of a deceased federal employee,
Civil Service retirement or disability may be
available. Cost-of-living increases usually occur
effective March, reflected on April checks.

Verification: (not all inclusive)
- Copy of award letter
- Copy of disallowance letter

COMMUNITY SPOUSE
MONTHLY INCOME

ALLOWANCE

1. Unearned

2. Counted in
Financial

Income allocated to the community spouse for
maintenance as required by the spousal impoverish-
ment provisions. The case manager must advise the
community spouse how this additional income
allowance will affect other public assistance benefits
such as SSI, QMB or Food Stamps.

Verification: (not all inclusive)
- Patient liability deduction amount from
institutionalized spouse’s case

COST OF LIVING
ADJUSTMENT “COLA”

(RSDI ONLY)
1. Unearned
2. Excluded in
Financial
3. Counted in
Patient Liability

For QMB/SLMB/QDWTI coverage, the annual cost-
of-living increase for RSDI benefits must be
disregarded from January through March each
calendar year. Effective April, the RSDI COLA is
then compared to the new poverty income limit.
The same disregard is applied to a spouse’s RSDI
for comparison to the couple limit.

Verification: (not all inclusive)
- SSA Benefit letter or SOLQ

DEATH BENEFITS

—

Unearned

2. Counted/Excluded

in Financial or

Patient Liability —
Varies by Income Type

A Death Benefit is money a client receives as the
result of another’s death. These benefits include the
following:
- Proceeds of life insurance policies received
due to the death of the insured;
- Lump Sum Death Benefits from Social
Security;
- Railroad burial benefits;
- VA burial benefits;
- Cash inheritances;
- Cash gifts from relatives, friends, or a
community group to “help out” with expenses
related to the death.

NOTE: Recurring survivor benefits such as those
received from Social Security, private pension
programs, etc., are not death benefits.
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DESCRIPTION

DEATH BENEFITS
(Cont’d)

Death benefits received by the client are income to
the client in the month received, except for any
portion the client verifies was used for the expenses
of the deceased person’s last illness and/or burial.

Last illness and burial expenses include but are not
limited to: related hospital and medical expenses,
funeral, burial plot, and interment expenses, and
other related expenses. Other related expenses
include but are not limited to: new clothing to wear
to the funeral, food for visiting relatives, taxi fare to
and from the hospital and funeral home, etc.

Any portion of the Death Benefits which is left after
deducting these expenses is counted as income in the
month of receipt.

- Copy of life insurance

- Award letter from SSA, RR, VA

- Copy of Will

- Statements from individuals giving money to
the client

- Bills and/or receipts

- Contact with provider

DISABILITY

—

Unearned
Counted in
Financial
Counted in
Patient Liability

Benefits for disability received from a business,
agency or organization.

Verification: (not all inclusive)
- Statement from agency or business

establishment.
- Form 2339

DISMISSAL PAY

—

Earned
Counted in
Financial
Counted in
Patient Liability

Final pay from an employer.

Verification: (not all inclusive)

- Copy of check
- Statement from the employer, Form 2074
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INCOME TYPE DESCRIPTION
EARNINGS Income received through employment and/or tips.
1. Earned Verification: (not all inclusive)
2. Counted in
Financial - Copy of check
3. Counted in - Tip records
Patient Liability - Statement from employer, Form 2074
EARNINGS Wages from workshops or work activity centers
(workshop) such as WARC, ALPHA Industries, FAST,
Opportunity Village and NAAH.
1. Earned
2. Counted in Verification: (not all inclusive)
Financial
3. Counted in - Copy of check
Patient Liability - Statement from employer, Form 2074

EDUCATIONAL
ASSISTANCE

1.
2.

Earned/Unearned
Counted/Excluded

in Financial and
Patient Liability —
Varies by Income Type

Educational assistance is provided in many forms.
For Medicaid purposes, treatment will vary
depending on the nature and sometimes the use of
the assistance.  Specific types of educational
assistance include Department of Education, Bureau
of Indian Affairs, VA Educational Benefits, Grants,
Scholarships and Fellowships, etc.

Verification: (not all inclusive)
- Copy of documents from source of payment.

Call E&P Program Specialist for treatment of
educational assistance.

EMERGENCY ENERGY
CONSERVATION SERVICE
AND ENERGY CRISIS
ASSISTANCE PROGRAM

1.
2.
3.

Unearned

Excluded in Financial
Counted in Patient
Liability

Energy assistance payments to needy persons.

Verification: (not all inclusive)

- Statement from the source of payment




DIVISION OF WELFARE AND SUPPORTIVE SERVICES

Section 220

INCOME TYPE

MAABD PROGRAM MANUAL
MTL 3/11 1 May 11

DESCRIPTION

EMPLOYERS INSURANCE
COMPANY OF NEVADA

(EICON)
1. Unearned
2. Counted in Financial

3.

Counted in Patient
Liability

Nevada disability program benefits to employees

Verification: (not all inclusive)

- Copy of check
- Copy of award or denial letter

FAMILY PRESERVATION
PROGRAM

See income type “Assistance Based on Need”.

FEDERAL EMERGENCY
MANAGEMENT ADMIN.

1.
2.
3.

Unearned

Excluded in Financial
Counted in Patient
Liability

Funds for disaster relief, or comparable assistance
provided by states, local governments (FEMA) or
private disaster assistance organizations pursuant to
Section 312 of the Stafford Act.

Verification: (not all inclusive)

- Statement from the source of payment

FEDERAL TAX REFUNDS

Funds received December 31, 2009 or later, either as
an advance or as a refund regardless of the tax year

1. Excluded in involved are excluded for a period of 12 months.
Financial
2. Excluded in Verification: (not all inclusive)
Patient Liability
- Copy of check
- Copy of client’s tax forms
FOSTER CARE PAYMENTS Foster Grandparent Program are stipends from
RSVP for being a substitute grandparent for needy
1. Unearned children.
2. Excluded in Financial
3. Excluded in Patient Foster care payments are not budgeted in the foster
Liability parents’ Medicaid determination.
Verification: (not all inclusive)
- Copy of check
- Statement from the source of payment
HOLIDAY PAY Employer paid holiday pay.
1. Earned
2. Counted in Financial Verification: (not all inclusive)
3. Counted in Patient

Liability

- Copy of pay check
- Statement from Employer, Form 2074
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DESCRIPTION

INCOME TYPE

HOUSING and URBAN

DEVELOPMENT (HUD)

1. Unearned

2. Excluded in Financial

3. Counted in Patient
Liability

Subsidized housing assistance. Provided by HUD.

Verification: (not all inclusive)

- Copy of check
- Statement from HUD

INDIAN GENERAL
ASSISTANCE (IGA)

Federal payments to needy American Indians.

L. Unearned
2. Counted in
Financial Verification: (not all inclusive)
3. Counted in
Patient Liability - Copy of check or award letter

INDIAN MONIES

1. Unearned

2. Excluded in
Financial

3. Counted in
Patient Liability

Judgment funds received by members of an Indian
tribe and per capita payments made under Public
Law.

Per capita payment made under Public Law 108-270
“Western Shoshone Claims Distribution Act” is
exempt in Patient Liability.

Verification: (not all inclusive)

- Copy of check or award letter

INDIAN TRUSTS OR
RESTRICTED LANDS

1. Unearned

2. Excluded in
Financial

3. Counted in
Patient Liability

This income (often called individual Indian trust or
lease income) generally comes from interests in
lands that were allotted to individual Indians many
years ago.

Effective January 1, 1994, up to $2,000 per year in
payments derived from individual interests in Indian
trust or restricted lands is excluded from income.

Verification: (not all inclusive)

- Statement from the source of payment
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DESCRIPTION

INDIVIDUAL
DEVELOPMENT ACCOUNT
(IDA)

1. Earned/Unearned

2. Excluded in
Financial
Excluded in
Patient Liability

Intended to improve the economic independence
and stability of individuals and families and to
promote and support the transition to economic
self-sufficiency. An IDA participant can only
deposit earned income into an IDA. Federal funds
match the amount of earnings low-income working
individuals and families deposit into an IDA. IDA
savings are to be used for a first home purchase,
post secondary educational expenses, or business
capitalization.

The Social Security Act provides for State Family
Assistance Grant funds (i.e., TANF, WtW) to be
used to establish IDA. The Assets for
Independence Act (AFIA) provides for IDAs to be
established under Head Start, Low Income Home
Energy Assistance (LIHEA), and Community
Services.

Income in an IDA includes:

- Participant contribution (earned income);

- Interest earned on participant earned income
contributions;

- Matching funds; and

- Interest accrued on matching funds.

NOTE: Count the participant’s gross earned income MINUS the participant’s contribution

amount.

An individual, whose participation in the IDA program has terminated, voluntarily or
otherwise, is no longer covered by the income exclusion.

INFREQUENT AND
IRREGULAR INCOME

1. Earned/Unearned

2. Excluded in
Financial

3. Counted in
Patient Liability

4, If infrequent or
irregular, exclude first
$30 per calendar quarter
of earned income; and
first $60 per calendar
quarter of unearned
income.

Income excluded which 1s received either
infrequently or irregularly.

Irregular income is considered received if an
individual cannot reasonably expect to receive it.

Beginning September 8, 2006, income is
considered infrequent if received only once during
a calendar quarter from a single source and the
individual did not receive it in the month
immediately preceding that month or in the month
immediately subsequent to that month, regardless
of whether or not these payments occur in different
calendar quarter.
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INCOME TYPE

DESCRIPTION

INFREQUENT AND
IRREGULAR INCOME
(Cont’d)

5. If infrequent or irregular,
exclude first $30 per
calendar quarter of
earned income; and first
$60 per calendar quarter
of unearned income.

6. $10 per month of earned
income; and $20 per
month of unearned
income.

Between July 1, 2004 and September 7, 2006,
infrequent income defined as income received no
more than once in a calendar quarter from a single
source.

Prior to July 1, 2004, infrequent or irregular
income is excluded provided the total of such
income does not exceed.

Verification: (not all inclusive)

- Type, amount, frequency, or predictability
of income.

- Copy of check

- Document from source of payment

IN-KIND WAGES

—

Earned

2. Counted in
Financial

3. Counted in

Patient Liability

The value of goods or services given to the client
for work performed instead of cash payment.

Verification: (not all inclusive)

- Statement from employer

INTEREST/DIVIDENDS

—

Unearned

2. Counted in
Financial
(Conditional)

3. Counted in

Patient Liability

(Conditional)

Accrued interest and dividend payments are
excluded in financial eligibility when posted
quarterly, semi-annually or annually from a single
source. For example: Insurance is one source;
banking is one source; burial is one source; bonds
are one source; Reparation payments are one source.
Interest is counted as income for patient liability
when the amount posted is $5 or more in any month.

Interest and dividends paid monthly are counted in
financial eligibility and patient liability.

Verification: (not all inclusive)
Current bank statement

- Computer printout from bank
- Written statement from the bank
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INCOME TYPE DESCRIPTION
JOB CORP Paid from the Economic Opportunity Act.
1. Earned
2. Counted in
Financial Verification: (not all inclusive)
3. Counted in
Patient Liability - Copy of check or award letter
JUDGMENTS Any money paid to an employee from a judgment
resulting from legal action for wages.
1. Unearned
2. Counted in
Financial Verification: (not all inclusive)
3. Counted in
Patient Liability - Copy of Judgment

LEASE INCOME

1. Unearned

2. Counted in
Financial

3. Counted in
Patient Liability

Gross lease income less expenses. Lease expenses
may include interest on mortgage, property taxes,
maintenance/repair costs, insurance on structure,
advertising and utilities when paid by the landlord.
Lease expenses do NOT include the amount of a
mortgage applied toward the principal balance of the
loan.

Verification: (not all inclusive)

- Copy of receipt book

- Copy of check or money order
- Tenant’s statement of payment
- Proof of operating expenses
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INCOME TYPE

DESCRIPTION

LIFE INSURANCE

Accelerated life insurance payments are proceeds

PAYMENTS paid to a policy holder PRIOR to death. These
payments are income in the month received and a
1. Unearned resource if retained into the following month.
2. Counted in
Financial
3. Counted in Verification: (not all inclusive)
Patient Liability
- Insurance policy
- Form 2015 from insurance company
- Written statement from insurance company
LOANS Money a person borrows or money received as
repayment of the principal of a loan is not counted.
L. Unearned
2. Excluded in If a loan is NOT bona fide (not legally valid and
Financial made in good faith), the proceeds are counted in the
3. Excluded in month received. Interest received is also counted
Patient Liability the month received.

Verification: (not all inclusive)

- Client’s statement is acceptable
- Form 2506

LONG TERM CARE

INSURANCE

1. Unearned

2. Counted in Financial
(conditional)

3. Counted in Patient

Liability (conditional)

Long Term Care policies that pay directly to the
facility should be considered a third party payment
and not counted in financial eligibility or patient
liability.

Long Term Care policies that pay directly to the
recipient without restriction on use of funds are
counted as income in financial eligibility and patient
liability.

Long Term Care policies that pay directly to the
recipient for reimbursement of care already paid for
are considered third party payments and not counted
in financial eligibility. These payments are counted
in patient liability.
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INCOME TYPE

DESCRIPTION

LUMP SUM PAYMENTS

1.
2.

3.

Unearned

Counted in

Financial

Counted in

Patient Liability (not to
exceed actual cost of care)

Lump sum payments are considered income in the
month received. Exception:  SSI lump sum
payments.

For retroactive Social Security Disability benefits
which must be paid in installments due to the Drug
Alcohol Addiction (DA&A) law, count the entire
lump sum entitlement (sum of all installment
payments) amount in the first month an installment
payment is made.

Verification: (not all inclusive)

- Copy of check or money order

- Legal documentation

- Client’s sworn and dated statement

- Documents from public agencies (SSA, SIIS,
VA, etc.)

MEDICAL INSURANCE
CASH PAYMENTS

1.
2.

3.

Unearned
Excluded in
Financial
Excluded in
Patient Liability

REIMBURSEMENT for medical costs paid by the
client and medical insurance cash payments the
client proves were applied toward medical bills.

Verification: (not all inclusive)
- Explanation of Benefits (EOB) from the

insurance company
- Receipts for medical payments

MEDICARE PREMIUM
REIMBURSEMENTS

Medicare reimbursement are exempt ONLY if the
client paid the premium.

1. Unearned
2. Excluded in
Financial Verification: (not all inclusive)
3. Excluded in
Patient Liability - Copy of the check or award letter

MILITARY DEPENDENT

ALLOTMENTS

1. Unearned

2. Counted in
Financial

3. Counted in
Patient Liability

Enlisted service individuals may make an allowance
for dependents.

Verification: (not all inclusive)
- SSA Benefit Record

- Written statement from Military Allotment
Branch
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INCOME TYPE DESCRIPTION
MILITARY HOSTILE FIRE Hostile fire pay is a special type of pay to a service
PAY member who is:
1. Unearned - subject to hostile fire or explosion of hostile
2. Excluded in mines; or

Financial
3. Counted in - on duty in an area in which he/she is in

Patient Liability imminent danger of being exposed to hostile

fire or explosion of hostile mines, AND

while on duty in that area, other service
members in the same area are subject to
hostile fire or explosion of hostile mines; or

- killed, injured, or wounded by hostile fire,
explosion of a hostile mine, or any other
hostile action.

Verification: (not all inclusive)

- Copy of check
- Documents from the source of payment

OLDER AMERICANS ACT

1. Earned

2. Counted in
Financial

3. Counted in
Patient Liability

The Federal Government through the Administration
on Aging is involved in a variety of programs for
older Americans. The programs may be operated by
State or local governments or community organiza-
tions. Some program types include health and
nutrition services, legal assistance and community
service employment.

A wage or salary paid under Chapter 35 of Title 42
of the U.S. Code, the Older Americans Act is earned

income.

Anything other than a wage or salary is excluded
in financial eligibility and patient liability.

Verification: (not all inclusive)

- Copy of check
- Documents from the source of payment
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DESCRIPTION

Income necessary to fulfill a Plan for Achieving
Self-Support for BLIND and DISABLED indivi-
duals. The plan must be an individual plan in
writing and approved by Social Security.

Verification: (not all inclusive)

- Award letter from Social Security

INCOME TYPE

P.A.S.S.

1. Unearned

2. Excluded in
Financial

3. Counted in
Patient Liability

PENSIONS

1. Unearned

2. Counted in
Financial

3. Counted in
Patient Liability

Benefits paid to a pensioner following retirement
from employment. Any portion of a pension paid
directly to the spouse per a divorce settlement is not
countable toward the client for financial eligibility or
patient liability. (Divorce settlement must have
occurred prior to Medicaid application.)

Verification: (not all inclusive)

- Copy of check or award letter
- Form 2339

PROFIT SHARING PLAN

Profit gained from shares owned in the business of
employer.

L. Earned

2. Counted in Verification: (not all inclusive)
Financial

3. Counted in - Copy of financial statement or check
Patient Liability

PROMISSORY NOTES,

FORMAL WRITTEN

AGREEMENTS AND
PROPERTY AGREEMENTS
1. Unearned
2. Counted in

Financial
3. Counted in

Patient Liability

If the note or agreement is determined to be a
resource, that portion of any payment received
representing payment on the principal is also a
resource. The portion of any payment which
represents interest on the principal is unearned
income. If the note or agreement is determined
NOT to be a resource, total payments received,
whether principal and/or interest, are unearned
income.

Verification: (not all inclusive)

- Copy of the Note or Agreement
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INCOME TYPE

DESCRIPTION

PUBLIC EMPLOYEES
RETIREMENT (PERS)

L.
2.

3.

Unearned
Counted in
Financial
Counted in
Patient Liability

If the client has been a public employee or is the
widow/widower or dependent child (under 18) of a
deceased public employee, retirement, survivors, or
disability benefits may be available.

Verification: (not all inclusive)

- Copy of Award letter or Form 2339
- SSA Benefit Record

PUBLIC LAW 92-336
(1972 RSDI DISREGARD)

Disregard the amount of the October 1972 twenty
percent (20%) RSDI increase.

L. Unearned

2. Excluded in Verification: (not all inclusive)
Financial

3. Counted in - Copy of Check or Award Letter
Patient Liability - Statement from SSA

RADIATION EXPOSURE

PAYMENTS

1. Unearned

2. Excluded in
Financial

3. Excluded in
Patient Liability

Payments made under the Radiation Exposure
Compensation Act.

Verification: (not all inclusive)

- Documents from the source payment.

RAILROAD RETIREMENT

Persons who may be eligible must apply to the

BENEFITS Railroad Retirement Board District Office. Cost-of-
living increases usually occur effective December,
1. Unearned reflected on January checks.
2. Counted in
Financial Verification: (not all inclusive)
3. Counted in
Patient Liability - Copy of Award Letter
- SSA Benefit Record
- Form 2339
REFUND ON TAXES Taxes refunded to the client from the federal or state
government.
1. Unearned
2. Excluded in
Financial Verification: (not all inclusive)
3. Counted in

Patient Liability

- Documents from the source of payment
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INCOME TYPE

DESCRIPTION

REIMBURSEMENTS;
REFUNDS FOR DEPOSITS

Reimbursements, deposits and overcharges refunded
to the client from any source.

Verification: (not all inclusive)

- Documents from the source of payment

AND OVERCHARGES

1. Unearned

2. Excluded in
Financial

3. Excluded in
Patient Liability

RELOCATION

ASSISTANCE

1. Unearned

2. Excluded in
Financial

3. Counted in
Patient Liability

Assistance provided under TITLE II of the
UNIFORM RELOCATION ASSISTANCE and
REAL PROPERTY ACQUISITIONS POLICIES
ACT of 1970 from a federal or federally-assisted
project.

RELOCATION AS provided by a state or local
government or through a state-assisted or locally-
assisted project is excluded effective May 1, 1991.

Verification: (not all inclusive)

- Copy of check or award letter

RENTAL INCOME (aka
Roomer/Boarder Income)

1. Unearned

2. Counted in
Financial

3. Counted in
Patient Liability

Applicants must own or be purchasing the home to
consider “rental income.” When all household
members are renting a dwelling, it is considered
shared expenses, not rental income.

When a recipient receives contributions for shared
expenses that exceed the household’s total expenses,
the excess is considered unearned income to the
recipient.

Rental income is determined by using gross rental
income less rental expenses. Rental expenses may
include interest on mortgage, property taxes,
maintenance/repair costs, insurance on structure,
advertising and utilities when paid by the landlord.

Rental expenses are prorated in roomer/boarder
situations. Prorate expenses based on the number of
rooms designated for rent compared to the number
of rooms in the house (do not count bathrooms,
basements and attics).

Verification: (not all inclusive)

- Copy of receipt book, check (money order),
tenants’ statement of payment or proof of
operating expenses.
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INCOME TYPE DESCRIPTION
REPARATION REPARATION PAYMENTS from the FEDERAL
PAYMENTS REPUBLIC OF GERMANY received on or after
11/1/84.
1. Unearned
2. Excluded in WAR REPARATIONS paid under the AUSTRIAN
Financial government pension system. However, any interest
3. Excluded in earned on these payments is countable income.
Patient Liability

REPARATION PAYMENTS issued to JAPANESE
INTERNEES (EXCEPT INTEREST) and ALEUTS
pursuant to Public Law 100-383. However, any
interest earned on these payments is countable
income.

Verification: (not all inclusive)

- Award letter or copy of check

REPLACEMENT/REPAIR
DESTROYED OR
DAMAGED PROPERTY

1. Unearned

2. Excluded in
Financial

3. Excluded in
Patient Liability

The amount of money received for replacement or
repair of lost, destroyed, damaged or stolen
resources is considered a change in type of resource
and is not counted as income.

Verification: (not all inclusive)
- Copy of check

- Documents from source of payment
- Receipts for expenses

RETIRED SENIOR
VOLUNTEER (RSVP)

1. Unearned

2. Excluded in
Financial

3. Excluded in
Patient Liability

Stipends received for services rendered.

Verification: (not all inclusive)

- Copy of check
- Documents from source of payment

RETIREMENT PAY

1. Unearned

2. Counted in
Financial

3. Counted in
Patient Liability

Benefits paid to a retiree by the company they
worked for:

Verification: (not all inclusive)

- Copy of check
- Documents from source of payment
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INCOME TYPE

DESCRIPTION

RETIREMENT, SURVIVORS,
DISABILITY
INSURANCE (RSDI)

1. Unearned

2. Counted in
Financial

3. Counted in
Patient Liability

Persons who may be eligible must apply at the local
Social Security office. Budget the gross amount.
Cost-of-living increases usually occur effective
December, reflected on January checks.

Verification: (not all inclusive)

- Copy of award letter

- Copy of disallowance letter
- SSA Benefit Record

- SOLQ

REVERSE MORTGAGES

1. Unearned

2. Excluded in
Financial

3. Excluded in
Patient Liability

A reverse mortgage is a type of home equity loan,
which allows a person to convert some of the
equity in their home into cash while retaining home
ownership.

Funds obtained from a reverse mortgage may be
used for any purpose, including meeting housing
expenses such as taxes, insurance, fuel, and
maintenance costs.

The funds may be received in a lump sum, in
monthly advances, through a line-of-credit or in a
combination of distribution methods.

Depending on the agreement with the lender, the
loan becomes due with interest when the individual
moves, sells the home, dies, or reaches the end of
the pre-selected loan term.

Verification: (not all inclusive)
- A copy of the reverse mortgage agreement

with the lender
- Documentation of the payments and source
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INCOME TYPE

DESCRIPTION

SELF-EMPLOYMENT
WAGES

- Wages

- Business income

1.
2.

3.

Earned

Counted in
Financial
Counted in
Patient Liability

Gross income from self-employment less expenses
is self-employment wages.

Gross business income less all business operating
costs is gross wages from self-employment.

The client is responsible for keeping all necessary
records.

Verification: (not all inclusive)

- Copy of ledger sheets receipts and/or income

tax records

SENIOR COMPANION

Stipends received for services rendered.

PROGRAM (See also Action Programs)

I. Unearned Verification (not all inclusive)

2. Excluded in
Financial - Copy of check

3. Excluded in - Documents from source of payment
Patient Liability

SEVERANCE PAY

Final payment to employees laid off or terminated.

1. Earned Verification: (not all inclusive)
2. Counted in
Financial - Copy of check stubs
3. Counted in - Statement from employer, Form 2074
Patient Liability
SICK PAY Employer paid sick leave.
1. Earned Verification: (not all inclusive)
2. Counted in
Financial - Statement from employer, Form 2074
3. Counted in - Copy of paystub

Patient Liability
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DESCRIPTION

INCOME TYPE

SPINA BIFIDA

ALLOWANCES

1. Unearned

2. Excluded in
Financial

3. Counted in
Patient Liability

Children of Vietnam veterans who are born with
spina bifida are eligible to receive a monthly
allowance ranging from $200 to $1,200 per month,
effective October 1, 1997.

n/a

These payments are excluded from income and
resources.

Verification: (not all inclusive)
- Documents from source of payment

- Documents from the Veterans Administration
or Department of Veterans Affairs

STUDENT/CHILD
EARNED INCOME

Exclusions: If a child is under 22, not the head of
a household, regularly attending school, and has
never been married, exclude $1,200 per calendar

1. Earned quarter from the earned income, not to exceed
2. Conditional $1,620 per calendar year.

Exclusion in

Financial Verification: (not all inclusive)
3. Counted in

Patient Liability - Copy of check, Form 2074

- School statement

SUPPLEMENTAL Benefits based on need for aged, blind and disabled
SECURITY INCOME (SSI) individuals.
1. Unearned Verification: (not all inclusive)
2. Excluded in

Financial - SOLQ
3. Excluded in - SSA Benefit Record

Patient Liability - SDX

- Copy of award or denial letter

See “Cost of Living Adjustments” (COLAs) for
evaluating increases to SSI.
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DESCRIPTION

INCOME TYPE
SUPPORTED LIVING
ARRANGEMENT (SLA)
1. Unearned
2. Counted in
Financial
3. Counted in
Patient Liability

Supported Living Arrangement (SLA) payments are
funds authorized by state legislation to assist
individuals with disabilities or mentally disabled SSI
applicants/recipients so they can live in the
community.

- exempt payments to or received on behalf of
an SSI recipient, and

- exempt payments for medical needs that are

not paid by Medicaid.

NOTE: SLA vendor payments and reimbursements for receipted expenditures are not
considered income. MH/MR may also refer to SLA as Supplemental Living Assistance;
however, this is the same as Supported Living Arrangement.

TRIBAL GAMING INCOME

1.

Count as unearned
income

Conditional exclusion
Count in financial

Count in Patient Liability

Exclude first $60 per
calendar quarter

Exclude first $60 per

calendar quarter

Exclude if does not
exceed $20 per month

Funds paid in a lump sum to eligible tribal
individual from tribal casino revenues.

In month received, credited to individual’s account,
or set aside for the individual’s use.

Beginning September 8, 2006, income is considered
infrequent if received only once during a calendar
quarter from a single source and the individual did
not receive it in the month immediately preceding
that month or in the month immediately subsequent
to that month, regardless of whether or not these
payments occur in different calendar quarter.

Between July 1, 2004 and September 7, 2006,
infrequent income defined as income received no
more than once in a calendar quarter from a single
source.

Prior to July 1, 2004, infrequent or irregular income
is excluded provided the total does not exceed.

Verification: (not all inclusive)

- Type, amount, frequency, or predictability of
income

- Copy of check

- Document from source of payment
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DESCRIPTION

TRUST FUNDS

1.
2.

3.

Unearned
Counted in
Financial
Counted in
Patient Liability

All trusts are referred through the Eligibility and
Payments Unit to the Deputy Attorney General for a
decision on availability. The case manager must
obtain the trust document with all attachments to
send with the request.

Trusts established prior to August 11, 1993 by an
individual or the individual’s spouse, under which
the individual is the recipient of all or part of any
payments from the trust, are called Medicaid
Qualifying Trusts (MQTs). MQT assets (income/
resources) are “deemed” available to the client.

The following are types of payments from a trust
fund:

1. Interest income as it becomes available, if the
client has a right to the interest on the
principal, whether or not the client is currently
receiving it.

2. Payments from the trust which are being made
to:

e The client; or

e The representative/legal guardian of the
client; or

e A vendor on behalf of the client.

3. Payments which are being or could be made to
the client from a Medicaid Qualifying Trust.
The maximum payment which could be made
to the client will be counted whether it is being
paid or not.

Verification: (not all inclusive)

- Verification: (not all inclusive)

- Copy of trust document with all attachments
- Copy of trust account ledgers

- Statement from guardian

- Memorandum from Chief of E&P




DIVISION OF WELFARE AND SUPPORTIVE SERVICES MAABD PROGRAM MANUAL

Section 220

INCOME TYPE

MTL 1/07 1 Jan 07

DESCRIPTION

UNIFORM GIFTSTO
MINORS

1.
2.

Real/Personal Property
Conditional Exclusions

Uniform Gifts to Minors Act permits gifts to minors
which are free of tax burdens.

An individual (donor) makes an irrevocable gift of
money or other property to a minor (the donee). The
gift, plus any earnings it generates, is under the
control of a custodian until the donee reaches the age
of majority by state law (18 years for Nevada). The
custodian has discretion to provide to the minor or
spend for the minor’s support, maintenance, benefit
or education, as much of the assets as he/she deems
equitable. The donee automatically receives control
of the assets upon reaching the age of majority.

The gift, including any additions or earnings, is not
income to the donee. The custodian’s disbursements
to the donee are income to the minor. All property
becomes available to the donee and subject to
income rules in the month the donee reaches the age
of majority. The month following the month of
majority, the property is subject to resource
evaluation.

Verification: (not all inclusive)

- Copy of the document of ownership, e.g.,
deed, CD, savings passbook, etc.
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INCOME TYPE DESCRIPTION
UNEMPLOYMENT Any unemployment benefits being received from
BENEFITS Nevada or any other state.
1. Unearned Verification: (not all inclusive)
2. Counted in
Financial - ESD printout
3. Counted in - Copy of check stub
Patient Liability - Form 2339

VACATION PAY

[a——

Earned
Counted in
Financial
Counted in
Patient Liability

Income from employer for vacation time off.

Verification: (not all inclusive)

- Copy of check
- Statement from employer, Form 2074

VENDOR PAYMENTS

Payments made to business/organization on behalf
of the client.

L. Unearned
2. Excluded in
Financial Verification: (not all inclusive)
3. Excluded in
Patient Liability - Statement from person making payment

VETERAN’S BENEFITS

1.

Unearned

a. Counted in Financial
& Patient Liability

b. Exclude UME first
then count in
Financial & Patient
Liability

c. Exclude in Financial
& Patient Liability

Veteran’s benefits include the following types:
(Benefit increases usually occur effective December,
reflected on January checks.)

VA Compensation for Service Connected Disability,
DIC or VA Survivor benefits

VA Pension — Pension to wartime veterans, a non-
service-connected disability benefit, or a benefit to
survivors of wartime veterans. Evaluate for UME
using Form 2039 and the VA award letter which
indicates medical expenses were used to determine
benefit amounts.

Aid and Attendance or Housebound benefits are paid
to certain veterans and/or widows(ers) of veterans
when these persons are unable to fully care for
themselves physically. The $90 reduced pension is
considered Aid and Attendance benefits.
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DESCRIPTION

VETERAN’S BENEFITS
(Cont’d)

d. Exclude in Financial
& Patient Liability

A reimbursement of Unusual Medical Expenses
(UME) is paid to veterans and/or widow(ers) of
veterans when they show their medical expenses
exceeded 5% of the maximum annual VA payment
rate. This payment could be made as a lump sum
payment or be prorated over the next year and be a
part of the regular monthly VA check.

Verification: (not all inclusive)

- Copy of award letter or amended award letter

- Copy of disallowance letter

- SSA Benefit Record

- Written statement from Veteran’s Administra-
tion Regional Office

- Form 2339 or 2038 “Benefit” Certification”

- Form 2339 “VA UME Budget”

Exception: Veterans residing in a State Veteran’s
Home do not have their pension reduced to $90.
However, their Veteran’s benefits are excluded from
financial eligibility.

Their pension is used for patient liability, including
any portions designated as UME or Aid and
Attendance.

VICTIMS OF CRIME

Payments received from a fund established by a state
to aid victims of crime.

L. Unearned
2. Excluded in Verification: (not all inclusive)
Financial
3. Counted in - Copy of check or award letter
Patient Liability - Statement from the agency making payment

VOLUNTEERS IN SERVICE
TO AMERICA (VISTA)

1. Unearned

2. Excluded in
Financial

3. Excluded in

Patient Liability

A federal domestic volunteer agency service
program:
Verification: (not all inclusive)

- Copy of check
- Statement from VISTA




Section 220

DIVISION OF WELFARE AND SUPPORTIVE SERVICES MAABD PROGRAM MANUAL
MTL 3/10 1Jul 10
INCOME TYPE DESCRIPTION
WAGES Salary and/or tips from employment.
1. Earned
2. Counted in Verification: (not all inclusive)
Financial
3. Counted in - Copy of check
Patient Liability - Statement from employer, Form 2074
WORK STUDY PROGRAMS Income from Work Study Programs.
1. Earned
2. Counted in Verification: (not all inclusive)
Financial
3. Counted in - Copy of check
Patient Liability - Statement from employer, Form 2074

WORK TRAINING

Income from a Work Training Program.

PROGRAMS

L. Earned

2. Counted in Verification: (not all inclusive)
Financial

3. Counted in - Copy of check
Patient Liability - Statement from source of payment
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230 TYPES OF RESOURCES (not all inclusive)

RESOURCE TYPE DESCRIPTION

ANNUITIES Annuities are usually purchased to provide a source of income for

1.  Personal Property
2. Conditional

retirement. A lump sum of money is paid to a bank or insurance
company and in return, the individual is promised regular payments
of income. These payments continue for a fixed period or for as long

Exclusion as the individual lives, thus creating an ongoing income stream.

The value of an annuity is the amount of money an individual can
currently withdraw from the fund after the penalty deduction. This
amount, if any, is a countable resource.
Verification:  (not all inclusive)
- Documents from the source of payment
- Copy of the annuity agreement

BANK ACCOUNTS To determine the countable resource amount, consider the low

Checking, Savings, Time
Certificates, Money Markets,
Certificates of Deposit (CD)

1. Personal Property
2. Counted

Refer to Individual Develop-
ment Account (IDA) section for
consideration of funds deposited
and interest earned on funds in

an IDA savings account.

balance of the account on any given day of the calendar month.

Any income/interest deposits in a calendar month are not a resource
until the month following the month it is posted to the account.

Rebutting ownership does not apply for spousal resource
determinations.

A.  Ownership

The person designated as owner of the account owns all the
funds in the account.

Exception: If the owner is acting as an agent for another
individual, monies deposited and disbursed on behalf of that
individual are not countable.

B. Shared Ownership (joint account)

Account holders are:
- married couples
- parent and minor child

When deeming applies in determining eligibility for the coverage
group (e.g., Public Laws, institutionalized less than 30 days, etc),
rebutting ownership is NOT REQUIRED because deeming resources
takes precedence.
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RESOURCE TYPE DESCRIPTION

BANK ACCOUNTS When deeming does not apply (e.g., Home Based Waivers,
(Cont'd) institutionalized at least 30 days, etc.), the account resource

balance will be presumed available to the client unless the client
can successfully prove all or part of the funds are not his/hers.
Exception: cases where spousal impoverishment applies,
equal division of resources applies or when the client is
acting as an agent for the other account holder(s); rebutting
ownership is NOT REQUIRED.

Account holders ARE NOT:
- married couples
- parent and minor child

The account resource balance will be presumed available to the
client unless the client can successfully prove all or part of the
funds are not his/hers. Exception: when the client is acting as
an agent for the other account holder(s).

Inform the Individual: (using Form 2614)
1. The funds in the account belong to the applicant/recipient.

2. The implications are: All funds are a countable resource
when determining Medicaid eligibility.

3. Of his/her right to provide evidence rebutting the ownership
if he/she disagrees.

If an account holder is a minor or incompetent at least one
account holder and a third party who has knowledge of the
circumstances surrounding the establishment of the joint
account must complete the form.

If the client does not complete and return Form 2614 by the

specified date, deny or terminate the case for failure to
cooperate.

C. Court Order/Written Agreement
If a written agreement or court order designates ownership of the
joint account to either spouse, the account will be considered the

resource of that spouse. Disproving Ownership does not apply.

D. Client Chooses Not to Disprove Ownership (Form 2614
completed and in case record)

The account will be considered the client's resource.
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RESOURCE TYPE DESCRIPTION

BANK ACCOUNTS E. Disproving Ownership

(Cont'd)

If an individual wishes to disprove ownership, obtain his or her

statement, on Form 2615:

e  who owns the funds;

e  why there is a joint account;

e  who has made deposits to and withdrawals from the account;
and

how withdrawals have been spent

The client has successfully disproved ownership for all months of

requested coverage when proof from the financial institution
shows: 1) the client's name has been removed from the joint
account; OR 2) access to the account has been restricted and the
funds are not available to the client; OR 3) the account has been
changed so only the client's money is in the account.

If the client can show they are in the process of removing their

name from the account, but the action cannot be completed for a
time due to a specified reason, the client has successfully
disproved ownership. The case should be future actioned to
verify the account was closed/name removed.

EXAMPLE: Client and daughter are joint account owners. The
client's SSA is directly deposited into the account. Client
disproves ownership of the account and provides a statement from
Social Security she has requested her check go directly to another
account in her name and a statement from the bank requesting the
removal of her name from the account. The statement from the
bank indicates they will not remove her name until Social
Security gets the direct deposit transferred to the other account
which will take approximately two months. If all other criteria
are met, the account is successfully disproved. The case would be
processed and future actioned to verify the removal of her name
from the account.

In cases where the client did not successfully disprove ownership,
notify the client in writing that ownership was not disproved and
explain how income and resources are being evaluated.
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RESOURCE TYPE DESCRIPTION

BANK ACCOUNTS F. Client Does Not Disprove Ownership

(Cont'd)

The account will be considered the clients resource.
Verification: (not all inclusive)

- For Public Guardianship cases only, the ledger card (aka PA
Transaction Journal, PA Journal Report or PA Transaction
Report) is the primary source for verifying liquid resources.

- Copy of bank statement

- Copy of deposits and withdrawals

- Copy of canceled checks

BURIAL FUNDS

1.  Personal Property
2. Conditional
Exclusion

Funds set aside for burial include burial insurance, revocable burial
contracts, burial trusts, and any separately identifiable assets which are
clearly designated for expenses connected with burial, cremation, or
other funeral arrangement. ("Separately Identifiable" means the funds
must be kept separate from the individual's other assets.)

Only financial instruments can be claimed by the client/representative
to be funds set aside for burial and must be clearly designated as such.
Financial instruments include cash, burial contracts, financial
institution accounts, stocks, bonds, life insurance policies, etc.

Burial funds cannot be co-mingled with any nonburial related assets.
Note: If money is withdrawn from funds designated as set aside for
burial, these funds are no longer considered "designated" and cannot
meet the burial exclusion.

Designation is either by legend on an account or by declaration.
Declaration is a signed statement under penalty stating the purpose for
which the funds were set aside and the date on which the funds were
set aside. Within the statement is the value and the owner of the
assets, for whose burial, the form in which the funds are held and the
date on which the person first considered the funds set aside for burial.
The funds can be excluded effective with the latest of:

a. The date of application (if the funds were considered set aside
before the month of application); OR

b. The month following the month in which the funds were

considered set aside, unless there is evidence the funds were used
and replaced after that date.
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DESCRIPTION

BURIAL FUNDS
(Cont’d)

Dedicated-cumulative burial fund accounts permit monies from
different individuals to be placed into one account as long as all the
money in the account is for a dedicated purpose. The money
deposited into this account must consist of burial funds only. These
accounts, their use, establishment and protocol must be approved by
the Chief of Eligibility & Payments. The dedicated-cumulative burial
fund utilized by the Public Administrator's Office of Clark County
has been approved for use.

THE FOLLOWING EXCLUSIONS APPLY TO BURIAL
FUNDS:

a.  Any interest accrued in burial accounts which is not paid but left
to accumulate as part of the funds;

b.  Up to the maximum of $1,500 each for the client and/or client's
spouse.

Only the Cash Surrender Value (CSV), less interest, of the policy,
contract or insurance OWNED by the client/client's spouse is applied
towards the $1,500 exclusion. Obtain verification from the
mortuary/insurance company of the CSV. Burial funds in excess of
$1,500 will be a countable resource.

THE $1,500 MAXIMUM MUST BE REDUCED BY:

1) The amount of funds held in an irrevocable burial trust,
irrevocable burial contract or other irrevocable
arrangement available to meet burial expenses.

NOTE: Any burial trusts, contracts or other
arrangements issued in Nevada are not considered
irrevocable by state law. These are available
resources.

Other burial arrangements issued outside of Nevada may be

considered irrevocable. Verify with the state where they were issued
to determine availability.

2) The FACE value of any life insurance policy owned by
the client/client's spouse if the CSV was excluded in
determining countable resources. NOTE: Life insurance
with no provision for a CSV will not affect the burial
exclusion.

EXAMPLE: Client has a life insurance policy with a
FACE value of $1,200 and a CSV of $500. Because the
FACE value was less than $1,500, the $500 was excluded
as a resource.
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DESCRIPTION

BURIAL FUNDS
(Cont'd)

The client also has funds set aside for burial in the
amount of $2,000 (i.e., CSV of a burial policy). To
determine the amount of burial which can be excluded:

a) Subtract the $1,200 FACE value of the excluded life
insurance policy from the $1,500 leaving $300 left
of the exclusion.

b) Subtract the remaining $300 exclusion from the

$2,000 burial funds, leaving a balance of $1,700.
The $1,700 is counted toward the resource limit.

Verification: (not all inclusive)
—  Copy of policy, contract, trust, financial instrument, etc.

—  Form 2006 designating burial funds
—  Form 2605 Insurance Policy Information

BURIAL SPACES AND
RELATED ITEMS

1. Personal Property
2. Excluded

A burial space or item held for the burial of the client, client's spouse,
or any other member of the client's immediate family is an excluded
resource, regardless of value.

The burial space exclusion is in addition to and has no effect on the
burial funds exclusion.

a. Burial spaces are defined as burial plots, gravesites, crypts,
mausoleums, caskets, urns, niche or other repositories
customarily used for the remains of deceased persons.

Burial items may include, but are not limited to vaults, headstones,
markers, or plaques, burial containers (e.g., for caskets) and
arrangements for the opening and closing of the gravesite and
endowment care.

b. Immediate family includes a client's minor and adult children,

stepchildren, and adopted children; brothers, sisters, parents,
adoptive parents and spouses of those persons.

Verification: (not all inclusive)
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DESCRIPTION

CASH ON HAND

1. Personal
Property
2. Counted

Currency held by client at home, on their person, etc.
Verification: (not all inclusive

- Client's statement

DEATH BENEFITS

1.  Personal Property
2. Conditional
Exclusion

Death benefits, including gifts and inheritances, to the extent they are
not income because they are to be spent on costs resulting from the last
illness and burial expenses of the deceased, are not resources for the
calendar month following the month of receipt. If retained until the
second calendar month following receipt, they become a resource.

Verification: (not all inclusive)

—  Documents from source of payment

ENTRANCE FEES

1. Personal Property
2. Conditional

Fees paid to continuing care retirement communities (CCRCs), or life
care communities (LCCs) where a range of living arrangements from
independent living through skilled nursing facility care is provided.

These facilities require potential residents provide information about
their finances, resources and income, before being accepted for
admission.

The value is determined taking into account spousal impoverishment
rules, where appropriate.

Effective February 8, 2006, considered an available resource if all
three conditions are met:

—  Individual can use them to pay for care when other income and
assets are insufficient; and

— Refundable upon death of the resident or termination of residency
in the facility; and

—  Fees do not confer (give) any ownership interest in the CCRC or
LCC

Verification: (not all inclusive)
—  Client’s statement

—  Copy of signed contract
—  Receipt of funds paid

FEDERAL TAX REFUNDS

1. Personal Property
2. Conditional
Exclusion

An unspent federal tax refund or payment is excluded from resources
for a period of 12 months following the month of receipt of the
payment.

Verification: (not all inclusive)

—  Copy of check
—  Copy of IRS Filing Form
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DESCRIPTION

HOME EQUITY

1.  Personal Property
2. Conditional Exclusion

Individuals whose equity interest in their home exceeds $506,000 are
ineligible for long-term care and HCBW services, unless:

—  The individual’s spouse, dependent child under age 21, or
blind/disabled child resides in the home; or

—  Equity is reduced below $506,000 due to a home equity loan or
reverse mortgage.

Effective with applications filed on or after January 1, 2006.

The value is the current market price of the home, or the amount for
which it can reasonably be expected to sell on the open market.

An encumbrance is a legally binding debt against the resource, like a
mortgage, reverse mortgage, home equity loan, or other debt secured
by the home. Refer to 240,G for potential transfer of assets.

Verification: (not all inclusive)

—  Written statement from county assessor’s office
—  Taxlists

—  Copy of mortgage papers/escrow documents

—  Copy of deed

—  Real Estate Appraisal

HOUSEHOLD GOODS AND
PERSONAL EFFECTS

1. Personal Property
2. Excluded

Household goods are items of personal property customarily found in
the home and used in connection with the maintenance, use, and
occupancy of the premises as a home. They include, but are not to:
furniture, appliances, televisions, carpets, cooking and eating utensils,
dishes, etc.

Personal effects are items of personal property that are worn or carried
by an individual or that have an intimate relation to him or her. They
include, but are not limited to: clothing, jewelry, personal care items,
prosthetic devices, and educational or recreational items such as books,
musical instruments, or hobby materials.

Prosthetic devices, wheelchairs, hospital beds, dialysis machines and
other items required by a person's physical condition are excluded.

Verification: (not all inclusive)

— Client's statement

INCOME PLACED IN AN
ACCOUNT IDENTIFIED
AS EXCLUDED INCOME

Any excluded income placed in a financial institution when clearly
identified as excluded income.
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DESCRIPTION

1.  Personal

Verification: (not all inclusive)

Property —  Source of income
2. Conditional —  Copy of account statement
Exclusion —  Source of deposits
INDIAN LAND ALL INDIAN PROPERTY under authority of the Bureau of Indian

1. Real Property
2. Conditional
Exclusion

Affairs has a restricted title.

A. ASSIGNED LAND — An assignment allows the use of tribal
land by a member of the tribe. Assigned land will not be
considered a resource.

B. ALLOTTED LAND - This type of land can be sold by the
individual upon approval by the Bureau of Indian Affairs.
Allotted land is not a resource until the property is sold or
transferred.

C. UNRESTRICTED LAND - Land owned by the individual and
not controlled by the Bureau of Indian Affairs. This land is an
available resource.

Verification: (not all inclusive)
Tax rolls

Copy of Deed

—  Bureau of Indian Affairs
Client's statement

INDIAN MONEY

1.  Personal Property
2.  Conditional Exclusion

Per capita share payments granted to Western Shoshone Indians
pursuant to Public Law 108-270 are an exempt resource.

INDIVIDUAL
DEVELOPMENT
ACCOUNT (IDA)

1. Earned/Unearned
Excluded in
Financial

3. Excluded in
Patient Liability

Intended to improve the economic independence and stability of
individuals and families and to promote and support the transition to
economic self-sufficiency. An IDA participant can only deposit
earned income into an IDA. Federal funds match the amount of
earnings low-income working individuals and families deposit into an
IDA. IDA savings are to be used for a first home purchase, post
secondary educational expenses, or business capitalization.

The Social Security Act provides for State Family Assistance Grant
funds (i.e., TANF, WtW) to be used to establish IDAs. The Assets
for Independence Act (AFIA) provides for IDAs to be established
under Head Start, Low Income Home Energy Assistance (LIHEA),
and Community Services.

Income in an IDA includes:

- Participant contribution (earned income);

Interest earned on participant earned income contributions;
- Matching funds; and

- Interest accrued on matching funds.

An individual whose participation in the IDA program has terminated, voluntarily or otherwise, is no
longer covered by the resource exclusion.
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DESCRIPTION

LIFE ESTATES

1.
2.

Personal Property
Conditional
Exclusion

A life estate gives an individual for his/her lifetime certain rights in
property. These rights are the right of possession, the right to use the
property, the right to obtain profits from the property (i.e., collection
of rents) and the right to sell his or her life estate interest. A contract
establishing a life estate may restrain one or more of these rights. The
owner(s) of a life estate do not have title to the property and do not
have the right to sell the property.

The value of a client's life estate is determined by: 1) the age of the
client, 2) the number of owners, and 3) the fair market value of the

property.

The above information must be verified and then sent to the Chief of
E&P requesting a determination of the life estate value.

Exception: A life estate in the principal place of residence is an
excluded resource and determining its value is not necessary.

Refer to 240,G for potential transfer of assets.
Verification: (not all inclusive)

—  Signed and dated statement from a licensed real estate broker
—  Written statement from county assessor's office

—  Taxlists

—  Copy of mortgage papers

—  Copy of deed

—  Copy of life estate contract

LIFE INSURANCE

POLICIES

1. Personal Property

2. Conditional
Exclusion

A life insurance policy is a contract. Its purchaser (the owner) pays
premiums to the company that provides the insurance (the insurer).
In return, the insurer agrees to pay a specified sum to a designated
beneficiary upon the death of the insured (the person on whom, or on
whose life, the policy exists).

Face Value (FV) is the amount of basic death benefit contracted for at
the time the policy is purchased.

A policy's cash surrender value (CSV) is a form of equity value that it
acquires over time. The owner of a policy can obtain its CSV only by
turning the policy in for cancellation before it matures or the insured
dies. A loan against a policy reduces its CSV.

A life insurance policy is a resource if it has a CSV. Its value as a
resource is the amount of the CSV. Life insurance which does not
have a cash surrender value (e.g., term life insurance) is excluded
from all computations.
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DESCRIPTION

LIFE INSURANCE
POLICIES (Cont’d)

Any life insurance policy with a CSV must be evaluated for the FV.
If the total FV of the policy or combined FV of multiple policies the
individual owns total $1,500 or less, exclude them as a resource. If
the total FV of the policy or policies exceeds $1,500, the total CSV
for each policy is counted.

Accelerated life insurance payments are proceeds paid to a
policyholder PRIOR to death. Because an individual receives
proceeds from the policy (not the policy's resource value, which is its
cash surrender value), the receipt of an accelerated payment is not
treated as a conversion of a resource. Since accelerated payments can
be used to meet the individual's needs, the payments are income in the
month received and a resource if retained into the following month.

Most accelerated payment plans fall into three basic types, depending
on the circumstances which cause or "trigger" the payments to be
accelerated. These are the:

e  Long—term care model, which allows policy- holders to access
their death benefits should they require extended confinement in
a care facility or, in some instances, health care services at
home;

e  Dread disease or catastrophic illness model, which allows policy
holders to access their death benefits if they contract or acquire
one of a number of specified covered conditions; and

e  Terminal illness model, which allows policy holders to access
their death benefits following a diagnosis of terminal illness
where death is likely to occur within a specified number of
months.

Some companies refer to these types of payments as "living needs" or
"accelerated death" payments.

Depending on the type of accelerated payment plan, receipt of
accelerated payments may reduce the policy's FV by the amount of
the payments and may reduce CSV in a manner proportionate to the
reduction in FV. In some cases, a lien may be attached to the policy
in the amount of the accelerated payments and a proportionate
reduction in CSV results.

Verification: (not all inclusive)

—  Insurance policy/rider
—  Form 2015 from insurance company
—  Written statement from insurance company

NOTE: If the CSV is excluded in determining countable resources
the FACE value of the life insurance policy may reduce an applicant’s
burial exclusion. See Burial Funds.
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DESCRIPTION

LIQUIDATED RESOURCE

1. Real/Personal Property
2. Counted/Excluded

If a resource is liquidated, the money received is not budgeted as
income, it is still considered a resource. Apply the countable/
exclusion rules governing the new form the liquidated resource has
taken, i.e., cash on hand, bank account, vehicle, stocks, etc.

Verification: (not all inclusive)
—  Sales receipt

—  Proof of purchase documents
—  Financial statements

MACHINERY AND
EQUIPMENT

1.  Personal Property
2. Counted

Machinery and equipment not established as property essential for
self-employment/self—support is counted at market value less
encumbrances.

Verification: (not all inclusive)

- Client's statement is accepted unless the case manager has
reason to question the client's statement. Verification is
required ONLY when the case manager has reason to question
the client's statement.

—  Written statement from county assessor's office

—  Written dealer's estimate

—  Written estimate from agricultural agent

MEDICAL SAVINGS
ACCOUNTS
(employee)

1. Personal Property
2. Conditional Exclusion

An employer may elect to provide health care benefits for an
employee through a medical savings account program.

The account is available and therefore countable to the employee
after the last business day of the year in an amount equal to the
amount contributed during that year.

The account is also available and therefore countable when the
individual is no longer employed by the employer.

Disbursements may be made during a given year by the
administrator of the account to pay medical expenses of the
employee or his/her dependent, or to reimburse the employee for
paid medical expenses.

Verification: (not all inclusive)

- Written statement from the employer
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DESCRIPTION

MINERAL RIGHTS

1. Real/Personal
Property
2. Counted

Mineral rights represent ownership interest in natural resources such
as coal, oil, or natural gas, which are normally extracted from the
ground.

If the individual owns the land to which the mineral rights pertain, the
market value of the land should include the value of any mineral
rights too. If the individual does not own the land to which the
mineral rights pertain, obtain the market value from a knowledgeable
source.

Verification: (not all inclusive)
—  The Bureau of Land Management

—  U.S. Geological Survey
—  Mining Companies holding leases

MONEY FROM SALE OF
EXCLUDED HOME

Money received from the sale of an excluded home is disregarded if
used to purchase another excludable home within 3 months after the
money is received.

When the money is received in increments over a period of time,
amounts applied to principal are considered a resource and amounts
applied to interest are unearned income.

Verification: (not all inclusive)
—  Escrow documents

—  Copy of check
—  Bill of sale

PATIENT TRUST
ACCOUNTS

To determine the countable resource amount, consider the low
balance of the account on any given day of the calendar month.

Any income deposits in a calendar month are not a resource.

If the facility rebuts the trust account balance due to a delay in posting

patient liability or other expenses, they must provide a statement

which includes the following:

a.  The total balance of the patient trust account; and

b.  What portion of the balance is not available and why. The
unavailable portion must be itemized showing the amounts

which are encumbered and the source of the encumbrance; and

c. It must be clear the encumbered portion would not be released
to the client if a request were made by the client.
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DESCRIPTION

PATIENT TRUST
ACCOUNTS
(Cont'd)

If a statement is provided with all of the above, the portion the facility
states is unavailable will not be counted as a resource in determining
eligibility.

Verification: (not all inclusive)

- Patient Trust Account Ledgers
- Medical Facility Information Form 2547-EE

PENSION FUNDS

1.  Person Property
2. Conditional Exclusion

Pension funds are funds held in individual retirement accounts (IRA)
(as described by the IRS), or in work—related pension plans (including
Keogh plans). A vested retirement account is an account to which an
employee makes contributions for a specified period of time, as
defined by the employer. The money contributed by the employee is
not matched by the employer until the defined period of time ends.

Count money in an IRA or Keogh as a resource, even if there is a
penalty for early withdrawal. Deduct the early withdrawal penalty
and count the remainder as a resource.

Do not count Keogh plans as a resource if there is a contractual
withdrawal agreement with other people who are not household
members, but share the same fund. Consider this resource
inaccessible.

Count money in a vested retirement account as a resource, unless
early withdrawal is prohibited.

If a vested retirement account is attached and distribution or
availability of funds is blocked by a court order due to divorce or
child support, consider this resource inaccessible.

Count money in a 401K plan as a resource.

Any retirement fund is not a resource if an individual must terminate
employment to obtain any payment.

Pension funds of the client's ineligible spouse are excluded, unless
spousal impoverishment rules apply.
Verification: (not all inclusive)

— Financial statements
- Tax return documents
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PROMISSORY NOTES, Generally, promissory notes, property agreements and loan
FORMAL WRITTEN LOAN  agreements may be sold or discounted. If the client's statement of
AGREEMENTS AND value, either alone or combined with other resources, exceeds the
PROPERTY resource limit, there is no need to verify current market value.
AGREEMENTS Presume the value is its outstanding principal balance unless reliable

evidence shows current market value (CMV) is less.

1. Personal Property Refer to 240,G,1 a. and b. to determine if a transfer of resource exists.

2. Conditional Exclusion
If the individual alleges the item is for sale, promissory notes, formal

written loan agreements and property agreements are excluded when
the client verifies the item is for sale at market value and no offers to
purchase have been received. The item must remain for sale while
the client receives assistance.

"Good Faith" efforts must be made by or on behalf of the client to
qualify under this exclusion. These efforts must continue for the
exclusion to remain in effect.

Federal regulations state "good faith efforts" to sell resources consist
of taking all necessary and reasonable steps to sell it in the geographic
area covered by media (radio, television, and newspaper, etc.) serving
the area where the property is located.

"Necessary and reasonable" steps to sell this resource will be to
utilize a licensed realtor to list the resource for sale OR advertise the
resource is for sale through at least one media source covering the
area where the resource is located and posting a 'for sale' sign on the
property if applicable. The frequency in advertising property for sale
will be at least twice a month.

Example: Newspaper advertisements should appear twice in a month
with each length of time the decision of the client/ representative.

A bonafide negotiable agreement is a resource. The portion of any
payment received representing payment on the principal is also a
resource. The portion of any payment which represents interest on
the principal is unearned income.

An agreement which is not bonafide or negotiable is not a resource.
The total payments received, whether principal and/or interest, are
unearned income.

Verification: (not all inclusive)

- Bank or other financial institution
—  Title company

—  Private investor

— Real estate broker
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DESCRIPTION

RADIATION EXPOSURE

PAYMENTS

1.
2.

Personal Property
Excluded

Payments made under the Radiation Exposure Compensation Act.

Verification: (not all inclusive)

—  Documents from Source of Payment
—  Verify how the resources are held

REAL PROPERTY

1.
2.

Real Property
Conditional Exclusion

Real property is land, including buildings or immovable objects
attached permanently to the land.

Real property is excluded:

a.  When the property is the client's principal place of residence. A
principal place of residence is defined as a home (including a
mobile home or contiguous land) in which a client is residing or
has resided in the past. Land is contiguous to the home when
not separated by property owned by another person. The home
exclusion applies to all buildings on the land.

A principal place of residence is/was a permanent living arrangement
of at least one full calendar month prior to his/her absence.

When a client has ownership interest in more than one residence,
determine which is primary by obtaining evidence such as, but not
limited to:

1. How much time is spent at each residence;

2. Where he/she is registered to vote;

3. Which address he/she uses as a mailing address or for tax
purposes.

Determine the primary residence accordingly and document in the
permanent section of the casefile.

The exemption continues to apply when the client is absent from the
home but:

1) Intends to return. If the client or his authorized
representative states in writing the client intends to return
to the home, regardless of whether there is medical
evidence showing this is a probability, the home will be
exempt; OR

2) The home is occupied by a spouse or dependent (e.g.,
financially, medically dependent) relative; OR

3) The home ownership is transferred to a Revocable Trust.

The transfer of a primary residence by an institutionalized individual,
including SSI recipients, must be evaluated for potential transfer of
resource penalty. Refer to 240.
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DESCRIPTION

REAL PROPERTY
(Cont'd)

For all non-business property up to $6,000 of the client's equity
if the property is producing a net annual income of at least 6
percent of the excluded equity. The amount of equity exceeding
$6,000 is counted as a resource. Income from this property is
counted; OR

When the client verifies the property is for sale at market value
AND no offers to purchase have been received (the property
must remain for sale while the client receives assistance), or the
property has been sold and escrow has not been completed.

"Good Faith" efforts must be made by or on behalf of the client
in order for property to qualify under this exclusion. These
efforts must continue for the exclusion to remain in effect.

Federal regulations state "good faith efforts" to sell property
consist of taking all necessary and reasonable steps to sell it in
the geographic area covered by media (radio, television, and
newspaper, etc.) serving the area where the property is located.

"Necessary and reasonable" steps to sell this resource will be to
utilize a licensed realtor to list the property for sale OR advertise
the property is for sale through at least one media source
covering the area where the property is located and posting a 'for
sale' sign on the property. The frequency in advertising property
for sale will be at least twice a month.

Example: Newspaper advertisements should appear twice in a
month with each length of time the decision of the
client/representative.

Verification: (not all inclusive)

Signed and dated statement from a licensed real estate broker
Written statement from county assessor's office

Tax lists

Copy of mortgage papers

Copy of deed

Letter from mobile home dealer




DIVISION OF WELFARE AND SUPPORTIVE SERVICES

Section 230

RESOURCE TYPE

MAABD PROGRAM MANUAL
MTL 3/10 1 Jul 10

DESCRIPTION

REIMBURSABLE
MEDICAL EXPENSES

1.  Unearned

Reimbursement for expenses already paid for by the individual (pre-
paid institutional care) is not countable as income, but IS countable as
a resource following the month of receipt. Other types of cash
received for medical expenses (reimbursed prescription expenses) are

Excluded in not countable as income, and are not countable as resources until the
Financial second month following receipt.
3.  Excluded in
Patient Liability Verification: (not all inclusive)
- Documents from the source of payment
RELOCATION Unspent relocation assistance payments from a state or local

ASSISTANCE PAYMENTS

1.  Personal Property
2. Conditional
Exclusion

government are excluded from resources for 9 months beginning the
month after the month in which they received these funds.

For example, if an individual receives relocation assistance in
January, the assistance can be excluded beginning February through
October.

Verification: (not all inclusive)
—  Documents from Source of Payment

REPLACEMENT/REPAIR
FUNDS

1. Personal Property
2. Conditional Exclusion

When monies are received for replacement or repair of destroyed,
damaged, or stolen excluded resources, the amount of money
received is disregarded from resources for 9 months.

When monies are received for replacement or repair of destroyed,
damaged or stolen resources, the amount of money received is
considered a change in type of resource and remains a resource, not
income.

Verification: (not all inclusive)
—  Documents from source of payment
—  Receipts and canceled check copies

REVERSE MORTGAGE

1.  Personal Property
2. Counted

Payments received from a reverse mortgage are exempt income in the
month received. Any portion of the payments retained the month
following the month of receipt is considered a countable resource.
Note: Refer to MBD 240 for potential transfer of assets.

SAFE DEPOSIT BOXES

Safe deposit boxes may contain copies of deeds, insurance policies,
money and other countable resources. The client's statement on the
application as to the contents may be taken unless questionable. If the
contents are questionable, they must be verified.

EXCEPTION: If the contents are questionable or unknown, and there
is no way to verify the contents because the client is incapable of
opening the box and there is no other way to verify the contents, the
contents will be considered inaccessible.

Verification: (not all inclusive)
—  The case manager viewing the contents
— A written statement verifying the contents
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DESCRIPTION

SELF-SUPPORT
RESOURCES

1.  Real/Personal
Property

2. Conditional
Exclusion

Resources necessary to fulfill a Plan for Achieving Self—Support
(PASS) for the blind and disabled as long as the plan remains in
effect. The plan must be an individual plan, in writing, approved by
the Social Security Administration.

Verification: (not all inclusive)

—  Written documents from the Social Security Administration

SELF-EMPLOYMENT

RESOURCES
1.  Real/Personal
Property
2. Conditional
Exclusion

Property essential for self—employment/self-support. All property
used in a trade or business and all property used by an employee in
connection with employment, regardless of the amount of equity an
individual has in the property or whether the property is producing a
reasonable rate of return (e.g., real property, buildings, inventory,
equipment, tools, machinery, vehicles, etc.). The property must be in
current use or returned to use (or in the case of a deceased person,
was expected to have been returned to use) within one year.

Verification: (not all inclusive)
—  Income Tax Records

— Business Records
- Client's statement

SSI/RSDI RETRO
PAYMENTS

1. Personal Property
2. Conditional
Exclusion

SSI/RSDI Retroactive payments are excluded from resources for 6
months following the month of receipt. For example, a retroactive
RSDI payment received in January is unearned income for January
when determining financial eligibility and patient liability. The RSDI
retroactive payment is excluded from resources effective February
through July.

These payments are no longer excluded when converted to another
resource such as stocks, bonds, etc.
Verification: (not all inclusive)

—  SSA Award Letter
—  Verify how the resources are held
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DESCRIPTION

STOCKS AND BONDS

Shares of stock represent ownership in a business corporation. Their
value shifts with demand and may fluctuate widely. Exclude shares

1. Personal of stock which cannot be sold.
Property
2. Conditional U.S. Savings Bonds are obligations of the Federal Government.
Exclusion Unlike other government bonds, they are not transferable; they can
(Stocks Only) only be sold back to the Federal Government.
U.S. Saving Bonds cannot be redeemed for six months after the issue
date specified on the face of the bond.
A municipal bond is the obligation of a state or a locality (county,
city, town, village or special purpose authority such as a school
district).
A corporate bond is the obligation of a private corporation.
Verification: (not all inclusive)
—  Newspaper reporting stock closing prices
—  Local Securities Firm
—  Written statement from firm's accountants
—  Table of redemption values for U.S. Savings Bonds
—  Telephone call to local bank
TRUST FUNDS All trusts are referred to the Eligibility and Payments Unit for an
evaluation and decision on availability. Obtain the trust document
1. Personal Property with all attachments to send with the request.
2. DAG Opinion Required

Trusts established prior to August 11, 1993 by an individual or the
individual's spouse, under which the individual is the recipient of all
or part of any payments from the trust are called Medicaid Qualifying
Trusts (MQTs). MQT assets (income/resources) are "deemed"
available to the client.

When the evaluation determines that principal of the trust is not
available to meet the needs of the client, it is an excludable resource.
Verification: (not all inclusive)

—  Trust documents/agreements
—  Memorandum from Chief of E&P




DIVISION OF WELFARE AND SUPPORTIVE SERVICES MAABD PROGRAM MANUAL

MTL 3/10 1 Jul 10

DESCRIPTION

Uniform Gifts to Minors Act permits gifts to minors which are free
of tax burdens.

An individual (donor) makes an irrevocable gift of money or other
property to a minor (the donee). The gift, plus any earnings it
generates, is under the control of a custodian until the donee reaches
the age of majority by state law (18 years for Nevada). The
custodian has discretion to provide to the minor or spend for the
minor's support, maintenance, benefit or education, as much of the
assets as he/she deems equitable. The donee automatically receives
control of the assets upon reaching the age of majority.

The gift, including any additions or earnings, is not income to the
donee. The custodian's disbursements to the donee are income to the
minor.

All property becomes available to the donee and subject to income
rules in the month the donee reaches the age of majority. The month
following the month of majority, the property is subject to resource
evaluation.

Verification: (not all inclusive)

—  Copy of the document of ownership, e.g., deed, CD, savings
passbook, etc.

Section 230

RESOURCE TYPE

UNIFORM GIFTSTO

MINORS

1.  Real/Personal
Property

2. Conditional
Exclusion

VEHICLES

1. Personal
Property

2. Conditional
Exclusion

Vehicles include passenger cars, trucks, boats, snowmobiles, trailers,
recreational vehicles, etc.

The fair market value (FMV) less encumbrances of all types of
vehicles for which the total or partial value has not been excluded.
The FMV is determined by the "average trade—in" value or the current
"wholesale blue book" value of the vehicle excluding optional
equipment and mileage.

If the vehicle is no longer listed in the blue book or the vehicle is
inoperable or extensively damaged, the client's statement of value is
acceptable.

ALWAYS obtain FMV of vehicles which are collectible or
antique.

For vehicles used to provide transportation such as passenger cars,
trucks, boats, snowmobiles, animal drawn vehicles, etc., apply the
following exclusions in the following order.
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DESCRIPTION

VEHICLES (Cont’d)

This does not include recreational vehicles or vehicles not used for
transportation.

a.

Exclude the TOTAL value of ONE vehicle for the client or
member of the client's household if:

1) It is necessary for employment;

2) It is necessary for transportation to or from medical
treatment of a specific or regular medical problem;

3) The wvehicle has been modified for operation by or
transportation of the handicapped client/household member;

4) It is necessary because of climate, terrain, or distance to
provide transportation to perform essential daily activities
(such as going to the grocery store, going to the post office,
etc.).

When NO vehicle has been excluded under 1, 2, 3 or 4 above, the
current market value (CMV), NOT allowing any encumbrances,
of ONE vehicle up to $4,500 will be excluded. When the market
value exceeds $4,500, the excess amount is divided equally
among all owners and the client's share is applied toward the
resource limit.

The market value of any OTHER vehicles less encumbrances is
divided equally among all owners and the client's share is
applied toward the resource limit.

Exclude the TOTAL value of the client's vehicle(s) essential for
producing income including vehicles used in a trade or business.

Verification: (not all inclusive)

Client's statement regarding the number of vehicles owned,
ownership status and availability is acceptable unless the case
manager has reason to question the statement. Possible sources
of verification are:

Kelley Blue Book

Copy of bill of sale

Copy of vehicle registration

Written statement from county tax assessor

Estimate from auto dealer

VICTIMS OF CRIME

1.  Personal
Property

2. Conditional
Exclusion

Payments received from a fund established by a state to aid victims of
crime are excluded for a 9—month period beginning the month after the
payments are received.

Verification: (not all inclusive)

Documents from source of payment
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240 TRANSFER OF ASSETS (Not applicable to QMB-Section 310, Public Law-Section 330
and Prior Medical-Section 380)

A.

INTRODUCTION

For purposes of this section, assets include all income and resources of the
individual and of the individual's spouse. This includes income or resources
which the individual or the individual's spouse is entitled to but does not receive
because of any action by:

- The individual or the individual's spouse;

- A person, including a court or administrative body, with legal authority
to act in place of or on behalf of the individual or the individual's spouse;
or

- Any person, including a court or administrative body, acting at the
direction or upon the request of the individual or the individual's spouse.

For purposes of this section, the term "assets an individual or spouse is entitled
to" includes assets to which the individual is entitled or would be entitled if
action had not been taken to avoid receiving the assets.

The following are examples of actions which would cause income or resources
not to be received:

- Irrevocably waiving pension income;

- Waiving the right to receive an inheritance;

- Not accepting or accessing injury settlements;

- Tort settlements which are diverted by the defendant into a trust or
similar device to be held for the benefit of an individual who is a
plaintiff; and

- Refusal to take legal action to obtain a court ordered payment that is not
being paid, such as child support or alimony.

Failure to cause assets to be received does not entail a transfer of assets for less
than fair market value in all instances. For example, the individual may not be
able to afford to take the necessary action to obtain the assets. Or the cost of
obtaining the assets may be greater than the assets are worth, thus effectively
rendering the assets worthless to the individual. Examine the specific
circumstances of each case before making a decision whether an uncompensated
asset transfer occurred.

DEFINITIONS

1. TRANSFER OF ASSETS - Assets (income/resources) which are given
away, sold or disposed of for less than fair market value to obtain or
retain Medicaid eligibility. This includes all income and resources to
which the client or spouse is entitled or would be entitled if action had
not been taken to avoid receiving the assets.
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The home of an applicant/recipient (principal place of residence) can
only be transferred in the specific instances outlined in section 240.K.5
whether the home is excludable or not.

INSTITUTIONALIZED INDIVIDUAL - Any person who is residing in
a medical facility, including SSI recipients, or persons who fall into any
category considered institutionalized recipients, such as Home and
Community Based Waiver clients.

FAIR MARKET VALUE - The current market value of the asset AT
THE TIME OF TRANSFER.

COMPENSATION - All money, real or personal property, food, shelter,
or services received by the applicant/recipient at or after the time of
transfer in exchange for the asset. Items received prior to the transfer
will be considered compensation only if they were provided pursuant to a
binding contract (verbal or written) to provide such items in exchange for
payment.

UNCOMPENSATED VALUE - The Fair Market Value of the asset AT
THE TIME OF TRANSFER, minus the amount of compensation
received by the applicant/recipient or spouse in exchange for the asset.

LEGAL REPRESENTATIVE - Parent of a minor child, power of
attorney, legal guardian, or anyone legally authorized to execute a
contract for the client/spouse.

Assets transferred by anyone acting in place of or on behalf of or at the
request or direction of the client or spouse, are considered to be
transferred by the client or spouse.

UNDUE HARDSHIP - Undue hardship is when there is no means, legal
or otherwise, by which the applicant/recipient is able to have the asset
transferred back to his/her ownership or receive further compensation.

SPOUSE - Person legally married to another under state law. In
Nevada, a person is married until divorced.

COMMUNITY SPOUSE - A spouse who is not living in a medical
institution, nursing facility, or receiving HBW services.

DRA - or Deficit Reduction Act of 2005, Public Law 109-171, which
amended Section 1917(c)(1)(B)(i) of the Social Security Act.

PENALTY - Institutionalized individuals are denied coverage of certain
Medicaid services during the transfer of asset penalty period. The
individual remains eligible for Medicaid and can receive certain services
not subject to the penalty. Eligibility codes C and D are used to indicate
a penalty period.
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C. GENERAL RULE

If an institutionalized individual (see definition in subsection "B" above), his/her
spouse, or their legal representative has given away, sold or disposed of assets for
less than fair market value, it is presumed the asset was disposed of for the
purpose of becoming eligible for or to remain eligible for Medicaid.

D. LOOK BACK PERIOD
1. Asset Transfers Prior to February 8, 2006

Asset transfers must be evaluated during the 36-month ‘look-back’ period
beginning the month of application OR if the individual is/was Medicaid eligible
at the time he/she began receiving Home and Community Based Waiver
(HCBW) or Long Term Care (LTC) Services the 36-month ‘look-back' period
begins with the month the HCBW or LTC Services begin.

Asset transfers must also be evaluated at anytime after the individual begins
receiving HCBW or LTC services or anytime after the individual applies for
Medicaid.

A 'look-back’ period is extended to 60 months when there is a transfer of assets
involving a trust. If, in the case of a revocable trust, a portion is disbursed to
someone other than the grantor or for the benefit of the grantor, that portion is
treated as a transfer of assets. If, in the case of an irrevocable trust, all or a
portion of the trust cannot be disbursed to or on behalf of the individual, that
portion is treated as a transfer of assets.

2. Asset Transfers On or After February 8, 2006

The DRA provides that for any transfer of assets made on or after February 8,
2006, the look-back period is 60 months from the date the individual applied for
Medicaid and was institutionalized or began receiving Home and Community
Based Waiver services.

Asset transfers must also be evaluated at anytime after the individual begins
receiving HCBW or LTC services.

E. TREATMENT OF INCOME AS ASSETS

When an individual's income is given or assigned in some manner to another
person, such a gift or assignment can be considered a transfer of assets for less
than fair market value.

If income or the right to receive income has been transferred, a penalty period
must be imposed. If the income is a single lump sum, the penalty period is
calculated on the basis of the amount of the payment.

If a stream of income or the right to such income is transferred, a determination
of value will be made by the Chief of Eligibility and Payments and based on an
actuarial projection of the individual's life expectancy.
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F. TREATMENT OF JOINTLY OWNED ASSETS

When an asset is held by an individual in common with another person or
persons via joint tenancy, tenancy in common, joint ownership or a similar
arrangement, the asset (or affected portion of the asset) is considered to be
transferred by the individual when any action is taken, either by the individual or
any other person, that reduces or eliminates the individual's ownership or control
of the asset.

When a transfer of assets situation is identified, individuals must be allowed an
opportunity to rebut the presumption of ownership. Either individual can provide
convincing evidence the assets transferred were the sole property of the other
person.

The account resource balance will be presumed available to the individual unless
the individual can successfully prove the funds are not his/hers. This portion will
be considered a transfer of assets subject to a transfer penalty if withdrawn by the
other individual or given away by the individual.

In the event of a divorce of an institutionalized applicant or recipient of
Medicaid, a copy of the divorce decree and property settlement agreement must
be provided to the case manager.

In the event that the court made an unequal disposition of the community
property and failed to find a compelling reason set forth in writing for making
such unequal disposition as required in state statute, this will be deemed to be a
transfer of assets for less than fair market value to the extent of the unequal
division. A penalty period will be imposed accordingly. (NRS 125.150)

G. TREATMENT OF CERTAIN KINDS OF ASSET TRANSFERS
1 Life Estates, Promissory Notes, Loans or Mortgages
a. Treatment of Life Estates Prior to April 1, 2006:

In a transaction involving a life estate, a transfer of assets has occurred
whenever the value of the transferred asset is greater than the value of
the rights conferred (given) by the life estate.

b. Treatment of Life Estates and Promissory Note, Loan or
Mortgage Purchases on or after April 1, 2006:

1) In a transaction involving a life estate, a transfer of
assets has occurred:

a) When the individual purchasing a life estate in
another individual’s home has not actually
resided in the home for a period of at least one
year after the date of purchase.

b) When payment exceeds the fair market value of
the life estate.
C) When an individual makes a gift or transfers

interest in a life estate.
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The amount of the transfer is the entire amount used to
purchase the life estate.

This amount is not reduced or prorated to reflect an
individual’s residency for any time less than a year.

2) In a transaction involving a promissory note, loan, or
mortgage, a transfer of assets has occurred unless all of
the following criteria are met:

a) Unless the repayment term is actuarially sound;

b) Payments are made in equal amounts during the
term of the loan with no deferral of payments
and no balloon payments; and

C) The cancellation of the balance of the note, loan,
or mortgage upon the death of the lender is
prohibited.

If above criteria are not met, the amount of the transfer is
the value of the outstanding balance due as of the date of
the individual’s application for Medicaid coverage of
LTC or HCBW services.

2. Annuities

An annuity is a contract between an individual and a commercial
company in which the individual invests funds and, in return, is
guaranteed fixed substantially equal installments for life or a specified
number of years.

A determination must be made regarding the purpose of the annuity. The
annuity must have an expected return commensurate (equal) with the life
expectancy of the beneficiary to be deemed actuarially sound.

If the individual is not expected to live longer than the guarantee period
of the annuity, the individual will not receive fair market value and is
subject to a transfer of assets penalty.

a. Treatment of annuities purchased prior to October 1, 2000.

1) An annuity purchased prior to October 1, 2000 is not an
available resource if it is annuitized (yields monthly
fixed, equal installments for a specified number of years,
not to exceed the life expectancy of the client, or for the
life of the client) and regular returns are being received
by the annuitant. The funds received are income in the
month received.

2) If the annuity purchased by the applicant/ client or his/
her spouse has not been annuitized it shall be considered
an available resource regardless of the irrevocable status.
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b. Treatment of annuities purchased on or after October 1, 2000.

1)

2)

3)

4)

5)

6)

The purchase of an annuity shall be considered as a
transfer of assets without fair consideration unless the
following criteria are met:

a) The annuity is purchased from a life insurance
company or other commercial company that
sells annuities as part of its normal course of
business; and

b) The annuity is annuitized for the applicant/
client or his/her spouse; and

c) The annuity is purchased on the life of the
applicant/client or his/her spouse; and

d) The annuity provides payments for a period not

exceeding the annuitant’s projected life.

Staff shall determine the maximum spousal need
allowance of the community spouse, if applicable. If the
monthly payment amount provided by the annuity to the
community spouse exceeds the maximum spousal need
allowance, the amount of the annuity which causes the
monthly annuity payment to exceed the maximum
spousal need allowance shall be considered a transfer
without  fair  consideration in determining the
institutionalized spouse’s eligibility. This subsection
applies only to the extent the transferred amount causes
the community spouse resource allowance to exceed the
maximum.

Staff shall determine if the applicant/client is receiving
substantially equal installments from the annuity for the
period of the annuity. If the annuity is not paid in
substantially equal installments, the original purchase
price of the annuity shall be considered as a transfer
without fair consideration.

If an annuity was purchased more than 36 months prior
to the date of application, the penalty period for a
transfer without fair consideration has expired. Any
income received from the annuity shall be considered as
income in the month received.

If an irrevocable annuity is purchased by a Medicaid
applicant/client, or their spouse, and the return or benefit
from the annuity is transferred to a third party, a transfer
of assets without fair consideration exists for the total
amount of the annuity.

If a revocable annuity is purchased by a Medicaid
applicant/client, or their spouse, the total amount
invested in the annuity is considered as a countable
resource. Once it has been determined a transfer of
assets without fair consideration exists, the penalty
period shall be calculated as shown in Section | below.
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7) An annuity purchased by the applicant/client must name
their spouse as the beneficiary, and if unmarried,
Medicaid is the beneficiary, otherwise a transfer of
assets without fair consideration exists for the total
amount of the annuity.

C. Treatment of annuities purchased on or after February 8, 2006.
1) Application Requirements

a) Disclosure of interest in an annuity is required
for Medicaid coverage for HCBW and long term
care services at application or redetermination.
The individual is required to disclose any
interest they or their community spouse may
have in an annuity regardless if it is irrevocable
or is treated as an asset.

1. If the individual, spouse, or
representative  refuses to disclose
information related to any annuity, the
case manager will deny or terminate
eligibility for long-term care services
only.

2. Information regarding the income and/or
resources related to an annuity must be
collected and verified to establish
Medicaid eligibility.

€)] There is no option to withhold
information about annuities.

(b) If the individual fails to provide
enough information about an
annuity to allow a determination
of Medicaid eligibility, the case
manager  will  deny the
application based on the
individual’s failure to cooperate.

(©) When an unreported annuity is
discovered after eligibility has
been established and after
payment for long-term care
services has been made,
terminate eligibility for long-
term care services based on the
applicant’s failure to cooperate.

b) The state must be named as a remainder
beneficiary in annuities in which the applicant or
spouse is the annuitant.
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1. The case manager will notify the issuer
of any annuity disclosed of the state’s
right as a preferred remainder
beneficiary.

2. The issuer is required to notify the state
of any changes in disbursement of
income or principal from the annuity;
and

3. The issuer may disclose information
about the state’s position as remainder
beneficiary to others who have a
remainder interest in the annuity.

d. Evaluation and treatment of certain transactions related to
annuities on or after February 8, 2006.

1) Annuity-Related Transactions Other Than Purchases

a) Transactions that occur on or after February 8,
2006 may make an annuity, including one
purchased before that date, subject to the DRA
transfer of assets, if the transaction includes:

@ Any action taken by the individual that
changes the course of payments, or

2 Any action taken by the individual that
changes the treatment of the income, or
principal.

b) For annuities purchased prior to February 8,
2006, routine changes and automatic events that
do not require any action or decision after
February 8, 2006 are not considered transactions
that would subject the annuity to the DRA
transfer of asset provisions include:

@ Notice of address change, or

(2) Death or divorce of a remainder
beneficiary, —and  other  similar
circumstance, or

3) Changes that occur based on the terms
of the annuity which existed prior to
February 8, 2006, and which do not
require a decision election or action to
take effect. For example, if an annuity
purchased in June 2001 included terms
that require distribution to begin five
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years from the date of purchase, and
payouts  consequently  begin, as
scheduled, in June 2006, it would not be
considered a transaction subject to the
DRA transfer provision, since no action
was required to initiate the change.

(@) Changes that are beyond the control of
the individual, such as a change in law,
change in the policies of the issuer, or a
change in the terms based on other
factors such as the issuer’s economic
conditions.

2) Requirement to Name the State as a Remainder
Beneficiary on Annuities

a) The annuity shall be treated as a transfer of
assets for less than fair market value unless the
state is named as remainder beneficiary in the
first position. Applies unless there is:

@ A community spouse, and/or,

2 A minor or disabled child. A child is
considered disabled if he or she meets
the definition of disability as described
by Social Security.

3 If (1) and/or (2), the state is named in
the next position after (1) or (2), but

(@) If (1) or (2), or their representative
disposed of any of the remainder of the
annuity for less than fair market value,
the state is named in the first position.

b) As a remainder beneficiary the state may receive
up to the total medical assistance, LTC, or
HCBW services paid on behalf of an individual.

@ Case manager notifies the issuer of the
annuity of the state’s right as the
preferred remainder beneficiary, and
requests verification the state is named
as a remainder beneficiary in the correct
position.

2 The issuer is required to notify the state
if and when there is a change in the
amount of income or principal being
withdrawn.

3) If the state is not named as a remainder
beneficiary in the correct position, the
full purchase value of the annuity is
considered a transfer for less than fair
market value.
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Annuities Purchased by or on Behalf of an Annuitant
Who Applies for Medical Assistance

a)

b)

The purchase shall be treated as a transfer of
assets for less than fair market value unless the
annuity meets the following criteria:

@ The community spouse is the annuitant:
and

2 The state is named in the proper position
as a remainder beneficiary.

The purchase shall be treated as a countable
resource if it meets one or both of the following:

Q) The annuity can be cancelled or
revoked, or
(2 The annuity is assignable.

The purchase will not be treated as a transfer of
assets if the annuity meets any of the following
conditions:

(1) Is either:

@ An individual retirement
annuity (according to Section
408(b) of the Internal Revenue
Code of 1986 (IRC); or

(b) A deemed Individual Retire-
ment Account (IRA) under a
qualified employer plan
(according to Section 408(q) of

the IRC).
Or
2 Is purchased with proceeds from one of
the following:

€)) A traditional IRA (IRC Section
408a); or

(b) Accounts or trusts that are
treated as traditional IRAs (IRC
Section 408 §(c)); or

(© A simplified retirement account
(IRC Section 408 §(p)); or

(d) A simplified employee pension
(IRC Section 408 §(k)); or

(e) A Roth IRA (IRC Section
408A),
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3) Meets all the following requirements:

@) Is irrevocable and non-
assignable:

(b) Is actuarially sound:

©) Provides payments in equal

amounts, with no deferred or
balloon payments.

d) The burden of proof is upon the individual or
their representative to verify if the annuity meets
the provisions of (c) (1) and (2). Absent proof,
the full purchase value of the annuity is
considered a transfer of assets.

e) Refer annuities established under (c) (3) to the
Chief of Eligibility and Payments to determine
actuarial soundness.

Note: Even if an annuity meets the requirements of (c)
(1), (2), or (3), and the purchase is not treated as a
transfer, if the annuity or the income stream from the
annuity is transferred, except to a spouse or to another
individual for the sole benefit of the spouse, child, or
trust, that transfer may be subject to penalty.

Send all documents of the life estate, promissory note, loan, mortgage, and/or
annuity to the Chief of Eligibility and Payments for review.

3.

Home and Community Based Waiver (HCBW) and Miller Trust (QIT)

Effective July 1, 2005 individuals with a Miller Trust (QIT) are not
eligible for HCBW services because a QIT requires all income be
applied for certain SSI allowable expenditures including patient liability.
Because a HCBW individual is not assessed a patient liability, the
individual would not be able to spend the income deposited in the QIT
account each month. Funds would accumulate in the QIT account and a
Transfer of Assets would apply since such HCBW individuals would be
ineligible for Home Based Waiver Services due to a transfer of assets.

Resources

For the purposes of this section, the definition of resources is the same
definition used by the Supplemental Security Income (SSI) program,
except that the home is not excluded for any institutionalized individuals.
Refer to Section 230 for resource exclusions.
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H. PURSUING A POSSIBLE TRANSFER

1.

Transfer/Disposal of Asset Notification (Form 2601)

Send Form 2601 in addition to imposing the transfer penalty in
NOMADS, informing the individual the Division presumes the asset was
transferred to become/remain eligible for Medicaid LTC or HCBW
Services. The amount of the uncompensated value is the amount of the
transfer. Allow 20 days for the individual to:

a. Rebut the presumption of transfer as outlined in #2, OR
b. Request an undue hardship as outlined in #3.

The notice to the individual advises them of the undue hardship
exceptions.

If the client does not respond within the 20-day time limit, the case
manager will assume he/she does not want to rebut the presumption of
transfer or request an undue hardship waiver. The penalty period will
remain imposed and long term care benefits will not be paid by
Medicaid. Applicants/recipients of HBW services will be denied or
terminated, unless eligible under another category of Medicaid. If
denying, use code “N”, and free-form text stating the specific reason for
denial or termination.

If a rebuttal or undue hardship request is submitted, follow the steps in
#2 or #3 as appropriate. (*) See Note in #3.

Rebuttal

If the individual rebuts the presumption of the transfer, it is their
responsibility to present convincing evidence responding specifically to
each of the following listed points that the asset was transferred
EXCLUSIVELY for some reason other than to become eligible or retain
eligibility for Medicaid, LTC or HCBW services. The rebuttal must
include:

a. A written statement from the client/authorized representative and
the other individual(s) involved in the transfer, stating the reason
for the transfer;

b. Verification of the attempts to dispose of the asset at fair market
value, if applicable;

C. Documentation fair market value was received if that is the
contention or the reasons for accepting less than fair market
value;

d. The client's relationship, if any, to the person(s) to whom
the resource was transferred;

e. The client's plans for self-support after the transfer;

f. Any relevant documentation regarding the transfer such as legal

documents, correspondence, statements from other individuals,
receipts, etc.
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Once a rebuttal and all the necessary information to substantiate the
claim is received, the case manager must determine if the information
specifically addresses points (a) through (f) and as described on Form
2601. If the client fails to address a point or points, advise the client that
before a decision can be made, the following point(s) need(s) to be
addressed.

Upon receipt of the information, send the rebuttal to the Chief of
Eligibility and Payments requesting a decision on whether a transfer of
assets occurred and include a Form 6009 with the following information:

- The name and case number of the applicant/recipient;

- The application date;

- The date the client began receiving HCBW of LTC
Services;

- A brief description of the circumstances of the transfer.

- Verification of the Fair Market Value of the asset AT
THE TIME OF TRANSFER.

3. Undue Hardship

If undue hardship is claimed, the individual will be responsible for
providing convincing evidence the penalty period would cause an undue
hardship as defined in Section 240(B)(7). The evidence must include:

a. A written statement from the client/authorized representative, or
facility staff person (upon consent of the individual or the
individual’s authorized representative) stating the reason they
feel undue hardship applies;

b. Verification, if possible, there is no means, legal or otherwise, by
which the client is able to have the asset transferred back to
his/her ownership or receive further compensation; and

c. The client's relationship if any to the person(s) to whom the asset
was transferred.

Once the undue hardship request and all the necessary information to
substantiate the claim is received, send all the information along with
Form 6009 with the information below to the Chief of Eligibility and
Payments requesting a decision on whether undue hardship exists.

- The name and case number of the applicant/recipient;

- The application date;

- The date the client began receiving LTC or HCBW Services; and

- A brief description of the circumstances of the transfer and why
it would be an undue hardship if the penalty period were
imposed.
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Denial of eligibility would work an undue hardship against the client
when ALL of the following conditions exist:

1. The client is otherwise eligible for Medicaid; AND

2. The client has insufficient funds to cover the cost of
institutionalized care; AND

3. The person(s) who have the asset(s) has refused to make
such asset(s) available to the client; AND

4. The client has exercised all reasonable efforts and all
possible avenues to recover and/or access the assets by
returning the assets to his/her ownership or to receive
further compensation; AND

5. Without Medicaid, the client would be forced to go
without life sustaining medical care as determined by an
individual licensed to practice medicine in the State of
Nevada.

A decision whether a transfer of assets occurred or an undue hardship
waiver is granted will be made within forty five (45) days from the date
the Form 6009 and all pertinent information is received by the Chief of
Eligibility and Payments, unless extenuating circumstances exist. An
adverse determination may be appealed if received by the hearing officer
within ninety (90) days from the date of the transfer of assets or undue
hardship decision.

*NOTE: If the individual follows the steps in #2 and provides a rebuttal
to the presumption of transfer, but is unsuccessful in rebutting the
presumption of transfer, the individual may request an undue hardship
waiver if the request is made within twenty (20) days after the adverse
decision of the Chief of Eligibility and Payments or the Hearing Officer
on the presumption of transfer issue.

If the individual’s request for an undue hardship waiver is received
timely, continue with steps in #3, through the decision making of the
Chief of Eligibility and Payments noted in the above paragraph.

4, Return of Assets

When all assets transferred for less than fair market value are returned to
the individual, no penalty for transferring assets can be assessed. Full
Medicaid eligibility must be restored for any months a penalty was
assessed if the return of assets does not cause ineligibility for other
reasons.

If counting the returned income/assets results in the individual being
ineligible for some or all the months of the penalty period (because of
excess income/resources) do not restore full Medicaid for months that
would now be ineligible due to the excess income/resource.
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PENALTY PERIOD
1. Application of Penalties For Transfers Made Prior to February 8, 2006

Transfer of asset penalties do not apply to home and community based waiver
recipients when the transfer was made prior to February 8, 2006.

The penalty period begins the first day of the month in which the asset was
transferred, provided that date does not occur during an existing penalty period.

The length of the penalty period is based solely on the value of the assets
transferred and the average cost of private nursing care.

The length of the penalty period is calculated by dividing the value of the
transferred asset (at the time of transfer) by the average cost of care (at the time
of application).

A new penalty period cannot begin until an existing penalty period has expired.

A penalty period runs continuously regardless whether the individual remains in
or leaves the institution or waiver program.

The penalty period can be shortened if:
- Verification is received the asset has been returned to the client.

- The applicant/recipient receives additional compensation for the
transferred asset. Verification of the additional compensation must be
obtained by the case manager. The uncompensated value will be reduced
by the amount of the additional compensation paid.

If the uncompensated value is reduced to a point that when dividing the
remaining amount by the average cost of private nursing care only a
partial month remains, the case may be eligible beginning with that
partial month if all other eligibility criteria is met.

A penalty is not imposed when one amount or many amounts of transfer(s) in one
montbh is less than the monthly cost of the nursing facility care.

A penalty is not imposed when a series of transfers, each less than the private
nursing facility rate for a month, is made by an individual.

When a single asset is transferred or a number of assets are transferred during the
same month, the penalty period is calculated using the total value of the asset(s)
divided by the average monthly cost of nursing facility care.

When multi-transfers in separate months occur, use the following methods for
calculating the penalty periods.

a. Penalty periods overlap — calculate the individual penalty periods
and impose them sequentially.
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Example — An individual transfers $20,000 in January, $20,000
in February and $20,000 in March, all of which are
uncompensated. Calculate the individual penalty periods and
impose them sequentially:  $20,000/$4,583 (2004) equals a
4-month penalty. The penalty for the first transfer extends from
January through April, the second extends May through August,
and the third extends from September through December.

b. Penalty periods do not overlap — when multiple transfers in
multiple months occur where the penalty periods for each do not
overlap, treat each transfer as a separate event with its own
penalty period.

Example — An individual transfers $12,000 in January, $12,000
in May and $12,000 in October, all of which are uncompensated.

Using the current nursing facility cost of $4,583, calculate each
transfer $10,000/$4,583 (2004) to determine each penalty period.
In this example, the penalty periods for transfers are a 2-month
period, respectively, the months of January through February,
the months of May through June, and the months of October
through November.

2. Application of Penalties For Transfers Made On or After February 8,
2006

The length of the penalty period is calculated by dividing the value of the
transferred asset (at the time of transfer) by the average cost of care (at
the time of application).

a. The period of ineligibility will not always be the first day of the
month following the month in which the transfer occurred but:

1) The first day of the month following the month which
assets have been transferred for less than fair market
value; or

2) The date on which the individual is eligible for Medicaid
or LTC services whichever is later.

b. Asset transfers are also evaluated anytime after the individual
begins receiving nursing facility or home and community based
services. Apply the transfer of assets penalty to the first month
administratively possible allowing for adverse.

C. “Rounding down or disregarding any fractional period” of
ineligibility is prohibited. Therefore, calculate the percentage to
continue the penalty into the next month.
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For example: An applicant/recipient is eligible to
receive Medicaid coverage for long-term care effective
July 2007. This individual made a transfer for less than
market value of $20,000 in May 2007. The penalty is
calculated by dividing the $20,000 by $5,714 (state’s
average cost of care in 2007). The result is 3.50. The
penalty would be imposed for July 2007 through
September 2007, plus 15 days of October 2007 (31 days
times .50 equals 15 days.)

d. Any transfer of assets for less than market value must have a
penalty imposed even if only for a “partial month.” To
determine the penalty period, case managers will divide the
monthly cost of care by the number of days in the month the
penalty is to be imposed, to establish a daily rate of care. The
amount of the transfer is then divided by the daily rate to
determine the total days for a fractional penalty period.

For example: An applicant/recipient is eligible to
receive Medicaid coverage for long-term care effective
July 2007. In May 2007, the individual made a transfer
for less than fair market value of $2,000. The month of
July has 31 days with a daily rate of cost of care at
$184.32. This results in a penalty of 11 (10.85) days for
July 2007.

e. If an individual or the individual’s spouse has made “multiple
transfers’ within the look-back period, regardless of whether the
value exceeds the state’s average cost of care, combine the
values for a cumulative total and impose a penalty as if it were
one transfer.

f. The penalty period cannot begin until the expiration of any
existing penalty period.
g. Once a penalty period is imposed, it cannot be interrupted or

temporarily suspended regardless if the individual remains in or
leaves long-term care or the waiver program.
h. Exceptions. These transfers of assets policies shall not apply:

1) To medical assistance provided for services furnished
prior to February 8, 2006;

2) Assets disposed of on or before February 8, 2006;

3) Trusts established prior to February 8, 2006; or

4) To transactions involving a partial month, multiple
transfers, a life estate, or promissory note, loan or
mortgage prior to April 1, 2006.
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J. PENALTY PERIOD - SPOUSE INVOLVEMENT

When a spouse transfers an asset resulting in a penalty period for the client, in the
following circumstances the penalty period must be apportioned between
SpOUSES:

1. The spouse is eligible for Medicaid as an institutionalized
individual; and

2. Some portion of the penalty against the client remains at the time the
above condition is met.

The remaining penalty period existing for the client will be divided in one-half
and that one-half period of time will apply to the client and the spouse.

If for some reason one spouse is no longer subject to a penalty, the remaining
penalty period applicable to both spouses must be served by the remaining
spouse.

K. SITUATIONS UNDER WHICH TRANSFER OF ASSET PROVISIONS DO
NOT APPLY (not all inclusive)

1. Assets which are excluded AT THE TIME OF TRANSFER. (See
Manual Sections 220/230 for excludable assets.)

EXCEPTION: The home of an institutionalized applicant/recipient
(principal place of residence) can only be transferred in the specific
instances outlined in #5.

2. When the client's name is removed from a joint bank account in
accordance with joint banking policy.

3. Assets which have been divided equally or by the legal portions owned,
between legal owners.

4. When the client provides verification they made a purchase(s) for
themselves. If someone else made the purchase(s) for the client, the
Chief of Eligibility and Payments must make the final decision in
accordance with the transfer procedures.

5. When the client's home is transferred to:
a. The spouse of the applicant/recipient.
b. A child of the client who is under 21, or over 21 and is blind or
disabled.
C. A sibling of the applicant/recipient who has equity interest in the

home AND was residing in the home for at least one year
immediately preceding the client becoming institutionalized or
receiving Home and Community Based Services.



DIVISION OF WELFARE AND SUPPORTIVE SERVICES MAABD PROGRAM MANUAL
Section 240 MTL 3/10 1Jul 10

d. A son or daughter who does not meet "b" above, who resided in
the home for at least two years immediately preceding the client
becoming institutionalized (including Home and Community
Based Services) AND who (as determined by the state) provided
care to the client which permitted the client to reside at home
rather than in an institution or facility.

6. When the asset is transferred to the client's spouse or to their child who is
blind or disabled.

7. Assets placed in an exempt trust for a disabled individual or assets
placed in a trust which are used to benefit the disabled individual AND
the trust purchases items and services for the disabled individual at fair
market value. An exempt trust is a "special needs" or a "pooled” trust as
described in subsection TREATMENT OF TRUSTS.

If 3. or 4. above instances apply, the case manager supervisor must sign off on
the case prior to the case being approved.

L. DECISION

Forward Form 6009 with all attached documents to the Chief of Eligibility and
Payments for cases requiring a decision from the Chief of Eligibility and
Payments. A memo will be issued to the district office notifying them of the
decision. If the decision is that no transfer occurred, the case can be approved/
continued if all other eligibility factors are met. If the decision is that a transfer
took place, the memo will identify the penalty period to be applied.
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250 TREATMENT OF TRUSTS (Not applicable to SSI-Section 320)

A. DEFINITIONS

1.

Trust

Any arrangement in which a grantor transfers assets to a trustee(s) with
the intention it be held, managed, or administered by the trustee(s) for the
benefit of the grantor or certain designated individuals (beneficiaries).

Legal Instrument or Device Similar to a Trust

Any legal instrument, device or arrangement which is similar to a trust.
That is, it involves a grantor who transfers assets to an individual or
entity with fiduciary obligations (trustee) with the intention that it be
held, managed, or administered by the trustee(s) for the benefit of the
grantor or others. This can include but not limited to, escrow accounts,
investment accounts, pension funds, and other similar devices managed
by an individual or entity with fiduciary obligations.

Trustee

Any individual(s) or entity (such as an insurance company or bank) that
manages a trust or similar device and has fiduciary responsibilities (held
or found in trust or confidence).

Grantor
Any individual who creates a trust. This includes:

- The individual;

- The individual's spouse;

- A person, including a court or administrative body, with legal
authority to act in place of or on behalf of the individual or the
individual's spouse;

- A person, including a court or administrative body, acting at the
direction or upon the request of the individual or the individual's
spouse.

Revocable Trust

A trust which can be revoked (recalled) by the grantor. This includes
trusts which can only be modified or terminated by a court and trusts
called irrevocable but terminate if some action is taken by the grantor.

Irrevocable Trust

A trust which cannot, in any way, be revoked by the grantor.
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7. Beneficiary

Is any individual(s) in the trust benefiting in some way from the trust.
Beneficiary can be the grantor himself, another individual(s), or a
combination of any of these parties, excluding the trustee or any other
individual whose benefit consists only of reasonable fees or payments for
managing or administering the trust.

8. Payment

A payment from a trust is any disbursal from the corpus (principal) of the
trust or from income generated by the trust. A payment may include
actual cash, as well as noncash or property disbursements, such as the
right to use and occupy real property.

9. Annuity

This is a right to receive fixed, periodic payments, either for the life or a
term of years.

10. Assets

Assets are all income and resources of the individual including assets
which the individual is entitled or would be entitled if action had not
been taken to avoid receiving the assets.

B. EFFECTIVE DATE

Trusts established prior to October 1, 1993 are "deemed" available to the
client and therefore countable, without regard to normal program exclusions,
when determining income or resource eligibility.  Exception:  Medicaid
Qualifying Trusts established prior to April 7, 1986 SOLELY for the benefit of a
mentally retarded individual who resides in an ICF/MR.

Trusts established October 1, 1993 and later may be considered unavailable
when determining resource eligibility.

C. APPLICATION OF TRUST PROVISIONS

Trusts established October 1, 1993 and later, the following rules apply to trusts
without regard to:

- The purpose for which the trust is established:;

- Whether the trustee(s) can exercise any discretion under the trust;

- Any restrictions on when or whether distributions can be made from the
trust;

- Any restrictions on the use of the distributions from the trust.

This means any trust can be counted in determining Medicaid eligibility no
matter how specifically a clause or requirement in the trust precludes a trust from
being considered under Medicaid rules.
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Placement of the home of an institutionalized individual in a trust does not result
in the home becoming a countable resource. The home continues to be an
excluded resource.

D. TYPES OF TRUSTS

How trusts are treated depend on the terms and conditions of the trust. The
following are rules for counting various types of trusts.

1. Revocable Trust
a. The entire corpus (principal) of the trust is counted as an
available resource;
b. Any payments from the trust made to or for the benefit of the
individual are counted as income;
C. Any payments from the trust which are not made to or for the
benefit of the individual are considered assets disposed of for
less than fair market value and a "look-back" period of 60
months applies.
2. Irrevocable Trust - Payment Can Be Made to Individual

If there is any circumstance under which payment can be made to or for
the benefit of the individual from all or a portion of the trust, the
following rules apply.

a. Payments from income or from the corpus (principal) made to or
for the benefit of the individual are treated as income;

b. Income from the corpus of the trust which could be paid to or for
the benefit of the individual are treated as an available resource;

C. The portion of the corpus that could be paid to or for the benefit
of the individual is treated as an available resource;

d. Payments from income or the corpus not paid to or for the
benefit of the individual are treated as a transfer of assets for less
than fair market value and a "look-back™ period of 60 months
applies.

3. Irrevocable Trust - Payment Cannot Be Made to Individual

When all or a portion of the corpus or income of the trust cannot be paid
to or for the benefit of the individual, treat all or any such portion or
income as a transfer of assets for less than fair market value and a "look-
back" period of 60 months applies.
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4. Special Needs Trust

The trust must be irrevocable and must contain the assets of an individual
under age 65 who is disabled and which trust is established for the sole
benefit of the disabled individual by a parent, grandparent, legal guardian
of the disabled individual, or a court. In addition to the assets of the
individual, the trust may also contain the assets of individuals other than
the disabled individual.

The trust must specify that upon the death of the disabled individual, the
state receive all amounts remaining in the trust up to an amount equal to
the total amount of medical assistance paid on behalf of the disabled
individual.

If the trust meets all the above requirements, the corpus of the trust is not
considered available when determining resource eligibility.

However, any liquid funds, e.g., cash paid out of the trust that are used
for items other than the supplemental or special needs of the individual,
are considered income in the month paid out for financial eligibility and
patient liability. Administrative and trust fees are allowed as deductions
without counting as income or a transfer in the month paid out.

Any non-liquid resource, e.g., retitle of home from the trust to an
individual, removed from the trust may convert an exempt resource to a
countable resource in the month it is removed from the trust. Any non-
liquid resource removed from the trust not for supplemental or special
needs of the individual are considered assets disposed of for less than fair
market value and a transfer of assets penalty will apply.

If the trust is used to purchase a residence for a beneficiary, the fair
market rental value for others living in the home will be considered
income each month that others live in the home, unless the trust is paid
fair market rental value for such other persons.

The trustee must immediately inform the DWSS of any expenditure of
the trust that exceeds $5,000. It must be for the sole benefit of the
individual. The trustee is also required to provide a reconciled financial
accounting of the expenditures made from the trust on an annual basis or
as otherwise requested by the DWSS. A justification of the expenditures
must accompany the financial record to ensure the expenditures were
used to or for the sole benefit of the individual. A transfer of assets

penalty may apply.

The trustee must immediately notify the case manager when the disabled
individual passes away and must no later than three-months after the
individual passes away or if the trust exemption is terminated, repay the
state up to the amount of the individual’s cost of care.

Any addition to or augmentation of funds to the trust after age 65
involves assets which are not subject to the resource exemption.
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5. Pooled Trusts

The trust must be irrevocable, and must contain the assets of a disabled
individual, is established and managed by a non-profit association, as
defined in section 501(c) of the Internal Revenue Code (IRC) and which
has tax-exempt status under section 501(a) of the IRC.

Separate accounts are maintained for each beneficiary of the trust (like a
bank that holds the assets of individual accountholders) but assets are
“pooled” for investing and management purposes. An account
established for the sole benefit of the disabled individual, by the
individual, or by the parent(s), grandparent(s), legal guardian(s) or a
court. If the account provides a benefit to any other individual, this
exception does not apply.

The trust must also specify that upon the death of the disabled individual,
the state receive all amounts remaining in the trust up to an amount equal
to the total amount of medical assistance paid on behalf of the disabled
individual.

If the trust meets all the above requirements, the corpus of the trust is not
considered available when determining resource eligibility and the
transfer of assets provision may apply. For example, funds added to the
trust after the disabled individual is aged sixty-five or funds used to pay
for family vacations will be considered a transfer of asset.

Any non-liquid resources, e.g., retitle of home from the trust to an
individual, removed from the trust may convert an exempt resource to a
countable resource in the month it is removed from the trust. Any
resources removed from the trust not for the supplemental or special
needs of the individual are considered assets disposed of for less than fair
market value and a transfer of assets penalty will apply.

Administrative and trust fees are allowed as deductions without counting
as income in the month paid out.

6. Miller Type or Qualified Income Reduction Trusts - QIT
A trust established to enable individuals with income, which exceeds the
income limit, to become eligible for Medicaid by placing their income

into a Miller Trust.

Trust Requirements

Must be irrevocable.

Must be established from income of the recipient, composed only of the
individual’s pensions, Social Security, and any other unearned income
which the individual receives, from whatever source, including
accumulated interest in the trust.
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No resources can be used to establish or augment the trust. Inclusion of
resources voids the exception.

Must specify the only payments allowed from the trust are those
permitted in 42 C.F.R. 435.725 which include patient liability, personal
needs allowance, spousal/family allowance and certain unreimbursed
medical expenses.

Must not provide for the payment of guardianship fees, attorney fees or
trustee fees as a deduction from the trust or from the patient liability
owed by the individual.

Must specify that upon the death of the individual, the state receive all
amounts remaining in the trust up to an amount equal to the total amount
of medical assistance paid on behalf of the individual.

Resource

If the trust meets all the above requirements, the corpus of the trust is not
considered available to the recipient when determining resource
eligibility.

Income

All income must be deposited to the QIT. Any income deposited to a
QIT is not counted in the Financial Eligibility determination. Case
managers must complete appropriate NOMADS UNIN screen(s) to
ensure financial eligibility is properly determined. Any income not
deposited is considered income. Any withdrawals from the QIT, to or
for the benefit of the client or spouse, are counted in Financial Eligibility,
excluding withdrawals for items defined by SSI as not income, for
example, PNA, spousal and family allowance, medical expenses or
Patient Liability.

Patient Liability

The client’s total available income (subject to regular PL exclusion rules,
see manual section 220, Income Type), regardless of whether or not
deposited in the QIT, is used to determine the client’s share of the cost of
care.

Transfer of Assets

Income deposited to a QIT is considered a Transfer of Assets, unless
used to or for the benefit of the applicant. Payment towards the cost of
care is considered to or for the benefit of the client/applicant, thus avoids
a transfer of assets penalty.

When income placed in a QIT exceeds the amount paid out of the trust
for the individual’s monthly cost of care, the excess income is subject to
a transfer of assets penalty.
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Central Office Review

When an individual has an income trust or court document, a copy of the
trust or document must be sent to the Chief of Eligibility & Payments to
determine if it meets the requirements for an exempt trust.

If the trust document fails to meet the requirements of a Miller Trust
(QIT), the individual will be served a timely denial/termination notice.
The individual will be allowed 90 days from the date of the notice to
apply for undue hardship.

E. UNDUE HARDSHIP

The trust provisions may not apply when it is determined such application would
work an undue hardship.

If undue hardship is claimed, the individual will be responsible for providing
convincing evidence that application of the trust provisions would cause an
undue hardship. The evidence must include:

1. A written statement from the individual/authorized representative stating
the reason they feel undue hardship applies.

2. Verification there is no means, legal or otherwise, by which the
individual is able to recover and/or access assets held in the trust.

3. The individual's relationship, if any to the person(s) who are trustees of
the trust.

Once the undue hardship request and all the necessary information to substantiate
the claim is received, send all the information along with Form 6009 with the
information below to the Chief of Eligibility and Payments requesting as decision
on whether an undue hardship exists.

- The name and case number of the applicant/recipient;

- The applicant date;

- The date the client began receiving LTC or HCBW Services; and

- A brief description of the circumstances why it would be an
undue hardship if the trust provisions were applied.

Denial of eligibility would work an undue hardship against the individual when
ALL of the following conditions exist:

1. The individual is otherwise eligible for Medicaid; AND

2. The trustee has refused to make such income/resources available to the
individual; AND

3. The individual has sufficient funds to cover the cost of institutionalized
care; AND

4, Without Medicaid, the individual would be forced to go without life
sustaining medical care; AND

5. Where the individual has the ability to amend the trust so it contains the

provision, upon death of the individual the state receives an amount
equal to the total amount of medical assistance paid on behalf of the
individual; AND
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6. The client has exercised all reasonable efforts and all possible avenues to
recover and/or access the assets held in the trust.

A decision whether an undue hardship waiver will be granted should be made
within forty-five (45) days from the date the Form 6009 and all pertinent
information is received by the Chief of Eligibility and Payments, unless
extenuating circumstances exist. An adverse determination may be appealed if
received by the hearing officer within ninety (90) days from the date of the undue
hardship decision.
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ELIGIBLE CATEGORIES

When determining eligibility, the case manager must consider all eligible categories
before denying the application. If a client is pending an SSI decision, determine
eligibility for Home Based Waivers, Katie Beckett and QMB categories only. Do not
consider eligibility in any other category until the SSI decision is received.

Whenever a change in circumstance occurs, evaluate eligibility under all eligible
categories.

If SSI is pending and the applicant is determined eligible in another category, the prior
SSI pending months remain pending until an SSI decision is received.

CONVERSIONS

During a period of eligibility, there may be changes in case circumstances where another
category of eligibility must be evaluated. Converting between categories does not require
a new application, but may require additional forms to be completed.

The following types of conversions identify procedures required to re-evaluate factors of
eligibility. Verification used to re-establish Medicaid eligibility must be current (within
the last 45 days). Refer to appropriate manual section for eligibility factors for each
category.

When eligibility under the current category is ending and eligibility under the new
category cannot be established prior to adverse action, the case must be closed and then
placed in a pending intake status until eligibility or ineligibility is established.

CONVERTING TO INSTITUTIONAL ELIGIBILITY

1. Evaluate current resources and compare to institutional resource limit. When the
applicant is married (living separate or together); request couples’ current
resources and complete a spousal resource assessment.

2. Evaluate current income; do not request verification unless a change in income
due to institutionalization occurs. Include spousal impoverishment determination
if community spouse is involved. If recipient is SSI eligible and payment has not
been reduced to the $30.00 institutional level, notify Social Security using form
3911.

3. Ensure the medical facility is added as an authorized representative (category 4 if
not signed on as primary or secondary by applicant).

4. Evaluate case for transfer of resources.
5. Evaluate court orders, income trusts if applicable.
6. Evaluate for other possible benefits; veterans or widow of a veteran, may be

eligible for Aid and Attendance or have VA insurance benefits. The pension of a
Veteran residing in a Nevada State Veteran’s home is not reduced to $90.
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Complete a review of eligibility if one is due.

Update the appropriate screens in NOMADS, view and post versions to update to
appropriate aid and eligibility code. Allow adverse action for any reduction in
benefits, including QMB.

NOTE: Clients have multiple GRIN screens when they enter/leave different
facilities. One screen should be entered for each facility stay.

Notify the client and authorized representative of the change in benefits and
patient liability amount. Add free form text to ensure a notice is generated.

Evaluate for parental financial obligation for children under 18.

CONVERTING TO HOME BASED WAIVER ELIGIBILITY

1.

10.

Ensure Form 2734 that authorizes Home Based Services is completed and if the
client is under age 65, there is a current disability decision by SSA or NMO
through Form 3004.

Evaluate current resources and compare to the institutional resource limit. When
the applicant is married (living separate or together); request couples’ current
resources and complete a spousal resource assessment.

Evaluate current income; do not request verification unless a change in income
occurs.

Ensure the appropriate agency is added as an authorized representative.
Evaluate case for transfer of resources.

Evaluate court orders, income trusts. See MAABD 250.

Complete a review of eligibility if it is due.

Update the appropriate screens in NOMADS, view and post versions to update
appropriate aid and eligibility code.

Notify the client and authorized representative of the change in benefits. Allow
adverse action for any reduction in QMB benefits. Add free form text to ensure a
notice is generated.

Evaluate for parental financial obligation for children under 18 if there is no
deeming of parental income/resources in determining eligibility.

NOTE: When a client is converting from Institutional to a Home and Community Based
Waiver in the middle of a month, post the HBW aid code for the waiver approval month.
The GRIN screen must be completed with the date they leave the facility to allow
Medicaid to pay the facility bills as well as provide Home based services in the same
month. Use form 2817 Partial month to advise DHCFP of the partial institutional month.
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OTHER MEDICAID (including TRM/CHAP) TO SSI CASE

1.

Verify SSI eligibility. Terminate eligibility under current case and approve SSI
eligibility for the following month. View and post a correct version to update the
aid code, eligibility code and notify the client of the change in benefits.

Create a sub-case if SSI recipient is not head of household or others in household
have Medicaid.

Evaluate for parental financial obligation for children under 18 if there is no
deeming of parental income/resources in determining eligibility.

SSI ELIGIBILITY TERMINATING

1.

When SSI eligibility terminates, evaluate each public law category. See PUBLIC
LAW CASES. Update the appropriate information/STAT screens in NOMADS,
view and post a correct version to update the aid code, eligibility code, and to
notify the client of the change in benefits.

Evaluate eligibility for Medicare Beneficiary programs.

If Public Law criteria are not met and the recipient is a disabled child under age
18, terminate eligibility allowing 13 days adverse action time. Advise the client
to re-apply for possible Medicaid eligibility under 1902(e)(3) of the Social
Security Act (Katie Beckett).

QMB/SLMB/QI1 ONLY TO MEDICAID-QMB/SLMB

1.

Establish eligibility for the appropriate Medicaid category, e.g., SSI, State
Institutional, etc.

Evaluate income and resources if applicable for Medicaid category.

Determine Patient Liability (P/L).

Update the appropriate information/STAT screens in NOMADS, view and post a
correct version to update the aid code, eligibility code, and notify the client of the

change in benefits. Ensure QMB/SLMB eligibility code is not removed if
posting past months.

MEDICAID ONLY TO MEDICAID-QMB/SLMB\

1.

2.

Verify current Medicare Part A enroliment/effective date of entitlement.

Update the appropriate MEDI-STATE screens in NOMADS, view and post a
correct version to update the aid and eligibility code. Notify the client of the
change in benefits.
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MEDICAID-QMB/SLMB TO QMB/SLMB/QI1 ONLY

1. Update the appropriate information/STAT screens in NOMADS, view and post a

correct version to update the aid and eligibility code. Notify the client of the

change in benefits.

MEDICAID-QMB/SLMB TO MEDICAID ONLY

1. Evaluate current income; do not request verification unless a change in income
oceurs.

2. Evaluate current resources and compare to Medicaid resource limit.

3. Notify the client of the change in benefits allowing for adverse action.

KATIE BECKETT TO SSI

1. If a child becomes SSI eligible, terminate eligibility under Katie Beckett and
approve SSI eligibility the following month.

OTHER MEDICAID (including TANF related Medicaid) CATEGORIES TO
QDWI

1. Countable income must be within QDWI limitations and current enrollment in
the special Medicaid hospital insurance must be verified. Eligibility to QDWI
coverage cannot be in the same month as any other Medicaid category. Update
the appropriate information/STAT screens in NOMADS, view and post a correct
version to update the aid code, eligibility code, and notify the client of the
increase or decrease in benefits.

The following are examples of help clarify conversions:

1. Applicant applies in December as a state institutional case and is
currently enrolled in Medicare Part A. The client cooperates and is
determined eligible as a state institutional case in December. Because
this client has Medicare Part A, the case manager must also determine
whether the client is eligible for QMB coverage. If the client’s income
and resources meet QMB criteria, QMB coverage is effective January.

2. Applicant applies January and has $250 SSA disability income. The
client has not applied for SSI, but is probably eligible. The client meets
all the other requirements of a QMB.

Request the client apply for SSI and give the normal time limit for
applying. However, once the worker is able to determine the client is
eligible for QMB coverage (all verifications needed are in), the case
would be approved as a QMB only case. The case would be future
actioned for the SSI information. If the client failed to cooperate in
applying for SSl, or was determined ineligible, the case would remain
open as a QMB only case as long as he continued to meet the criteria. If
the client were approved for SSI, the case would be converted to an SSI
case effective with the month of SSI eligibility (this could include prior
months).
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Additionally, if the person also has Part B Medicare, notify E&P in
Central Office so Buy-In coverage can begin with the first month of SSI
eligibility.

3. Applicant applies and is approved for QMB coverage. Sometime after
approval, the client enters the hospital for seven (7) days. The case
would continue as QMB and NO PATIENT LIABILITY would be
determined, UNLESS the client qualified as a state institutional case (if
income is less than SSI payment level, the client does not have to be in
30 consecutive days). If the case qualifies as a state institutional case,
the case would be converted and client would receive full Medicaid
coverage and QMB coverage for the month of hospital stay. When the
client is released from the institution, the case would be converted back
to a QMB only case, allowing adverse action, as long as all requirements
were still met.

FORMS USED FOR CONVERSION

2796 — Spousal Housing, Income and Resource Questionnaire: Used to
request spousal income and resources to determine spousal maintenance
allowance.

2179 — Interface Consent: Request when spouse did not sign the application.
Needed to access interfaces for verifying spouse’s income.

2734 — Home and Community Based Waiver Eligibility Status Form: Must
be filed in permanent section to verify recipient meets level of care
requirements.

3004 — Disability/Incapacity Determination Request: Must be filed in
permanent section to verify recipient meets disability criteria.
Applicable to institutional less than 30 days, Home and Community
Based waivers, Emergency medical, Katie Beckett, prior medical.
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310 MEDICARE BENEFICIARIES (QMBs, SLMBs and QDW!Is)

A OVERVIEW

1.

QUALIFIED MEDICARE BENEFICIARIES (QMB)

P.L. 100-360 (Medicare Catastrophic Coverage Act of 1988) mandates
Medicaid cover only Medicare's co-insurance, premium and deductible
charges for individuals who:

a. Are currently enrolled or eligible to enroll in Medicare Part A. To
consider a client "eligible” to enroll in Medicare Part A, the client
must be enrolled and paying (or Nevada is paying) for Medicare

Part B; and
b. Have net countable income at or below 100% of poverty; and
C. Have countable resources at or below $6,680 if they are an

individual or $10,020 if they are a couple. NOTE: Individuals
eligible for SSI should not be required to provide verification of
resources. SSI recipients are considered to have met the resource
requirements for QMB. If the client loses their eligibility for SSI,
then you must verify resources to determine their continued
eligibility for QMB.

This category of assistance is different from all other categories. In addition
to not being eligible for Medicaid:

— They do not have to pay patient liability if they are

institutionalized, unless the case is converted to a state institutional
or Home Based Waiver case.

— They are eligible beginning the month immediately following the

month the decision is made (they are not eligible for prior med).
NOTE: Ifitis found QMB coverage was denied in error, use
the denial decision date and approve benefits the month
following this date. If QMB is terminated in error, reinstate
coverage so there is no break in benefits.

— They do not have to apply for benefits which may be available to

them.

Individuals with QMB coverage receive a Medicaid card for billing
Medicare co-pays and deductibles only. If a QMB eligible reports they are
pregnant, evaluate them for Medicaid under the most appropriate program.

SPECIAL LOW-INCOME MEDICARE BENEFICIARIES (SLMB)
The Omnibus Budget Reconciliation Act (OBRA) of 1990 mandates

Medicaid cover only the Part B Medicare premium payment for aged and
disabled individuals who:

a. Avre entitled (eligible to enroll) to Medicare Part A; and
b. Have net countable income 100% - 120% of poverty; and
C. Have countable resources at or below $6,680 for an individual or

$10,020 for a couple.



DIVISION OF WELFARE AND SUPPORTIVE SERVICES MAABD PROGRAM MANUAL
Section 310 MTL 3/11 1 May 11

This category is different from the QMB category in two ways. First,
coverage begins with the application month and prior medical coverage is
available for up to three months prior to the application month to cover the
Medicare premiums. Second, SLMB does not pay for co-payments and
deductibles.

A Medicaid card will not be issued for SLMB only eligibles. A SLMB
eligible may receive a medical card if they are eligible for Medicaid under
another category.

If the client appears to be eligible under another category of assistance, the
worker will also obtain all the necessary information needed to determine
eligibility under that category. If a SLMB eligible reports they are
pregnant, evaluate them for Medicaid under the most appropriate program.

If all information needed to determine QMB/SLMB eligibility is received,
approve the case as a QMB/SLMB only case and future action the case for
determining eligibility under the other category. If the client is later
determined eligible under the other category, the case is approved with the
first month of eligibility.

If the client states in writing they do not want the Medicaid coverage and
only want the QMB/SLMB coverage, the worker will convert the case to a
QMB/SLMB only case (a new application is not needed unless an RD is
due). QMB coverage includes having their Part A premium paid for by the
Division, and payment for deductibles and co-insurance for services
covered by Medicare but not normally covered by Medicaid.

When the client is determined ineligible for the other category for any
reason, the client may be eligible for QMB/SLMB only coverage as long as
all the requirements are met and all the necessary information for
QMB/SLMB coverage has been obtained. The QMB/SLMB only coverage
CANNOT be denied because the client did not meet a requirement or did
not cooperate in providing verifications specifically needed for the other
category.

3. QUALIFIED INDIVIDUALS (Qls)

a. The Balanced Budget Act (BBA) of 1997 mandates Medicaid cover
only the Part B Medicare premium payment for aged and disabled
individuals who:

1) Are entitled (eligible to enroll) to Medicare Part A;

2) Have net countable income 120% - 135% of poverty; an

3) Have countable resources at or below $6,680 for an indi-
vidual or $10,020 for a couple;

4) Are not eligible under any other Medicaid category.

This category is different from the QMB category. Coverage
begins with the application month and prior medical coverage is
available for up to three months prior to the application month, but
not prior to January 1998.
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This category is different from the regular SLMB category only in
the net countable income amount and eligibility remains only as
long as federal funds are available. A qualified participant is
known as Qualified Individual 1 or QI1.

Under this category of assistance, a Medicaid card is not issued.
This individual cannot be eligible for Medicaid under another
category and be eligible as a qualified individual.

4. QUALIFIED DISABLED WORKING INDIVIDUALS (QDWiIs)

The Omnibus Budget Reconciliation Act (OBRA) 1989 mandates Medicaid
cover ONLY a special Medicare (Part A) hospital insurance premium for
disabled individuals who lost their free hospital coverage due solely to
earnings which exceed the Substantial Gainful Activity (SGA) limits.
These individuals must be under age 65, continue to meet Social Security's
disability criteria and not otherwise be entitled to Medicare hospital
coverage.

At the time premium free Medicare coverage ends, Social Security will mail
a notice informing individuals of their right to enroll in the special Medicare
hospital insurance (now at a cost) and their potential eligibility to have the
premium paid by Medicaid. They will have a seven-month period to enroll
beginning with the month of notice. If they do not enroll during this time,
they may still enroll during the annual general enrollment period (January
through March) if they continue to meet the special requirements.
Entitlement to this special Medicare hospital insurance can begin no earlier
than July 1, 1990.

Medicaid coverage of the Medicare hospital insurance premium is limited to
individuals who:

a. have "enrolled" in the special Medicare hospital insurance at the
SSA office; and

b. have net countable income below 200% of poverty; and

C. have countable resources which do not exceed $4,000 if they are an
individual or $6,000 if they are a couple.

d. are NOT otherwise eligible for medical assistance under another

Medicaid category.
Under this category of assistance, a Medicaid card will NOT be issued.

Coverage of the special Medicare premium can begin the month of
application (including three months prior to the month of application) if
ALL eligibility criteria is met (but no earlier than July 1, 1990). For
example, if an applicant applies for benefits on October 5th and is already
enrolled in the special Medicare hospital insurance, eligibility can begin
effective October (including three months prior). However, if in this
example, the applicant's enrollment is not effective until November 1st, the
applicant is not eligible any earlier than November.
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If the client appears to be eligible under another category of assistance,
pursue eligibility under that category first. If the client is determined
eligible under the other category, the client cannot be eligible as a Qualified
Disabled Working Individual. If, however, the client is not found/cannot be
eligible under any other Medicaid category, determine eligibility as a
Qualified Disabled Working Individual.

5. ELIGIBILITY EXCEPTION

An inmate of a public institution is ineligible for Medicaid (for Medicare
Beneficiaries, Medicaid is defined as the payment of Part B Medicare
premiums, co-payments and/or deductibles), UNLESS the institution is a
medical institution. An inmate of a penal institution is never eligible for
Medicaid while in the custody of law enforcement officials, UNLESS
admitted as an inpatient to a hospital, nursing facility, juvenile psychiatric
facility, or intermediate care facility. This individual is eligible for
Medicaid and any Medicaid covered services provided to them while an
inpatient in these facilities. If this individual becomes an inpatient of a
long-term care facility, they must meet level of care and plan of care
assessments to become eligible.

B. AGED, BLIND, DISABLED
Persons must be aged (65 or older) or blind/disabled as determined by SSA criteria.
C. TIME FRAMES

An eligibility decision must be made within 45 days from date of application, unless
extenuating circumstances exist.

D. SOCIAL SECURITY NUMBER (SSN)

Social Security numbers must be provided by every applicant and recipient. See
manual section 204 for exceptions.

E. IDENTIFICATION
All applicants must be identified.
F. NEVADA RESIDENT

Clients must be living in Nevada with the intention of making Nevada their home
permanently or for an indefinite period (no expected end date) OR must be living in
Nevada with a job commitment or seeking employment. Clients do not have to have
a fixed place of residence to meet this requirement.

The ability to indicate intent to reside in Nevada is not to be taken lightly or stand
by itself. A statement or indication of intent to reside in Nevada must be supported
by additional verification or collateral material to substantiate the intent if residency
is questionable. Manual Section 205,D,5 is not all inclusive. See Manual Section
205,A for more detail.
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Nevada residency continues when a client is temporarily absent IF he/she intends to
return to Nevada when the purpose of the absence has been accomplished.
Document in the case file the temporary absence situation and obtain the
client/representative's statement concerning the intent of residency and the purpose
of the absence.

G. CITIZENSHIP

To qualify for assistance, applicants must be a U.S. citizen or a non-citizen in an
eligible category. See manual section 206 for citizenship requirements.

H. PRIOR MEDICAL

Does not apply to QMB coverage, however, possible eligibility under another
category may exist.

Prior medical coverage is available for QDWI coverage, but not prior to July 1990.

Prior medical coverage is available for SLMB coverage, but not prior to January
1993.

l. THIRD PARTY LIABILITY (TPL)

Medicaid is always payor of last resort whenever any other resource may be
responsible for payment.

When insurance coverage is available at no cost to the client (e.g., through
employment or Tricare), request the client to enroll.

First Health must be notified of all Third Party Liability by submitting information
on the insurance onto the MINS screen or MEDI screen.

J. RESERVED

K. SUPPORT ENFORCEMENT PROGRAM (SEP)
All dependent children (including automatic Medicaid eligible newborns) who have
absent parent(s) require referrals (completed SEP Cover Sheet Form 4000-EC/A and

application Form 4000-EC) to Support Enforcement Program (SEP) for support
enforcement services.
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Income means the receipt of money in the month for which an eligibility
determination is being made. All income or changes in income must be reported.
All income must be evaluated for financial eligibility.

1. AVAILABILITY

a. Individual

All income which a payor designates as the clients, will be
considered in determining eligibility.

When a benefit or income is received for more than one person or
family member, only the client's portion of the income is
considered.

Determine financial eligibility using the “Individual” or second
column on the “Medicare Beneficiaries Budget” Form 2203-EM.

b. Couple (Individual with Spouse)

1)

2)

3)
4)

5)

Couple Computation

If the client is married, and living with his/her eligible
spouse, evaluate their combined income using the third
column on the “Medicare Beneficiaries Budget” Form
2203-EM.

Deeming

If the client is married and living with his/her ineligible
spouse, use the first column on the “Medicare
Beneficiaries Budget” Form 2203-EM to determine if
deeming applies.

Exception: Do not deem income from a spouse receiving
Medicaid under a Waiver. A spouse who is under a
Waiver is considered to be institutionalized.

Dividing: Does not apply.

Court Order: Does not apply

Monies received by the client in his/her capacity as a agent
are not income to him/her. An agent is a person acting on

behalf of someone, i.e., representative payee, guardian,
conservator. etc.



DIVISION OF WELFARE AND SUPPORTIVE SERVICES MAABD PROGRAM MANUAL

Section 310

MTL 4/12 1 Sep 12

2. TREATMENT OF INCOME (BUDGETING)

When determining financial eligibility, budget income for the month it is
received.

Regular unearned income deposited directly into a financial institution is
considered received in the month for which it is intended to be received.

a. Intake Cases
Individually determine financial eligibility for each month of
requested coverage.

b. Ongoing Cases
Financial eligibility is always determined prospectively (future
month).  When information becomes known which causes
ineligibility prospectively, terminate benefits allowing adverse
action time.

3. LIMITS

See MAABD income standard chart in Appendix C.

4. BUDGET METHOD

Use Medicare Beneficiary Budget Form 2203 (side 2) to determine QMB,
SLMB, QI1, or QDWI eligibility.

a.

Income Consideration

Determine whether the client is considered an individual or a
member of a couple with a QMB/SLMB/QI/QDWI eligible spouse
by applying the definitions in this section.

When the client is considered an individual, only the client’s
income is counted. Additionally, when the client is considered a
member of a couple, the spouse’s income is counted in the
eligibility determination.

Exceptions:

e Do not count income of a spouse who is receiving
assistance under a Waiver.

e |f a client is entitled to both Social Security and an
additional income source such as long-term disability
which offsets the amount of Social Security the client
receives, budget only the resulting Social Security amount
and the gross amount of the additional income source.

When income of the spouse must be considered, the income will be
verified. If impossible to verify the spouse’s income, document the
circumstances and accept the client’s statement.



DIVISION OF WELFARE AND SUPPORTIVE SERVICES MAABD PROGRAM MANUAL

Section 310

MTL 4/12 1 Sep 12

b. Definitions

1)

Eligible Spouse

The client’s spouse who meets the requirements in both a.
and b. below:

a) Has applied for, is receiving, or would be eligible
to receive SSI/QMB/SLMB/QI/QDWI:

To determine if the spouse would have been
eligible for one of these categories, the spouse:

1) must be aged, blind or disabled; and
2 must be determined financially eligible.

b) Is living in the same household as the client.
2) Ineligible Spouse
The client’s spouse who meets the requirements in a. or b.
below:
a) Is not receiving or has not applied for
SSI/QMB/SLMB/QI/QDWI; or
b) Exceeds the income limit for couple computation.
C) Is living in the same household as the client.
3) Individual
Consider clients as individuals when they are:
a) NOT married.
b) Married but have been separated from their spouse
for a specified time frame.
The client will be considered an individual
beginning the month after the month they cease
living together.
C. Medicare Beneficiaries Budget Form 2203-EM
1) Member of Couple with Eligible Spouse

Any time the spouse appears eligible for SSI or a Medicare
Beneficiary category, treat them as eligible until
determined otherwise.
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Use the MEMBER OF A COUPLE WITH ELIGIBLE
SPOUSE column. If ineligibility results, consider the
spouse ineligible and go through the Deeming
computation, using the MEMBER OF A COUPLE WITH
INELIGIBLE SPOUSE column to determine if deeming
applies.

2) Member of Couple with Ineligible Spouse
Use the MEMBER OF A COUPLE WITH INELIGIBLE
SPOUSE column to determine if deeming applies.
Deeming never applies when the Ineligible spouse receives
TANF, VA pension or other federal or state assistance
based on need.
If deeming does not apply, proceed to the INDIVIDUAL
column of the budget.

3) Individual
Use the INDIVIDUAL column when the person meets the
definition of an individual.

d. Budgeting — Specific Instructions
1) Deeming Computation

a) Determine the ineligible spouse’s total unearned
income.
b) Determine if an ineligible child allocation is

applicable. To apply this, the child must:

@ be under age 18 or age 22, and a student
regularly attending a school, college,
university or vocational/technical training
to prepare for gainful employment; and

2 not be receiving TANF, VA pension or
other federal or state assistance based on
need (SNAP is not considered assistance
based on need for SSI budgeting
purposes).

c) If the allocation deduction is applicable, subtract
any unearned income of the child from the Child
Allocation Amount. Add the remaining amounts
and subtract the total from the ineligible spouse’s
unearned income.

d) Determine the ineligible spouse’s gross earned
income.
e) Subtract the balance of any allocation for

ineligible children not offset by unearned income.
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Add the remaining unearned income to the earned
income after the allocation deduction.

Compare the total income after allocations to the
Deeming Indicator Amount.

If less than the Deeming Indicator Amount,
deeming does not apply. Proceed to the
INDIVIDUAL column of the budget using only
the client’s income.

If equal to or greater than the Deeming Indicator
Amount, deeming does apply. Continue through
the second section in this column adding the
deemed unearned income to the client’s unearned
and the deemed earned income to the client’s
earned income.

QMB/SLMB/QI/QDWI Eligibility Determination

In this section of the budget, use only the client’s income
when using the INDIVIDUAL column. Use combined
income of the client and the eligible or ineligible spouse
when using either of the columns for a couple.

a)

b)

d)

e)
f)

9)

h)

Determine unearned income. This may be the
individual’s own income or include income of a
spouse.

Subtract the general income exclusion of $20 to
arrive at the remaining unearned income.

Determine total gross earned income.

Subtract any balance of the general exclusion not
offset by unearned income.

Subtract the work expense exclusion of $65.

Subtract one half (1/2) of the remaining earned
income after the above deductions.

Determine the total COUNTABLE income by
adding the total unearned and earned income.

Compare the total COUNTABLE income to the
income limit for the appropriate Medicare
Beneficiaries category.

If countable net income is less than or equal to the income
limit, the client is QMB/SLMB/QI1/QDWI eligible.
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NOTE: Use the income limit for a COUPLE if
spousal income was computed or deemed.

M. RESOURCES

Resources are defined as those assets, both real and personal, which an individual
owns and can apply, either directly or by sale, to meet basic needs of food, clothing,
and shelter and medical costs.

Real property is land, including buildings or immovable objects attached
permanently to the land.

Personal property is any property that is not real property. The term encompasses
such things as cash, tools, life insurance policies, mobile homes, automobiles, etc.

Any income which is retained the month following the month of receipt and later, is
subject to resource evaluation.

Resources are evaluated at market value less encumbrances. When the combined
value of all countable resources does not exceed the resource limit, verification of
encumbrances is not necessary.

When the value of countable resources is under the resource limit on any day of the
month, the client is eligible for that month.

All changes in resources must be reported.
1. OWNERSHIP/AVAILABILITY
a. Sole Ownership
Sole ownership of real or personal property means only one person
may sell, transfer or otherwise dispose of the property. All of the
resource evaluated at market value less encumbrances is available
to the client.
b. Shared Ownership
Shared ownership of real or personal property means two or more
people own it simultaneously. The following are common types of
shared ownership:
1) Tenancy-In-Common
Two or more persons each have an undivided fractional
interest in the whole property for the duration of the

tenancy. These interests are not necessarily equal. One
owner may sell, transfer or otherwise dispose of his/her
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share of the property without permission of the other
owner(s); but cannot take these actions with the entire
property. If a tenant-in-common dies, the deceased’s
interest passes to his/her estate or heirs. Count the fair
market value less encumbrances of the client’s property
share.

Joint Tenancy

Each of two or more persons have one and the same
undivided ownership interest and possession of the whole
property for the duration of the tenancy. This means each
owner owns ALL the property. If a joint tenant dies, the
survivor becomes the sole owner. If more than one joint
tenant survives, the survivors become joint tenants of the
entire property interest. Count the total fair market value
less encumbrances of the entire property.

Tenancy By The Entirety (Married Couples only)

This type of ownership can only exist between married
couples. The wife and husband as a unit own the entire
property and can be sold only with the consent of both
parties. However, if a legal divorce occurs, the former
spouses become tenants-in-common and one can sell
his/her share without the consent of the other. If one
spouse dies, the survivor becomes the sole owner. Verify
whether the client’s spouse will give permission to sell the
property. If permission cannot be obtained, DO NOT
count the client’s one-half share of the property.

Exceptions

When a resource is owned jointly by more than one
TANF/Medicaid applicant/recipient (other than a
community spouse), divide the resource equally among
those applicants/recipients to whom available.

When a client is representative payee or legal guardian
managing someone else's funds, these funds are not
considered the client's resource when they are kept in an
account separate and apart from the client's monies AND
can be identified as being received and designated for
someone other than the client.
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Inaccessible Resources

The cash value of resources which are not legally available
to the household are exempt. If the Medicaid
applicant/recipient or authorized representative is able to
verify a resource is unavailable due to the client’s inability
to access the resource due to incapacity and no one else has
the ability to access the resource on their behalf, exempt
the value of the resource as long as reasonable and timely
steps are being taken to access the account on the client’s
behalf (i.e., referral to the public guardian’s office). Once
the resource becomes accessible, the resource becomes
countable and eligibility must be reevaluated for future
months.

Treatment of Resources

1)

2)

3)

Deeming: Applies if the applicant/recipient is married and
living with his/her spouse.

The value of the client's and spouse's countable resources
(whether owned separately by each or jointly by both) are
counted. Only one automobile and home may be excluded
per couple. Apply the couple resource limit to all
countable resources of both spouses to determine
eligibility.

Deeming applies from spouse to spouse when they live
together in the same household. Deeming stops the month
following the month of institutionalization in a medical
facility. Deeming begins the month following the month
the spouse returns home from a medical facility.

Do not deem resources to the client if the spouse or
parent(s) are recipients of SSI, TANF, Medicaid, Refugee
Assistance, General Assistance (GA) or VA Pension, VA
Compensation as a surviving parent of a veteran, VA Aid
and Attendance and VA Payment for Unusual Medical
Expenses. This is because these benefits are paid based on
need, not entitlement.

Dividing: Does not apply.

Court Order: Does not apply.

TRANSFER OF ASSETS
Does not apply to QMB/SLMB/QI1/QDW!I only coverage.

TREATMENT OF TRUSTS (Refer to Section 250)
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Resource limits for QMB, SLMB and QI are $6,680 for an individual OR
$10,020 for a couple when one OR both spouses are applying. When
countable resources exceed the limit, the client is ineligible.

Resource limits for QDWI are $4,000 for an individual or $6,000 for a
couple when one OR both spouses are applying.

N. PATIENT LIABILITY

Does not apply unless a conversion to another program occurs.

O. REVIEW OF ELIGIBILITY

1.

QMB/SLMB/QI1/QDWI Only Cases

A review of eligibility is required at least every 12 months. Information
received between redeterminations which may affect eligibility must be
evaluated and acted on when applicable. A review of eligibility must be
completed no later than the month it is due except when future actions are
necessary. Clients are the primary source of information regarding their
eligibility. If a client is unable to obtain information, the office may assist.
Office interviews and home visits are optional and can be done at the
discretion of the Unit Supervisor or Social Welfare Office Manager.

Income, resources and eligibility factors (including Medicare Part A
entitlement) must be reevaluated and necessary action taken only when a
change is reported.

Form 2426-EE asks the recipients to identify any changes in household
circumstances. If there are no changes in circumstances, no verifications
will be required. When changes are reported during the review of eligibility
process, request verification of the changes that effect eligibility.

Terminate benefits if the 2426-EE or other application form is not received
by the due date.

The Review of Eligibility Form 2426-EE informs the client about their
choices concerning an authorized representative (A/R). If any change in the
A/R is indicated on Form 2930-EM, send the client form 2525-EE to
complete and return. If the A/R area on Form 2426-EE is blank, assume
there is NO change in the status of the A/R for the client.

Dual Eligibles
If the applicant has dual eligibility, i.e., SSI/QMB or HBW/SLMB, see the

appropriate manual section for the other category of eligibility for review of
eligibility requirements.
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P. LOW INCOME SUBSIDY REFERRALS

The Social Security Administration transmits applicant information from Low
Income Subsidy applicants to DWSS on a daily basis. DWSS must treat this data as
an application for the Medicare Beneficiary programs.

Application processing timeframes are determined by the date the file is received by
DWSS. The eligibility determination is established based on the date the LIS
application was received by Social Security. QMB effective dates remain the same
when processing LIS referral applications.

Example: LIS file is received by DWSS on January 29, 2010. Application
effective date (date LIS application is received at Social Security) is December 2,
2009. Applicant meets all eligibility requirements for QI eligibility, decision date is
February 20, 2010, first month of eligibility would be December 2009.

If the same applicant was determined eligible for QMB, first month of eligibility
would be March 2010.

CASE EXAMPLES FOR QMB
The following are examples to help clarify this eligible category:

1. Applicant applies 12/3 as a state institutional case and is currently enrolled
in Medicare Part A. The client cooperates and is determined eligible as a
state institutional case. Because this client has Medicare Part A, the case
manager must also determine whether the client is eligible for QMB
coverage. Ifthe client's income and resources meet QMB criteria, they will
qualify for both Medicaid and QMB coverage.

2. Applicant applies 12/3 and has $250 SSA disability income. The client has
not applied for SSI, but is probably eligible. The client meets all the other
requirements of a QMB.

Request the client apply for SSI and give the normal time limit for applying.
However, once the worker is able to determine the client is eligible for
QMB coverage (all verifications needed are in), the case would be approved
as a QMB only case. The case would be future actioned for the SSI
information. If the client failed to cooperate in applying for SSI, or was
determined ineligible, the case would remain open as a QMB only case as
long as he continued to meet the criteria. If the client were approved for
SSlI, the case would be converted to an SSI case effective with the month of
SSI eligibility (this could include prior med).

Additionally, if the person also has Part B Medicare, a Form 1056 must be
sent to E&P in Central Office so Buy-In coverage can begin with the first
month of SSI eligibility.
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3. Applicant applies and is approved for QMB coverage. Sometime after
approval, the client enters the hospital for 7 days. The case would continue
as QMB and NO PATIENT LIABILITY would be determined, UNLESS
the client qualified as a state institutional case (if income is less than SSI
payment level, the client does not have to be in 30 consecutive days). If the
case qualifies as a state institutional case, the case would be converted and
client would receive full Medicaid coverage and QMB coverage. When the
client is released from the institution, the case would be converted back to a
QMB only case, allowing adverse action, as long as all requirements were
still met.

4. Applicant applies 12/29. The case manager is able to determine eligibility
on January 10 and approve as a QMB case. The case would be eligible
beginning February 1.

If in this same example, the client qualified under another category, the
other category would be approved effective December with the regular
Medicaid eligibility code, and beginning in February, the code would
change to the Medicaid and QMB eligibility code.
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SUPPLEMENTAL SECURITY INCOME (SSI)

A.

OVERVIEW
Applicants are eligible for Medicaid when they are:

- Verified SSI recipients; or

- Recipients of presumptive SSI payments; or

- In CO1 pay status per SOLQ/SDX but without monetary payment, due to
an overpayment collection; or

- In EO2 status per SOLQ/SDX the month(s) prior to CO1 status; AND

apply for Medicaid and meet the requirements under Cooperation,
Residency, and Insurance Coverage.

Note: When SSI is suspended, and a payment is not being issued, Medicaid
must be terminated. (See manual section 214 for procedures on
terminations)

SSI Recipients could be living:

- Independently in the community;

- In an Adult Group Care Facility (AGCF) or in appropriate settings as
determined by Medicaid;

- In a medical facility when countable income is less than $30 a month.

All SSI cases must be evaluated for Qualified Medicare Beneficiary (QMB)
eligibility.

ELIGIBILITY EXCEPTIONS

1. Individuals determined by SSI to have received SSI payments for which
they were not eligible, are eligible for Medicaid for the period in which
SSI payments were made on their behalf.

2. Individuals under 65 who are residing in an Institution for Mental
Disease (IMD) i.e., free standing psychiatric hospital, are not eligible for
Medicaid. EXCEPTION: Children under 22 when SSI eligible. (See
chapter Addendum listing IMD facilities)

An Institution for Mental Diseases (IMD) is defined as a hospital,
nursing facility or other institution of more than 16 beds which is
primarily engaged in providing diagnosis, treatment or care of persons
with mental diseases, including medical attention, nursing care and
related services. Individuals are severely psychotic, emotionally ill,
suicidal and a danger to themselves, others or property. In Nevada,
IMDs are commonly referred to as "psychiatric hospitals."  An
institution for the mentally retarded IS NOT an institution for
mental disease.
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3. An inmate of a public institution is ineligible for Medicaid UNLESS the
institution is a medical institution. An inmate of a penal institution is
NEVER eligible for Medicaid while in the custody of law enforcement
officials, UNLESS admitted as an inpatient to a hospital, nursing facility,
juvenile psychiatric facility, or intermediate care facility. This individual
is eligible for any Medicaid covered services provided to them while an
inpatient in these facilities and they are Medicaid-eligible. If this
individual becomes an inpatient of a long-term care facility, they must
meet level of care and plan of care assessments to become eligible.

NOTE: Inmates under house arrest, and supervised by Parole and
Probation, may qualify for SSI as long as the penal institution
is not supplying their food and shelter. Persons who are
released on parole from a penal institution are not considered a
resident of a public institution and therefore may be eligible
for SSI if they meet all other eligibility requirements.

4. Individuals under 22 receiving inpatient psychiatric services in a
Residential Treatment Center (RTC) are eligible for Medicaid when SSI
eligible. (See chapter Addendum listing RTC facilities).

RTCs specialize in treating children with conduct, personality and
emotional disorders, depression, hyperactivity, academic failure, and/or
mild learning disabilities. Medicaid will pay for services provided in the
RTC if the referral resulted from a "Healthy Kids" screening and the
admission was prior authorized/certified by Medicaid's Peer Review
Organization (PRO).

B. AGED, BLIND, DISABLED

Persons must be aged (65 or older) blind or disabled as determined by Social
Security Administration criteria.

C. TIME FRAMES
An eligibility decision must be made within 10 working days from the date the
case manager receives the SSI determination, unless extenuating circumstances
exist.

D. SOCIAL SECURITY NUMBER (SSN)

Social Security numbers must be provided by every applicant and recipient. See
manual section 204.

E. IDENTIFICATION

All applicants for Medicaid must be identified.
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F. NEVADA RESIDENCY

1.

NON-INSTITUTIONAL PERSONS (INCLUDES SSI RECIPIENTS
NOT RECEIVING SSP)

Clients must be living in Nevada with the intention of making Nevada
their home permanently or for an indefinite period (no expected end
date) OR must be living in Nevada with a job commitment or seeking
employment. Clients do not have to have a fixed place of residence to
meet this requirement.

Nevada residency continues when a client is temporarily absent IF he/she
intends to return to Nevada when the purpose of the absence has been
accomplished. Document in the case file the temporary absence situation
and obtain the client/representative's statement concerning the intent of
residency and the purpose of the absence.

SSI RECIPIENTS RECEIVING A STATE SUPPLEMENTARY
PAYMENT (SSP) FROM ANOTHER STATE

When the client is receiving SSI/SSP through another state, the state
paying the State Supplementary Payment is the state of residence
UNLESS SSA acknowledges Nevada residency. Use SSA's effective
date of Nevada residency.

SSI RECIPIENTS NOT RECEIVING A STATE SUPPLEMENT FROM
ANOTHER STATE

If a client is receiving SSI from another state but that state is not paying a
supplementary payment (SSP) establish residency per "1 or 4."

INSTITUTIONALIZED PERSONS (INCLUDES SSI RECIPIENTS
NOT RECEIVING SSP)

a. DEFINITIONS
1) INCAPABILITY OF INDICATING INTENT TO
RESIDE

Persons are considered incapable of indicating their
intent to reside when they:

a) Have an 1Q of 49 or less or have a mental age of
7 or less; or
b) Are found incapable of indicating their intent to

reside based on and verified through medical
documentation by a physician or licensed
psychologist; or

c) Are judged legally incompetent.
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2) EMANCIPATED

Persons are considered emancipated when they are:

a) 18 or over; or

b) Married; or

c) Enlisted in the armed services; or
d) Emancipated by court order.

3) ABANDONED
Persons are considered abandoned when:

a) Location of parents is unknown; or
b) Parental rights have been terminated.

INDIVIDUALS PLACED IN AN INSTITUTION BY A STATE

Residence is the state making or arranging placement. Any
agency of the state, including an entity recognized under state
law as being under contract with the state for such purposes, that
arranges for an individual to be placed in an institution
(including foster care homes) located in another state, is
recognized as acting on behalf of the state making a placement.

COMPETENCY AND RELATIONSHIP TO AGE 21

Residency requirements are based on clients' competency, ability
to indicate intent and age. When a client is incompetent, or
unable to indicate intent, the age at which (s)he became
incompetent or unable to indicate intent must also be determined.

1) PERSONS CAPABLE OF INDICATING INTENT AT
AGE 21 OR OVER; OR PERSONS UNDER AGE 21
AND EMANCIPATED

The state of residence is that in which the client is living
with the intention of making his/her home permanently
or for an indefinite period of time. An indefinite period
has no expected end date.

The ability to indicate intent to reside in Nevada is not to
be taken lightly or stand by itself. A statement or
indication of intent to reside in Nevada must be
supported by additional verification or collateral material
to substantiate the intent if residency is questionable.
Manual Section 205,D,5 is not all inclusive. See Manual
Section 205,A for more detail.
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PERSONS WHO BECAME INCAPABLE OF
INDICATING INTENT BEFORE AGE 21

The state of residence is:

a) That of the parent applying for Medicaid on the
individual's behalf, IF the parents reside in
separate states (if a legal guardian has been
appointed and parental rights are terminated, the
state of residence is that of the guardian instead
of the parent's);

b) The parent's or legal guardian's state of
residence at the time of placement (if a legal
guardian has been appointed and parental rights
are terminated, the state of residence is that of
the guardian instead of the parent's); or

The current state of residence of the parent or
legal guardian who files the application if the
individual is institutionalized in that state (if a
legal guardian has been appointed and parental
rights are terminated, the state of residence is
that of the guardian instead of the parent's).

c) The state of residence of the individual or party
who files an application if the individual has
been abandoned by his/her parent(s), does not
have a legal guardian and is institutionalized in
that state.

PERSONS UNDER AGE 21 AND NOT
EMANCIPATED

a) The parent's or legal guardian's state of
residence at the time of placement (if a legal
guardian has been appointed and parental rights
are terminated, the state of residence is that of
the guardian instead of the parent's); or

The current state of residence of the parent or
legal guardian who files the application if the
individual is institutionalized in that state (if a
legal guardian has been appointed and parental
rights are terminated, the state of residence is
that of the guardian instead of the parent's).

b) The state of residence of the individual or party
who files an application if the individual has
been abandoned by his/her parent(s), does not
have a legal guardian and is institutionalized in
that state.
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4) PERSONS WHO BECAME INCAPABLE OF
INDICATING AT AGE 21 OR LATER

The state of residence is the state in which the individual
is physically present.

d. DISPUTED RESIDENCY
When Nevada Medicaid determines a client is a resident of
another state and that state disagrees, the following procedures
apply:
1) Require the client to provide a copy of the disputing
state's denial/termination letter.
2) Process the Nevada Medicaid application to determine
eligibility.
3) Notify the Chief of E&P by memo. Include:
a) Case name and number.
b) Copy of denial/termination letter from the
disputing state.
C) Copy of 2400 showing approval/denial.
5. VERIFICATION (not all inclusive)
a. Rent/Mortgage receipt
b. Landlord statement
C. Statement from the nursing facility in which the client resides
d. Nevada driver's license
e. Nevada vehicle registration
f. Utility bills/receipts
g. Employer's statement
h. Statement from a friend, relative or other person who is

knowledgeable about the client's residency
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G. CITIZENSHIP

To qualify for assistance, applicants must be a U.S. citizen or a non-citizen in an
eligible category. See manual section 206 for citizenship requirements.

H. PRIOR MEDICAL

Clients may apply for prior medical coverage for up to 3 months prior to the
month of Medicaid application.

1. Prior Medicaid coverage must be requested; AND

2. There must be evidence that medical care or services were provided in
the month(s) for which Medicaid is requested.

When clients request prior medical, first determine if they are eligible for prior
medical as an SSI recipient.

If they are not an SSI recipient, determine if they would have been eligible for
SSI had Social Security Administration made a determination (See PRIOR
MEDICAL DETERMINATIONS ONLY - WOULD HAVE BEEN ELIGIBLE
FOR SSI). This category of eligibility is used only after all other eligibility
categories have been considered.

Do not make an independent SSI determination IF there is a pending SSI
application covering the month(s) Medicaid is requested. Wait for the SSI
decision.

Use SSI/SSA's disability decision (the disability on—set date) for any month of
requested prior medical assistance. All other factors of eligibility, e.g.,
residency, citizenship, income, resources, etc., must be evaluated by the case
manager.

l. THIRD PARTY LIABILITY (TPL)

Medicaid is always payor of last resort whenever any other resource may be
responsible for payment.

When insurance coverage is available at no cost to the client (e.g., through
employment or Tricare), request the client to enroll.
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Assistance will be denied or terminated if the client refuses to apply for, pursue,
or provide information necessary to establish insurance coverage/claims and/or
fails to cooperate in the collection process from a third party. See manual section
208 regarding Medicare.

Do not deny coverage for a SSI eligible child if the parent refused to provide
insurance information.

J. PENDING SSI DETERMINATIONS

When a pending SSI application is denied by SSI, deny the pending
Medicaid application. If the applicant requests reinstatement of a denied
Medicaid application, request proof of filing a timely reconsideration with
Social Security, if provided return the Medicaid application to pending
status. The timely reconsideration must be for the same Social Security
application that the original Medicaid application was based on and not a
new claim.

Do not request verification of citizenship during the pending SSI period.
If the applicant is approved for SSI, they will meet the exemption from
citizenship documentation.

If the applicant moves out of state while pending SSI, terminate ongoing
eligibility months for no residency and leave previous months pending the
SSI determination. At SSI approval, verify the Nevada SSI months.

If the applicant becomes eligible in another Medicaid category while
pending SSI, terminate the SSI pending months for duplicate assistance
and continue pending any months not covered by another category until
the SSI determination is made.

Do not approve SSI eligibility for months the applicant was eligible under
another Medicaid category. Terminate the other Medicaid eligibility and
begin the SSI eligibility in the next available month.

K. CHILD SUPPORT ENFORCEMENT (CSE)
All dependent children (including automatic Medicaid eligible newborns) who
have absent parent(s) require referrals to Child Support Enforcement (CSE) for
support enforcement services. See manual section 209.

L. INCOME

Income means the receipt of money in the month for which an eligibility
determination is being made. All income must be reported.

All income will be evaluated by Social Security Administration.
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M. RESOURCES

Resources are defined as those assets, both real and personal, which an individual
owns and can apply, either directly or by sale, to meet basic needs of food,
clothing, shelter and medical costs.

All resources must be reported. All resources will be evaluated by Social
Security Administration.

1. TRANSFER OF RESOURCES

If an SSI recipient has an inpatient stay in a medical facility, see Transfer
of Resource policy in the State Institutional Section.

2. RESOURCE LIMITS

Resource limits are $2,000 for an individual and $3,000 for a couple.
When countable resources exceed the limit, notify the Social Security
Administration of the assets, using form 3911.

N. PATIENT LIABILITY

Patient liability is determined for Medicaid eligible persons residing in a medical
facility. There is no patient liability for any portion of institutionalization (full or
partial month stays) in a VA hospital, AGCF, FCH, freestanding psychiatric
hospital or RTC.

There are six freestanding psychiatric hospitals in Nevada, they are:

- Charter Hospital

- Desert Willow Treatment Center

- Montevista Hospital

- Nevada Mental Health Institute (NMHI)

- Southern Nevada Adult Mental Health (SNAMH)
- West Hills Hospital

1. TREATMENT OF INCOME, DEDUCTIONS AND EXPENSES
When determining patient liability for initial and ongoing cases, budget
income for the month it is received and deductions/expenses for the

month in which they are paid/incurred.

When unanticipated income is received, patient liability will be adjusted
for the month in which it was received.

Regular unearned income deposited directly into a financial institution is
considered received in the month for which it is intended to be received.



DIVISION OF WELFARE AND SUPPORTIVE SERVICES MAABD PROGRAM MANUAL
Section 320 MTL 3/10 1Jul 10

2. PARTIAL MONTH PRORATION

The amount of patient liability is prorated according to the number of
days the client was in a facility when the person is institutionalized less
than a full calendar month due to:

a. Month of admission.

b. Discharge to independent living, VA hospital, AGCF, FCH, free-
standing psychiatric hospital or RTC.

C. Death.

Determine what the patient liability would be for a full month. Divide
that full month amount by the number of days in the month of partial
institutionalization to determine the daily amount of patient liability.
Multiply this daily amount by the number of days the client was
institutionalized in that month (include the day of admission but not the
day of discharge/death. The result is the amount of patient liability due
for the partially institutionalized month.

3. EFFECTIVE DATE OF PATIENT LIABILITY

a. SSI recipients with no countable income: No patient liability
assessed.
b. SSI/QMB recipients with countable income:

Hospital Stay Only: For inpatient hospital stays under 90
consecutive days, do not calculate or send notice of patient
liability. This is because Medicare will cover up to 90 days in a
hospital and Medicaid must pay the hospital deductible and co-
pay charges. If hospitalized beyond the 150 day time period,
begin patient liability the first of the month following the 90
days.

C. SSI recipients with countable income:

When a SSI recipient goes from private living to an institution,
patient liability is effective the first month of institutionalization.

d. Deceased Clients

The facility is notified of the patient liability amount due for the
month of death. The facility will collect only for charges
actually incurred. Any unused patient liability will be deposited
in the Patient Trust Fund Account.
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4. BUDGETING PROCEDURES - FORM 2220-EM

a.

Determine the client's TOTAL gross countable monthly income
(less involuntary mandatory deductions).

Subtract the following items from TOTAL MONTHLY
INCOME in the following order:

1) PERSONAL NEEDS ALLOWANCE

Deduct $35 Personal Needs Allowance (PNA) for each
month of institutionalization.

2) MAINTENANCE ALLOWANCES

Clients do not have to request the maintenance
allowance for their spouse/dependents. The case
manager will automatically request the information
necessary to determine the maintenance allowance when
there is a spouse or dependents at home.

a) MAINTENANCE ALLOWANCE FOR THE
SPOUSE AT HOME

Clients whose spouse is living in the
community, may receive a maintenance
allowance deduction from their income.
Verification of the spouse's income must be
obtained.

A Spouse Maintenance Allowance Deduction
will be effective the first month Patient Liability
is established.

@ Determine spouse's gross earned income

2 Subtract from gross earned income:

@) Federal and Social Security
(FICA) taxes as deducted by the
employer.

(b) Retirement: Do not deduct
FICA taxes when a retirement
plan substitutes for FICA.

(© Union dues, meals and payroll
deductions which are a condi-
tion of employment.

(d) Individual work expenses when
requested and verified.

3 Determine total unearned income.
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(@) To determine the  Maintenance
Allowance Deduction, subtract the Total
NET income from the Total Need.

See the MAABD income standard chart
in Appendix C.

b) MAINTENANCE ALLOWANCE FOR A
FAMILY AT HOME

Clients whose spouse and/or dependent children
(under age 21) are living in the community, may
receive a maintenance allowance deduction from
their income. Verification of the spouse and/or
children's income must be obtained.

The spouse/dependent children maintenance
allowance will be effective the first month
Patient Liability is established.

1) Determine spouse/dependent children's
gross earned income.

2 Subtract from gross earned income:

@) Federal and Social Security
(FICA) taxes as deducted by the
employer.

(b) Retirement: Do not deduct
FICA taxes when a retirement
plan substitutes for FICA.

(© Union dues, meals and payroll
deductions  which are a
condition of employment.

(d) Individual work expenses when
requested and verified.

3 Determine total unearned income.

(@) To determine the  Maintenance
Allowance Deduction subtract Total
NET Income from Total Need.

See the MAABD income standard chart
at the end of this Chapter for need
amounts.

If verifications needed to determine the Maintenance
Allowance are not returned by the required date, the case
will be completed without allowing a maintenance
allowance. The client will be notified on the Notice of
Decision, the patient liability was determined without a
Maintenance Allowance Deduction.
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EXPENSES INCURRED FOR HEALTH INSURANCE
PREMIUMS, DEDUCTIBLES AND CO-INSURANCE
CHARGES

Deduct Health Insurance Premiums, Deductibles and
Co-insurance expenses incurred by the client. Clients/
Representatives must advise the agency of medical
insurance and provide proof of expenses. These
expenses must not be paid or subject to payment by a
third party.

Medicare premiums are subject to payment by a third
party, therefore, do not allow the Medicare premium as a
deduction.

EXPENSES INCURRED FOR MEDICAL CARE

Deduct expenses incurred by the client for necessary
medical care recognized under the State law but not
covered under the Medicaid Program. This includes
medical expenses incurred more than three months prior
to the date of application. Clients/Representatives must
advise the agency and submit proof of the expenses.

The case manager will attach a copy of the medical bill
to Form 2536 and submit to NMO for approval. These
expenses must not be paid or subject to payment by a
third party. An NMO approval is required to assure the
deduction is for necessary care payable to reasonable
limits.

C. The deficit, if any, is the client's share of facility cost (PATIENT
LIABILITY).

5. NOTIFICATION OF PATIENT LIABILITY

When patient liability is established or changes, the client and facility are
notified on a Notice of Decision of the amount and effective date.

O. REVIEW OF ELIGIBILITY

A review of eligibility is required at least every 12 months. Information received
between reviews which may affect eligibility must be evaluated and acted on
when applicable. A review of eligibility must be completed no later than the
month it is due except when future actions are necessary. Clients are the primary
source of information regarding their eligibility. If a client is unable to obtain
information, the case manager may assist. Office interviews and home visits are
optional and can be done at the discretion of the Unit Supervisor or Office

Manager.
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The Review of Eligibility form (2426-EE) informs the client about their choices
concerning an authorized representative (A/R). If any change in the A/R is
indicated on Form 2426-EE or 2930-EM, send the client Form 2525-EE to
complete and return. If the A/R area on the form is blank, assume there is NO
change in the status of the A/R for the client.

Additionally, ensure the correct aid codes, eligibility codes, case type codes and
Medicare claim numbers and buy-in are correct in the system.

Verification used to re-establish Medicaid eligibility must be current (within the
last 45 days).

1.

SSI CASES and SSI/QMB

Conduct a desk review of the case using MAABD Only Redetermination
(2930-EM) or Review of Eligibility (2426-EE) to ensure the client is
currently receiving SSI and the mailing address agrees with DWSS
records. If there is no current SDX or SOLQ record, some other current
verification from Social Security must be used.

If the client has a telephone number, contact the client to determine third
party liability (TPL) and subrogation information. You must ask the
client the following questions and document their response on Form
2930-EM, MAABD Only Redetermination or Review of Eligibility Form
2426-EE.

1. Other than Medicaid, do you have any other medical/dental
insurance? YES?, NO? If YES, enter the insurance coverage
information into NOMADS.

2. Have you been involved in an accident in the past twelve
months? YES?, NO? If YES, send Form 2511-EE to the client
to complete.

If the client cannot be reached by telephone, does not have a telephone
number, or you do not wish to conduct a desk audit, document this in the
case narrative and send the Review of Eligibility, Form 2426-EE. Give
the client ten (10) days to respond.

Upon receipt of the completed review and any necessary verifications,
take the appropriate action and document this in the case narrative.

Take the appropriate action based on the information provided by the
client. If additional verifications are needed for QMB coverage, request
them using Form 2429-EE, allowing the client ten (10) days to respond.
If either SSI or Medicare has terminated, follow the instructions listed in
“p” of this section: CONVERSIONS.

If information of a change is received that indicates the client may no
longer be eligible for SSI, but records show the client is still in CO1
status, do not terminate Medicaid. Notify Social Security Administration
of the change using Form SSA-3911. If they terminate SSI as a result of
this information, then terminate the Medicaid.
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Do not terminate the SSI case for failure to provide income and resource
verification.

If the client does not return the completed review, send a termination
notice allowing for adverse action. If verifications are provided on or
before the last day of the month, reinstate eligibility. (SSI cases may be
closed if the client fails to provide information on the TPL or
subrogation.)

The Application for Assistance Form 2905-EG or Form2930-EM, may
be used in lieu of the desk audit to verify eligibility through the review
process when SNAP benefits are involved.
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NEVADA MEDICAID RESIDENTIAL TREATMENT CENTER (RTC) SERVICE PROVIDERS

Benchmark Hospital

592 West 1350 South
Woods Cross, Utah 84087
(801) 299-5300

Brown Schools, Inc.-Cedar Springs Ctr
22135 Southgate Road

Colorado Springs, Colorado 80906
(719) 633-4114

Brown Schools, Inc.-Laurel Ridge Trtmt Ctr
17720 Corporate Woods Drive

San Antonio, Texas 78259-3509

(210) 491-9400

Brown Schools, Inc.-San Marcos Trtmt Ctr
One Bert Brown Road

San Marcos, Texas 78667

(512) 396-8500

Brown Schools, Inc.-The Oaks Trtmt Ctr
1407 Stassney Lane

Austin, Texas 78745

(512) 444-9561

Cathedral Home for Children
P.O. Box 520

Laramie, Wyoming 82073-0520
(307) 745-8997

Cleo Wallace Center

430 Gold Pass Heights

Colorado Springs, Colorado 80906
(719) 527-1600

(Denver Campus - (303) 466-7391

Copper Hills at St. George
115 West 1470 South, Suite B
St. George, Utah 84770
(435) 634-1730

Copper Hills Youth Center
5899 West Rivendell Dr
West Jordan, Utah 84080
(801) 561-3377

Desert Willow Treatment Center (RTC)
6171 West Charleston Boulevard

Las Vegas, Nevada 89146

(702) 486-8900

Primary Childrens Medical Center RTC
497 South Colorow Way

Salt Lake City, Utah 84108

(801) 588-4980

Provo Canyon School
P.O. Box 1441
Provo, Utah 84603
(801) 227-2000

San Diego Center for Children
3002 Armstrong Street

San Diego, California 92111
(619) 277-9550

Spring Mountain Treatment Center
7000 West Spring Mountain Road
Las Vegas, Nevada 89117

(702) 873-2400

Vista Care RTC

4120 East Ramsey Road
Hereford, Arizona 85615
(520) 378-6466

Willow Springs Center
P.O. Box 30012

Reno, Nevada 89520
(702) 323-3303
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NEVADA MEDICAID PSYCHIATRIC HOSPITAL SERVICE PROVIDERS

Charter Hospital

7000 West Spring Mountain Road
Las Vegas, Nevada 89117

(702) 876-4356

Desert Willow Treatment Center (RTC)
6171 West Charleston Boulevard

Las Vegas, Nevada 89146

(702) 486-8900

Montevista Hospital

5900 West Rochelle Avenue
Las Vegas, Nevada 89103
(702) 364-1111

Nevada Mental Health Institute
480 Galletti Way

Sparks, Nevada 89431

(702) 688-2001

Southern NV Adult Mental Health
6161 West Charleston Blvd.

Las Vegas, Nevada 89102

(702) 486-6000

West Hills Hospital
1240 East Ninth Street
Reno, Nevada 89520
(702) 323-0478
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Nevada Mental Health Institute
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Southern NV Adult Mental Health
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Reno, Nevada 89520
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Certain individuals who have lost SSI eligibility, but would still be eligible for
SSI if some of their income were disregarded, may be Medicaid eligible if all
other eligible requirements are met. Public law dictates what income is
disregarded for each group.

Special attention is required so these individuals so they do not have their
Medicaid eligibility interrupted.

1. PICKLE AMENDMENT - PUBLIC LAW 94-566

Under Section 503 of P.L. 94-566, the Pickle Amendment, clients are
eligible for Medicaid if:

a.

b.

They currently receive RSDI, AND

After April 1977 they were eligible for and receiving SSI and
entitled to RSDI in the same month, AND

They became ineligible for SSI for any reason, AND

They would now be eligible for SSI if RSDI cost-of-living
increases received after they were last eligible for and received
SSI and entitled to RSDI in the same month are excluded from
their countable income, AND

All other eligibility factors are met.
Entitlement to RSDI benefits can be determined by:
Being "eligible for and receiving" the RSDI benefit; OR

Being eligible for the RSDI benefit without receiving the benefit
due to the "windfall off-set" requirements of Social Security.

The purpose of the "windfall off-set” is to ensure the individual
who is currently eligible for either SSI or RSDI AND
subsequently becomes retroactively eligible for the other benefit
does not receive more benefits than he/she would have received
if payments for both benefits (SSI & RSDI) had been paid when
regularly due.

FOR EXAMPLE: A client applies for Medicaid this month. The client
was eligible for and receiving SSI and entitled to RSDI in April 1982.
Excess resources caused him to become ineligible for SSI in May 1982.
The client's resources are now within the current resource limitations and
if all RSDI cost-of-living increases made after May 1982 are excluded
from his countable income, the client would be eligible for SSI.
Therefore, the client is categorically eligible for Medicaid under the
Pickle Amendment.
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When a client applies for Medicaid and does not receive SSI or reside in
a medical facility, use the above criteria to determine if they may be
eligible under the Pickle Amendment.

When an RSDI cost-of-living increase occurs, a special SDX will be
produced for ongoing SSI recipients who may become eligible under this
Public Law. These cases are identified in the SDX Public Law column
by Alpha Code "B."

If the client resides with his/her spouse and spousal deeming applies,
deduct the RSDI cost-of-living increases from the Spouse's RSDI
income which were received after the client last received SSI. The last
RSDI amount the client was entitled to can be obtained through the
Social Security Administration using Form 2022-EM, Pickle
Amendment Certification or the RSDI Computation Worksheet Form
2645-EE. Disabled persons must continue to meet disability criteria.
Verification used to support "Pickle" status must remain in the
permanent section of the casefile.

When re—evaluating eligibility because of changes in income/amounts, if
the client would now be eligible for SSI (using SSI rules) before
disregarding cost—-of-living increases, they no longer meet the criteria for
Medicaid eligibility under Public Law 94-566 (Pickle Amendment).

These cases must also be evaluated for QMB/SLMB eligibility.

NOTE: To be eligible for Medicaid under the Pickle Amendment,
HCFA has always interpreted SSI eligibility to mean receipt of
an actual cash benefit, not just eligible to receive a benefit.

However, SSA has made the following clarification:
"Disabled individuals who work can continue to receive SSI,
and categorical Medicaid, even though their earned income
exceeds the substantial gainful activity (SGA) limits." SSI
confers no cash benefit in these situations, but only eligibility
for Medicaid as if the individual was receiving an SSI
payment.

SSA considers eligibility under these circumstances to be a
benefit under the Social Security Law and qualifies an
individual for eligibility under the Pickle Amendment,
provided all of the other requirements for eligibility under the
Pickle Amendment are met.

2. ADULT DISABLED CHILD - PUBLIC LAW 99-643

Public Law 99-643 continues Medicaid eligibility for certain
blind/disabled individuals age 18 years or older if:

a. They received SSI benefits which were based upon a disability
or blindness which began prior to the individual turning age 22;
and
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b. They lost SSI eligibility on or after July 1, 1987 solely because
they became eligible for SSA benefits as an "adult disabled
child” or because of an increase in their "adult disabled child"
SSA benefits; and

C. They would now be eligible for SSI if the Social Security "adult
disabled child" benefit or the increase in their "adult disabled
child" benefits received after July 1, 1987 was excluded from
their countable income; and

d. All other eligibility factors are met.

NOTE: The SSI benefits did not have to begin prior to age 22, only the
disability or blindness on which the SSI was based had to
begin before age 22.

Social Security will identify individuals who are possibly eligible under
this category with a "D" in the SDX Public Law column. If an SDX is
received identifying an individual as such, it is the responsibility of the
case manager to determine if the individual meets the above criteria. If a
subsequent SDX is received and the Alpha Code “D” has disappeared, it
is the responsibility of the case manager to determine if the individual
continues to meet the above criteria. The case manager must document
the case and Social Security should be contacted to verify ongoing
eligibility status.

The case manager shall document the case to show what amount of
benefit is being disregarded. If the case manager cannot tell from the
SDX what amount should be disregarded, Social Security should be
contacted to verify.

These cases must also be evaluated for QMB eligibility.

3. WIDOW/WIDOWERS - PUBLIC LAW 100-203

Public Law 100-203 (OBRA 87), mandates Medicaid assistance to
widow and widowers who:

a. Are at least 60 years of age but not yet 65; and

b. Are eligible for SSA Widow's or Widower's benefits or are
eligible for SSA Widow's or Widower's benefits in combination
with another SSA Benefit(s); and

C. Lost SSI eligibility because of the receipt of the SSA
Widow/Widower's benefits or combination of Widow/Widower's
benefits and other SSA Benefits; and

d. Are not entitled to Medicare Part A; and

e. Would now be eligible for SSI if the Widow/Widower's benefits,
and other SSA benefits were disregarded (SSA Disability
benefits are not disregarded); and
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f. All other eligibility criteria are met.

When an individual is terminated from SSI who is a widow/widower,
their termination letter will inform them of their possible eligibility for
Medicaid. The following verifications from Social Security must be in
file to determine eligibility under this category:

- The date and reason SSI was terminated. If SSI was terminated
more than a year from the date of the Medicaid application, an
NMO disability determination must be done to verify the person
is still disabled, unless they are currently receiving SSA
Disability benefits.

- What type of Social Security benefits the person is receiving.

- The amount of each Social Security benefit.

- Whether the person is entitled to Medicare Part A.

Individuals eligible for Medicaid under this provision will lose Medicaid
eligibility at the time they reach age 65 or become eligible for Medicare,
whichever comes first, UNLESS they are found to be eligible for
Medicaid under another category.

4. WIDOWS, WIDOWERS AND SURVIVING DIVORCED SPOUSES -
PUBLIC LAW 101-508

Effective January 1, 1991, Section 5103 of Public Law 101-508
authorizes Medicaid coverage to disabled widows, widowers and
surviving divorced spouses who lose SSI because of receipt of Title 11
(RSDI) benefits from the changed disability criteria. These individuals
are deemed to be receiving SSI if:

a. They were receiving SSI for the month prior to the month they
began receiving Title Il benefits; and

b. They would continue to be eligible for SSI if the amount of the
Title 11 benefit were not counted as income; and

C. They are NOT entitled to Medicare Part A hospital insurance.

Social Security will identify individuals who are possibly eligible under
this category with an "S" in the SDX Public Law column. If an SDX is
received identifying an individual as such, it is the responsibility of the
case manager to determine if the individual meets the above criteria.

Individuals eligible for Medicaid under this provision will lose Medicaid
eligibility at the time they become eligible for Medicare, whichever
comes first, UNLESS they are found to be eligible for Medicaid under
another category.
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The case manager shall document the case to show what amount of
benefit is being disregarded. If the case manager cannot tell from the
SDX what amount should be disregarded, Social Security should be
contacted to verify.

These cases must also be evaluated for QMB eligibility.
5. SUSPENSION OF SSI DUE TO INCOME - PUBLIC LAW 96-265

Eligibility for Medicaid will continue for certain disabled/blind persons
whose SSI is suspended due to excess earned income. The Social
Security Administration will determine this Public Law status and
identify these cases via the SDX. When the Payment status code is NO1
or PO1 and SSA has determined the case to be one which falls under
Public Law 96-265, Alpha Code "I" will appear in the SDX Public Law
column. If a subsequent SDX is received and the Alpha Code "I" has
disappeared, it is the responsibility of the case manager to determine if
the individual continues to meet the above criteria. The case manager
must document the case and Social Security should be contacted to
verify ongoing eligibility status.

These cases must also be evaluated for QMB eligibility.

6. ELIGIBILITY FOR CHILDREN WHO LOSE SSI BUT REMAIN ON
MEDICAID

The Balanced Budget Act (BBA) of 1997 reinstated Medicaid to children
(under age 18) who lost their SSI benefits because of the Personal
Responsibility and Work Opportunity Reconciliation Act (PRWORA) of
1996.

Medicaid coverage for a disabled child who was receiving SSI benefits
as of August 22, 1996 continues despite having their SSI eligibility
terminate because they do not meet the new, more strict SSI childhood
disability criteria.

Children covered by the BBA whose eligibility was terminated because
of PRWORA must have their Medicaid eligibility reinstated. A child
who loses SSI after August 22, 1996 for a non-disability reason is not
protected by the BBA change. Redetermine Medicaid eligibility of the
child under another eligibility group.

If a child lost SSI/Medicaid because of PRWORA, determine whether
the child meets the non-disability eligibility criteria, or qualifies for
Medicaid on some other basis, and reinstate Medicaid. Do not examine
the issue of disability at this time.

Subsequent, regularly scheduled redetermination will evaluate disability
(send to NMO) and all other eligibility criteria. NOTE on 3004-EM that
request for decision is for child who lost SSI because of PRWORA.
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A child who has had their Medicaid reinstated due to the Balanced
Budget Act (BBA) will always be evaluated under the less stringent
disability rules in effect before PRWORA. The loss of Medicaid
eligibility by the child for any reason and for any period of time will still
be evaluated under the less stringent disability rules provided prior to
PRWORA if the child reapplies before they turn 18. Check the lists
provided to your office on every child who SSI has denied as NO7. If
their name appears on any of the lists, and they meet all other eligibility
requirements, send NMO Form 3004-SM and indicate the child lost SSI
because of PRWORA by writing SSI-NO7 on the form. This will advise
Medicaid to review this child’s disability under the less stringent
disability requirements.

7. PERSONS INELIGIBLE FOR SSI DUE TO ALIEN SPONSOR
DEEMING

Aged and disabled individuals who are ineligible for SSI due to alien
sponsor deeming are considered SSI eligible, and therefore, Medicaid
eligible IF they can meet all other eligibility requirements.

Obtain verification of SSI ineligibility due to sponsor deeming. Persons
under age 65 require a disability decision from Nevada Medicaid Office
(NMO). Parent and spouse deeming requirements still apply. Determine
any contributions which may be provided by the sponsor(s) to the client.

Future action the case file for when sponsor deeming no longer applies,
then refer the client to apply for SSI. If SSI eligible, convert to and SSI

case. If not SSI eligible, terminate Medicaid benefits unless the client is
eligible under another Medicaid eligible group.

B. AGED, BLIND, DISABLED

Persons must be aged (65 or older), blind or disabled as determined by Social
Security Administration criteria.

C. TIME FRAMES

An eligibility decision must be made within forty-five (45) days from the date of
application unless extenuating circumstances exist.

D. SOCIAL SECURITY NUMBER (SSN)

Social Security numbers must be provided by every applicant and recipient. See
manual section 204,

E. IDENTIFICATION

All applicants for Medicaid must be identified.
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F. NEVADA RESIDENCY

Clients must be living in Nevada with the intention of making Nevada their home
permanently or for an indefinite period (no expected end date) OR must be living
in Nevada with a job commitment or seeking employment. Clients do not have
to have a fixed place of residence to meet this requirement.

The ability to indicate intent to reside in Nevada is not to be taken lightly or stand
by itself. A statement or indication of intent to reside in Nevada must be
supported by additional verification or collateral material to substantiate the
intent if residency is questionable. Manual section 205,D,5 is not all inclusive.
See manual section 205,A for more detail.

Nevada residency continues when a client is temporarily absent IF he/she intends
to return to Nevada when the purpose of the absence has been accomplished.
Document in the case file the temporary absence situation and obtain the
client/representative’s statement concerning the intent of residency and the
purpose of the absence.

G. CITIZENSHIP

To qualify for assistance, applicants must be a U.S. citizen, or a non-citizen in an
eligible category. See manual section 206 for citizenship requirements.

H. PRIOR MEDICAL

Clients may apply for prior medical coverage for up to 3 months prior to the
month of Medicaid application.

1. Prior Medicaid coverage must be requested in writing; AND

2. There must be evidence that medical care or services were provided in
the month(s) for which Medicaid is requested.

When clients request prior medical first determine if they are eligible for prior
medical as an SSI recipient or State Institutional case.

If they are not eligible in either of those categories determine if they would have
been eligible for SSI had SSA made a determination. This category of eligibility
is used only after all other eligibility categories have been considered.
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Do not make an independent SSI determination IF there is a pending SSI
application covering the month(s) Medicaid is requested. Wait for the SSI
decision.

Use SSI/SSA's disability decision (the disability on—set date) for any month of
requested prior medical assistance. All other factors of eligibility, e.g.,
residency, citizenship, income, resources, etc., must be evaluated by the case
manager.

l. THIRD PARTY LIABILITY (TPL)

Medicaid is always payor of last resort whenever any other resources may be
responsible for payment.

When insurance coverage is available at no cost to the client (e.g., through
employment or Tricare), request the client to enroll. See manual section 208
regarding Medicare.

Notify the fiscal intermediary of third party liability and any changes to such by
recording all known information on the NOMADS MINS and MEDI screens.

J. RESERVED
This program is no longer available.

K. CHILD SUPPORT ENFORCEMENT (CSE)
All dependent children (including automatic Medicaid eligible newborns) who
have absent parent(s) require referrals to CSE for support enforcement services.
Support Enforcement services include establishing paternity, securing child
support and medical support. See manual section 209.

L. INCOME
Income means the receipt of money in the month for which an eligibility
determination is being made. All income or changes in income must be reported.
All income must be evaluated for financial eligibility.
1. OWNERSHIP/AVAILABILITY

a. Sole Ownership

All income which a payor designates as the clients, will be
considered in determining eligibility.

When a benefit or income is received for more than one person
or family member, only the client's portion of the income is
considered.
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b. Shared Ownership

1) Deeming
If the client is married and living with his/her spouse
deem the spouse’s income using Form 2646-EE.

2) Dividing: Does not apply.

3) Court Orders: Does not apply.

4) Exceptions:
Monies received by the client in his/her capacity as an
agency are not income to him/her. A "agent" is a person
acting on behalf of someone, i.e., representative payee,
guardian, conservator, etc.

2. TREATMENT OF INCOME

When determining financial eligibility, budget income for the month it is
received.

Regular unearned income deposited directly into a financial institution is
considered received in the month for which it is intended to be received.

a. Intake Cases

Individually determine financial eligibility for each month of
requested coverage.

b. Ongoing Cases

Financial eligibility is always determined prospectively (future
month).  When information becomes known which causes
ineligibility prospectively, terminate benefits allowing adverse
action time.

3. INCOME LIMITS

Countable net income must be less than the applicable SSI Payment
Amounts (SPA).

4. INCOME DISREGARDS BY PUBLIC LAW
a. PICKLE AMENDMENT - PUBLIC LAW 94-566

Exclude from countable income the RSDI cost-of-living
increases received after the client was last eligible for and
received SSI and entitled to RSDI in the same month.

If the client resides with his/her spouse and spousal deeming
applies, deduct the RSDI cost-of-living increases from the
Spouse's RSDI income which were received after the client last
received SSI.
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The last RSDI amount received when the client was entitled to
can be obtained through the Social Security Administration using
Form 2022-EM, Pickle Amendment Certification, the annual
Pickle Report or by using the RSDI Computation Worksheet
Form 2654-EE. Verification used to support "Pickle" status
must remain in the permanent section of the case file.

When there are changes in income and/or amounts, recompute
eligibility excluding only the RSDI cost—of-living increases
received after the client was last eligible for and received SSI
and entitled to RSDI in the same month.

If the client would now be eligible (based on SSI rules) for SSI
before disregarding cost—of-living increases, they no longer
meet the criteria for Medicaid eligibility under Public Law 94—
566 (Pickle Amendment). Refer the client to apply for SSI
benefits.

Transfer the net countable income to the SSI Budget.
b. ADULT DISABLED CHILD - PUBLIC LAW 99-643

Disregard the adult disabled child benefit or the increase in this
benefit received after July 1, 1987.

When there are changes in income and/or amounts, recompute
eligibility excluding the adult disabled child benefit or the
increase in this benefit received after July 1, 1987.

If the client would now be eligible (based on SSI rules) for SSI
before disregarding cost—of-living increases, they no longer
meet the criteria for Medicaid eligibility under Public Law
99-643 (Adult Disabled Child). Refer the client to apply for SSI
benefits.

Transfer the net countable income to the SSI Budget.
C. WIDOW/WIDOWERS - PUBLIC LAW 100-203

Disregard the Widow/Widower's benefits in addition to other
SSA benefits which are not disability benefits.

When there are changes in income and/or amounts, recompute
eligibility excluding the widow/widower's benefits in addition to
the other SSA benefits which are not disability benefits.

If the client would now be eligible (based on SSI rules) for SSI
before disregarding cost—of-living increases, they no longer
meet the criteria for Medicaid eligibility under Public Law
100-203 (Widow/Widowers). Refer the client to apply for SSI
benefits.
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Transfer the net countable income to the SSI Budget.

WIDOWS, WIDOWERS AND SURVIVING DIVORCED
SPOUSES - PUBLIC LAW 101-508

Disregard the Title Il (RSDI) disability benefit which was based
on application of new disability criteria.

When there are changes in income and/or amounts, recompute
eligibility excluding the Title Il disability benefit which was
based on application of new disability criteria.

If the client would now be eligible (based on SSI rules) for SSI

before disregarding cost—of-living increases, they no longer
meet the criteria for Medicaid eligibility under Public Law
101-508 (Widow, Widows and Surviving Divorced Spouses).
Refer the client to apply for SSI benefits.

Transfer the net countable income to the SSI Budget.

5. BUDGETING PROCEDURES FOR SSI FINANCIAL ELIGIBILITY -
SSI BUDGET FORM 2646-EE (Spouse to Spouse Deeming)

a.

INCOME CONSIDERATION

Determine whether the client is considered an individual or a
member of a couple with an SSI eligible or ineligible spouse by
applying the definitions in this section.

When the client is considered an individual only the client's
income is counted. Additionally, when the client is considered a
member of a couple the spouse's income is counted for a
specified time period.

Spouses separated temporarily for economic (employment) or
emergency reasons (hospitalization), vacations or visits are NOT
considered "separated" (ceased living together) for purposes of
income consideration. The separation must be expected to
continue. A temporary absence is one where the individual
leaves and returns to the household in the same month or the
following month.

When income of the spouse must be considered the income will
be verified. If impossible to verify the spouse's income,
document the circumstances and accept the client's statement.
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b. DEFINITIONS

1)

2)

3)

SSI Eligible Spouse

The client's spouse who meets the requirements in both
a) and b) below:

a) Is pending SSI, received SSI or would have been
eligible for SSI:

To determine if the spouse would have been
eligible for SSI, the spouse:

1) must have been aged, blind or disabled.
Blindness and disability is established
when the spouse has been determined
eligible for any type of permanent
disability/blind benefits (e.g., SSA, VA,
or Retirement Disability Benefits), and

2 must be determined financially eligible
per subsection "d" below.

b) Is living with the client or has not been separated
longer than the specified time frames:

Consider the client a MEMBER OF A COUPLE
WITH AN ELIGIBLE SPOUSE only for the
month they ceased living together.

SSI Ineligible Spouse

The client's spouse who is not pending SSlI, not receiving
SSI and would not have been eligible for SSI.

When the spouse is not aged or has not been determined
eligible for some type of permanent disability/ blindness
benefits consider the spouse an SSI ineligible spouse.

The ineligible spouse's income must always be
considered when the client is living with the spouse.
When the client and ineligible spouse are separated, the
ineligible spouse's income is only considered the month
of separation.

Individual

Consider clients as individuals when they are:

a) NOT married,;
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b) Married but have been separated from their SSI
ELIGIBLE spouse for a specified time frame:

The client will be considered an individual
beginning the month after the month they ceased
living together.

C) Married but have been separated from their SSI
INELIGIBLE spouse for a specified time frame:

Consider the client an individual the month
FOLLOWING the month they ceased living
together;

d) Had an SSI INELIGIBLE spouse who received
TANF, VA pension or other assistance based on
need for the month Medicaid is requested.

C. SSI BUDGET FORM 2646-EE — GENERAL INSTRUCTIONS

1)

2)

Member of Couple with Eligible Spouse

Any time the spouse appears potentially SSI eligible,
treat as an eligible spouse until determined ineligible.

Use the MEMBER OF A COUPLE, WITH ELIGIBLE
SPOUSE column. If ineligibility results, consider the
spouse ineligible and go through the deeming
computation (using the MEMBER OF A COUPLE
WITH INELIGIBLE SPOUSE column) to determine if
deeming applies. If deeming doesn't apply, proceed to
Part B using the INDIVIDUAL column. If deeming
does apply, proceed with the budget under the
MEMBER OF A COUPLE WITH INELIGIBLE
SPOUSE column. If this process also results in
ineligibility, the client is ineligible for Medicaid.

Member of Couple with Ineligible Spouse

Use the MEMBER OF A COUPLE, WITH
INELIGIBLE SPOUSE column, items A-1 through 3 to
determine if deeming applies.

If deeming doesn't apply, proceed to the INDIVIDUAL
column of the budget. Deeming never applies when the
SSI ineligible spouse received TANF, VA pension or
other federal or state assistance based on need.
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Individual

Use the INDIVIDUAL column, when the person meets
the definition of an individual.

d. SSI BUDGET SPECIFIC INSTRUCTIONS

1

Deeming Computation

Deeming never applies when the SSI ineligible spouse
received TANF, VA pension or other federal or state
assistance based on need.

a)

b)

d)

f)

Determine the ineligible spouse's total unearned
income.

Determine if an SSI ineligible child(ren)
allocation is applicable.  The allocation is
applicable if there are any dependent children
who are:

@ Under age 18 OR under age 22 and are
students regularly attending a school,
college or university or a course of
vocational or technical training to
prepare for gainful employment; AND

2 The child(ren) are not receiving TANF,
VA pension or other federal or state
assistance based on need.

If the allocation deduction is applicable, for each
ineligible child, subtract the child's income from
the Child Allocation Amount. Subtract the
remainder from the ineligible spouse's unearned
income.

Determine the ineligible spouse's gross earned
income.

Subtract the balance of any allocation for
ineligible children not offset by unearned
income.

Add the remaining unearned income to the
remaining earned income, after the allocation
deductions.
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9) Compare the total income after allocations to the
Deeming Indicator Amount.

If less than the Deeming Indicator Amount,
deeming does not apply, proceed to Part B,
INDIVIDUAL column of the SSI budget using
only the client's income.

If equal to or more than the Deeming Indicator
Amount, deeming DOES APPLY. Proceed to
Part B MEMBER OF A COUPLE WITH AN
INELIGIBLE SPOUSE column adding the
unearned income after allocations to the client's
unearned income and the remaining earned
income to the client's earned income.

SSI Eligibility Determination

In this section of the budget, use only the client's income
when using the INDIVIDUAL column. Use combined
incomes of the client and eligible or ineligible spouse
when using the MEMBER OF A COUPLE WITH AN
ELIGIBLE OR INELIGIBLE SPOUSE column.

a) Determine unearned income.

b) Subtract the general income exclusion of $20 to
arrive at the remaining unearned income.

C) Determine total gross earned income.

d) Subtract any balance of the general exclusion
not offset by unearned income.

e) Subtract the work expense exclusion of $65.

) Impairment—-Related Work Expenses (IRWE).
This exclusion is applied to earned income of
disabled (but not blind) individuals under age
65.

The expense must be reasonable; for
items/services which are directly related to
enabling an impaired individual to work, and
which are necessarily incurred by the individual
because of a physical or mental impairment.

IRWEs are encludable when the cost is paid by
the disabled individual and is not reimbursable
from another source.
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9) Subtract 1/2 of the remaining earned income
after the above deductions.

h) Determine the total countable income by adding
Items B-1-b and B-2-e.

i) Compare the total countable income (Item B-3)
to the appropriate SSI payment amount (SPA).

If the amount is equal to or greater than the SPA
in the MEMBER OF A COUPLE WITH
INELIGIBLE SPOUSE or INDIVIDUAL
columns, the client is ineligible for Medicaid.

If ineligible in the MEMBER OF A COUPLE
WITH ELIGIBLE SPOUSE column, proceed to
the  MEMBER OF A COUPLE WITH
INELIGIBLE SPOUSE column to complete the
eligibility determination.

M. RESOURCES

Resources are defined as those assets, both real and personal, which an individual
owns and can apply, either directly or by sale, to meet basic needs of food,
clothing, shelter and medical costs.

Real property is land, including buildings or immovable objects attached
permanently to the land.

Personal property is any property that is not real property. The term
encompasses such things as cash, tools, life insurance policies, mobile homes,
automobiles, etc.

Any income which is retained the month following the month of receipt and later,
is subject to resource evaluation.

Resources are evaluated at market value less encumbrances. When the combined
value of all countable resources does not exceed the resource limit, verification
of encumbrances is not necessary.

When the value of countable resources is under the resource limit on any day of
the month, the client is eligible for that month.

All resources must be reported.
1. OWNERSHIP/AVAILABILITY
a. Sole Ownership
Sole ownership of real or personal property means only one
person may sell, transfer or otherwise dispose of the property.

All of the resource evaluated at market value less encumbrances
is available to the client.
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b. Shared Ownership

Shared ownership of real or personal property means two or
more people own it simultaneously. The following are common
types of shared ownership:

1)

2)

3)

4)

Tenancy-In-Common

Two or more persons each have an undivided fractional
interest in the whole property for the duration of the
tenancy. These interests are not necessarily equal. One
owner may sell, transfer or otherwise dispose of his/her
share of the property without permission of the other
owner(s); but cannot take these actions with the entire
property. If a tenant-in-common dies, the deceased’s
interest passes to his/her estate or heirs. Count the fair
market value less encumbrances of the client’s property
share.

Joint Tenancy

Each of two or more persons have one and the same
undivided ownership interest and possession of the
whole property for the duration of the tenancy. This
means each owner owns ALL the property. If a joint
tenant dies, the survivor becomes the sole owner. If
more then one joint tenant survives, the survivors
become joint tenants of the entire property interest.
Count the total fair market value less encumbrances of
the entire property.

Tenancy By The Entirety (Married Couples only)

This type of ownership can only exist between married
couples. The wife and husband as a unit own the entire
property and can be sold only with the consent of both
parties. However, if a legal divorce occurs, the former
spouses become tenant-in-common and one can sell
his/her share without the consent of the other. If one
spouse dies, the survivor becomes the sole owner.
Verify whether the client’s spouse will give permission
to sell the property. If permission cannot be obtained,
DO NOT count the client’s one-half share of the

property.
Exceptions

When a resource is owned jointly by more than one
AFDC/Medicaid applicant/recipient (other than a
community spouse), divide the resource equally among
those applicants/recipients to whom available.
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When a client is representative payee or legal guardian
managing someone else's funds, these funds are not
considered the client's resource when they are kept in an
account separate and apart from the client's monies AND
can be identified as being received and designated for
someone other than the client.

C. Treatment of Resources

1)

2)
3)

4)

Deeming

If the applicant/recipient is married and living with
his/her spouse, spouse to spouse deeming rules apply.
Use the resource limit for a couple for all months
eligibility is being determined.

The value of the client's and spouse's countable
resources (whether owned separately by each or jointly
by both) are counted. Only one automobile and home
may be excluded per couple.

Deeming applies from spouse to spouse when they live
together in the same household. Deeming stops the
month following the month of institutionalization in a
medical facility. Deeming begins the month following
the month the spouse returns home from a medical
facility.

Do not deem resources to the client if the spouse is a
recipient of SSI, TANF, Medicaid, Refugee Assistance,
General Assistance (GA) or VA Pension, VA
Compensation as a surviving parent of a veteran, VA
Aid and Attendance and VA Payment for Unusual
Medical Expenses. This is because these benefits are
paid based on need, not entitlement.

Dividing: Does not apply.
Court Order: Does not apply.
Inaccessible Resources

The cash value of resources which are not legally
available o the household are exempt. If the Medicaid
applicant/recipient or authorized representative is able to
verify a resource is unavailable due to the client’s
inability to access the resource due to incapacity and no
one else has the ability to access the resource on their
behalf, exempt the value of the resource as long as
reasonable and timely steps are being taken to access the
account on the client’s behalf, (i.e., referral to the public
guardian’s office). Once the resource becomes
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accessible, the resource becomes countable and
eligibility must be reevaluated for future months.

2. TRANSFER OF ASSETS

If the client has an inpatient stay in a medical facility, see transfer of
resource policy in the State Institutional section. Exception: Public Law
96-265.

3. TREATMENT OF TRUSTS (Refer to Section 250)
4. RESOURCE LIMITS

Resource limits are $2,000 for an individual and $3,000 for a couple.
When countable resources exceed the limit, the client is ineligible.

N. PATIENT LIABILITY

Patient liability is determined for Medicaid eligible persons residing in a medical
facility. There is no patient liability for any portion of institutionalization (full or
partial month stays) in a VA hospital, AGCF, FCH, freestanding psychiatric
hospital or RTC.

There are six freestanding psychiatric hospitals in Nevada, they are:

- Charter Hospital

- Montevista Hospital

- Nevada Mental Health Institute (NMHI)

- Southern Nevada Adult Mental Health (SNAMH)
- West Hills Hospital

1. TREATMENT OF INCOME, DEDUCTIONS AND EXPENSES
When determining patient liability for initial and ongoing cases, budget
income for the month it is received and deductions/ expenses for the

month in which they are paid/incurred.

When unanticipated income is received, patient liability will be adjusted
for the month in which it was received.

Regular unearned income deposited directly into a financial institution is
considered received in the month for which it is intended to be received.

2. PARTIAL MONTH PRORATION
The amount of patient liability is prorated according to the number of
days the client was in a facility when the person is institutionalized less
than a full calendar month due to:

a. Month of admission.

b. Discharge to independent living, VA hospital, AGCF, FCH,
freestanding psychiatric hospital or RTC.
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Death.

Determine what the patient liability would be for a full month. Divide
that full month amount by the number of days in the month of partial
institutionalization to determine the daily amount of patient liability.
Multiply this daily amount by the number of days the client was
institutionalized in that month (include the day of admission but not the
day of discharge/death. The result is the amount of patient liability due
for the partially institutionalized month.

3. EFFECTIVE DATE OF PATIENT LIABILITY

SSI recipients with no countable income: No patient liability
assessed.

Public Law/QMB recipients with countable income:

Hospital Stay Only: For inpatient hospital stays under 90
consecutive days, do not calculate or send notice of patient
liability. This is because Medicare will cover up to 90 days in a
hospital and Medicaid must pay the hospital deductible and co-
pay charges. If hospitalized beyond the 90 day time period,
begin patient liability the first of the month following the 90
days.

Public Law recipients with countable income:

When a Public Law recipient goes from private living to an
institution, patient liability is effective the first month of
institutionalization.

Deceased Clients

The facility is notified of the patient liability amount due for the
month of death. The facility will collect only for charges
actually incurred. Any unused patient liability will be deposited
in the Patient Trust Fund Account.

4. BUDGETING PROCEDURES - FORM 2220-EM

a.

Determine the client's TOTAL gross countable monthly income
(less involuntary mandatory deductions).

Subtract the following items from TOTAL MONTHLY
INCOME in the following order:

1) PERSONAL NEEDS ALLOWANCE

Deduct $35 Personal Needs Allowance (PNA) for each
month of institutionalization.
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MAINTENANCE ALLOWANCES

Clients do not have to request the maintenance
allowance for their spouse/dependents. The case
manager will automatically request the information
necessary to determine the maintenance allowance when
there is a spouse or dependents at home.

a) MAINTENANCE ALLOWANCE FOR THE
SPOUSE AT HOME

Clients whose spouse is living in the
community, may receive a maintenance
allowance deduction from their income.
Verification of the spouse's income must be
obtained.

A Spouse Maintenance Allowance Deduction
will be effective the first month Patient Liability
is established.

@ Determine spouse's gross earned income

2 Subtract from gross earned income:

@) Federal and Social Security
(FICA) taxes as deducted by the
employer.

(b) Retirement: Do not deduct
FICA taxes when a retirement
plan substitutes for FICA.

(© Union dues, meals and payroll
deductions which are a condi-
tion of employment.

(d) Individual work expenses when
requested and verified.

3 Determine total unearned income.
(@) To determine the  Maintenance
Allowance Deduction, subtract the Total

NET income from the Total Need.

See the MAABD income standard chart
in Appendix C for need amounts.

b) MAINTENANCE ALLOWANCE FOR A
FAMILY AT HOME

Clients whose spouse and/or dependent children
(under age 21) are living in the community, may
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receive a maintenance allowance deduction from
their income. Verification of the spouse and/or
children's income must be obtained.

The spouse/dependent children maintenance
allowance will be effective the first month
Patient Liability is established.

@ Determine spouse/dependent children's
gross earned income.

2 Subtract from gross earned income:

€)] Federal and Social Security
(FICA) taxes as deducted by the
employer.

(b) Retirement: Do not deduct
FICA taxes when a retirement
plan substitutes for FICA.

(©) Union dues, meals and payroll
deductions which are a condi-
tion of employment.

(d) Individual work expenses when
requested and verified.

3 Determine total unearned income.

(@) To determine the  Maintenance
Allowance Deduction subtract Total
NET Income from Total Need.

See the MAABD income standard chart
in Appendix C for need amounts.

If verifications needed to determine the Maintenance
Allowance are not returned by the required date, the case
will be completed without allowing a maintenance
allowance. The client will be notified on the Notice of
Decision, the patient liability was determined without a
Maintenance Allowance Deduction.

EXPENSES INCURRED FOR HEALTH INSURANCE
PREMIUMS, DEDUCTIBLES AND CO-INSURANCE
CHARGES

Deduct Health Insurance Premiums, Deductibles and
Co-insurance expenses incurred by the client. Clients/
Representatives must advise the agency of medical
insurance and provide proof of expenses. These
expenses must not be paid or subject to payment by a
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third party. Medicare premiums are subject to payment
by a third party, therefore, do not allow the Medicare
premium as a deduction.

4) EXPENSES INCURRED FOR MEDICAL CARE

Deduct expenses incurred by the client for necessary
medical care recognized under the State law but not
covered under the Medicaid Program. This includes
medical expenses incurred more than three months prior
to the date of application. Clients/Representatives must
advise the agency and submit proof of the expenses.

The case manager will attach a copy of the medical bill
to Form 2536 and submit to NMO for approval. These
expenses must not be paid or subject to payment by a
third party. An NMO approval is required to assure the
deduction is for necessary care payable to reasonable

limits.
C. The deficit, if any, is the client's share of facility cost (PATIENT
LIABILITY).
5. NOTIFICATION OF PATIENT LIABILITY

When patient liability is established or changes, the client, facility and
Blue Shield of Nevada are notified on a Notice of Decision of the
amount and effective date.

O. REDETERMINATIONS

Redeterminations of eligibility are required at least every 12 months. Use
MAABD Only Redetermination, Form 2930-EM, when there is no Food Stamp
case involved. Information received between redeterminations which may affect
eligibility must be evaluated and acted on when applicable. Redeterminations
must be completed no later than the month it is due except when future actions
are necessary. Clients are the primary source of information regarding their
eligibility. If a client is unable to obtain information, the case manager may
assist. Office interviews and home visits are optional and can be done at the
discretion of the Unit Supervisor or office manager.

The MAABD Only Redetermination form (2930-EM) informs the client about
their choices concerning an authorized representative (A/R). If any change in the
AJR is indicated on Form 2930-EM, send the client Form 2525-EE to complete
and return. If the A/R area on Form 2930-EM is blank, assume there is NO
change in the status of the A/R for the client.

Additionally, ensure the correct aid codes, eligibility codes, case type codes and
Medicare claim numbers are in the system.
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Verification used to re-establish Medicaid eligibility must be current (within the

last 45 days).

PUBLIC LAW 94-566 CASES:

PUBLIC LAW 99-643 CASES:

PUBLIC LAW 100-203 CASES:

PUBLIC LAW 101-508 CASES:

PUBLIC LAW 96-265 CASES:

Verification used to support the Public Law
status must remain in the permanent section
of the case file.

Income & resources are re-evaluated.
Financial eligibility is determined using SSI
Budget Form 2646. Exclude from countable
income RSDI cost of living increases
received after client was last eligible for
and receiving SSI and entitled to RSDI in
the same month.

Verification used to support Public Law
status must remain in the permanent section
of the casefile.

Income and resources are re-evaluated.
Financial eligibility is determined using SSI
Budget Form 2646. Exclude from countable
income the 'adult disabled child' benefit OR
the increase in their 'adult disabled child'
benefit received after July 1, 1987.

Verification used to support Public Law
status must remain in the permanent section
of the casefile.

Income and resources are re-evaluated.
Financial eligibility is determined using SSI
Budget Form 2646. Exclude from countable
income widow/widower's benefits and SSA
retirement/survivors benefits (SSA Dis-
ability benefits are not disregarded). They
cannot be entitled to Medicare Part A
hospital insurance.

Verification used to support Public Law
status must remain in the permanent section
of the casefile.

Income and resources are re-evaluated.
Financial eligibility is determined using SSI
Budget Form 2646. Exclude from countable
income the Title Il disability benefits. They
cannot be entitled to Medicare Part A
hospital insurance.

The most current SDX must contain Public
Law Code "I". If it does not, the client is
not eligible for Medicaid under this public
law.
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The most current SDX must contain Public
Law Code "A". If it does not, the client is
not eligible for Medicaid under this public
law.

Verification used to support Public Law
status must remain in the permanent section
of the casefile.

Income and resources are re-evaluated.
Financial eligibility is determined using SSI
Budget Form 2646. Disability for persons
under age 65 may need re-evaluation by
NMO (see most recent Form 3004). Parent
and spouse deeming requirements may
apply. Determine any contributions by the
sponsor(s).  Case file should have an
indicator when sponsor deeming ends for a
referral to apply for SSI.
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340 PERSONS INSTITUTIONALIZED LESS THAN 30 CONSECUTIVE DAYS

A

OVERVIEW

A client in this group must have countable income below SSI payment levels and
must be an inpatient in a skilled nursing facility (SNF), intermediate care facility
(ICF or ICF/MR), or hospital and meet all eligibility requirements.

In determining the number of days in a medical institution for eligibility
proposes, include the day of admission, but not the day of discharge/death.

An "outpatient” stay is less than a 24-hour period regardless of the hour of
admission, whether or not a bed is used or whether or not the patient remains in
the facility past midnight.

ELIGIBILITY EXCEPTIONS

1.

All individuals under age 65 who are inpatients in an Institution for
Mental Disease (IMD), i.e., freestanding psychiatric hospital, are not
eligible for Medicaid in this category. (See chapter Addendum listing
IMD facilities)

An Institution for Mental Diseases (IMD) is defined as a hospital,
nursing facility or other institution of more than 16 beds which is
primarily engaged in providing diagnosis, treatment or care of persons
with mental diseases, including medical attention, nursing care and
related services. Individuals are severely psychotic, emotionally ill,
suicidal and a danger to themselves, others or property. In Nevada IMDs
are commonly referred to as "psychiatric hospitals.” An institution for
the mentally retarded IS NOT an institution for mental disease.

An inmate of a public institution is ineligible for Medicaid UNLESS the
institution is a medical institution. An inmate of a penal institution is
NEVER eligible for Medicaid while in the custody of law enforcement
officials, UNLESS admitted as an inpatient to a hospital, nursing facility,
juvenile psychiatric facility, or intermediate care facility. This individual
is eligible for any Medicaid covered services provided to them while an
inpatient in these facilities and they are Medicaid-eligible. If this
individual becomes an inpatient of a long-term care facility, they must
meet level of care and plan of care assessments to become eligible.

Individuals under 22 receiving inpatient psychiatric services in a
Residential Treatment Center (RTC) are eligible for Medicaid in this
category. (See chapter Addendum listing RTC facilities)

RTCs specialize in treating children with conduct, personality and
emotional disorders, depression, hyperactivity, academic failure, and/or
mild learning disabilities. Medicaid will pay for services provided in a
RTC if the referral resulted from a "Healthy Kids" screening and the
admission was prior authorized/certified by Medicaid's Peer Review
Organization (PRO).

These cases must also be evaluated for QMB eligibility.
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B. AGED, BLIND, DISABLED

Persons must be aged (65 or older), blind or disabled as determined by Social
Security Administration criteria.

C. TIME FRAMES

An eligibility decision must be made within 45 days from the Medicaid
application date for the aged and 90 days for the blind/disabled, unless
extenuating circumstances exist.

D. SOCIAL SECURITY NUMBER (SSN)

Social Security numbers must be provided by every applicant and recipient. See
manual section 204.

E. IDENTIFICATION
All applicants for Medicaid must be identified.
F. NEVADA RESIDENCY

Clients must be living in Nevada with the intention of making Nevada their home
permanently or for an indefinite period OR must be living in Nevada with a job
commitment or seeking employment. Clients do not have to have a fixed place
of residence to meet this requirement.

The ability to indicate intent to reside in Nevada is not to be taken lightly or stand
by itself. A statement or indication of intent to reside in Nevada must be
supported by additional verification or collateral material to substantiate the
intent if residency is questionable. Manual Section 205,D,5 is not all inclusive.
See Manual Section 205,D for more detail.

G. CITIZENSHIP

To qualify for assistance, applicants must be a U.S. citizen or a non-citizen in an
eligible category. See manual section 206 for citizenship requirements.
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H. PRIOR MEDICAL

Clients may apply for prior medical coverage for up to 3 months prior to the
month of Medicaid application.

1. Prior Medicaid coverage must be requested; AND

2. There must be evidence that medical care or services were provided in
the month(s) for which Medicaid is requested.

When clients request prior medical first determine if they are eligible for prior
medical as an SSI recipient or State Institutional case.

If they are not eligible in either of those categories determine if they would have
been eligible for SSI had SSA made a determination. See "Prior Medical
Determinations Only - Would Have Been Eligible For SSI."

Do not make an independent SSI determination IF there is a pending SSI
application covering the month(s) Medicaid is requested. Wait for the SSI
decision.

Use SSI/SSA's disability decision (the disability on—-set date) for any month of
requested prior medical assistance. All other factors of eligibility, e.g.,
residency, citizenship, income, resources, etc., must be evaluated by the case
manager.

l. THIRD PARTY LIABILITY (TPL)

Medicaid is always payor of last resort whenever any other resource may be
responsible for payment.

When insurance coverage is available at no cost to the client (e.g., through
employment or Tricare), request the client to enroll. See manual section 208
regarding Medicare.

Notify the fiscal intermediary of third party liability and any changes to such by
recording all known information on the NOMADS MINS and MEDI screens.

J. RESERVED
This program is no longer available.

K. CHILD SUPPORT ENFORCEMENT (CSE)
All dependent children (including automatic Medicaid eligible newborns) who
have absent parent(s) require referrals to CSE for support enforcement services.

Support Enforcement services include establishing paternity, securing child
support and medical support. See manual section 209.
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Income means the receipt of money in the month for which an eligibility
determination is being made. All income or changes in income must be reported.
All income must be evaluated for financial eligibility.

1. OWNERSHIP/AVAILABILITY

a.

Sole Ownership

All income which a payor designates as the client’s, will be
considered in determining eligibility.

When a benefit or income is received for more than one person
or family member, only the client's portion of the income is
considered.

Determine financial eligibility using the "Individual” column of
"SSI Budget" Form 2646-EE. Only the client's income is
budgeted.

Shared Ownership

If the client qualifies for both budget methods (deeming or
dividing), the case manager must apply both budget methods
before denying due to excess income.

1) Deeming:

If the client is married and living with his/her spouse,
deem the spouse's income using Form 2646-EE. |If
income is deemed, use the couple SPA limit.

If the client is a child (under age 18) and was living with
his/her parent(s) at the time of institutionalization, deem
the parent(s) income using "Parent to Child Deeming
Budget" Form 2646-EE/A.

2) Dividing:

If it is in the applicant's best interests for financial
eligibility, the case manager will divide the total income
of spouses who are living separate and apart (due to
institutionalization only) equally between them. Only
the applicant's share of the income will be considered
when determining eligibility. However, if a portion of
the spouse's income is made available to the applicant,
that portion would be counted as income to the client in
determining eligibility.

If income is divided, use the individual SPA limit.
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3) Court Order: Does not apply.

4) Exceptions:

Monies received by the client in his/her capacity as an
agent are not income to him/her. An "agent" is a person
acting on behalf of someone, i.e., representative payee,
guardian, conservator, etc.

2. TREATMENT OF INCOME

When determining financial eligibility, budget income for the month it is
received.

Regular unearned income deposited directly into a financial institution is
considered received in the month for which it is intended to be received.

a. Intake Cases
Individually determine financial eligibility for each month of
requested coverage.
b. Ongoing Cases
Financial eligibility is always determined prospectively (future
month).  When information becomes known which causes
ineligibility prospectively, terminate benefits allowing adverse
action time.
3. INCOME LIMITS
Countable net income must be less than the applicable SSI payment
amounts (SPA).
4. BUDGETING PROCEDURES FOR SSI FINANCIAL ELIGIBILITY

SSI BUDGET FORM 2646-EE (Spouse to Spouse Deeming)

a.

INCOME CONSIDERATION

Determine whether the client is considered an individual or a
member of a couple with an SSI eligible or ineligible spouse by
applying the definitions in this section.

When the client is considered an individual only the client's
income is counted. Additionally, when the client is considered a
member of a couple the spouse's income is counted for a
specified time period.
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Spouses separated temporarily for economic (employment) or
emergency reasons (hospitalization), vacations or visits are NOT
considered "separated" (ceased living together) for purposes of
income consideration. The separation must be expected to
continue. A temporary absence is one where the individual
leaves and returns to the household in the same month or the
following month.

When income of the spouse must be considered, the income will
be verified. If impossible to verify the spouse's income,
document the circumstances and accept the client's statement.

b. DEFINITIONS
1) SSI Eligible Spouse

The client's spouse who meets the requirements in both
a) and b) below:

a) Is pending SSI, received SSI or would have been
eligible for SSI;

To determine if the spouse would have been
eligible for SSI, the spouse:

@ must have been aged, blind or disabled.
Blindness and disability is established
when the spouse has been determined
eligible for any type of permanent
disability/blind benefits (e.g., SSA, VA,
or Retirement disability benefits); and

2 must be determined financially eligible.

b) Is living with the client or has not been separated
longer than the specified time frames:

Consider the client a MEMBER OF A COUPLE
WITH AN ELIGIBLE SPOUSE only for the
month they ceased living together.

2) SSI Ineligible Spouse

The client's spouse who is not pending SSI, not receiving
SSI and would not have been eligible for SSI.

When the spouse is not aged or has not been determined
eligible for some type of permanent disability/blindness
benefits consider the spouse an SSI ineligible spouse.
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The ineligible spouse's income must always be
considered when the client is living with the spouse.
When the client and ineligible spouse are separated, the
ineligible spouse's income is only considered the month
of separation.

Individual
Consider clients as individuals when they are:
a) NOT married;

b) Married but have been separated from their SSI
ELIGIBLE spouse for a specified time frame:

The client will be considered an individual
beginning the month after the month they cease
living together.

C) Married but have been separated from their SSI
INELIGIBLE spouse for a specified time frame:

Consider the client an individual the month
FOLLOWING the month they ceased living
together;

d) Had an SSI INELIGIBLE spouse who received
TANF, VA pension or other assistance based on
need for the month Medicaid is requested.

C. SSI BUDGET FORM 2646-EE — GENERAL INSTRUCTIONS

1)

Member of Couple With Eligible Spouse

Any time the spouse appears potentially SSI eligible,
treat as an eligible spouse until determined ineligible.

Use the MEMBER OF A COUPLE, WITH ELIGIBLE
SPOUSE column. If ineligibility results, consider the
spouse ineligible and go through the deeming
computation (using the MEMBER OF A COUPLE,
WITH INELIGIBLE SPOUSE column) to determine if
deeming applies. If deeming doesn't apply, proceed to
Part B using the INDIVIDUAL column. If deeming
does apply, proceed with the budget under the
MEMBER OF A COUPLE WITH INELIGIBLE
SPOUSE COLUMN. If this process also results in
ineligibility, the client is ineligible for Medicaid.
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Member of Couple With Ineligible Spouse

Use the MEMBER OF A COUPLE, WITH
INELIGIBLE SPOUSE column, items A-1 through 3 to
determine if deeming applies.

If deeming doesn't apply, proceed to the INDIVIDUAL
column of the budget. Deeming never applies when the
SSI ineligible spouse received TANF, VA pension or
other federal or state assistance based on need.

Individual

Use the INDIVIDUAL column, when the person meets
the definition of an individual.

d. SSI BUDGET SPECIFIC INSTRUCTIONS

1)

Deeming computation

Deeming never applies when the SSI ineligible spouse
received TANF, VA pension or other federal or state
assistance based on need.

a) Determine the ineligible spouse's total unearned
income.

b) Determine if an SSI ineligible child(ren)
allocation is applicable.  The allocation is
applicable if there are any dependent children
who are:

@ Under age 18 OR under age 22 and are
students regularly attending a school,
college or university or a course of
vocational or technical training to
prepare for gainful employment; AND

2 The child(ren) are not receiving TANF,
VA pension or other federal or state
assistance based on need.

C) If the allocation deduction is applicable, for each
ineligible child, subtract the child's income from
the Child Allocation Amount.  Subtract the
remainder from the ineligible spouse's unearned
income.

d) Determine the ineligible spouse's gross earned
income.
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e) Subtract the balance of any allocation for
ineligible children not offset by unearned
income.

f) Add the remaining unearned income to the
remaining earned income, after the allocation
deductions.

0) Compare the total income after allocations to the

Deeming Indicator Amount.

If less than the Deeming Indicator Amount,
deeming does not apply, proceed to Part B,
INDIVIDUAL column of the SSI budget using
only the client's income.

If equal to or more than the Deeming Indicator
Amount, deeming DOES APPLY. Proceed to
Part B MEMBER OF A COUPLE WITH AN
INELIGIBLE SPOUSE column adding the
unearned income after allocations to the client's
unearned income and the remaining earned
income to the client's earned income.

SSI Eligibility Determination

In this section of the budget, use only the client's income
when using the INDIVIDUAL column. Use combined
incomes of the client and eligible or ineligible spouse
when using the MEMBER OF A COUPLE WITH AN
ELIGIBLE OR INELIGIBLE SPOUSE column.

a) Determine unearned income.

b) Subtract the general income exclusion of $20 to
arrive at the remaining unearned income.

C) Determine total gross earned income.

d) Subtract any balance of the general exclusion
not offset by unearned income.

e) Subtract the work expense exclusion of $65.

f) Impairment-Related Work Expenses (IRWE).
This exclusion is applied to earned income of
disabled (but not blind) individuals under age
65.
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The expense must be reasonable; for
items/services which are directly related to
enabling an impaired individual to work, and
which are necessarily incurred by the individual
because of a physical or mental impairment.

IRWEs are excludable when the cost is paid by
the disabled individual and is not reimbursable
from another source.

9) Subtract 1/2 of the remaining earned income
after the above deductions.

h) Determine the total countable income by adding
Items B—-1-b and B—-2—e.

i) Compare the total countable income (Item B-3)
to the appropriate SSI payment amount (SPA).
If the amount is equal to or greater than the SPA
in the MEMBER OF A COUPLE WITH
INELIGIBLE SPOUSE or INDIVIDUAL
columns, the client is ineligible for Medicaid.

If ineligible in the MEMBER OF A COUPLE
WITH ELIGIBLE SPOUSE column, proceed to
the  MEMBER OF A COUPLE WITH
INELIGIBLE SPOUSE column to complete the
eligibility determination.

5. BUDGETING PROCEDURES FOR SSI FINANCIAL ELIGIBILITY
OF CHILDREN - PARENT TO CHILD DEEMING BUDGET - FORM
2646-EE/A

a. GENERAL DEEMING PROVISIONS

If the child is under age 18 OR under age 21 and regularly
attending school, college, university or technical training
designed to prepare him/her for gainful employment AND living
in the same household with the natural/adoptive parent(s) or
natural/adoptive parent and a stepparent; all income of the
ineligible parent(s) will be considered in determining eligibility
for the child.

Deeming applies from a parent to a child when they live together
in the same household. Deeming stops the month following the
month of institutionalization in a medical facility. Deeming
begins the month following the month the child returns home
from a medical facility.
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Deeming applies even when the child is temporarily absent from
the home. A temporary absence exists when:

1) The child leaves the household but intends to, and does,
return in the same month or the following month; OR

2) The child is away at school but returns home on some
weekends, holidays, or vacations AND is subject to
parental control.

Consider the parent(s) or stepparent an ineligible parent when
they are not pending SSI, receiving SSI or would not have been
eligible for SSI.

To determine if the parent would have been eligible for SSI, the
parent must be aged, blind or disabled. Blindness and disability
is established when the parent has been determined eligible for
any type of permanent disability/blind benefits (e.g., SSA, VA,
or Retirement Disability Benefits), and is determined financially
eligible.

When the parent is not aged or has not been determined eligible
for some type of permanent disability/blindness benefits,
consider the parent an SSI ineligible parent.

If the child is only living with a stepparent (natural/adoptive
parent is not in the home) deeming does not apply. If the child is
living with a natural/adoptive parent and a stepparent, deeming
will apply.

b. PARENT TO CHILD DEEMING BUDGET - GENERAL
INSTRUCTIONS

Section 220 applies when evaluating countable and excluded
income. In addition, the following types of parental income is
excluded when determining the amount of deemed income:

1) Any portion of a grant, scholarship or fellowship used to
pay tuition or fees;

2) Money received for providing foster care to an ineligible
child;

3) Any income used to comply with the terms of court—
ordered support or support payments enforced under
Title IV-D;

4) Disaster Assistance.

Deeming never applies when the parent(s) or stepparent receives
TANF, VA pension or other federal or state assistance based on
need.
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C. DEEMING COMPUTATION

1)

2)

3)

4)

5)

6)

7)

8)

)

Determine the ineligible parent/stepparent's total
unearned income.

Determine if an SSI ineligible child(ren) allocation is
applicable. The allocation is applicable if there are a
dependent (natural or adoptive) child(ren) who are:

a) Under age 18 OR under age 21 and are students
regularly attending a school, college or
university or a course of vocational or technical
training to prepare for gainful employment;
AND

b) The child(ren) are not receiving TANF, VA
pension or other federal or state assistance based
on need.

If the allocation deduction is applicable, for each
ineligible child, subtract the ineligible child's income
(includes the total child support for the ineligible
child) from the Child Allocation Amount. Subtract the
remainder from the ineligible parent/stepparent's
unearned income.

Determine the ineligible parent/stepparent's gross earned
income.

Subtract the balance of any allocation for ineligible
children not offset by unearned income.

Subtract $20 (general income exclusion) from the
remaining unearned income.

Subtract any balance of the general income exclusion not
offset by unearned income from earned income.

Subtract the work expense exclusion of $65.

Impairment-Related Work Expenses (IRWE). This
exclusion is applied to earned income of disabled (but
not blind) individuals under age 65.

The expense must be reasonable; for items/services
which are directly related to enabling an impaired indivi-
dual to work, and which are necessarily incurred by the
individual because of a physical or mental impairment.

IRWEs are excludable when the cost is paid by the
disabled individual and is not reimbursable from another
source.
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10) Subtract 1/2 of the remaining earned income after the
above deductions.

11) Add the countable unearned and earned income to arrive
at total countable income.

12) Then subtract the Parent Allocation Amount.

13) The net amount (if any) is the deemed income to the
child.

d. ELIGIBILITY DETERMINATION

1) Add the child's own unearned income to the deemed
income from the ineligible parent/stepparent.

2) Subtract $20 (general income exclusion).

3) If the child has earnings subtract any balance of the
general income exclusion not offset by the child's
unearned income from the child's earned income.

4) Subtract the work expense exclusion of $65.

5) Impairment—Related Work Expenses (IRWE). This
exclusion is applied to earned income of disabled (but
not blind) individuals under age 65.

The expense must be reasonable; for items/services
which are directly related to enabling an impaired indivi-
dual to work, and which are necessarily incurred by the
individual because of a physical or mental impairment.
IRWEs are excludable when the cost is paid by the
disabled individual and is not reimbursable from another
source.

6) Subtract 1/2 of the remaining earned income after the
above deductions.

7) Add countable unearned and earned income to arrive at
total countable income.

8) Compare the total countable income to the individual

SSI Payment Amount (SPA). If the amount is equal to or
greater than the SPA, the child is ineligible for
Medicaid.
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M. RESOURCES

Resources are defined as those assets, both real and personal, which an individual
owns and can apply, either directly or by sale, to meet basic needs of food,
clothing, shelter and medical costs.

Real property is land, including buildings or immovable objects attached
permanently to the land.

Personal property is any property that is not real property. The term encom-
passes such things as cash, tools, life insurance policies, mobile homes,
automobiles, etc.

Any income which is retained the month following the month of receipt and later,
is subject to resource evaluation.

Resources are evaluated at market value less encumbrances. When the combined
value of all countable resources does not exceed the resource limit, verification
of encumbrances is not necessary.

When the value of countable resources is under the resource limit on any day of
the month, the client is eligible for that month.

All resources must be reported.
1. OWNERSHIP/AVAILABILITY
a. Sole Ownership

Sole ownership of real or personal property means only one
person may sell, transfer or otherwise dispose of the property.
All of the resource evaluated at market value less encumbrances
is available to the client.

b. Shared Ownership

Shared ownership of real or personal property means two or
more people own it simultaneously. The following are common
types of shared ownership:

1) Tenancy-In-Common

Two or more persons each have an undivided fractional
interest in the whole property for the duration of the
tenancy. These interests are not necessarily equal. One
owner may sell, transfer or otherwise dispose of his/her
share of the property without permission of the other
owner(s); but cannot take these actions with the entire
property. If a tenant-in-common dies, the deceased’s
interest passes to his/her estate or heirs. Count the fair
market value less encumbrances of the client’s property
share.
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Joint Tenancy

Each of two or more persons have one and the same
undivided ownership interest and possession of the
whole property for the duration of the tenancy. This
means each owner owns ALL the property. If a joint
tenant dies, the survivor becomes the sole owner. If
more than one joint tenant survives, the survivors
become joint tenants of the entire property interest.
Count the total fair market value less encumbrances of
the entire property.

Tenancy By The Entirety (Married Couples only)

This type of ownership can only exist between married
couples. The wife and husband as a unit own the entire
property and can be sold only with the consent of both
parties. However, if a legal divorce occurs, the former
spouses become tenants-in-common and one can sell
his/her share without the consent of the other. If one
spouse dies, the survivor becomes the sole owner.
Verify whether the client’s spouse will give permission
to sell the property. If permission cannot be obtained,
DO NOT count the client’s one-half share of the

property.
Exceptions:

When a resource is owned jointly by more than one
TANF/Medicaid applicant/recipient (other than a
community spouse), divide the resource equally among
those applicants/recipients to whom available.

When a client is representative payee or legal guardian
managing someone else's funds, these funds are not
considered the client's resource when they are kept in an
account separate and apart from the client's monies AND
can be identified as being received and designated for
someone other than the client.

C. Treatment of Resources

1)

Spouse to Spouse Deeming

If the applicant/recipient is married and living with
his/her spouse, spouse to spouse deeming rules apply.
Use the resource limit for a couple when determining
resource eligibility.
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The value of the client's and spouse's countable
resources (whether owned separately by each or jointly
by both) are counted. Only one automobile and home
may be excluded per couple.

Deeming applies from spouse to spouse when they live
together in the same household. Deeming stops the
month following the month of institutionalization in a
medical facility. Deeming begins the month following
the month the spouse returns home from a medical
facility.

Parent to Child Deeming

Deeming applies from a parent to a child when they live
together in the same household. Deeming stops the
month following the month of institutionalization in a
medical facility. Deeming begins the month following
the month the child returns home from a medical facility.

Deeming does not apply:
a) If the child lives with only a stepparent;

b) Beginning the month following the month the
child turns 18;

C) If the spouse or parent(s) are recipients of SSI,
TANF, Medicaid, Refugee Assistance, General
Assistance (GA) or VA Pension, VA Compensa-
tion as a surviving parent of a veteran, VA Aid
and Attendance and VA Payment for Unusual
Medical Expenses.  This is because these
benefits are paid based on need, not entitlement.

Determine the value of countable resources of the child's
natural/adoptive parent(s) or spouse of a parent.

Subtract from the value of the parent(s)' or spouse of a
parent's countable resources, the resource limit of:

- an individual, if one natural/adoptive parent
lives in the home; or

- a couple, if two parents (or one natural/adoptive
parent and a spouse of that parent) live in the
home.

The remaining value of resources is considered the
child's own countable resources. Apply the individual
resource limit to the child's countable resources to
determine eligibility.
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Dividing:

If a married person is living separate and apart from
his/her spouse and they enter into written agreement
dividing the total resources of both spouses equally
between them, only the portion the agreement specifies
as the clients will be counted in determining/continuing
eligibility.

The agreement will be effective the month it is signed as
long as the spouses were living separate and apart at
least part of the month. An agreement cannot be
effective for months prior to the date the arrangement
was signed.

Married persons are considered to be living separate and
apart when both spouses are residing in a medical
facility.

The written agreement must include the following:
a) A specific listing of all resources being divided.

b) A statement specifying which resources are
being given to whom. EXAMPLE: A couple
has resources totaling $2,000. The resources
consist of $1,000 in savings, $500 in a CD and
$500 in stocks. The agreement must specify
exactly which resources the agreement is
designating as the client's and which are the
spouse's. They cannot simply state $1,000 of the
total resources belong to the client and $1,000
belong to the spouse.

In this example, an acceptable written agreement would:

- Designate to the client $500 of the savings
account and the $500 CD.

- Designate to the spouse $500 of the savings
account and $500 in stocks.

Do not require couples to liquidate resources
when considering an equal division. As long as
the written agreement specifically designates
which resources or a portion of resources belong
to the client and spouse.
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C) The signature of the client and the client's
spouse or the signature of a legal representative
of the client and the client's spouse. A legal
representative is defined as a person who has
legal authority such as a legal guardian, power
of attorney, etc. Being an authorized represen-
tative does not give that person legal authority.

If the spouse of the client makes a portion of his/her
resources available to the client, that portion will be
counted as a resource to the client.

Court Order

When a court order equally divides resources between
spouses, only the portion the court order specifies as the
clients will be counted when determining eligibility,
UNLESS, the spouse makes a portion of his/her
resources available to the client. The portion made
available to the client will be counted as a resource in
determining eligibility.

If the client has a court order dividing resources
unequally, a copy of the court order must be sent to the
Chief of Eligibility and Payments for a decision on
whether Nevada State Division of Welfare and
Supportive Services (DWSS) can recognize the court
order.

Inaccessible Resource

The cash value of resources which are not legally
available to the household are exempt. If the Medicaid
applicant/recipient or authorized representative is able to
verify a resource is unavailable due to the client’s
inability to access the resource due to incapacity and no
one else has the ability to access the resource on their
behalf, exempt the value of the resource as long as
reasonable and timely steps are being taken to access the
account on the client’s behalf, (i.e., referral to the public
guardian’s office). Once the resource becomes
accessible, the resource becomes countable and
eligibility must be reevaluated for future months.

2. TRANSFER OF ASSETS (Refer to Section 240)

3. TREATMENT OF TRUSTS (Refer to Section 250)
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4. RESOURCE LIMITS

Resource limits are $2,000 for an individual and $3,000 for a couple.
When countable resources exceed the limit, the client is ineligible.

N. PATIENT LIABILITY

Patient liability is determined for eligible persons in a medical facility. There is
no patient liability for any portion of institutionalization in a VA hospital, AGCF,
FCH, freestanding psychiatric hospital or RTC.

There are six freestanding psychiatric hospitals in Nevada, they are:

- Charter Hospital

- Desert Willow Treatment Center

- Montevista Hospital

- Nevada Mental Health Institute (NMHI)

- Southern Nevada Adult Mental Health (SNAMH)
- West Hills Hospital

1. TREATMENT OF INCOME, DEDUCTIONS AND EXPENSES

When determining patient liability for initial and ongoing cases, budget
income for the month it is received and deductions/expenses for the
month in which they are paid/incurred.

When unanticipated income is received, patient liability will be adjusted
for the month in which it was received.

Regular unearned income deposited directly into a financial institution is
considered received in the month for which it is intended to be received.

2. PARTIAL MONTH PRORATION

The amount of patient liability is prorated according to the number of
days the client was in a facility when the person is institutionalized less
than a full calendar month due to:

a. Month of admission

b. Discharge to independent living, VA hospital, AGCF, FCH,
freestanding psychiatric hospital or RTC.

C. Death

Determine what the patient liability would be for a full month.
Divide that full month amount by the number of days in the
month of partial institutionalization to determine the daily
amount of patient liability. Multiply this daily amount by the
number of days the client was institutionalized in that month
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(include the day of admission but not the day of discharge/
death). The result is the amount of patient liability due for the
partially institutionalized month.

3. EFFECTIVE DATE OF PATIENT LIABILITY
a. STATE INSTITUTIONAL

Patient liability is effective the first month of eligibility (this
includes requested months prior to the application month).

b. STATE INSTITUTIONAL/QMB (SLMB)

Hospital Stay Only: For inpatient hospital stays under 90
consecutive days, do not calculate or send notice of patient
liability. This is because Medicare will cover up to 90 days in a
hospital and Medicaid must pay the hospital deductible and co-
pay charges. If hospitalized beyond the 90 day time period,
begin patient liability the first of the month following the 90
days.

C. TRANSFERS

The discharging facility collects patient liability for charges
incurred. The admitting facility collects the balance if any is
due.

d. Deceased Clients

The facility is notified of the patient liability amount due for the
month of death. The facility will collect only for charges
actually incurred. Any unused patient liability will be deposited
in the Patient Trust Fund Account.

4. NOTIFICATION OF PATIENT LIABILITY/CASE STATUS

When a case is approved or patient liability changes, the client, facility
and Blue Shield of Nevada are notified on a Notice of Decision of the
amount and effective date.

Send a Medicaid Eligibility Status Form (2214) to those medical
facilities not participating in the Electronic Verification of Eligibility
(EVE) system, notifying them of the case status. This form must be sent
upon receipt of an application, upon approval or denial, when ongoing
assistance is terminated and when a denied or terminated case is
reinstated to pending or approved status.

When the client moves from one facility to another, notify the facilities
of the current case status and MONTHLY patient liability when this
information has not already been provided them in or for that month.
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5. BUDGETING PROCEDURES - FORM 2220-EM

a.

Determine the client's TOTAL gross countable monthly income.

1)

Subtract income excluded in Patient Liability

Subtract the following items from TOTAL MONTHLY
INCOME in the following order:

1)

2)

Personal Needs Allowance

a) Deduct $35 Personal Needs Allowance (PNA)
for each month of institutionalization.

b) Additional personal needs — Institutionalized
individuals with no community spouse living in
the home but with other dependent family
members in the home are allowed an additional
personal needs allowance based on household
size. The additional personal needs amount is
determined by subtracting the 1996 needs
standard of $459 from the current TANF need
standard for the household size. NOTE: this
requires a NOMADS work around.

Community Spouse Monthly Income Allowance

Income allocated to the community spouse for
maintenance. This amount (if any) is determined by
subtracting the community spouse’s income which is
considered available (including need based assistance
like TANF, SSI, etc.) from the Monthly Maintenance
Allowance.

DO NOT count VA UME as income considered
available to the community spouse.

Clients do not have to request the maintenance
allowance for their spouse/dependents. The case
manager will automatically request the information
necessary to determine the maintenance allowance when
there is a spouse or dependents at home.

a) Definitions

@ Monthly Maintenance Needs Allowance
An amount determined by adding
together  the  Federal  minimum
Maintenance Need Standard (150% of
poverty for 2 persons) and an excess
shelter allowance. This amount cannot
exceed the  Federal Maximum
Maintenance Needs Standard except
when authorized by findings of an
Administrative Review/ Hearing.
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2 Housing Costs (principal place of
residence)

The community spouse's expenses for
rent or mortgage payment (including
principal and interest), property taxes
and mortgage/rental insurance. In
situations where a maintenance charge is
required, allow only that portion which
does not include personal or individual
utility expenses.

3 Standard Utility Allowance (SUA)

An amount established under SNAP
which is the statewide average of total
monthly utility costs.

Do not allow SUA if utilities are
included with the rent and cannot be
separately identified.

If the telephone service is the only
utility, allow the telephone allowance
instead of the full SUA.

4) Excess Shelter Allowance

An amount (if any) determined by
subtracting the Federal Excess Shelter
Deduction (30% of 150% poverty for
two persons) from the community
spouse's housing costs plus the SUA.

Verification of the community spouse's gross
income and housing costs must be obtained. If
income verifications are not returned by the
required date, the case will be completed
without allowing a maintenance allowance. |If
verification of housing costs and/or utility
expense is not provided, compute the spousal
income allowance without it.

The client will be notified on the Notice of
Decision, the patient liability was determined
without a Maintenance Allowance Deduction.
If, however, the verifications are received after
the required date, the maintenance allowance
deduction will be allowed beginning the month
the verification was received.
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The Community Spouse Monthly Income
Allowance deduction will be discontinued if
information is received the spouse is not
receiving the Maintenance Allowance.

Family Allowance (Spousal Impoverishment)

Family members must be a dependent child, dependent
parent(s) or dependent sibling(s). The child, parent or
sibling must be residing in the home of the community
spouse AND claimed by the community spouse or
institutionalized spouse as dependents for Federal
Income Tax purposes.

The amount determined to be the Family Allowance is
deducted from the institutionalized spouse's countable
income effective with the first month in which the
continuous period of institutionalization is met OR if this
deduction was not previously allowed the deduction will
be allowed effective the first month following the month
in which the change is reported.

The Family Allowance deduction need not be
determined IF the $35 personal needs allowance in
combination with the Community Spouse Monthly
Income Allowance zero's out the patient liability.

Verification of each family member's gross income must
be obtained.

@ Subtract the family member's gross income from
Minimum Needs Allowance (150% of poverty).

(b) Divide the amount from (1) above by three.
This is one family member's allowance.

Repeat this calculation for each family member. If there
is only one family member, the amount from 2) will be
the Family Allowance deduction. If there is more than
one family member, add each family member's allow-
ance to determine the Family Allowance Deduction.

Dependent Allowance (Non-Spousal Impoverishment)

A monthly income allowance for each dependent family
member living in the institutionalized individual’s home
with no community spouse living in the home.
Calculated by subtracting the dependents total income
from the need standard (100% Need Standard) for the
household size.
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Expenses Incurred For Health Insurance Premiums,
Deductibles and Co-Insurance Charges

Deduct Health Insurance Premiums, Deductibles and
Co-insurance expenses incurred by the client. Clients/
Representatives must advise the agency of medical
insurance and provide proof of expenses. These
expenses must not be paid or subject to payment by a
third party.

Medicare premiums are subject to payment by a third
party.

Any institutional case where the client is not a SSI
recipient and will not receive a reimbursement for
Medicare cost from any source, may have the Medicare
premium deducted as an expense for months imme-
diately preceding the second month after the month of
approval.

EXAMPLE #1 (Medicaid Only): Client applied June
2nd and requests 3 months prior medical. Case is
approved July 10th. Medicare premiums may be
deducted from March through August. Beginning
September, we cannot deduct the Medicare premium as
it is then subject to third—party payments.

EXAMPLE #2 (Medicaid/QMB): Client applied for
Medicaid/QMB on June 2nd and requests 3 months prior
medical. In June, QMB eligibility is established and
benefits begin effective July 1st. Then Medicaid
eligibility is established July 20th back to March.
Medicare premiums may be deducted for March, April,
May and June only. Effective July and ongoing, the
premiums are subject to third—party payments as QMB
coverage began in July.

Expenses Incurred For Medical Care

Deduct expenses incurred by the client for necessary
medical care recognized under the State law but not
covered under the Medicaid Program. This includes
medical expenses incurred more than three months prior
to the date of application. Client/Representatives must
advise the agency and submit proof of the expenses.
The case manager will attach a copy of the medical bill
plus all related medical records to Form 2536 and submit
to the NMO for approval. These expenses must not be
paid or subject to payment by a third party. An NMO
approval is required to assure the deduction is for
necessary care payable to reasonable limits.
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The case manager will attach a copy of the medical bill
plus all related medical records to Form 2536 and submit
to the NMO for approval. These expenses must not be
paid or subject to payment by a third party. An NMO
approval is required to assure the deduction is for
necessary care payable to reasonable limits.

C. The deficit, if any, is the client’s share of facility cost (PATIENT
LIABILITY).

O. REDETERMINATIONS

Does not apply.
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NEVADA MEDICAID RESIDENTIAL TREATMENT CENTER (RTC) SERVICE PROVIDERS

Benchmark Hospital

592 West 1350 South
Woods Cross, Utah 84087
(801) 299-5300

Brown Schools, Inc.-Cedar Springs Ctr
22135 Southgate Road

Colorado Springs, Colorado 80906
(719) 633-4114

Brown Schools, Inc.-Laurel Ridge Trtmt Ctr
17720 Corporate Woods Drive

San Antonio, Texas 78259-3509

(210) 491-9400

Brown Schools, Inc.-San Marcos Trtmt Ctr
One Bert Brown Road

San Marcos, Texas 78667

(512) 396-8500

Brown Schools, Inc.-The Oaks Trtmt Ctr
1407 Stassney Lane

Austin, Texas 78745

(512) 444-9561

Cathedral Home for Children
P.O. Box 520

Laramie, Wyoming 87073-0520
(307) 745-8997

Cleo Wallace Center

430 Gold Pass Heights

Colorado Springs, Colorado 80906
(719) 527-1600

(Denver Campus - (303) 466-7391

Copper Hills at St. George
115 West 1470 South, Suite B
St. George, Utah 84770
(435) 634-1730

Copper Hills Youth Center
5899 West Rivendell Dr
West Jordan, Utah 84080
(801) 561-3377

Desert Willow Treatment Center (RTC)
6171 West Charleston Boulevard

Las Vegas, Nevada 89146

(702) 486-8900

Primary Childrens Medical Center RTC
497 South Colorow Way

Salt Lake City, Utah 84108

(801) 588-4980

Provo Canyon School
P.O. Box 1441
Provo, Utah 84603
(801) 227-2000

San Diego Center for Children
3002 Armstrong Street

San Diego, California 92111
(619) 277-9550

Spring Mountain Treatment Center
7000 West Spring Mountain Road
Las Vegas, Nevada 89117

(702) 873-2400

Vista Care RTC

4120 East Ramsey Road
Hereford, Arizona 85615
(520) 378-6466

Willow Springs Center
P.O. Box 30012

Reno, Nevada 89520
(702) 323-3303
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NEVADA MEDICAID PSYCHIATRIC HOSPITAL SERVICE PROVIDERS

Charter Hospital

7000 West Spring Mountain Road
Las Vegas, Nevada 89117

(702) 876-4356

Desert Willow Treatment Center (RTC)
6171 West Charleston Boulevard

Las Vegas, Nevada 89146

(702) 486-8900

Montevista Hospital

5900 West Rochelle Avenue
Las Vegas, Nevada 89103
(702) 364-1111

Nevada Mental Health Institute
480 Galletti Way

Sparks, Nevada 89431

(702) 688-2001

Southern NV Adult Mental Health
6161 West Charleston Blvd.

Las Vegas, Nevada 89102

(702) 486-6000

West Hills Hospital
1240 East Ninth Street
Reno, Nevada 89520
(702) 323-0478
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350 PERSONS INSTITUTIONALIZED AT LEAST 30 CONSECUTIVE DAYS

A.

OVERVIEW

The client must be an inpatient in a Skilled Nursing Facility (SNF), Intermediate
Care Facility (ICF or ICF/MR), or hospital and meet all eligibility requirements.
Time spent in an institution for mental disease (IMD) is considered when
determining institutionalization for 30 consecutive days when going to or from
the IMD. If, when going from the IMD to a SNF, ICF or hospital, the client was
only temporarily transferred and not actually discharged, the time in the IMD
cannot be counted toward length of time institutionalized.

The individual must be in the institution at least thirty (30) consecutive days. In
determining the number of days in a medical institution for eligibility purposes,
include the day of admission, but not the day of discharge/death. Applications
may be processed under this category prior to the 30" day based on a licensed
physician’s statement the client is likely to be in the institution at least thirty (30)
days. Eligibility will begin the first day of the month in which the client entered
the medical facility, provided application is made and all other eligibility
requirements are met.

An “outpatient” stay is less than a 24-hour period regardless of the hour of
admission, whether or not a bed is used or whether or not the patient remains in
the facility past midnight.

All cases must be evaluated for QMB (SLMB) eligibility.
ELIGIBILITY EXCEPTIONS

1. All individuals under age 65 who are inpatients in an Institution for
Mental Disease (IMD), i.e., freestanding psychiatric hospital are not
eligible for Medicaid in this category. (See chapter Addendum listing
IMD facilities.)

An Institution for Mental Diseases (IMD) is defined as a hospital,
nursing facility or other institution of more than 16 beds which is
primarily engaged in providing diagnosis, treatment or care of persons
with mental diseases, including medical attention, nursing care and
related services. Individuals are severely psychotic, emotionally ill,
suicidal and a danger to themselves, others or property. In Nevada IMDs
are commonly referred to as "psychiatric hospitals." An institution for
the mentally retarded IS NOT an institution for mental disease.

2. An inmate of a public institution is ineligible for Medicaid UNLESS the
institution is a medical institution. An inmate of a penal institution is
NEVER eligible for Medicaid while in the custody of law enforcement
officials, UNLESS admitted as an inpatient to a hospital, nursing facility,
juvenile psychiatric facility, or intermediate care facility. This individual
is eligible for any Medicaid covered services provided to them while an
inpatient in these facilities and they are Medicaid-eligible. If this
individual becomes an inpatient of a long-term care facility, they must
meet level of care and plan of care assessments to become eligible.
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3. Individuals under 22 receiving inpatient psychiatric services in a
Residential Treatment Center (RTC) are eligible for Medicaid in this
category. (See chapter Addendum listing RTC facilities)

RTCs specialize in treating children with conduct disorders, personality
disorders, depression, hyperactivity, academic failure, and/or mild
learning disabilities. Medicaid will pay for services provided in the RTC
if the admission was prior authorized/certified by Medicaid's Peer
Review Organization (PRO).

B. AGED, BLIND, DISABLED

Persons must be aged (65 or older), blind or disabled as determined by Social
Security Administration criteria.

C. TIME FRAMES

An eligibility decision must be made within 45 days from the Medicaid
application date for the aged and 90 days for the blind/disabled, unless
extenuating circumstances exist.

D. SOCIAL SECURITY NUMBER (SSN)

Social Security numbers must be provided by every applicant and recipient. See
manual section 204.

E. IDENTIFICATION
All applicants for Medicaid must be identified.
F. NEVADA RESIDENCY

1. SSI RECIPIENTS RECEIVING A STATE SUPPLEMENTARY
PAYMENT (SSP) FROM ANOTHER STATE

State Supplementary Payments are funds paid in addition to the Federal
SSI payment. SSP entitlement and amounts differ from state to state.

When the client is receiving SSI/SSP through another state, the state
paying the State Supplementary Payment is the state of residence
UNLESS SSA acknowledges Nevada residency. In this instance only,
use SSA's effective date of residency.

2. SSI RECIPIENTS NOT RECEIVING A STATE SUPPLEMENT FROM
ANOTHER STATE

If a client is receiving SSI from another state but that state is not paying a
supplementary payment (SSP) establish residency per "3" below.
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3. INSTITUTIONALIZED PERSONS (INCLUDES SSI RECIPIENTS
NOT RECEIVING SSP)
a. Definitions
1) Incapability of Indicating Intent To Reside

Persons are considered incapable of indicating their
intent to reside when they:

a) Have an 1Q of 49 or less or have a mental age of
7 or less: or
b) Are found incapable of indicating their intent to

reside based on and verified through medical
documentation by a physician or licensed
psychologist: or

C) Are judged legally incompetent.

2) Emancipated

Persons are considered emancipated when they are:

a) 18 or over; or

b) Married; or

c) Enlisted in the armed services; or
d) Emancipated by court order.

3) Abandoned

Persons are considered abandoned when:

a) Location of parents is unknown; or
b) Parental rights have been terminated.
b. Individuals Placed In An Institution By A State

Residence is the state making or arranging placement. Any
agency of the state, including an entity recognized under state
law as being under contract with the state for such purposes, that
arranges for an individual to be placed in an institution
(including foster care homes) located in another state, it is
recognized as acting on behalf of the state making a placement.

C. Competency and Relationship To Age 21

Residency requirements are based on client's competency, ability
to indicate intent and age. When a client is incompetent or
unable to indicate intent, the age at which (s)he became
incompetent or unable to indicate intent must also be determined.
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Persons Capable of Indicating Intent At Age 21 or
Over; or Persons Under Age 21 And Emancipated

The state of residence is that in which the client is living
with the intention of making his/her home permanently
or for an indefinite period of time. An indefinite period
has no expected end date.

The ability to indicate intent to reside in Nevada is not to
be taken lightly or stand by itself. A statement or
indication of intent to reside in Nevada must be
supported by additional verification or collateral material
to substantiate the intent if residency is questionable.
Manual Section 205,D,5 is not all inclusive. See Manual
Section 205,D for more detail.

Persons Who Became Incapable of Indicating Intent
Before Age 21

The state of residence is:

a) That of the parent applying for Medicaid on the
individual's behalf, IF the parents reside in
separate states (if a legal guardian has been
appointed and parental rights are terminated, the
state of residence is that of the guardian instead
of the parent's);

The parent's or legal guardian's state of
residence at the time of placement (if a legal
guardian has been appointed and parental rights
are terminated, the state of residence of the
guardian is used instead of the parent's); or

b) The current state of residence of the parent or
legal guardian who files the application if the
individual is institutionalized in that state (if a
legal guardian has been appointed and parental
rights are terminated, the state of residence of
the guardian is used instead of the parent's).

C) The state of residence of the individual or party
who files an application if the individual has
been abandoned by his/her parent(s), does not
have a legal guardian and is institutionalized in
that state.
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3) Persons Under Age 21 and Not Emancipated
The state of residence is:

a) The parent's or legal guardian's state of
residence at the time of placement (if a legal
guardian has been appointed and parental rights
are terminated, the state of residence of the
guardian is used instead of the parent's); or

The current state of residence of the parent or
legal guardian who files the application if the
individual is institutionalized in that state (if a
legal guardian has been appointed and parental
rights are terminated, the state of residence of
the guardian is used instead of the parent's).

b) The state of residence of the individual or party
who files an application if the individual has
been abandoned by his/her parent(s), does not
have a legal guardian and is institutionalized in
that state.

4) Persons Who Became Incapable of Indicating Intent At
Age 21 or Later

The state of residence is the state in which the individual
is physically present.

d. Disputed Residency

When Nevada Medicaid determines a client is a resident of
another state and that state disagrees, the following procedures

apply:

1) Require the client to provide a copy of the disputing
state's denial/termination letter.

2) Process the Nevada Medicaid application to determine
eligibility.

3) Notify the Chief of E&P by memo. Include:
a) Case name and number.
b) Copy of denial/termination letter from the

disputing state.
C) Copy of 2400 showing approval/denial.
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G. CITIZENSHIP

To qualify for assistance, applicants must be a U.S. citizen or a non-citizen in an
eligible category. See manual section 206 for citizenship requirements.

H. PRIOR MEDICAL

Clients may apply for prior medical coverage for up to 3 months prior to the
month of Medicaid application.

1. Prior Medicaid coverage must be requested; AND

2. There must be evidence that medical care or services were provided in
the month(s) for which Medicaid is requested.

When clients request prior medical, first determine if they are eligible for prior
medical as an SSI recipient or State Institutional case.

If they are not eligible in either of those categories determine if they would have
been eligible for SSI had SSA made a determination. See Prior Medical
Determinations.

Do not make an independent SSI determination IF there is a pending SSI appli-
cation covering the month(s) Medicaid is requested. Wait for the SSI decision.

Use SSI/SSA's disability decision (the disability on—-set date) for any month of
requested prior medical assistance. All other factors of eligibility, e.g.,
residency, citizenship, income, resources, etc., must be evaluated by the case
manager.

l. THIRD PARTY LIABILITY (TPL)

Medicaid is always payor of last resort whenever any other resource may be
responsible for payment.

When insurance coverage is available at no cost to the client (e.g., through
employment or Tricare), request the client to enroll.

If Individual is enrolled in Medicare ensure a MEDI screen is entered for each
month of eligibility. See MAABD 208 regarding effective dates for buy-in.

Notify the fiscal intermediary of third party liability and any changes to such by
recording all known information on the NOMADS MINS and MEDI screens.
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J. RESERVED
This program is no longer available.
K. CHILD SUPPORT ENFORCEMENT (CSE)

All dependent children (including automatic Medicaid eligible newborns) who
have absent parent(s) require referrals to CSE for support enforcement services.
Support Enforcement services include establishing paternity, securing child
support and medical support. See manual section 209.

L. INCOME

Income means the receipt of money in the month for which an eligibility
determination is being made. All income or changes in income must be reported.
All income must be evaluated for financial eligibility.

1. OWNERSHIP/AVAILABILITY
a. Sole Ownership

All income which a payor designates as the clients, will be
considered in determining eligibility.

When a benefit or income is received for more than one person
or family member, only the client's portion of the income is
considered.

b. Shared Ownership
1) Deeming:

If the client is a child (under age 18) and was living with
his/her parent(s) at the time of institutionalization, deem
the parent(s)' income using Form 2646-EE/A.

Deeming applies from a parent to a child when they live
together in the same household. Deeming stops the
month following the month of institutionalization in a
medical facility. Deeming begins the month following
the month the child returns home from a medical facility.

2) Dividing:

If it is in the applicant's best interests for financial
eligibility, the case manager will divide the total income
of spouses who are living separate and apart (due to
institutionalization only) equally between them. Only
the applicant's share of the income will be considered
when determining eligibility. However, if a portion of
the spouse's income is made available to the applicant,
that portion would be counted as income to the client in
determining eligibility.
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Dividing income takes precedence over the joint bank
account procedures in Manual Section 220. Therefore,
income deposited in a joint bank account held by both
spouses will NOT be considered "being made available.”

3) Court Order/Trust:

If the client has a court order or trust, a copy must be
sent to the Chief of Eligibility & Payments for a decision
on whether Division of Welfare and Supportive Services
(DWSS) can recognize the court order or trust.

4) Exceptions:

Monies received by the client in his/her capacity as an
agent are not income to him/her. An "agent" is a person
acting on behalf of someone, i.e., representative payee,
guardian, conservator, etc.

2. TREATMENT OF INCOME
When determining financial eligibility, budget income for the month it is
received. Do not deem income from a community spouse to an

institutionalized spouse for any month of institutionalization.

Regular unearned income deposited directly into a financial institution is
considered received in the month for which it is intended to be received.

When a one-time lump sum payment is received and it will not affect
ongoing benefits, adjust patient liability for the month of receipt, not to
exceed the actual cost of care for the month.

a. Intake Cases

Individually determine financial eligibility for each month of
requested coverage.

b. Ongoing Cases
Financial eligibility is always determined prospectively (future
month).  When information becomes known which causes
ineligibility prospectively, terminate benefits allowing adverse
action time.

3. INCOME LIMITS

See MAABD income chart in Appendix C.
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4. BUDGETING PROCEDURES FOR FINANCIAL ELIGIBILITY -
FORM 2203-EM

Perform the gross income test to determine if an individual is eligible
as an Institutional case. Perform the net income test to determine
which aid code is applicable.

a. Gross Countable Income Test
1) Enter the countable amount of all unearned income.
2) Enter the gross earned income.

3) Determine TOTAL GROSS COUNTABLE INCOME
by adding items I-A and I-B.

4) Compare the total gross countable income to the income
limit.

If gross countable income is less than or equal to the
income limit, the client is eligible as State Institutional
case.

If gross countable income exceeds the income limit and
the client is married, apply the equal division of income
rules. If one-half of countable gross marital income
exceeds the income limit, the client is ineligible for

Medicaid.
b. Net Income Determination
1) Enter the countable amount of all unearned income (or

one-half of marital unearned income).

2) Subtract the $20 General Income Exclusion from
countable unearned income.

3) Enter the gross amount of all earnings or one-half of
marital earnings and subtract the following.

a) Any remaining General Exclusion amount not
offset by unearned income; AND

b) The Earnings Exclusion of $65; AND

C) Impairment-Related Work Expenses (IRWE).
This exclusion is applied to earned income of
disabled (but not blind) individuals under age
65.

The expense must be reasonable; for
items/services which are directly related to
enabling an impaired individual to work, and
which are necessarily incurred by the individual
because of a physical or mental impairment.
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IRWESs are excludable when the cost is paid by
the disabled individual and is not reimbursable
from another source.

d) One-half of the remaining earned income.

4) Determine TOTAL COUNTABLE NET INCOME by
adding items I1-A-2 and 11-B-2.

5) Aid Code Determination — See appendix D for current
benefit levels.

SSI  Institutional (SS) - Individuals receiving
Institutional $30.00 SSI payment.

Would be SSI Eligible (WB) — Individuals with
countable net income greater than $30.00 but less than
SSI payment level, who would be receiving SSI or a
State Supplement if not residing in long term care.

Special Income (SI) — Individuals with countable net
income between the SSI payment level and 142% of SSI
payment level.

County Match (CM) — Individuals with countable net
income exceeding the County Match Income Limit
(142% of SSI payment level). The County will pay the
non-federal amount of assistance.

M. RESOURCES

Resources are defined as those assets, both real and personal, which an individual
owns and can apply, either directly or by sale, to meet basic needs of food,
clothing, shelter, and medical costs.

Real property is land, including buildings or immovable objects attached
permanently to the land.

Personal property is any property that is not real property. The term
encompasses such things as cash, tools, life insurance policies, mobile homes,
automobiles, etc.

Any income which is retained the month following the month of receipt and later,
is subject to resource evaluation.

Resources are evaluated at market value less encumbrances. When the combined
value of all countable resources does not exceed the resource limit, verification
of encumbrances is not necessary.

When the value of countable resources is under the resource limit on any day of
the month, the client is eligible for that month.

All resources must be reported.
1. OWNERSHIP/AVAILABILITY (Nonspousal Impoverishment)

Single individuals and married persons who began a "“continuous period
of institutionalization" prior to September 30, 1989.
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a. Sole Ownership

Sole ownership of real or personal property means only one
person may sell, transfer or otherwise dispose of the property.
All of the resource evaluated at market value less encumbrances
is available to the client.

b. Shared Ownership

Shared ownership of real or personal property means two or
more people own it simultaneously. The following are common
types of shared ownership:

1)

2)

3)

Tenancy-In-Common

Two or more persons each have an undivided fractional
interest in the whole property for the duration of the
tenancy. These interests are not necessarily equal. One
owner may sell, transfer or otherwise dispose of his/her
share of the property without permission of the other
owner(s); but cannot take these actions with the entire
property. If a tenant-in-common dies, the deceased’s
interest passes to his/her estate or heirs. Count the fair
market value less encumbrances of the client’s property
share.

Joint Tenancy

Each of two or more persons have one and the same
undivided ownership interest and possession of the
whole property for the duration of the tenancy. This
means each owner owns ALL the property. If a joint
tenant dies, the survivor becomes the sole owner. If
more than one joint tenant survives, the survivors
become joint tenants of the entire property interest.
Count the total fair market value less encumbrances of
the entire property.

Tenancy By The Entirety (Married Couples only)

This type of ownership can only exist between married
couples. The wife and husband as a unit own the entire
property and can be sold only with the consent of both
parties. However, if a legal divorce occurs, the former
spouses become tenants-in-common and one can sell
his/her share without the consent of the other. If one
spouse dies, the survivor becomes the sole owner.
Verify whether the client’s spouse will give permission
to sell the property. If permission cannot be obtained,
DO NOT count the client’s one-half share of the

property.
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Exceptions

When a resource is owned jointly by more than one
TANF/Medicaid applicant/recipient (other than a
community spouse), divide the resource equally among
those applicants/recipients to whom available.

When a client is representative payee or legal guardian
managing someone else's funds, these funds are not
considered the client's resource when they are kept in an
account separate and apart from the client's monies AND
can be identified as being received and designated for
someone other than the client.

C. Treatment of Resources

1)

Parent to Child Deeming

Deeming applies from a parent to a child when they live
together in the same household. Deeming stops the
month following the month of institutionalization in a
medical facility. Deeming begins the month following
the month the child returns home from a medical facility.

Deeming does not apply:
a) If the child lives with only a stepparent;

b) The month following the month the child turns
18;

C) If the spouse or parent(s) are recipients of SSI,
TANF, Medicaid, Refugee Assistance, General
Assistance (GA) or VA Pension, VA Compensa-
tion as a surviving parent of a veteran, VA Aid
and Attendance and VA Payment for Unusual
Medical Expenses.  This is because these
benefits are paid based on need, not entitlement.

Determine the value of countable resources of
the child's natural/adoptive parent(s) or spouse
of a parent.

Subtract from the value of the parent(s)' or
spouse of a parent's countable resources, the
resource limit of:

1) an individual, if one natural/adoptive
parent lives in the home; or
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@))] a couple, if two parents (or one
natural/adoptive parent and a spouse of
that parent) live in the home.

The remaining value of resources is considered
the child's own countable resources. Apply the
individual resource limit to the child's countable
resources to determine eligibility.

Dividing:

If a married person is living separate and apart from
his/fher spouse and they enter into written agreement
dividing the total resources of both spouses equally
between them, only the portion the agreement specifies
as the clients will be counted in determining eligibility.

The agreement will be effective the month it is signed as
long as the spouses were living separate and apart at
least part of the month. An agreement cannot be
effective for months prior to the date the arrangement
was signed.

The written agreement must include the following:

a) A specific listing of all resources being divided.
b) A statement specifying which resources are
being given to whom.

EXAMPLE: A couple has resources totaling $2,000.
These resources consists of $1,000 cash, $500 in a CD
and $500 in stocks. The agreement must specify exactly
which resources the agreement is designating as the
clients and which are the spouses. They cannot simply
state $1,000 of the total resources belong to the client
and $1,000 belong to the spouse.

In this example, an acceptable written agreement would:

- designate to the client $500 of the savings
account and the $500 CD.

- designate to the spouse $500 of the savings
account and $500 in stocks.
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Do not require couples to liquidate resources
when considering an equal division. As long as
the written agreement specifically designates
which resources or a portion of resources belong
to the client and spouse.

C) The signature of the client and the client's
spouse or the signature of a legal representative
of the client and the client's spouse. A legal
representative is defined as a person who has
legal authority such as a legal guardian, power
of attorney, etc. Being an authorized represen-
tative does not give that person legal authority.

If the spouse of the client makes a portion of his/her
resources available to the client, that portion will be
counted as a resource to the client.

Court Order

When a court order equally divides resources between
spouses, only the portion the court order specifies as the
clients will be counted when determining eligibility,
UNLESS, the spouse makes a portion of his/her
resources available to the client. The portion made
available to the client will be counted as a resource in
determining eligibility.

If the client has a court order dividing resources
unequally, a copy of the court order must be sent to the
Chief of Eligibility and Payments for a decision on
whether Division of Welfare and Supportive Services
(DWSS) can recognize the court order.

Inaccessible Resource

The cash value of resources which are not legally
available to the household are exempt. If the Medicaid
applicant/recipient or authorized representative is able to
verify a resource is unavailable due to the client’s
inability to access the resource due to incapacity and no
one else has the ability to access the resource on their
behalf, exempt the value of the resource as long as
reasonable and timely steps are being taken to access the
account on the client’s behalf, (i.e., referral to the public
guardian’s office). Once the resource becomes
accessible, the resource becomes countable and
eligibility must be reevaluated for future months.

Resources held in Probate are considered inaccessible
until the Administrator or Executor distributes the

property.
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2. RESOURCE PROVISIONS FOR SPOUSAL IMPOVERISHMENT
CASES

This section applies to ALL persons who begin a "continuous period of
institutionalization" (medical/mental institution or a combination of both)
on or after September 30, 1989 and who have a spouse in an independent
living situation. These rules apply regardless of State laws relating to
community property or to the division of marital property.

If the community spouse dies prior to an eligibility decision, spousal
impoverishment rules do not apply. Treat the case as a non-spousal case
and apply the treatment of resource rules accordingly for all requested
months of coverage.

If the institutional spouse dies prior to an eligibility decision, spousal
impoverishment rules do apply. Treat the case as a spousal case
from the date of application through the date of death of the
institutional spouse.

a. Definitions

1) Institutionalized Spouse — a married person residing in a
medical facility at least 30 consecutive days who has a
spouse in an independent living situation.

2) Community Spouse — a married person who is not in a
medical facility whose spouse has been residing in a
medical facility at least 30 consecutive days.

3) Spouse — person legally married to another under state
law. In Nevada, a person is married until divorced.

4) Undue Hardship — when excess resources results in the
denial of eligibility —when applying spousal
impoverishment rules or the home equity interest
provision.

5) Medical Facility — a facility for skilled nursing or
intermediate care or a hospital.

6) Spousal Share — an amount equal to one-half of the total
resources (separately and jointly held) at the time of the
spouse’s institutionalization.

7) Community Spouse Resource Allowance — an amount of
resources allocated to the community spouse for his/her
maintenance.

8) Continuous Period of Institutionalization - institu-
tionalized at least 30 consecutive days. To determine
whether spousal impoverishment resource provisions
apply, a continuous period ends when the client is absent
from an institution for 30 consecutive days.
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Designation of Resources through a Court Order —
resources and/or portions of resources ordered to the
community spouse by a court of competent jurisdiction.

Liquid resources are cash and other items which can
reasonably be converted to cash within 20 workdays.
Non-liquid resources are items which are not cash and
cannot be converted to cash within 20 workdays.

b. Ownership/Availability

1)

2)

Sole Ownership

All of the resource evaluated at market value less
encumbrances is available to the applicant/recipient or
community spouse.

Shared Ownership
a) Resource Jointly Owned Between Spouses

@ Liquid Resources (bank accounts,
certificates of deposit, stocks, bonds,
etc.).

All liquid resources held jointly between
spouses are considered available in their
entirety to the institutionalized spouse
only. They are not considered an
"available resource" to the community
spouse when determining the Commu-
nity Spouse Resource Allowance.

2 Non-liquid Resources (real property,
vehicles, etc.).

When non-liquid resources are held
jointly between spouses, consider only
one-half as available to each spouse
when determining the Community
Spouse Resource Allowance.

b) Resources Jointly Held With Someone Other
Than A Spouse

@ When the client or community spouse is
able to sell or dispose of a resource
without another person's signature of
approval, all of the resource is evaluated
at market value less encumbrances and
considered available to the client or
community spouse.
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2 When the client or community spouse is
able to sell or dispose of his/her share of
a resource without another person's
signature of approval, that portion
evaluated at market value less encum-
brances is available to the client or
community spouse.

C) Exceptions

When a resource is owned jointly by more than
one TANF/Medicaid applicant/recipient (other
than a community spouse), divide the resource
equally among those applicants/recipients to
whom available.

When the client is representative payee or legal
guardian for managing someone else's funds,
these funds are not considered the client's
resource when they are kept in an account
separate and apart from the client's monies AND
can be identified as being received and
designated for someone other than the client.

d) If the client has a court order dividing resources,
a copy of the order must be sent to the Chief of
Eligibility and Payments for a decision on
whether Division of Welfare and Supportive
Services (DWSS) can recognize the order.

Resource Determination

1)

Spousal Impoverishment Resource Determination — An
assessment of couples total resources completed at the
time of institutionalization.

This determination is only completed once at the
beginning of the first continuous period of
institutionalization (beginning on or after 9/30/89).

The institutionalized spouse, community spouse or their
representatives may submit a written and signed request
to the Division to determine the total value of their
resources. The determination shall be made whether or
not the institutionalized spouse is applying for Medicaid.

Determine and verify the total value of all countable
resources owned separately or jointly by the
institutionalized spouse and the community spouse as of
the beginning of a “continuous period of
institutionalization."
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If the request is not part of an application, the
determination must be completed within 45 days from
the date of request unless delays are due to non-receipt
of documentation/verification from the requesting party
or third party. Make up a casefile for each assessment.
The casefile shall contain the written request, the signed
statement of resources owned by both spouses (Form
2794-EM), documentation and verification of the
market value less encumbrances of all countable
resources and Form 2793-EM "Assessment and
Documentation of Resources.” These files will be kept
alphabetically and retained indefinitely.

When an applicant applies for assistance and provides a
spousal resource assessment completed from another
state, the assessment must be reviewed. If the assess-
ment is done correctly, use the assessment as provided.

However, if an error(s) is found on the assessment,
redetermine the resource assessment based on the
error(s) only. Once the information in error is corrected,
the assessment can be accepted. If more than one
resource assessment is provided, review all assessments
to determine acceptability.

Spousal Share of Resources At The Time of
Institutionalization (Section | of Form 2797-EM)

This determination is only completed once at the
beginning of the first continuous period of
institutionalization (beginning on or after 9/30/89).
(Exception see M.S. 350.M.2.c.1)

a) Enter the Community Spouse's separate
resources.

b) Enter the Institutionalized Spouse's separate
resources.

C) Enter joint resources between spouses.

d) Divide TOTAL resources equally.
This one-half portion of total resources is the
"spousal share."

Community Spouse Resource Allowance (Section Il of
Form 2797-EM)

a) Enter the State Medicaid Maximum.

b) Enter the spousal share (one-half of resources at
the time of the first continuous period of
institutionalization) up to the Federal Maximum.

c) Enter the Administrative Hearing decision
amount (if applicable).
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d) Enter the court ordered amount (if applicable).
e) Enter the greatest of a, b, ¢, or d above.

The State Medicaid and Spousal Share Maximums
change annually. Use the annual amounts applicable to
the year associated with the months of requested
coverage.

The amount of resources (if any) determined from this
computation is the Community Spouse Resource
Allowance.

Assignment of Resources At The Time of Application
For Medicaid (Section Il of Form 2797-EM)

Complete Section Il for each month of requested
Medicaid coverage.

a) Enter the Community Spouse's separate
resources.

b) Enter the Institutionalized Spouse's separate
resources.

C) Enter joint resources between spouses.

d) Total ALL resources.

Subtract the total amount of Section 11, item "e" from the
total countable resources of both spouses.  The
difference (if any) will be the amount of resources
applied toward the institutionalized spouse's resource
limit. If the value exceeds the resource limit, the client
is ineligible. If the value is within the resource limit, the
client is resource eligible.

CAUTION: There are situations where the client has
separate resources and/or joint resources with their
spouse (Section Il b & c) which exceed the $2,000
resource limit (ineligible). This situation occurs even
though the protected resource amount puts the
countable resources for the client’s eligibility (Section
111 f) within the $2,000 resource limit.

The notice to the community spouse must advise
them to place an amount of resources into their name
which will leave the client’s resources under the
$2,000 resource limit.
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Permitting Transfer of Resources To The Community
Spouse

An amount up to the Community Spouse Resource
Allowance must be transferred to the community
spouse's name only within 30 days from the date of the
approval notice.

In situations where transferring the resource(s) cannot
reasonably occur within the 30-day period, the client,
spouse and/or their representatives must substantiate the
circumstances and provide an expected date the transfer
will take place. The case manager must monitor, docu-
ment and verify the situation until the transfer occurs.

The client, spouse and/or their representatives must
continue to make every effort and take all possible steps
to successfully transfer the resource(s) to the community
spouse. Failure to comply will cause the resources to be
counted towards the institutionalized spouse's resource
limit.

Effective October 1, 1993 State law is amended regard-
ing court orders giving state courts guidelines when
protecting income and resources for the community
spouse. The guidelines provide for an equal division of
income and resources OR a protection of income not to
exceed the Federal Maximum Monthly Maintenance
Needs Allowance and a protection of resources which
does not exceed the Federal Maximum Spousal Share.

The court may order a greater amount of income for the
support of the community spouse upon finding excep-
tional circumstances resulting in significant financial
duress. The court may also transfer a greater amount of
resources, in relation to the amount of income generated
by the resource, if resources up to the Federal Maximum
are not enough to fund the amount of income ordered.

The Transfer of Resources policy DOES NOT apply to
transfers made under these provisions.

Separate Treatment of Resources After Eligibility is
Established

During the "continuous period" of institutionalization
AND after the client has been determined eligible, no
resources of the community spouse are available to the
client, unless actually made available to the client.
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If the community spouse dies in an on-going case, the
only assets available to the institutionalized spouse are
items received by a will after an order of the Probate
Court or anything that was held in joint tenancy.

Undue Hardship

An undue hardship determination can be requested at
any time when applying spousal impoverishment rules,
transfer of asset provisions, or when applying the home
equity interest provision.

If undue hardship is claimed as a result of a denial of
eligibility for excess resources under spousal
impoverishment rules, the applicant may be determined
eligible in spite of having excess resources if ALL of the
following conditions exist:

a) The institutionalized spouse is otherwise eligible
for Medicaid without applying spousal
impoverishment rules; AND

b) The community spouse is the sole owner of
liquid resources OR non-liquid joint resources
valued in excess of the Federal Maximum; AND

c) The community spouse has refused to make the
resources available to the institutionalized
spouse; AND

d) The institutional spouse has insufficient funds to

cover the cost of institutionalized care; AND

e) Without Medicaid, the institutionalized spouse
would be forced to go without life sustaining
medical care as determined by an individual
licensed to practice medicine in the State of
Nevada.

Send undue hardship requests to the Chief of E&P for
evaluation and decision.

Additional Resources Following Initial Eligibility
If the institutionalized spouse acquires a new countable
resource following the initial eligibility determination,

his/her resource eligibility must be re—evaluated.

Apply the ownership/availability rules as outlined in Part
"b" of this section to the newly acquired resource.
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Determine how much, if any, of the Spousal Protected
Resources (Line Il "e™) was used to transfer resources in
the community spouse's name only. If there is a balance
remaining, more resources countable to the institu-
tionalized spouse can be protected for the community
spouse so the institutionalized spouse remains resource
eligible.

First determine if the Spousal Protected Resources has
an unused balance in an amount equal to or more than
the new resource. If not, and the excess of resources is
over the resource limit, terminate Medicaid coverage
allowing the appropriate adverse action time. If the
balance of the Spousal Protected Resources is enough to
cover the new resource, apply the transfer provisions as
outlined in Part "c,5" of this section.

EXAMPLE #1: LIQUID RESOURCES

The community Spousal Protected Resources was
determined to be $12,000.  After approval, the
community spouse transferred $8,600 of resources to
his/her name only. This leaves a balance of $3,400 in
Spousal Protected Resources. Later, the institutionalized
spouse receives a retroactive VA benefit check in the
amount of $13,000; $10,000 remains the month after
receipt and must be considered a countable resource.
Since the balance of the Spousal Protected Resources is
$3,400, this is the maximum that be protected. The
difference of $6,600 ($10,000 — $3,400) remains a
countable resource to the institutionalized spouse and
renders him/her ineligible for Medicaid.

EXAMPLE #2: NON-LIQUID RESOURCES

The institutionalized and community spouse receive an
inheritance of vacant land valued at $5,000. One-half is
considered available to each spouse ($2,500). The
Spousal Protected Resources was computed to be
$12,000. Of this $12,000, the community spouse used
$6,000 to transfer resources in his/her name after
approval.  Therefore, the community spouse has a
$6,000 balance in resource protection.

One-half of the vacant land ($2,500) must be considered
available to the community spouse. Since there is a
balance of $6,000 in protected resources, the institu-
tionalized spouse remains resource eligible by protecting
his/her share of the vacant land. His/her share of the
vacant land ($2,500) must now be transferred to the
community spouse. In this example, the new balance of
the Spousal Protected Resources would then be $3,500.
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3. TRANSFER OF ASSETS (Refer to Section 240)
4. TREATMENT OF TRUSTS (Refer to Section 250)
5. RESOURCE EXEMPTIONS
One vehicle must be excluded without regard to use or value.

An individual who has received benefits under a Qualified Long-term
Care Partnership insurance policy is eligible for a resource disregard
equal to the amount of insurance benefits paid to or on behalf of the
individual at the time of Medicaid application. The resource disregard is
allowed, even if additional benefits remain available under the terms of
the policy.

Only Qualified Long-term Care Partnership policies purchased after
January 1, 2007 will meet the resource exemption rules. Beneficiaries
must provide a certificate indicating the amount of benefits issued and
certifying the policy as a Qualified Partnership Policy. The state will not
seek adjustment or recovery from the individual’s estate for the amount
of assets or resources disregarded.

NOTE: LTC resource exclusion does apply to home equity in excess
of $506,000.

6. RESOURCE LIMITS

The value of all countable resources of the client cannot be more than
$2,000. When the resource limit is exceeded, the case is ineligible.
Individuals with home equity interest exceeding $506,000 are ineligible
for long-term care services.

PATIENT LIABILITY

Patient liability is a post eligibility calculation to determine the total amount of
the institutionalized individual’s income that must be applied to the cost of
institutional care. There is no patient liability for any portion of
institutionalization (full or partial month stays) in a VA hospital, AGCF, FCH,
freestanding psychiatric hospital or RTC.

There are six freestanding psychiatric hospitals in Nevada, they are:

- Charter Hospital

- Desert Willow Treatment Center

- Montevista Hospital

- Nevada Mental Health Institute (NMHI)

- Southern Nevada Adult Mental Health (SNAMH)
- West Hills Hospital

If the community spouse dies prior to an eligibility decision, spousal
impoverishment rules to not apply. Treat the case as a non-spousal case and
apply patient liability rules accordingly for all requested months of coverage.
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If the institutional spouse dies prior to an eligibility decision, spousal
impoverishment rules do apply. Treat the case as a spousal case from the date of
application through the date of death of the institutional spouse.

1.

TREATMENT OF INCOME, DEDUCTIONS AND EXPENSES

When determining patient liability for initial and ongoing cases, budget
income for the month it is received and deductions/expenses for the
month in which they are paid/incurred.

When unanticipated income is received, patient liability will be adjusted
for the month in which it was received not to exceed the actual cost of
care for the month.

The division of income policy DOES NOT APPLY when determining
patient liability.  All income which the payor designates as the
institutionalized spouse’s will be considered when determining patient
liability unless it can be excluded.

If the payor designates payment to both the institutionalized and
community spouse, one-half of the income shall be considered available
to each of them.

If the payor designated payment in the names of the institutionalized and
community spouse, or both, and to another person(s), the income shall be
considered available to each person in proportion to the person’s interest.
If payment is made with respect to both spouses and no such interest is
specified, one-half of the joint interest shall be considered available to
each spouse.

If the client has a court order granting spousal maintenance allowance, a
copy of the order must be sent to the Chief of Eligibility and Payments
for a decision on whether the Division of Welfare and Supportive
Services (DWSS) can recognize the order. The response from the Chief
takes precedence.

Regular unearned income deposited directly into a financial institution is
considered received in the month for which it is intended to be received.

PARTIAL MONTH PRORATION

The amount of patient liability is prorated according to the number of
days the client was in a facility when the person is institutionalized less
than a full calendar month due to:

a. Month of admission.

b. Discharge to independent living, VA hospital, AGCF, FCH,
freestanding psychiatric hospital or RTC.

C. Partial month of eligibility due to transfer of asset penalty.

d. Death.
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Determine what the patient liability would be for a full month. Divide
that full month amount by the number of days in the month of partial
institutionalization to determine the daily amount of patient liability.
Multiply this daily amount by the number of days the client was
institutionalized in that month (include the day of admission but not the
day of discharge/death). The result is the amount of patient liability due
for the partially institutionalized month.

3. EFFECTIVE DATE OF PATIENT LIABILITY

a. State Institutional

Patient liability is effective the first month of eligibility (this
includes requested months prior to the application month).

b. State Institutional/QMB

Hospital Stay: Establish patient liability effective the first day
of institutionalization and send the appropriate notice(s). The
Fiscal Intermediary will make the decision when patient liability
will be collected and will advise the facility when they can begin
collecting it.

C. Transfers

The discharging facility collects patient liability for charges
incurred. The admitting facility collects the balance if any is due.

d. Income Changes (ongoing cases)

Adjust patient liability beginning with the month after the
change is known to the agency. Retroactive adjustments to
patient liability will only be made when a change in income
and/or deductions results in an adjustment of $25.00 or more.

e. Deceased clients

The facility is notified of the patient liability amount due for the
month of death. The facility will collect only for charges
actually incurred. Any unused patient liability will be deposited
in the Patient Trust Fund Account.

4. NOTIFICATION OF PATIENT LIABILITY/CASE STATUS

When a case is approved or patient liability changes, the client, facility
and Fiscal Intermediary are notified on a Notice of Decision of the
amount and effective date.

When the client moves from one facility to another, notify the facilities
of the current case status and MONTHLY patient liability when this
information has not already been provided them in or for that month.
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5. BUDGETING PROCEDURES - FORM 2220-EM/A

a. Determine the client's TOTAL gross countable monthly income.

1)

Subtract income excluded in Patient Liability

b. Subtract the following items from TOTAL MONTHLY
INCOME in the following order:

1)

2)

Personal Needs Allowance

a) Deduct a $35 Personal Needs Allowance (PNA)
for each month of institutionalization.

b) Additional personal needs — Institutionalized
individuals with no community spouse living in
the home but with other dependent family
members in the home are allowed an additional
personal needs allowance based on household
size. The additional personal needs amount is
determined by subtracting the 1996 needs
standard of $459 from the current TANF need
standard for the household size. NOTE: this
requires a NOMADS work around.

Community Spouse Monthly Income Allowance

Income allocated to the community spouse for
maintenance. This amount (if any) is determined by
subtracting the community spouse’s income which is
considered available (including need based assistance
like TANF, SSI, etc.) from the Monthly Maintenance
Allowance.

DO NOT count VA UME as income considered
available to the community spouse.

Clients do not have to request the maintenance
allowance for their spouse/dependents. The case
manager will automatically request the information
necessary to determine the maintenance allowance when
there is a spouse or dependents at home.

a) Definitions

@ Monthly Maintenance Needs Allowance
An amount designated by a court order
or together the Federal minimum
Maintenance Need Standard (150% of
poverty for 2 persons) and an excess
shelter allowance. This amount cannot
exceed the  Federal Maximum
Maintenance Needs Standard except
when authorized by findings of an
Administrative Review/ Hearing.
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2 Housing Costs (principal place of
residence)

The community spouse's expenses for
rent or mortgage payment (including
principal and interest), property taxes
and mortgage/rental insurance. In
situations where a maintenance charge is
required, allow only that portion which
does not include personal or individual
utility expenses.

3) Standard Utility Allowance (SUA)

An amount established under SNAP
which is the statewide average of total
monthly utility costs.

Do not allow SUA if utilities are
included with the rent and cannot be
separately identified.

If the telephone service is the only
utility, allow the telephone allowance
instead of the full SUA.

4) Excess Shelter Allowance

An amount (if any) determined by
subtracting the Federal Excess Shelter
Deduction (30% of 150% poverty for
two persons) from the community
spouse's housing costs plus the SUA.

Verification of the community spouse's gross
income and housing costs must be obtained. If
income verifications are not returned by the
required date, the case will be completed
without allowing a maintenance allowance. If
verification of housing costs and/or utility
expense is not provided, compute the spousal
income allowance without it.

The client will be notified on the Notice of
Decision, the patient liability was determined
without a Maintenance Allowance Deduction.
If, however, the verifications are received after
the required date, the maintenance allowance
deduction will be allowed beginning the month
the verification was received.
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The Community Spouse Monthly Income
Allowance deduction will be discontinued if
information is received the spouse is not
receiving the Maintenance Allowance.

Family Allowance (Spousal Impoverishment)

Family members must be a dependent child, dependent
parent(s) or dependent sibling(s). The child, parent or
sibling must be residing in the home of the community
spouse AND claimed by the community spouse or
institutionalized spouse as dependents for Federal
Income Tax purposes.

The amount determined to be the Family Allowance is
deducted from the institutionalized spouse's countable
income effective with the first month in which the
continuous period of institutionalization is met OR if this
deduction was not previously allowed the deduction will
be allowed effective the first month following the month
in which the change is reported.

The Family Allowance deduction need not be
determined IF the $35 personal needs allowance in
combination with the Community Spouse Monthly
Income Allowance zero's out the patient liability.

Verification of each family member's gross income must
be obtained.

@ Subtract the family member's gross income from
Minimum Needs Allowance (150% of poverty).

(b) Divide the amount from (1) above by three.
This is one family member's allowance.

Repeat this calculation for each family member. If there
is only one family member, the amount from 2) will be
the Family Allowance deduction. If there is more than
one family member, add each family member's allow-
ance to determine the Family Allowance Deduction.

Dependent Allowance (Non-Spousal Impoverishment)

A monthly income allowance for each dependent family
member living in the institutionalized individual’s home
with no community spouse living in the home.
Calculated by subtracting the dependents total income
from the need standard (100% Need Standard) for the
household size.
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Expenses Incurred For Health Insurance Premiums,
Deductibles and Co—Insurance Charges

Deduct Health Insurance Premiums, Deductibles and
Co-insurance expenses incurred by the client. Clients/
Representatives must advise the agency of medical
insurance and provide proof of expenses.  These
expenses must not be paid or subject to payment by a
third party.

Medicare premiums are subject to payment by a third
party.

Any institutional case where the client is not a SSI
recipient and will not receive a reimbursement for
Medicare cost from any source, may have the Medicare
premium deducted as an expense for months imme-
diately preceding the second month after the month of
approval.

EXAMPLE #1 (Medicaid Only): Client applied June
2nd and requests 3 months prior medical. Case is
approved July 10th. Medicare premiums may be
deducted from March through August. Beginning
September, we cannot deduct the Medicare premium as
it is then subject to third—party payments.

EXAMPLE #2 (Medicaid/QMB): Client applied for
Medicaid/QMB on June 2nd and requests 3 months prior
medical. In June, QMB eligibility is established and
benefits begin effective July 1st. Then Medicaid
eligibility is established July 20th back to March.
Medicare premiums may be deducted for March, April,
May and June only. Effective July and ongoing, the
premiums are subject to third—party payments as QMB
coverage began in July.

Expenses Incurred For Medical Care

Deduct expenses incurred by the client for necessary
medical care recognized under the State law but not
covered under the Medicaid Program. This includes
medical expenses incurred more than three months prior
to the date of application. Client/Representatives must
advise the agency and submit proof of the expenses.
The case manager will attach a copy of the medical bill
plus all related medical records to Form 2536 and submit
to the NMO for approval. These expenses must not be
paid or subject to payment by a third party. An NMO
approval is required to assure the deduction is for
necessary care payable to reasonable limits.
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The case manager will attach a copy of the medical bill
plus all related medical records to Form 2536 and submit
to the NMO for approval. These expenses must not be
paid or subject to payment by a third party. An NMO
approval is required to assure the deduction is for
necessary care payable to reasonable limits.

C. The deficit, if any, is the client’s share of facility cost (PATIENT
LIABILITY).

O. REVIEW OF ELIGIBILITY

A revise of eligibility is required at least every 12 months. Use Review of
Eligibility, Form 2426 or MAABD Only Redetermination, Form 2930-EM.
Information received between redeterminations which may affect eligibility must
be evaluated and acted on when applicable. A review of eligibility must be
completed no later than the month it is due except when future actions are
necessary. Clients are the primary source of information regarding their
eligibility. If a client is unable to obtain information, the case manager will
assist. Office interviews and home visits are optional and can be done at the
discretion of the unit supervisor, or office manager.

The Review of Eligibility, Form 2426, informs the client about their choices
concerning an authorized representative (A/R). If any change in the A/R is
indicated, send the client Form 2525-EE to complete and return. If the A/R area
is blank, assume there is NO change in the status of the A/R for the client.

Form 2426 requests recipients to identify any changes in household
circumstances. If there are no changes in circumstances, no further verifications
will be required. If changes are reported, send the client a 2429 requesting
verification of the changes only. Verification used to re-establish Medicaid
eligibility must be current (within the last 45 days).
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NEVADA MEDICAID RESIDENTIAL TREATMENT CENTER (RTC) SERVICE PROVIDERS

Benchmark Hospital

592 West 1350 South
Woods Cross, Utah 84087
(801) 299-5300

Brown Schools, Inc.-Cedar Springs Ctr
2135 Southgate Road

Colorado Springs, Colorado 80986
(719) 633-4114

Brown Schools, Inc.-Laurel Ridge Trtmt Ctr
17720 Corporate Woods Drive

San Antonio, Texas 78259-3509

(210) 491-3517

Brown Schools, Inc.-San Marcos Trtmt Ctr
120 Bert Brown Road

San Marcos, Texas 78666

(512) 396-8500

Brown Schools, Inc.-The Oaks Trtmt Ctr
1407 Stassney Lane

Austin, Texas 78745

(512) 464-0200

Cathedral Home for Children
4989 North 3" Street

Laramie, Wyoming 82072-9548
(307) 745-8997

Devereoux Cleo Wallace Center
8405 Church Ranch Boulevard
Westminister, Colorado 80021
(303) 466-7391

Copper Hills Treatment Center
5899 West Rivendell Drive
West Jordan, Utah 84088
(801) 561-3377

Desert Willow Treatment Center (DCFS)
6171 West Charleston Boulevard, Bldg 17
Las Vegas, Nevada 89146

(702) 486-6100

Primary Childrens RTC
497 South Colorow Way
Salt Lake City, Utah 84108
(801) 588-4980

UHS of Provo Canyon
1350 East 750 North
Orem, Utah 84097
(801) 227-2100

Spring Mountain Treatment Center
7000 West Spring Mountain Road
Las Vegas, Nevada 89117

(702) 873-2400

Vista Care RTC

4120 East Ramsey Road
Hereford, Arizona 85615
(520) 378-6466

Willow Springs Center
P.O. Box 30012

Reno, Nevada 89520
(702) 323-0478
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NEVADA MEDICAID PSYCHIATRIC HOSPITAL SERVICE PROVIDERS

Charter Hospital

7000 West Spring Mountain Road
Las Vegas, Nevada 89117

(702) 876-4356

Desert Willow Treatment Center (RTC)
6171 West Charleston Boulevard

Las Vegas, Nevada 89146

(702) 486-8900

Montevista Hospital

5900 West Rochelle Avenue
Las Vegas, Nevada 89103
(702) 364-1111

Nevada Mental Health Institute
480 Galletti Way

Sparks, Nevada 89431

(702) 688-2001

Southern NV Adult Mental Health
6161 West Charleston Boulevard
Las Vegas, Nevada 89102

(702) 486-6000

West Hills Hospital
1240 East Ninth Street
Reno, Nevada 89520
(702) 323-0478



DIVISION OF WELFARE AND SUPPORTIVE SERVICES MAABD PROGRAM MANUAL
MTL 3/11 1 May 11

INDEX
SECTION 360
HOME AND COMMUNITY BASED SERVICES

Subsection Title

Overview

Eligibility Requirements

Time Frames

Social Security Number (SSN)
Identification

Nevada Residency
Citizenship

Prior Medical

Third Party Liability (TPL)
Reserved

Child Support Enforcement Program (CSE)
Income

Resources

Patient Liability

Review of Eligibility

OZZIrX<“—IOTMMUO®T>



DIVISION OF WELFARE AND SUPPORTIVE SERVICES

Section 360

MAABD PROGRAM MANUAL
MTL 3/11 1 May 11

360 HOME AND COMMUNITY BASED SERVICES

A.

OVERVIEW

This category of eligibility allows Medicaid to be given to aged, blind or disabled
individuals who require a level of care provided in a medical facility but who can
appropriately be cared for at home or in a community setting for less cost.

i

ELIGIBLE GROUPS

Eligibility under each waiver is determined in combination with the agency
administering the waiver.

a.

Aged Individuals - Living in the Community

Waiver for the Frail Elderly (aka Community Home Based
Initiatives Program (CHIP)

1) Administration — Aging and Disability Services
Division.
2) Aid Code — HC
Aged Individuals — Living in an Adult Group Care Facility
Waiver for Elderly Adult in Residential Care (WEARC)
1) Administration — Aging and Disability Services
Division.
2) Aid Code - HG
Aged Individuals — Living in Assisted Living Facility
Assisted Living Waiver
1) Administration — Aging and Disability Services
Division.
2) Aid Code — AL
3) Eligibility for this waiver is limited to Clark
County.
Blind/Disabled Individuals

Waiver for Persons with Physical Disabilities (aka Waiver for
Independent Nevadans (WIN)

1) Administration — Division of Health Care
Financing and Policy district offices.
2) Aid Code — HD
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e. Persons With Mental Retardation

Waiver for Persons with Mental Retardation and Related
Conditions.

1) Administration — Mental Health and
Development Services.
2) Aid Code - HR

IDENTIFICATION OF APPLICANTS/RECIPIENTS WHO MAY BE
ELIGIBLE

Individuals eligible for this category of assistance will be identified in the
following ways.

a. Individuals referred to the administering division will be pre-
screened for nursing home level of care. The screening is
completed by the administering division staff.

b. Medicaid applications or inquiries which do not appear eligible
in any other category and have indicated a need for home based
services, will be referred by the case manager to the
appropriate division for pre-screening.

B. ELIGIBILITY REQUIREMENTS

i

Individuals applying under this category must meet each of the following:

CHIP Waiver — Aged Individuals — Living in the Community

a. Be age 65 or over;

b. Be living at home;

C. Require a level of care provided in a nursing facility (determined
by NMO or ADSD);

d. Have medical costs for home care, which are less than if the client
were institutionalized, (determined by ADSD),

e. Be approved, eligible for and receiving Home Based Services
(determined by NMO); and

f. Meet all financial and non-financial eligibility criteria of an

institutional case except for residing in an institution.

WEARC Waiver — Aged Individuals — Living in an Adult Group Care
Facility

a. Be age 65 or over;

b. Currently residing in a hospital, nursing facility, the community at
large, or receiving waiver services in their home;

C. Meet all of the income and resource eligibility criteria of an

institutional case except they reside in a group home rather than an
acute care or skilled nursing facility;
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Require a level of care provided in a nursing facility (determined
by NMO or ADSD);

Demonstrate he/she would be safe in a group care environment
(determined by ADSD).

AL Waiver — Aged Individuals — Living in Assisted Living Facility —
Clark County only

a.
b.
C.
d.

2

Be age 65 or over;

Meet the criteria for placement in an Assisted Living Facility;
Meet all of the income and resource eligibility criteria of an
institutional case except they reside in an assisted living facility;
Require a level of care provided in a nursing facility (determined
by NMO or Aging Services); and

Demonstrate he/she would be safe in an assisted living
environment.

WIN Waiver — Blind/Disabled Individuals

a.
b.

Be living at home;

Meet blindness/physical disability criteria;

Blindness/disability criteria are the same as the Social Security
Administration's.

If the client is currently receiving disability benefits through SSA,
use disability onset date as verification of disability.

If the client is not receiving Social Security Disability or if the
client is pending a disability decision through SSA, the DHCFP
case manager will initiate Form NMO-3004 and send with medical
records to the NMO waiver team. NMO will determine if the
applicant meets the criteria for the physically disabled. Division of
Welfare and Supportive Services case manager will receive the
original NMO-3004 form and a copy of Form NMO-2734
approving or denying waiver admission.

Require a level of care provided in a nursing facility (determined
by Medicaid District Office staff);

Be approved, eligible for and receiving Home Based Services
(determined by NMO); and

Meet all eligibility criteria of an institutional case except for
residing in an institution

MR Waiver - Persons with Mental Retardation

a.

Be diagnosed as having mental retardation, or related condition or
evaluated and certified to need placement in an intermediate care
facility for the mentally retarded (ICF-MR) within 30 to 60 days if
Waiver Services were not available (determination made by
MHDS);

Be living at home, in a foster home, group care home OR a
Supported Living Arrangement (SLA) which is overseen by
MHDS; AND
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C. Meet all eligibility criteria of an institutional case except for
residing in an institution.

2. ELIGIBILITY DETERMINATION PROCESS
Two separate eligibility determinations must be made on these cases:

Administering division — The administering division will have the
individual complete an application packet and send with the NMO-
2734 to the Division of Welfare and Supportive Services and
DHCEFP central office waiver team when the applicant/recipient is
pending approval for waiver admission to their program.
Responsible for completing an assessment to determine if the
recipient meets the need for an appropriate level of care.

DWSS - Responsible for determining if applicant meets all
financial and non-financial Medicaid eligibility criteria.

DHCFP Central Office - The DHCFP waiver team will review the
application/packet with the NMO-2734 and approve or deny waiver
admission, notifying the administering division and the Division of
Welfare and Supportive Services by sending Form NMO-2734.

Medicaid cannot be approved/continued under this category unless
the client is found eligible in both areas.

To make the Medicaid eligibility determination, the following steps must
then be taken:

a. If the applicant is not eligible for Medicaid, the case
manager will deny the case. A copy of the Notice of
Decision with Form NMO-2734 will be sent to the
administering division and DHCFP central office notifying
them of the denial.

b. If the Home Based Services are denied, the administering
division will send the denial information via the NMO-
2734. The Medicaid application will then be denied if the
applicant does not qualify for another

C. If the waiver team denies waiver admission, the Medicaid
application will be denied for the reason given on the 2734,
unless the applicant qualifies for another category of
eligibility.

d. If the administering division determines the individual
meets the criteria for the home based services, they must
request waiver admission from the DHCFP waiver unit in
DHCFP central office. The waiver unit will send NMO-
2734 to the DWSS and the administering division case
managers with the decision.
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e. If waiver admission is approved, the DHCFP waiver unit
completes the NMO-2734 and sends it to the DWSS and
the administering division case managers. The DWSS case
manager will approve Medicaid eligibility and apply the
appropriate Aid Code, using the effective date provided on
the 2734 if all other eligibility criteria are met.

DWSS case worker will send NMO-2734 verifying
approval back to the administering division and notify
DHCFP waiver unit in central office via email within two
(2) days of approval.

If the application was previously denied for non-
cooperation and later reapplies and/or cooperates with
verifications, contact the administering agency prior to
approval to determine the waiver slot is still available.

f. If the NMO-2734 indicates the individual is eligible but on
awaiting list, and the individual meets financial eligibility,
the case will remain pending up to the 45 day processing
timeframe. Contact the administering division case
manager at 45 days to determine if the waiver slot has
become available. If no slot is available deny eligibility.

g. The DHCFP waiver unit will enter the individual’s benefit
plan into the MMIS database when email notification of
approval is received. The plan will start on the date listed
on the NMO-2734 or the date Medicaid eligibility is
established, whichever date is later.

h. The waiver benefit will remain in MMIS until/unless the
DHCFP waiver team in DHCFP central office is notified
by the case manager to terminate the benefit, or until the
individual loses Medicaid eligibility. DWSS case manager
should notify DHCFP waiver unit of all waiver approval,
termination and reinstatements via email within two (2)
business days.

i. If a case terminates and is subsequently reinstated prior to
the end of the month (effective date of closure), the client’s
approved waiver admission will continue in MMIS.

J- If a case is reinstated after the end of the month, email the
DHCFP waiver team, who will determine the status of the
prior approved waiver. If the waiver team finds the waiver
admission open, an NMO-2734 will be sent and Medicaid
eligibility will be reinstated, and the prior approved waiver
continues. If the waiver team finds the prior approved
waiver admission ended, the individual must complete and
submit another application packet with an NMO-2734
through the administering division case manager to the
waiver team for waiver admission.
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k. Copies of all notices, such as approvals, denials, and P/L,
which are usually sent to the institution, will be sent to the
administering division by entering them as the secondary
representative in the Authorized Representative screen.

NOTE: Ifthe applicant falls into another eligible category, such as
SSI, QMB or SLMB, approve the case under that category and do
not wait for the Home Based Services decision. Notify the
administering division the case has been approved under another
category of Medicaid. If it appears the person may be eligible for
SSlI, refer them to apply, but do not hold the case if they can be
approved sooner under this category.

C. TIME FRAMES

An eligibility decision must be made within forty-five days from the Medicaid
application date for the aged and 90 days for the blind and disabled, unless
extenuating circumstances exist.

D. SOCIAL SECURITY NUMBER (SSN)

Social Security numbers must be provided by every applicant and recipient. See
manual section 204.

E. IDENTIFICATION

All applicants for Medicaid must be identified.

F. NEVADA RESIDENCY

1.

NON-INSTITUTIONAL PERSONS (INCLUDES SSI RECIPIENTS NOT
RECEIVING SSP)

Clients must be living in Nevada with the intention of making Nevada their
home permanently or for an indefinite period (no expected end date) OR
must be living in Nevada with a job commitment or seeking employment.
Clients do not have to have a fixed place of residence to meet this
requirement.

The ability to indicate intent to reside in Nevada is not to be taken lightly or
stand by itself. A statement or indication of intent to reside in Nevada must
be supported by additional verification or collateral material to substantiate
the intent if residency is questionable. Manual section 205, D, 5 is not all
inclusive. See manual section 205, D for more detail.

Nevada residency continues when client is temporarily absent IF he/she
intends to return to Nevada when the purpose of the absence has been
accomplished. Document in the case file the temporary absence situation
and obtain the client/representative’'s statement concerning the intent of
residency and the purpose of the absence.
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2. SSI RECIPIENTS RECEIVING A STATE SUPPLEMENTARY
PAYMENT (SSP) FROM ANOTHER STATE

State Supplementary Payments are funds paid in addition to the Federal SSI
payment. SSP entitlement and amounts differ from state to state.

When the client is receiving SSI/SSP through another state, the state paying
the State Supplementary Payment is the state of residence UNLESS SSA
acknowledges Nevada residency. In this instance only, use SSA's effective
date of residency.

3. SSI RECIPIENTS NOT RECEIVING A STATE SUPPLEMENT FROM
ANOTHER STATE

If a client is receiving SSI from another state but that state is not paying a
supplementary payment (SSP) establish residency per "1" above.

G. CITIZENSHIP

To qualify for assistance, applicants must be a U.S. Citizen or a non-citizen in an
eligible category. See manual section 206 for citizenship requirements.

H. PRIOR MEDICAL

Clients may apply for prior medical coverage for up to 3 months prior to the month
of Medicaid application.

1. Prior Medicaid coverage must be requested; AND

2. There must be evidence that medical care or services were provided in the
month(s) for which Medicaid is requested.

When clients request prior medical, first determine if they are eligible for prior
medical as an SSI recipient or State Institutional case.

If they are not eligible in either of those categories determine if they would have
been eligible for SSI had SSA made a determination. See "Prior Medical
Determinations Only - Would Have Been Eligible For SSI."

Do not make an independent SSI determination IF there is a pending SSI application
covering the month(s) Medicaid is requested. Wait for the SSI decision.

Use SSI/SSA's disability decision (the disability on-set date) for any months of
requested prior medical assistance. All other factors of eligibility, e.g., residency,
citizenship, income, resources, etc., must be evaluated.

l. THIRD PARTY LIABILITY (TPL)

Medicaid is always payer of last resort whenever any other resources may be
responsible for payment.

When insurance coverage is available at no cost to the client (e.g., through
employment or Campus), request the client to enroll. See manual section 208
regarding Medicare.
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Notify the fiscal intermediary of third party liability and any changes to such by
recording all known information on the NOMADS MINS and MEDI screens.

J. RESERVED
This program is no longer available.
K. CHILD SUPPORT ENFORCEMENT (CSE)

All dependent children (including automatic Medicaid eligible newborns) who have
absent parent(s) require referrals to CSE for support enforcement services. Support
Enforcement services include establishing paternity, securing child support and
medical support. See manual section 209.

L. INCOME

Income means the receipt of money in the month for which an eligibility
determination is being made. All income or changes in income must be reported.
All income must be evaluated for financial eligibility.

1. OWNERSHIP/AVAILABILITY
a. Sole Ownership

All income, which a payer designates as the client’s, will be
considered in determining eligibility.

When a benefit or income is received for more than one person or
family member, only the client's portion of the income is
considered.

b. Shared Ownership
1) Deeming: Does not apply.
2) Dividing:

If it is in the applicant's best interests for financial
eligibility, the case manager will divide the total income of
spouses who are living separate and apart (due to
institutional status of Waiver program) equally between
them. Only the applicant's share of the income will be
considered when determining eligibility. However, if a
portion of the spouse's income is made available to the
applicant, that portion is counted as income to the client in
determining eligibility.

Married persons are considered to be living separate and
apart when both spouses are residing in a medical facility
and when qualifying under the Home and Community
Based Waiver category.
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Dividing income takes precedence over the joint bank
account procedures in manual section 220. Therefore,
income deposited in a joint bank account held by both
spouses will NOT be considered "being made available."

3) Court Orders:

If the client has a court order designating spousal income
and/or client income trust document, a copy of the court
order and/or trust must be sent to the Chief of Eligibility
and Payments for a decision on whether the Division of
Welfare and Supportive Services can recognize the court
order or trust.

4) Exceptions:

Monies received by the client in his/her capacity as an
agent are not income to him/her. An "agent" is a person
acting on behalf of some, i.e., representative payee,
guardian, conservator, etc.

2. TREATMENT OF INCOME

When determining financial eligibility, budget income for the month it is
received.

Regular unearned income deposited directly into a financial institution is
considered received in the month for which it is intended to be received.

Effective July 1, 2005 individuals with a Miller Trust (QIT) are not eligible
for HCBW services because a QIT requires all income be applied for certain
SSI allowable expenditures including patient liability. Because a HCBW
individual is not assessed a patient liability, the individual would not be able
to spend the income deposited in the QIT account each month.

Funds would accumulate in the QIT account and a Transfer of Assets would
apply since such HCBW individuals would be ineligible for Home Based
Waiver Services due to a transfer of assets. (See MAABD 240(G) (3).

When a one-time lump sum payment is received, evaluate as a resource in
future months.

a. Intake Cases

Individually determine financial eligibility for each month of
requested coverage.

b. Ongoing Cases
Financial eligibility is always determined prospectively (future

month). When information becomes known which causes ineligi-
bility prospectively terminate benefits allowing adverse action.
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3. INCOME LIMITS
See MAABD income chart in Appendix C.

4. BUDGETING PROCEDURES FOR FINANCIAL ELIGIBILITY-FORM

2203-EM

a. Gross Countable Income Test
1) Enter the countable amount of all unearned income.
2) Enter the gross earned income.

3) Determine TOTAL GROSS COUNTABLE INCOME by
adding items I-A and I-B.

4) Compare the total gross countable income to the income
limit.

If gross countable income is less than or equal to the
income limit, the client is eligible under the Home and
Community Based Waiver category.

If gross countable income exceeds the income limit, the
client is not eligible under the Home and Community
Based Waiver category.

If gross countable income exceeds the income limit and the
client is married, apply the equal division of income rules.
If one-half of countable gross marital income exceeds the
income limit, the client is ineligible for Medicaid.

M. RESOURCES

Resources are defined as those assets, both real and personal, which an individual
owns and can apply, either directly or by sale, to meet basic needs of food, clothing,
shelter and medical costs.

Real property is land, including buildings or immovable objects attached
permanently to the land.

Personal property is any property that is not real property. The term encompasses,
but is not limited to, such things as cash, tools, life insurance policies, mobile home,
automobiles, etc.

Any income, which is retained the month following the month of receipt and later, is
subject to resource evaluation.

Resources are evaluated at market value less encumbrances. When the combined
value of all countable resources does not exceed the resource limit, verification of
encumbrances is not necessary.

When the value of countable resources is under the resource limit on any day of the
month, the client is eligible for that month.
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All resources must be reported.

1.

OWNERSHIP/AVAILABILITY

a.

Sole Ownership

Sole ownership of real or personal property means only one person
may sell, transfer or otherwise dispose of the property. All of the
resource evaluated at market value less encumbrances is available
to the client.

Shared Ownership

Shared ownership of real or personal property means two or more
people own it simultaneously. The following are common types of
shared ownership:

1

2)

3)

Tenancy-In-Common

Two or more persons each have an undivided fractional
interest in the whole property for the duration of the
tenancy. These interests are not necessarily equal. One
owner may sell, transfer or otherwise dispose of his/her
share of the property without permission of the other
owner(s); but cannot take these actions with the entire
property. If atenant-in-common dies, the deceased’s inter-
est passes to his/her estate or heirs. Count the fair market
value less encumbrances of the client’s property share.

Joint Tenancy

Each of two or more persons has one and the same
undivided ownership interest and possession of the whole
property for the duration of the tenancy. This means each
owner owns ALL the property. If a joint tenant dies, the
survivor becomes the sole owner. If more than one joint
tenant survives, the survivors become joint tenants of the
entire property interest. Count the total fair market value
less encumbrances of the entire property.

Tenancy by the Entirety (Married Couples only)

This type of ownership can only exist between married
couples. The wife and husband as a unit own the entire
property and can be sold only with the consent of both
parties. However, if a legal divorce occurs, the former
spouses become tenants-in-common and one can sell
his/her share without the consent of the other. If one
spouse dies, the survivor becomes the sole owner. Verify
whether the client’s spouse will give permission to sell the
property. If permission cannot be obtained, DO NOT
count the client’s one-half share of the property.
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4) Exceptions
When a resource is owned jointly by more than one
TANF/Medicaid applicant/recipient (other than a
community spouse), divide the resource equally among
those applicants/ recipients to whom available.
When a client is representative payee or legal guardian
managing someone else's funds, these funds are not
considered the client's resource when they are kept in an
account separate and apart from the client's monies AND
can be identified as being received and designated for
someone other than the client.

C. Treatment of Resources
1) Deeming: Does not apply.
2) Dividing:

If amarried person is living separate and apart from his/her
spouse and they enter into written agreement dividing the
total resources of both spouses equally between them, only
the portion the agreement specifies as the clients is counted
in determining eligibility.

The agreement is effective the month it is signed as long as
the spouses were living separate and apart at least part of
the month. An agreement cannot be effective for months
prior to the date the arrangement was signed.

Married persons are considered to be living separate and
apart when both spouses qualify under the Home Based
Waiver category.

The written agreement must include the following:
a) A specific listing of all resources being divided.

b) A statement specifying which resources are being
given to whom. EXAMPLE: A couple has
resources totaling $2,000. These resources consist
of $1,000 cash in savings, $500 in a CD and $500
in stocks. The agreement must specify exactly
which resources the agreement is designating as
the client's and which are the spouse's. They
cannot simply state $1,000 of the total resources
belong to the client and $1,000 belong to the
spouse.
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In this example, an acceptable written agreement
would:

- designate to the client $500 of the savings
account and the $500 CD.

- designate to the spouse $500 of the
savings account and $500 in stocks.

Do not require couples to liquidate resources when
considering an equal division, as long as the
written agreement specifically designates which
resources or a portion of resources belongs to the
client and spouse.

C) The signature of the client and the client's spouse
or the signature of a legal representative of the
client and the client's spouse. A legal representa-
tive is defined as a person who has legal authority
such as a legal guardian, power of attorney, etc.
Being an authorized representative does not give
that person legal authority.

If the spouse of the client makes a portion of
his/her resources available to the client, that
portion is counted as a resource to the client.

Court Order

When a court order equally divides resources between
spouses, only the portion the court order specifies as the
client's is counted when determining eligibility, UNLESS,
the spouse makes a portion of his/her resources available
to the client. The portion made available to the client is
counted as a resource in determining eligibility.

If the client has a court order dividing resources unequally
a copy of the court order must be sent to the Chief of
Eligibility & Payments for a decision on whether the
Division of Welfare and Supportive Services can recognize
the court order.

Inaccessible Resources

The cash values of resources, which are not legally
available to the household, are exempt. If the Medicaid
applicant/recipient or authorized representative is able to
verify a resource is unavailable due to the client’s inability
to access the resource due to incapacity and no one else has
the ability to access the resource on their behalf, exempt
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the value of the resource as long as reasonable and timely
steps is being taken to access the account on the client’s
behalf, (i.e., referral to the public guardian’s office). Once
the resource becomes accessible, the resource becomes
countable and eligibility must be reevaluated for future
months.

2. RESOURCE PROVISIONS FOR SPOUSAL IMPOVERISHMENT
CASES

This section applies to ALL persons who are likely to begin a "continuous
period of services" under a Home Based Waiver on or after September 30,
1989 and who have a spouse in an independent living situation (e.g., the
spouse is not receiving Home Based Waiver services or is not residing in a
nursing facility).

If the community spouse dies prior to an eligibility decision, spousal
impoverishment rules do not apply. Treat the case as a non-spousal case
and apply the treatment of resource rules accordingly for all requested
months of coverage.

If the institutional spouse dies prior to an eligibility decision, spousal
impoverishment rules do apply. Treat the case as a spousal case from
the date of application through the date of death of the institutional

Spouse.
a. Definitions
1) Institutionalized Spouse - a married person residing in a
medical facility at least 30 consecutive days (includes a
home based waiver client) who has a spouse in an
independent living situation.
2) Community Spouse - a married person who is not in a

medical facility nor receiving Home Based Waiver
services whose spouse has been residing in a medical
facility or receiving Home Based Waiver services at least
30 consecutive days.

3) Medical Facility - a facility for skilled nursing or
intermediate care or a hospital.

4) Spousal Share — an amount equal to one-half of the total
resources (separately and jointly held) at the time of the
client’s institutionalization/application for Home Based
Waiver services.

5) Community Spouse Resource Allowance — an amount of
resources allocated to the community spouse for his/her
maintenance.
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Continuous Period of Institutionalization — institution-
alized for 30 days or determined to meet the level of care
for Home Based services.

Designation of Resources through a Court Order —
resources and/or portions of resources ordered to the
community spouse by a court of competent jurisdiction.

Liquid resources are cash and other items which can
reasonably be converted to cash within 20 workdays.

Non-liquid resources are items which are not cash and
cannot be converted to cash within 20 workdays.

b. Ownership/Availability

1)

2)

Sole Ownership

All of the resource evaluated at market value less
encumbrances is available to the applicant/ recipient or
community spouse.

Shared Ownership
a) Resources Jointly Owned Between Spouses

@ Liquid Resources (bank accounts,
certificates of deposit, stocks, bonds, etc.).
All liquid resources held jointly between
spouses are considered available in their
entirety to the institutionalized/home
based waiver client only. They are not
considered an "available resource" to the
community spouse when determining the
Community Spouse Resource Allowance.

2 Non-liquid Resources (real property,
vehicles, etc.)

When non-liquid resources are held
jointly between spouses, consider only
one-half as available to each spouse when
determining the Community Spouse
Resource Allowance.

b) Resources Jointly Held With Someone Other Than
A Spouse

@ When the client or community spouse is
able to sell or dispose of a resource
without another person's signature of
approval, all of the resource is evaluated
at market value less encumbrances and
considered available to the client or
community spouse.
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2 When the client or community spouse is
able to sell or dispose of his/her share of a
resource without another person's
signature of approval, that portion
evaluated at market wvalue less
encumbrances is available to the client or
community spouse.

Exceptions

When a resource is owned jointly by more than one
TANF/Medicaid applicant/recipient (other than a
community spouse), divide the resource equally among
those applicants/recipients to whom available.

When a client is representative payee or legal guardian
managing someone else's funds, these funds are not
considered the client's resource when they are kept in an
account separate and apart from the client's monies AND
can be identified as being received and designated for
someone other than the client.

If the client has a court order dividing resources, a copy of
the order must be sent to the Chief of Eligibility and
Payments for a decision on whether the Division of
Welfare and Supportive Services can recognize the order.

Resource Determination

1)

Spousal Impoverishment/Resource Determination — An
assessment of a couples total resources completed at The
Time of Institutionalization/Application for Home
Based Waiver Services.

This determination is only completed once at the
beginning of the first application for Home Based
Waiver services (beginning on or after 9/30/89).

The Home Based Waiver client, community spouse or their
representatives may submit a written and signed request to
the Division of Welfare and Supportive Services to
determine the total value of their resources. The
determination shall be made whether or not the Home
Based Waiver client is applying for Medicaid.

Determine and verify the total value of all countable
resources owned separately or jointly by the Home Based
Waiver client and the community spouse as of the
beginning of a continuous period of institutionalization or
as of the date the client is eligible for home based waiver
services.
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If the request is not part of an application, the
determination must be completed within 45 days from the
date of request unless delays are due to non-receipt of
documentation/verification from the requesting party or
third party. Make up a case file for each assessment. The
case file shall contain the written request, the signed
statement of resources owned by both spouses (Form
2794-EM), documentation and verification of the market
value less encumbrances of all countable resources and
Form 2793-EM "Assessment and Documentation of
Resources." These files will be kept alphabetically and
retained indefinitely.

When an applicant applies for assistance and provides a
spousal resource assessment completed from another state,
the assessment must be reviewed. If the assessment is
done correctly, use the assessment as provided.

However, if an error(s) is found on the assessment,
redetermine the resource assessment based on the error(s)
only. Once the information in error is corrected, the
assessment can be accepted. If more than one resource
assessment is provided, review all assessments to
determine acceptability.

Spousal Share of Resources At The Time of Application
for Home Based Waiver Services (Section | of Form
2797-EM)

This determination is only completed once at the beginning
of the first application for Home Based Waiver services
(beginning on or after 9/30/89). (Exception see M.S.
360.M.2.C.1).

a) Enter the community spouse's separate resources.

b) Enter the Home Based Waiver client's separate
resources.

C) Enter joint resources between spouses.

d) Divide total resources equally.

This one-half portion of total resources is the "Spousal
Share."

Community Spouse Resource Allowance (Section Il of
Form 2797-EM)

a) Enter the State Medicaid Maximum.

b) Enter the spousal share (one-half of resources at
the time of the first continuous period of institu-
tionalization or the first application for Home
Based Waiver services) up to the Federal
Maximum.
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C) Enter the Administrative Hearing decision amount
(if applicable).

d) Enter the court ordered amount (if applicable).

e) Enter the greatest of a, b, ¢ or d above.

The State Medicaid and Spousal Share Maximums change
annually. Use the annual amounts applicable to the year
associated with the months of requested coverage.

The amount of resources (if any) determined from this
computation is the Community Spouse Resource
Allowance.

Assignment of Resources At The Time of Application For
Medicaid (Section 1l of Form 2797-EM)

Complete Section Il for each month of requested
Medicaid coverage.

a) Enter the Community Spouse's separate resources.

b) Enter the Home Based Waiver client's separate
resources.

C) Enter joint resources between spouses.

d) Total all resources.

Subtract the total amount of Section Il item "e" from the
total countable resources of both spouses. The difference
(if any) will be the amount of resources applied toward the
Home Based Waiver client's resource limit.

If the value exceeds the resource limit, the client is
ineligible. If the value is within the resource limit, the
client is resource eligible.

CAUTION: There are situations where the client has
separate resources and/or joint resources with their spouse
(Section 111, b, &c) which exceed the $2,000 resource limit
(ineligible).  This situation occurs even though the
protected resource amount puts the countable resources for
the client’s eligibility (Section II, f) within the $2,000
resource limit.

The notice to the community spouse must advise them to
place an amount of resources into their name which will
leave the client’s resources under the $2,000 resource
limit.

Permitting Transfer of Resources To The Community
Spouse

An amount up to the Community Spouse Resource
Allowance must be transferred to the community spouse’s
name only within 30 days from the date of the approval
notice.
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In situations where transferring the resource(s) cannot
reasonably occur within the 30-day period, the client,
spouse and/or their representatives must substantiate the
circumstances and provide an expected date the transfer
will take place. The case manager must monitor, docu-
ment and verify the situation until the transfer occurs. The
client, spouse and/or their representatives must continue to
make every effort and take all possible steps to success-
fully transfer the resource(s) to the community spouse.
Failure to comply will cause the resources to be counted
towards the Home Based Waiver client's resource limit.

Effective October 1, 1993 State law is amended regarding
court orders giving state courts guidelines when protecting
income and resources for the community spouse. The
guidelines provide for an equal division of income and
resources OR a protection of income not to exceed the
Federal Maximum Monthly Maintenance Needs
Allowance and a protection of resources which does not
exceed the Federal Maximum Spousal Share.

The court may order a greater amount of income for the
support of the community spouse upon finding exceptional
circumstances resulting in significant financial duress. The
court may also transfer a greater amount of resources, in
relation to the amount of income generated by the
resource, if resources up to the Federal Maximum are not
enough to fund the amount of income ordered.

The Transfer of Resources policy DOES NOT apply to
transfers made under these provisions.

Separate Treatment of Resources After Eligibility is
Established

During the "continuous period" of institutionalization
AND after the client has been determined eligible, no
resources of the community spouse are available to the
client, unless actually made available to the client.

Undue Hardship

If undue hardship is claimed as a result of a denial of
eligibility for excess resources under spousal
impoverishment rules, the applicant may be determined
eligible in spite of having excess resources if ALL of the
following conditions exist:

a) The Home Based Waiver client is otherwise
eligible for Medicaid without applying spousal
impoverishment rules; AND
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b) The community spouse is the sole owner of liquid
resources OR non-liquid joint resources valued in
excess of the Federal maximum; AND

c) The community spouse has refused to make the
resources available to the Home Based Waiver
client; AND

d) The Home Based Waiver client has insufficient

funds to cover the cost of Home Care; AND

e) Without Medicaid, the Home Based Waiver client
would be forced to go without life sustaining
medical care as determined by an individual
licensed to practice medicine in the State of
Nevada.

Send Undue Hardship requests to the Chief of E&P for
evaluation and decision.

Additional Resources Following Initial Eligibility

If the Home Based Waiver client acquires a new countable
resource following the initial eligibility determination,
his/her resource eligibility must be re-evaluated.

Apply the ownership/availability rules as outlined in Part
"b" of this section to the newly acquired resource.

Determine how much, if any, of the Spousal Protected
Resources (Line 1, "e") was used to transfer resources in
the community spouse's name only. If there is a balance
remaining, more resources countable to the Home Based
Waiver client can be protected for the community spouse
so the Home Based Waiver client remains resource
eligible.

Determine how much, if any, of the Spousal Protected
Resources (Line 11, "e") was used to transfer resources in
the community spouse's name only. If there is a balance
remaining, more resources countable to the Home Based
Waiver client can be protected for the community spouse
so the Home Based Waiver client remains resource
eligible.

First determine if the Spousal Protected Resources has an
unused balance in an amount equal to or more than the new
resource. If not, and the excess of resources is over the
resource limit, terminate Medicaid coverage allowing the
appropriate adverse action time. If the balance of the
Spousal Protected Resources is enough to protect the new
resource from being counted toward the resource limit,
apply the transfer provisions as outlined in Part "c,5)" of
this section.
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EXAMPLE #1: LIQUID RESOURCES

The community Spousal Protected Resources was
determined to be $12,000. After approval, the community
spouse transferred $8,600 of resources to his/her name
only. This leaves a balance of $3,400 in Spousal Protected
Resources. Later, the Home Based Waiver client receives
a retroactive VA benefit check in the amount of $13,000;
$10,000 remains the month after receipt and must be
considered a countable resource. Since the balance of the
Spousal Protected Resources is $3,400, this is the
maximum that can be protected. The difference of $6,600
($10,000 - $3,400) remains a countable resource to the
Home Based Waiver client and renders him/her ineligible
for Medicaid.

EXAMPLE #2: NON-LIQUID RESOURCES

The Home Based Waiver client and community spouse
receive an inheritance of vacant land valued at $5,000.
One-half is considered available to each spouse ($2,500).
The community Spouse Protected Resources was
computed to $12,000. Of this $12,000, the community
spouse used $6,000 to transfer resources in his/her name
after approval. Therefore, the community spouse has a
$6,000 balance in Resource Protection.

One-half of the vacant land ($2,500) must be considered
available to the community spouse. Since the community
spouse has a balance of $6,000 in Spousal Protected
Resources, the Home Based Waiver client remains
resource eligible by protecting his share of the vacant land.

His/her share of the vacant land ($2,500) must now be
transferred to the community spouse. In this example, the
new balance of the Spousal Protected Resources would
then be $3,500.

3. TRANSFER OF ASSETS (Refer to Section 240)

4. TREATMENT OF TRUSTS (Refer to Section 250)

5. RESOURCE EXEMPTIONS
One vehicle must be excluded without regard to use or value.
An individual who has received benefits under a qualified long-term care
insurance policy is eligible for a resource disregard equal to the amount of
insurance benefits paid to or on behalf of the individual. The resource

disregard is allowed, even if additional benefits remain available under the
terms of the policy.
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Only qualified long-term care policies purchased after January 1, 2007 will
meet the resource exemption rules. Beneficiaries will need to provide a
certificate indicating the amount of benefits issued and certifying the policy
as a qualified “partnership policy”. The state will not seek adjustment or
recovery from the individual’s estate for the amount of assets or resources
disregarded.

6. RESOURCE LIMITS

The value of all countable resources of the client cannot be more than
$2,000. When the resource limit is exceeded, the case is ineligible.

Refer to Section 230 for Home Equity Limit.
N. PATIENT LIABILITY

Individuals who are approved under the Home and Community Based Waiver
category are entitled to a maintenance allowance to take care of their needs (rent,
utilities, etc.) The needs allowance is currently set at 300% of SSI (Appendix C),
which is equal to the income limit, resulting in zero patient liability.

If the client is admitted to a hospital or nursing facility for “long-term care,” adjust
the patient liability deduction to the $35 Personal Needs Allowance beginning with
the month following the month of institutionalization.

Applicants leaving a medical facility to enter the Home Based Waiver Program,
adjust the patient liability deduction to the Home Based Maintenance Allowance
effective the month following the month of discharge.

O. REVIEW OF ELIGIBILITY

A Review of Eligibility is required at least every 12 months. Use Review of
Eligibility Form 2426-EE. Information received between reviews, which may affect
eligibility, must be evaluated and acted on when applicable. A Review of Eligibility
must be completed no later than the month it is due except when future actions are
necessary. Clients are the primary source of information regarding their eligibility.
If a client is unable to obtain information, the case manager will assist. Office
interviews and home visits are optional and can be done at the discretion of the unit
supervisor, or office manager.

The Review of Eligibility Form 2426-EE informs the client about their choices
concerning an authorized representative (A/R). If any change in the A/R is indicated
on Form 2426-EE, send the client Form 2525-EE to complete and return. Ifthe A/R
area on Form 2426-EE is blank, assume there is NO change in the status of the A/R
for the client.

Form 2426-EE requests recipients to identify any changes in household
circumstances. If there are no changes in the circumstances, no further verifications
will be required. If changes are reported, send the client a 2429 requesting
verification of the reported changes only.
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370 CHILDREN ELIGIBLE UNDER 1902(e)(3) OF THE SOCIAL SECURITY ACT
(KATIE BECKETT)

A

OVERVIEW

Section 1902(e)(3) of the Social Security Act authorizes Medicaid coverage to
disabled children who require a level of care provided in a medical facility but
can appropriately be cared for at home for less cost.

1.

ELIGIBILITY REQUIREMENTS
Children in this category must meet each of the following:
a. Disability criteria (determined by SSA or NMO);
NOTE: Do not delay sending for NMO disability decision

while waiting for SSI decision. NMO decision can
be pursued at same time as SSI for Katie Beckett.

b. Be age 18 or under;

C. Be living at home;

d. Require a level of care provided in a nursing facility (determined
by NMO);

e. Have medical costs for home care which are less than if the

client were institutionalized (determined by NMO);

f. Meet all eligibility criteria of an institutional case except for
residing in an institution.

If these children would be eligible for Medicaid while residing in an
institution, they may be eligible for Medicaid while living at home.

Send Form NMO-3004 to DHCFP district office requesting a Katie
Beckett determination, and if necessary, a disability determination.

The child must also be evaluated for QMB eligibility.
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2. NEVADA MEDICAID OFFICE (NMO) DETERMINATION

After all other eligibility requirements are met, NMO, Central Office,
will determine disability, level of care, medical costs, and if home care is
appropriate, NMO determinations are made per Medicaid Operations
Manual. The FSS or, if appropriate, the Title XIX Social Worker will
send Form NMO-3004 to NMO.

NMO will notify the district office of the review board's decision of
disability and/or final eligibility under 1902(¢e)(3) on Form NMO-3004.

B. AGED, BLIND, DISABLED

Children in this category must be disabled as determined by Social Security
Administration criteria.

C. TIME FRAMES

An eligibility decision must be made within 90 days from the Medicaid
application date unless extenuating circumstances exist.

D. SOCIAL SECURITY NUMBER (SSN)

Social Security numbers must be provided by every applicant and recipient. See
Manual Section 204.

E. IDENTIFICATION
All applicants for Medicaid must be identified.
F. NEVADA RESIDENCY

1. NON-INSTITUTIONAL PERSONS (INCLUDES SSI RECIPIENTS
NOT RECEIVING SSP)

Clients must be living in Nevada with