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Introduction

This Medicaid Nursing Facility Resident and Family Resource Manual was written with the nursing facility resident and his family in mind.  We know that facilities have access to many regulations which govern the nursing home industry, but the resident and family have very limited access to this information and in most cases are left with the information the facility has provided to them.  This resource manual is an effort to provide residents and their families with information on various issues and with telephone numbers they may use to request additional information on specific questions that are not answered in the manual.  

The Arkansas Department of Human Services, Division of Medical Services administers the Arkansas Medicaid Program.  The Office of Long Term Care is the regulatory agency that is responsible for the licensure of Nursing Facilities and Nursing Home Administrators.  They are also responsible for ensuring that nursing facilities meet state and federal regulations for certification in the Medicaid and/or the Medicare program.  They accomplish this by on-site surveys of all facilities every nine to 15 months with an annual average for all facilities of 12 months.  They also are required to perform follow-up visits and complaint investigations.  The Office of Long Term Care is responsible for imposing penalties based on enforcement regulations for facilities that are out of compliance with federal regulations.  Telephone numbers for the Office of Long Term Care are available on page 26 in the Helpful Contacts section of this manual.

Resident Rights

The federal government has passed laws that establish the rights of nursing facility residents.  Arkansas has also passed laws that provide additional protection.  Each person admitted to a nursing home has the following rights, among others:
· To be fully informed of these rights and all rules and regulations governing patient conduct and responsibilities.

· To be fully informed of services available in the facility and of related charges of these services including any charges not paid by Medicaid or not included in the basic rate per day.

· To be fully informed by a physician of his/her medical condition and to be given the opportunity to participate in planning his/her medical treatment.

· To complete an advance directive.

· To refuse treatment.

· To be transferred or discharged only for medical reasons or for his/her welfare or that of other patients or for nonpayment for his/her stay (except as prohibited by the Medicaid program); to be given reasonable advance notice and the right to appeal.

· To voice grievances and recommend changes in policies and services to facility staff and/or outside representatives of his/her choice, free from restraint, interference, coercion, discrimination, or reprisal.

· To manage his/her personal financial affairs.

· To be free from mental and physical abuse, and to be free from chemical and physical restraints, except as authorized in writing by a physician to protect the resident from harming himself.

· To confidential treatment of his/her personal and medical records.

· To be treated with consideration, respect, and full recognition of his/her dignity and individuality, including privacy in treatment and care for his/her personal needs.

· To not be forced to perform services for the facility.

· To associate and communicate privately with persons of his/her choice and to send and receive his/her personal mail unopened.

· To meet with and participate in the activities of social, religious, and community groups at his/her discretion.

· To retain and use his/her personal clothing and possessions.

· If married, to be assured of privacy of visits by his/her spouse, and if both are residents in the facility, to be permitted to share a room.

Do’s and Don’ts of Admission

Upon admission, all facilities will require that someone sign various forms.  Please read these documents prior to signing.  These forms should explain certain facility policies including payment, covered, and non-covered services and amounts that can be charged for non-covered charges.  Medicaid regulations require facilities to cover most services; however, there are limited services that are not included.  

Facility Discharge

A resident may elect to leave a facility at any time.  A facility may not discharge a resident without cause.  This is called an involuntary discharge and can only take place under four conditions.  These conditions are:

1) Facility is unable to meet the medical needs of the resident.

2) The resident is a threat to health or safety of other residents.

3) Nonpayment of proper charges.

4) Resident’s health has improved and facility services no longer needed.

The facility must give 30 day written notice which will include the reason for the transfer and appeal procedures if the resident wishes to appeal the discharge.  The appeal must be filed in writing within 7 days from the date of receipt of discharge notice.

Facility Transfer

A resident may choose to transfer from one facility to another at will.  The facility that the resident is transferring from is required to transfer all personal belongings, funds, and refund payment for any portion of the patient liability for the month not spent in the facility.  The receiving facility will require payment of the patient liability for the date of admission to the end of the month.  

The facility cannot transfer a resident for their convenience.  However, if a resident changes from Medicaid to Medicare and back during his/her stay, they may be required to change rooms.  Medicaid will only pay if the resident is in a Medicaid certified bed and Medicare will only pay if the resident is in a Medicare bed.  Therefore, this transfer may be necessary to receive the services needed for the resident.  Some facilities have beds that are dually certified.  If the bed is dually certified this means the bed is certified for both Medicare and Medicaid.  In this case the resident could receive Medicaid or Medicare services without being required to change rooms.

Leave of Absence

A nursing facility resident may require a leave of absence from the facility.  There are two types of leave of absence that Medicaid will pay the facility during the absence.

Therapeutic leave of absence to home is when a resident goes home or to a family member’s home for a visit.  In the nursing home this is generally an overnight or an occasional weekend visit.  Medicaid will pay for up to 14 consecutive days for a therapeutic home visit.  A resident will need to have a physician’s order approving a therapeutic home visit.  The resident is responsible for paying his normal patient liability during this absence but no additional charges should be assessed.  The facility is responsible for sending any medications required by the resident during this stay.

Hospital Leave of absence is when a resident is required to be admitted to the hospital.  Medicaid covers up to 5 days of a hospital leave of absence.  If the facility is 85% occupied the Medicaid program pays the full Medicaid rate for these 5 days.  If the facility is less than 85% occupied, the Medicaid does not pay.  Regardless of occupancy rate, the facility can only collect the patient liability for the first 5 days of a hospital leave of absence.  Beyond the 5 days, please refer to bed hold information below.

Bed Hold
Any days not covered by Medicaid, hospital days beyond 5 days, are subject to facility bed hold policy.  Each facility should have a policy on bed hold that will include charges.  The Medicaid program does not regulate what a facility can charge for a bed hold because these are not Medicaid covered days.  However, there are federal regulations that address these days [42 CFR 483.12(b)(2)-(3)].

At the time of transfer of a resident for hospitalization, a nursing facility must provide to the resident and a family member or legal representative written notice which specifies whether the  resident wants a bed hold.  This must take place on each occurrence.  This written notice must include what the charges will be for the bed hold.  A resident does have a choice.  If a resident chooses to have the bed hold, he must pay the fees.  If a resident chooses not to have a bed hold, the facility is required to readmit the resident to the facility immediately upon the first available Medicaid bed.  

Medicaid or Medicare ?

There are two major health coverage programs that impact nursing home residents.  Many residents are eligible for both the Medicaid and the Medicare programs.

The Medicaid program is a joint federal-state program that provides specific medical service coverage for eligible recipients.  One of these services is Nursing Facility services for the long term.  A nursing facility resident must make application for Medicaid Nursing Facility services even if he/she is already Medicaid eligible.  Eligibility is not automatic. 

Medicaid is not related to the federal program known as Medicare.  Medicare is the program that provides services to people age sixty-five (65) or older and those under age sixty-five (65) that have been declared disabled by Social Security for over two years.  Medicare coverage for Skilled Nursing Facility (SNF) services is very limited for recuperative care.  A recipient must have been in the hospital for a minimum of three days immediately prior to admission to the SNF and meet certain other requirements for Medicare coverage.  Medicare coverage is for recuperative and rehabilitative care and therefore is a short-term program.  The maximum coverage is 100 days, with the first 20 days being covered in full by Medicare and the remaining days requiring a deductible amount that changes every year.  The calendar year 2000 deductible for Medicare SNF services is $97.00 per patient day.   

A resident that has entered the NF as a Medicare resident and believes he/she is also eligible for Medicaid services should pursue Medicaid NF application.  Medicaid will cover all Medicare coinsurance and deductibles if the resident is both Medicare and Medicaid eligible.  

The Medicare Intermediary for Arkansas is Arkansas Blue Cross Blue Shield.  Contact them at 378-2173 for additional Medicare information.
Medicaid Eligibility

There are some general eligibility requirements, financial requirements and medical necessity requirements that must be met to become eligible for Medicaid Nursing Facility (NF) covered services.  These general requirements are discussed below, but this is not a complete listing of all requirements.  The local Department of Human Services (DHS) Office is responsible for making the Medicaid eligibility determination and putting recipient information into the Medicaid payment system to allow processing of claims for NF services.


General Eligibility Requirements

The individual must be a resident of a Medicaid certified Nursing Facility prior to making application.  Application must be made at the local county Department of Human Services office in which the facility is located.  An application for Medicaid Nursing Facility eligibility must be made even if the individual was Medicaid eligible prior to entering the Nursing Facility.  Eligibility is not automatic.  It is recommended that an appointment be made to ensure the caseworker will be available to assist you.  Telephone numbers are included in the helpful contact section of this manual.   

The general eligibility requirements for Medicaid Nursing Facility services are:

1) Citizenship or Alien status – It must be verified that the individual is either a citizen of the United States or a qualified alien.

2) Residency – The individual must be an Arkansas resident.  If the resident is coming from another state, prior approval must be obtained from the Office of Long Term Care, Medical Need Determination section (telephone number available on page 26 in the helpful numbers section of this manual).  Approval criteria includes whether the resident is competent and able to make the decision to move and whether the resident has family that are residents of the state of Arkansas.

3) Categorical Relatedness – The individual must be:

a. Aged (Age 65 or over); or

b. Blind (Visual Acuity of 20/200 or less or limited visual field of 20 degrees or less, with best correction); or

c. Disabled (unable to engage in substantial gainful work activity for at least 12 months as determined by the Social Security Administration or the Medical Review Team).

4) Institutional Status – It must be verified that the individual has been institutionalized for 30 consecutive days.  This institutional status can include hospital inpatient days if the resident came directly from the hospital and entered the NF without going home in between.  If there is a break in institutional status in the first 30 days, a resident will not be made eligible until this requirement is met.  Once the 30-day requirement is met and all other eligibility factors are met, payment by Medicaid to the NF can begin with the date of entry into the facility.  The only exception is if the resident dies prior to meeting the 30-day institutional status.  Eligibility can be established to the first day of admission in this case.

Financial Eligibility

There are two major categories of financial eligibility - income and resources.

· Income is the amount of money a person receives.  Income includes Social Security, veteran’s benefits, railroad retirement, pensions, annuities, dividends, rental income, interest income, contributions, etc.

· Resources are the amount of countable resources a person has or has ownership in.  Resources include real property, cash, checking and/or savings accounts, certificates of deposit, promissory notes, mortgages, stocks, mutual fund shares, bonds, trusts, automobiles, life insurance policies with a cash value, etc. 

Income

The income limit is $1,536 per month in calendar year 2000.  This amount is adjusted every January.  Gross income is considered when determining the individual's eligibility.  All income is paid to the nursing facility except for $40, which is a personal allowance to the resident.  (If an individual has a spouse remaining in the community, an allowance may also be made for his/her needs which is called spousal impoverishment).  Therefore, any time there is an increase in income, that increase must be reported to the local county DHS office and is paid to the nursing facility.  If family members wish to provide additional items for the resident, payment should be made directly to the vendor or provider.  Any money passed from family to the resident to pay for anything will be counted as income and therefore would be required to be paid to the facility and would not be available for the intended purpose.

Miller Trust

A Miller Trust or Qualified Income Trust may be established in order for an individual to meet the income requirements necessary to qualify for Medicaid NF services.  Without a Miller trust, an individual who makes one dollar over the Medicaid requirement will not qualify for Medicaid nursing home benefits even though the person’s income is insufficient to pay the nursing home charges as a private pay resident.  Only individuals with gross monthly countable income which exceeds the income limit (currently $1,536) but whose total income does not exceed the maximum rate (the skilled care rate for a 31 day month in a facility), may establish eligibility through an income trust.

All of an individual’s income must be placed in the trust and disbursement are regulated.  The local county office has specific information on Miller trust requirements.  All income trusts must be reviewed by the central office for validity.

Resources

The resource limit is $2,000 for an individual.  For a couple entering a NF in the same month, the resource limit is $3,000 for the month of entry.  In the month following admission, the couple is considered separated, and each has a resource limit of $2,000.  When only one individual of a couple enters a NF, their combined resources are considered according to these general rules, effective for calendar year 2000 (amounts are revised annually):

If total resources are under $16,824 – spouse gets all.

If total resources are $16,824 to $33,648 – spouse gets $16,824.

If total resources are $33,648 to 168,240 – spouse gets one-half.

If total resources are over $168,240 – spouse gets $84,120 (maximum as of 1/1/00).

The resource limit is considered only on the first day of the month.  If resources are not below the limit on the first day of the month, the NF resident will not be eligible for the entire month.  

Each type of resource has certain disregards.  The county office case worker conducting the interview or processing the application will advise you as to how these disregards apply to the particular resource in question.  Although a particular asset may be able to be disregarded, documentation of the asset must be provided or the application will be denied.  Below are some resource exclusions:

1) The home if it remains the principal place of residence, or is the residence of a spouse or dependent relative or as long as the individual states his/her intent to return.

2) One automobile with NADA wholesale value of $4,500 or less, or regardless of value when used for medical transportation, work transportation or it is specifically equipped for the disabled.

3) Total of all life insurance policies with total face value of $1,500 or less.  (Only concerned with policies which have a cash surrender value).

4) Burial Space.

5) Burial fund account up to $1,500.  Excluded value reduced by value of other burial arrangements and the value of any excluded life insurance.  An amount larger than $1,500 may be excluded if in a prepaid irrevocable burial policy.

6) Household goods and personal effects up to $2,000.

7) Income producing property.  Real and/or personal property may be excluded if used in a trade or business enterprise.

Another major financial eligibility issue is the transfer of assets.  A transfer of assets must be disclosed and documented to establish whether the transfer occurred within 36 months of application (or 60 months, if transferred to a trust).  If a NF resident transferred real or personal property for less than fair market value to a person other than a spouse in the 36 month period preceding application, the uncompensated value will be divided by 1,700 to determine a period of ineligibility.  If a transfer was made 10/01/89 or later to a spouse living in the community, no period of ineligibility will be imposed for the NF resident.  However, the combined total resources could make the NF resident ineligible for assistance.

Medical Necessity

The medical necessity determination is made by the Office of Long Term Care (OLTC) Medical Need Determination Section.  This determination is made based on information submitted to OLTC by the nursing facility on a DMS 703 form which provides resident specific medical and activities of daily living assessment information.  This information is reviewed by a Registered Nurse who makes a recommendation for level of care to the physicians who are responsible for the final determinations.  This level of care determination will indicate the level of payment the NF will receive for the resident. 

Below are the four levels of care and a brief description of the criteria for each level:

Skilled
Resident requires constant assessment of needs and plan of care.  Requires heavy care, i.e. tube feeding, IV therapy, ventilator, stage III or IV pressure sore.

Intermediate I
Resident is totally dependent in three areas of Activities of Daily Living (ADLs) (ambulation, toileting, and feeding).

Intermediate II
Resident requires moderate assistance in ADLs, but can be totally dependent in one or two areas.  Mobility and transfer - may be totally dependent on others for mobility, may have limited ambulation with two attendants.  Feeding – hand feeding required due to physical and/or mental condition - have to give water.  Toileting – may be totally dependant or require assistance on a regular basis, may need to be lifted on/off bedside commode, documented bowel and bladder program or incontinent of bowel and bladder.

Intermediate III
Resident requires minimum assistance with ADLs - generally requires supervision for protection.  Mobility – may be mobile by self, may be non-ambulatory but able to roll in wheelchair after being lifted or assisted.  Feeding – independent, may need supervision or encouragement.  Toileting – independent or need to be reminded.  

Status During the Application Process

It can take from 45 to 90 days for a Medicaid application to be processed for eligibility.  Timely filing of requested information could make this a smoother process.  However, during the time the Medicaid application is processed, the Department of Human Services does not regulate what a facility can charge.  Most facilities will accept the resident for the amount they anticipate being the resident’s income less the $40 personal needs allowance.  However, there are facilities that will charge private pay rates for this period of time.  If this is the case and eligibility is established back to the date of entry into the facility, the facility will be responsible to refund any money paid in excess of the amount the county establishes as the patient liability.  The patient liability is the portion of the facility reimbursement that the resident is responsible to pay from his/her income.  This is generally all of his income other than $40.

All income will continue to be mailed to the address to which it was prior to admission to the NF.  Some facilities want checks to be mailed to the facility while others do not.  If you want to change the address so that income checks will be sent directly to the facility, be sure this is acceptable with the facility before the change is made.  Also be aware that this could take a month or so to get changed.

Personal Needs Allowance 

Once the county office has determined the NF resident meets eligibility requirements, they will establish an amount that will be set aside or protected that the resident will be allowed to retain to purchase what ever he/she wants.  This amount is called a personal needs allowance or PNA.  This amount is generally $40 except for residents who are SSI (Supplemental Security Income) who only receive $30 as determined by federal regulation and some veterans who may have a protected allowance of $90.  

A NF resident who has earned income up to $100 may retain these earnings if the resident’s physician has stated that a period of employment activity is necessary as a therapeutic or rehabilitative measure.

An ICF/MR resident who has earned income up to the SSI benefit limit may retain these earnings if the resident’s employment is a part of his active treatment plan.

Patient Liability

After the county office has determined the resident’s income and the personal needs allowance, the amount remaining is the patient liability.  This amount is the amount the resident is responsible for paying the facility for his/her care.  This amount is established on a monthly basis and can only be adjusted by the local county office.  If there is any change in income it is the responsibility of the resident or his responsible party to notify the local county office nursing home caseworker. 

Medicare Buy-In

When a NF resident who is Medicare eligible becomes Medicaid NF eligible, Medicaid will pay his/her Medicare premium beginning with the third month of eligibility.  This is called Medicare buy-in.  Prior to becoming Medicaid NF eligible, the Medicare premium is deducted from an individual’s Social Security check.  Once eligibility has been established, Medicaid will pay this premium and the Social Security will be restored.  The patient liability established by the county office will include this adjustment for buy-in.  It may take up to six months for this buy-in to process, which means that there will be a discrepancy in the amount of the resident’s income and the amount of the patient liability.  Once Social Security makes the adjustment they will make a lump sum payment for the premium that will correct this for previous months.  Remember that the first two months are not covered by Medicaid.  If an adjustment has not been made to the Social Security check by the sixth month, contact the local county office to determine if the appropriate documentation had been completed.

Eligibility Reevaluation

Eligibility reevaluation will be required periodically.  When this takes place, the local county office will require documentation of income and resources.  Failure to provide the required information will result in loss of eligibility.

Medical necessity can be determined for various lengths of time - a few months for a convalescent stay to an indefinite period for a long-term problem.  If a review is required, the facility will be responsible for providing the necessary documentation to the Office of Long Term Care.

Medicaid Covered Services

Outside the Nursing Facility 

Most medical needs are covered by the payment made to the nursing facility.  However, some (limited) services are provided by outside providers and Medicaid pays directly to the service provider.  These are as follows (this may not be a complete list but does include the major areas):

· Prescription Drugs

· Physician Services

· Ventilator

· Vision Services
Included in the Nursing Facility Reimbursement

If a cost is considered to be an allowable cost on the facility’s Medicaid cost report, then it must not be charged to the NF resident or his family.  The nursing facility is required to provide and pay for these services.  This is not a complete list of items covered by the Medicaid Nursing Facility Program but is a guide to the type of items that should be provided by the facility and not charged to the resident or his family.

1) Material and supplies.  This includes but is not limited to:

a) Urological, ostomy, and gastrostomy supplies not billable under Medicare Part B.

b) Intravenous (I.V.) or subcutanious tray, connecting tubing and needles.

c) General medical supplies stocked on floor in gross supply and distributed in small quantities, including isopropyl alcohol, hydrogen peroxide, applicators, cotton balls, tongue depressors.

d) Items furnished routinely and relatively uniformly to all residents, such as water pitcher, glass and tray, wash basin, emesis basin, denture cups, bedpans, urinal, thermometer, and hospital-type resident gowns.

e) First aid supplies, including small bandages, Merthiolate, Mercurochrome, hydrogen peroxide and ointments for minor cuts and abrasions, etc.

f) Enema supplies, including equipment, solutions and disposable enemas.

g) Douche supplies, including vaginal or perineal irrigation equipment, solutions and disposable douches.

h) Special dressings, including gauze, 4 X 4’s ABD pads, surgical and micropore tape, telfa gauze, ace bandages, and cast materials.

i) Administration of oxygen, related equipment and medications including oxygen, oxygen concentrators, cannulas, mask, connecting tubing, IPPB, Pulmo-Aide, nebulizers, humidifiers and related respiratory therapy supplies and equipment.

j) Pressure relieving devices including, air or water mattresses or pads, fleece pads, foam pads and rings, disposable underpads and diapers, waterproof sheeting and pants.

k) Disposable diapers and other incontinence items used as a means of caring for incontinent residents.  A facility may use other methods to care for incontinent residents besides disposable diapers.  However, if the facility’s method is to use disposable diapers or there is a physicians order for disposable diapers, the facility is responsible for providing.  If family requests disposable diapers be used on resident, then the family is financially responsible for providing.

l) Special diets, salt and sugar substitutes, supplemental feedings, special dietary preparation, equipment required for preparing and dispensing tube and oral feedings, special feeding devices.

m) Daily hair grooming/shaving performed by a facility staff member.  (Does not include service performed by licensed barber or beautician except as an employee of the facility).

n) Comb, brush, toothbrush, toothpaste, toothettes, lemon glycerin swabs, denture cream, razor, razor blades, soaps and breath fresheners, mouthwashes, deodorants, disposable facial tissues, sanitary napkins, and similar personal hygiene items.  Residents who choose not to use the brand furnished by the facility must purchase their own items, and the costs of the items are not allowable costs.

o) Personal laundry services for residents (does not include dry cleaning).

p) Equipment required for dispensing medications, including needles, syringes, paper cups, medicine glasses.

q) Equipment required for simple tests and examinations, including sphygmomanometers, stethoscopes, clinitest, acetist, dextrostix, scales, glycometer.

r) Equipment required by the Arkansas Department of Human Services for licensure that is available for use by all residents.  Includes trapeze bars and overhead frames, foot boards, bed rails, cradles, wheelchairs, geriatric chairs, foot stools, adjustable crutches, canes, walkers, bedside commode chairs, hot water bottles or heating pads, ice bags, sand bags, traction equipment.

s) Other equipment required to adequately care for residents including suction machines, connecting tubing, catheters, suture removal trays, airways, infusion arm boards, sun or heat lamps, chest or body restraints, slings.

t) Food and nonalcoholic beverages, dietary and food service supplies, and cooking utensils.

u) Housekeeping supplies, office supplies, materials and supplies for the operation, maintenance, and repair of buildings, grounds, and equipment.

v) Equipment and supplies to meet the activity needs of residents as required by state and federal regulations including the needs of room bound residents.

2) Drugs

a) All drugs furnished by a facility must be administered in conformity with a physician’s written order or prescription.

b) Over-the-counter drugs (PRN or routine) not covered by the prescription drug program are allowable cost items.  These include but are not limited to simple pain relievers, antacids, mouthwashes, simple laxatives and suppositories, simple cough syrups, antidiarrheal medications, insulin and insulin needles (regardless of frequency).

3) Cost of specialized rehabilitative services including physical, speech, occupational and mental health, in facilities provided by licensed therapist when such treatment is ordered by a physician.  However, these costs will not include the direct cost of services reimbursed by Medicare Part A, Medicare Part B, or other third party payer.

4) Transportation – Cost of resident transportation to local community providers for medical services.  A local community provider is not defined by city limits.  It refers to medical providers normally used by the community.  An example would be that it is common for persons living in Van Buren to use medical providers or specialists in Fort Smith.  Transportation for business use related to resident care can be done by facility vehicle or other arrangement.  

5)
Semi-private room – Medicaid provides a semi-private room unless there is a medical necessity for a private room such as infection control.  However, if family requests a private room and the facility has a room available, family may pay the difference between the private room and a semi-private room.  This payment must be made directly from the family to the facility and not pass through the resident.  If it passes through the resident, it will be considered income.

Items Resident or Family May Be Responsible to Pay
Listed below are general categories and examples of items and services that the facility may charge to residents’ funds if they are requested by the resident, if the facility informs the resident that there will be a charge:

1)
Telephone – Private line in resident’s room.

2)
Television/radio for personal use.  Cable service in resident’s room.

3)
Personal comfort items, including smoking materials, notions and novelties, and confections.

4)
Cosmetic and grooming items and services in excess of those for which payment is made under Medicaid or Medicare.

5)
Personal clothing.

6)
Personal reading matter.

7)
Gifts purchased on behalf of a resident.

8)
Flowers and plants.

9)
Social events and entertainment offered outside the scope of the activities program.

10)
Non-covered special care services such as privately hired nurses or aides.

11)
Private room, except when therapeutically required (for example, isolation for infection control) (see Included in Nursing Facility Reimbursement, Item 5, semi-private room for additional information).

The facility must not charge a resident or his/her representative for any item or service not requested by the resident.

Medicaid Payment Calculation

Medicaid pays for date of admission but does not pay for date of discharge.  Medicaid is paid on a per diem or daily rate.  This per diem is based on the recipient’s level of care made by the Office of Long Term Care as part of the eligibility process.  There are four levels of care with four payment levels.  These are as follows:

1)
Skilled  . . . . . . . . . . . . . . . . . $75.58

2)
Intermediate I  . . . . . . . . . . .  $75.58

3)
Intermediate II  . . . . . . . . . . . $62.84

4)
Intermediate III   . . . . . . . . .   $58.42

Effective July 1, 1999, there is a $4.93 wage enhancement add-on to this rate contingent upon the facility meeting staffing requirements.  This add-on rate will be paid to the facility; then at the end of the quarter they will be required to submit documentation of actual staffing.  If they met staffing requirements based on the facility census, they will retain this add-on; if they did not meet minimum staffing requirements, the add-on will be recouped.

The nursing facility is paid for the date of admission and not the date of discharge.  Also, the Medicaid payment is reduced by the resident's patient liability.  Below is the formula for calculating the Medicaid payment to a facility:


(Resident Level of Care Per Diem + Wage Enhancement Add-on) 

-
(Patient Liability / number of days in the month)

x
number of covered days

=
Medicaid Payment

Example:

Resident Level of Care Intermediate I – per diem rate 
$    75.58

Wage Enhancement





$      4.93

Total Daily rate






$    80.51

Patient Liability 




$558.00

Number of days in Month (June)

         30

Patient Liability daily rate for a 30 day month

$    18.60

(This is the amount the resident is responsible to pay

  to the facility towards his care)

Net Medicaid Daily Payment




$    61.91

Number of covered days





           30

Medicaid Payment






$1,857.30

Total Facility Payment:



Medicaid Payment





$1,857.30


Plus Patient Liability





$   558.00

Total Facility Payment for 30 day Month


$2,415.30


Note:  When figuring a refund due to discharge or transfer, Medicaid pays for date of admission and not date of discharge.

Income Offset

What is Income Offset

The income offset process is a federal requirement that allows nursing facility residents to use their own income to purchase medical items that are not covered by the Medicaid program.  The county office determines the resident’s income/patient liability, the portion of the resident’s income he/she must pay to the nursing facility towards their care.  An income offset allows the county office to adjust the income/patient liability amount downward by the amount of qualifying items to allow the resident to use his/her money to receive and purchase these services.  The Medicaid payment to the facility is adjusted by the revised patient liability, so the facility receives the same total reimbursement.  Since this is a federal requirement, there is a requirement on the facility to assist residents that could benefit from this process.  Note:  Residents must have income that they pay to the nursing facility each month to be eligible for this process.  Many residents are SSI only and do not have this option available to them.

What Qualifies for Income Offset

Medical expenses that are not covered by the Medicaid program or other third party, i.e. Medicare or other insurance, are eligible for income offset.  Below is a list of some, but not all, items, qualifying:

· Hearing Aids

· Dentures

· Other Dental Services

· Eyeglasses in excess of benefit limit of one pair per year

· Health insurance premiums

· Prosthetic devices

· Non-covered prescription drugs

Deductions for cosmetic and elective procedures will not be approved for income offset.  Other expenses not allowed are the premiums for insurance which pay cash to a recipient when medical expenses have been incurred and Medicare premiums deducted from SSA payments prior to buy-in.  The only allowable medical deduction will be the resident’s non-covered medical expenses.  Medical expenses for family members cannot be approved for income offset.

How to Process a Request for Income Offset 

All income offset requests must be processed through the local DHS County Office.  

An income offset for the purchase of eyeglasses, contact lenses, hearing aids, prostheses and dentures can be made only if the following procedure is followed:

1. The items must be prescribed by a physician or other licensed medical practitioner.

2. The items must be a part of the resident’s plan of care.  It must be determined by the facility interdisciplinary team that the resident’s quality of life will be enhanced and that he/she is able to utilize the items.

3. The request must be approved by the facility’s Quality Assessment and Assurance Committee.

4. The cost of the items must be determined.  This is generally an unpaid bill.

5. The resident or authorized representative must provide the local county office with verification of the above.  The resident or authorized representative must not make the purchase or pay the medical bill until the county has made an adjustment to the patient liability or it will not be eligible for income offset. 
Other items such as health insurance premiums, dental services, and non-covered prescription drugs are not subject to the approval of the facility’s Quality Assessment and Assurance Committee.  However, prior to making the purchase or paying the bill, the recipient or authorized representative must provide the county office with proof that the item or items were prescribed by a physician or other licensed medical practitioner, and with proof of the cost. 

 Resident Trust Fund

The resident has the right to manage his/her financial affairs, and the facility may not require residents deposit their personal funds (personal needs allowance) with the facility.  But many residents are unable or unwilling to manage their own financial affairs and do not have a responsible party that will manage their funds.  In this case the facility must hold, safeguard, manage and account for the personal funds deposited with the facility.  The facility will manage the personal allowance needs funds of residents when a responsible third party does not exist to handle these funds and the following circumstances exist (these situations must be documented in writing):

· The resident is adjudicated by state law as incompetent;

· The resident’s file contains a physician’s statement that the resident is not capable of managing his or her own funds;

· The resident has no one to manage his/her financial interests and requests the home to do so; or

· The resident's family requests the facility to manage his/her funds.

When the facility assumes the responsibility for managing a resident’s personal needs allowance, withdrawals by family members should not be allowed.  If the family makes purchases on behalf of the resident, the family can be reimbursed from the resident trust fund by presenting a receipt to the trust fund custodian. 

Families who object to following resident trust fund procedures will be advised that they will have to assume responsibility for managing the resident’s funds.  

Upon admission and determination of resident participation in the resident trust fund, a Beneficiary Designation Form must be completed by or on behalf of the resident, identifying to whom the resident trust fund will be distributed in the event of death.  This form shall remain permanently in the resident's file. 

Quarterly statements must be provided to each resident indicating account activity. When the amount in the resident’s account reaches $200 less than the SSI resource limit for one person ($2,000), the facility is required to notify each resident that receives Medicaid benefits that the resident may lose eligibility for Medicaid.

Federal regulation requires that resident funds in excess of current needs be deposited in an interest-bearing account.  When a participant’s balance reaches $50.00, any additional funds must be placed in an interest bearing account.

The facility must have cash available to accommodate the needs of trust fund residents.  The facility should have a petty cash fund to meet this requirement that the resident should be able to draw from for small purchases. 

Deceased Resident Trust Funds

In the event of the death of the resident, the facility administrator shall, within 30 days of the resident’s death, provide an accounting and shall return all refunds and funds held in trust.  The administrator must determine if a personal representative has been appointed for the resident.  This personal representative is a person appointed by the probate court to handle the deceased's estate.  If one has been appointed, then the contents of the resident's trust fund shall be disbursed to that personal representative.  If no such personal representative exists, then the facility administrator should disburse the funds to a surviving spouse or the named beneficiary designated by the resident on the Beneficiary Designation Form.  If a personal representative, surviving spouse, or named beneficiary does not exist or cannot be located at the time of disbursement, the facility administrator shall deposit the funds into an interest bearing account in a bank in the county where the facility is located and notify the Department of Human Services.  The state will pursue collection through probate court.

Estate Recovery

Federal regulations mandate recovery of medical payments correctly made from the estates of:

(
Individuals of any age who were considered to be permanently institutionalized, who received medical services in a nursing facility and who were required to pay all but a minimal amount of income for their care, and for

(
Individuals age 55 and older who received medical services in a nursing facility or in a home and community based waiver program, whether or not they were considered to be permanently institutionalized. 

Estate recovery will not be made from the estate of deceased residents when:

(
there is a surviving spouse, dependent child under age 21, or blind or disabled child (as determined by SSA disability guidelines),

(
recovery will create an undue hardship for other surviving family members, or

(
recovery is not cost effective.

The determination that an individual under age 55 is considered permanently institutionalized will be made based on the information submitted by the facility administrator on the DHS-703.  The administrator must indicate the estimated duration of need for facility care.  If it is checked “permanent” on page 2 of the DHS-703, the individual is considered permanently institutionalized.

An initial notice of intent to recover from the estate of individual’s who received Medicaid services in an institution or a waiver program will be given at the time of application for services.  A second notice will be sent to the personal representative of the deceased’s estate or to a distributee of the estate who has signed an Affidavit for Collection of Small Estates.  This notice will inform the individual of the intent to recover, of the hardship and cost effectiveness provisions, and of appeal rights.  The DHS, Office of Chief Counsel is responsible for estate recovery.

Family Councils

Many facilities have a family council established.  The purpose of the family council is to protect and improve the quality of life for the residents in the home and to give families a voice in the decisions that affect them and their loved ones.  Federal regulations enable the existence of these groups by stating the following:

· A resident’s family has the right to meet in the facility with the families of other residents in the facility;

· The facility must provide a resident or family group, if one exists, with private space;

· Staff or visitors may attend meetings at the group’s invitation;

· The facility must provide a designated staff person responsible for providing assistance and responding to written requests that result from group meetings;

· When a resident or family group exists, the facility must listen to the views and act upon the grievances and recommendations of residents and operational decisions affecting residents care and life in the facility.

Becoming active in the family council is a good way for family members to stay informed about facility activities.  If the facility does not have a family council, the Office of Long Term Care can provide you with more information about starting one in the facility. 

Helpful Contact Telephone Numbers

Office of Long Term Care

Resident & Family Toll-free Number
1-800-LTC-4887
Mailing Address:

Office of Long Term Care


P.O. Box 8059, Slot 400


Little Rock, AR  72203

Physical Address:

523 N. Louisiana


Lafayette Building, 9th Floor


Little Rock, AR  72201


Additional Office of Long Term Care Contact Numbers

Mark Hemingway, Director

(501) 682-8487

Medical Need Determination


Sherri Proffer



(501) 682-8471

Client Assistance/Family Councils


Kris Baldwin



(501) 682-6321


Beverly Kelly



(501) 682-8320

Complaints Intake Line



(501) 682-8425

Other DHS Central Office Contacts

DHS Director’s Office

Kurt Knickrehm, Director


(501) 682-8650

Mailing Address:


Department of Human Services


Director’s Office


P.O. Box 1437, Slot 329


Little Rock, AR  72203-1439

Physical Address:


103 East 7th Street, 3rd Floor


Little Rock, AR  72201

Medicaid Eligibility


(501) 682-8254

Office of Chief Counsel



(501) 682-8934

Mailing Address:

Office of Chief Counsel

P. O. Box 1437, Slot 1033

Little Rock, AR  72203-1437

Physical Address:


103 East 7th Street, 10th Floor


Little Rock, AR  72201

Division of Medical Services

Ray Hanley, Director



(501) 682-8292

Mailing Address:

Division of Medical Services


P.O. Box 1437, Slot 1100


Little Rock, AR  72203-1437

Physical Address:


103 East 7th Street, 11th Floor


Little Rock, AR  72201

Other Division of Medical Services Contact Numbers

Medicaid Nursing Facility Provider Assistance

Lynn Jackson
(501) 682-8480

Medicaid Institutional Reimbursement

Tom Show

(501) 682-2483


Division of Aging & Adult Services

Herb Sanderson, Director



(501) 682-2441

Mailing Address:


DAAS


P.O. Box 1437, Slot 1412


Little Rock, AR  72203-1437

Physical Address:

103 East 7th Street, 14th Floor

Little Rock, AR 72201

Other Division of Aging And Adult Services Contact Numbers

Information and Referral

Betty French
(501) 682-8150

Adult Protective Services

Heather Meadows
(501) 682-8491

Protective Services Hot Line


1-800-482-8049

Community Based Services (ElderChoice Waiver)

Suzanne Crisp
(501) 682-2441

State Long Term Care Ombudsman

Alice Ahart

(501) 682-8952

State Ombudsman Contacts

Ombudsmen serve as advocates for nursing facility residents.  They are employees of the Area Agency on Aging and are assigned by counties.

Euana Waters
1-800-432-9721

(870) 741-1144

Pager:

Not available 

Address:

The Area Connection

910-B Northvale Shopping Ctr

P.O. Box 1795

Harrison, AR  72601

Counties:
Baxter, Benton, Boone, Carroll, Madison, Marion, Newton, Searcy, and Washington

Royce Haigwood

1-800-432-9721

(870) 741-1144

Pager:

1-800-644-2382  Access Number 8016356

Address:

White River AAA

3998 Harrison Street

P.O. Box 2637

Batesville, AR  72503

Counties:
Cleburne, Fulton, Independence, Izard, Jackson, Sharp, Stone, Van Buren, White and Woodruff

Bill Hammock

1-800-467-3278

(870) 930-2238

Pager:
  1-800-644-2382

Access Number 8016357

Address:

East Arkansas AAA

P.O. Box 5035

Jonesboro, AR  72401

Counties:
Randolph, Clay, Lawrence, Greene, Craighead, Poinsett, Mississippi, Cross, Crittenden, St. Francis, Lee and Phillips

Linda Webb



1-800-264-3260

(870) 543-6300

Pager:
 1-800-825-7243   Access Number 64123

Address:

AAA of Southeast Arkansas

P.O. Box 8569

Pine Bluff, AR  71611

Counties:
Arkansas, Ashley, Bradley, Chicot, Cleveland, Desha, Drew, Grant, Jefferson, and Lincoln

Herman Estaun



1-800-482-6359

(501) 372-5300

Pager:
  1-800-825-7243  Access 64268

Address:

Carelink

706 West 4th Street

P.O. Box 5988

North Little Rock, AR  72119

Counties:
Pulaski, Saline, Faulkner, Lonoke, Prairie, and Monroe

Emelie McDonald


1-800-467-2170

(501) 321-2811

Pager:
  1-800-825-7243  Access Number 62031

Address:

West Central Arkansas AAA

905 West Grand Avenue

Hot Springs, AR  71913

Counties:
Montgomery, Garland, Hot Springs, Clark and Pike

Judy McCready



1-800-467-2170

(501) 967-9300

Pager:  1-800-544-2383  Access 8016358

Address:

West Central Arkansas AAA 

103 W. "D" St. #2A

Russellville, AR  72801

Counties:
Johnson, Pope, Conway, Yell, and Perry

Deborah Hansen


1-800-336-5575

(870) 234-7410

Pager:

Not available

Address:

Southwest Arkansas AAA

600 Columbia

P.O. Box 1863

Magnolia, AR  71753

Counties:
Calhoun, Columbia, Dallas, Hempstead, Howard, Lafayette, Little River, Miller, Nevada, Ouachita, Sevier, and Union

Catherine Montgomery

1-800-320-6667

(501) 783-4500

Pager:
  (501) 580-1728  

Address:

Western Arkansas AAA

524 Garrison Ave.

P.O. Box 1724

Ft. Smith, AR  72902

Counties:
Crawford, Franklin, Logan, Sebastian, Scott, and Polk

DHS County Office Contacts

When contacting the county office, request to speak with or make an appointment with the Nursing Facility Case Worker.

Arkansas County (DeWitt) (1-1) (870) 946-4519

Address:

100 Court Square 

DeWitt, AR  72042

Arkansas County (Stuttgart) (1-2) (870) 673-3597

Address:

203 S. Leslie

Stuttgart, AR  72160

Ashley County (2)

(870) 853-9816

Address:

201 W. Lincoln


Hamburg, AR  71646

Baxter County (3)
(870) 425-6011

Address:


204 Bucher


P.O. Box 408


Mountain Home, AR  72654

Benton County (4)

(501) 273-9011

Address:


1206 Southeast “J” St.


Bentonville, AR  72712

Boone County (5)

(870) 741-6107

Address:


2126 Capps Rd.


Harrison, AR  72601




Bradley County (6)

(870) 226-5879

Address:


902 Halligan St.

P.O. Box 509


Warren, AR  71671

Calhoun County (7)

(870) 798-4201

Address:


136 Archer


P.O. Box 1068


Hampton, AR  71744

Carroll County (8)

(870) 423-3351

Address:


614 Hailey Rd.


P.O. Box 425


Berryville, AR  72616

Chicot County (9)


(870) 265-3821

Address:


1736 Hwys 65 South & 82 S


Lake Village, AR  71653

Clark County (10)

(870) 246-9886

Address:


405 S. 5th St.


P.O. Box 968

Arkadelphia, AR  71923

Clay County (11)

(870) 598-2282

Address:


187 N. 2nd 


Piggott, AR  72454

Cleburne County (12)

(501) 362-3298

Address:


1521 W. Main St.


P.O. Box 1140


Heber Springs, AR  72543

Cleveland County (13)


(870) 325-6218

Address:


5th & Main


P.O. Box 465


Rison, AR  71665

Columbia County (14)

(870) 234-4190

Address:


601 East University


P.O. Box 1109


Magnolia, AR  71753

Conway County (15)

(501) 354-2418

Address:


#2 Bruce St.


P.O. Box 228


Morrilton, AR  72110

Craighead County (16)

(870) 972-1732

Address:


2920 McAllen Dr. 


Jonesboro, AR  72401


Crawford County (17)

(501) 474-7595

Address:


704 Cloverleaf Cr.

Van Buren, AR  72956

Crittenden County (18)

(870) 732-5170

Address:


250 Shoppingway


West Memphis, AR  72301

Cross County (19

(870) 238-8553

Address:


803 E. Hwy. 64


P.O. Box 572


Wynne, AR  72396

Dallas County (20)

(870) 352-5115

Address:


1202 W. 3rd

Fordyce, AR  71742

Desha County (21)

(870) 222-4144

Address:


200 N. Main


P.O. Box 111


McGehee, AR  71654

Drew County (22)

(870) 367-6835

Address:


444 Hwy. 425 N.


Monticello, AR  71655

Faulkner County (23)
(501) 329-9831

Address:


1301 Museum Rd.


P.O. Box 310


Conway, AR  72033

Franklin County (24)

(501) 667-2379

Address:


800 W. Commercial


Ozark, AR  72949

Fulton County (25)

(870) 895-3309

Address:


201 Byron Rd.


P.O. Box 650


Salem, AR  72576

Garland County (26)

(501) 321-2583

Address:


115 Market St.


Hot Springs, AR  71901

Grant County (27)

(870) 942-5151

Address:


160 Opportunity Dr.


P.O. Box 158

Sheridan, AR  72150

Greene County (28)
(870) 236-8723

Address:


809 Goldsmith Rd


P.O. Box 839


Paragould, AR  72451


Hempstead County (29)

(870) 777-8656

Address:


116 N. Laurel


P.O. Box 723


Hope, AR  71802

Hot Spring County (30)


(501) 332-2718

Address:


2505 Pine Bluff St.


Malvern, AR  72104

Howard County (31)

(501) 845-4334

Address:


534 N. Main


P.O. Box 1740


Nashville, AR  71852

Independence County (32)

(870) 698-1876

Address:

1750 Myers St.


Batesville, AR  72501

Izard County (33)

(870) 368-4318

Address:


620 E. Main St.


Box 65 


Melbourne, AR  72556

Jackson County (34)
(870) 523-9828

Address:


3rd and Hazel Streets


Newport, AR  72112

Jefferson County (35)

(870) 534-4200

Address:


1222 W. 6th St.


Pine Bluff, AR  71601

Johnson County (36)

(501) 754-2355

Address:


205 Rogers St.


Clarksville, AR  72830

Lafayette County (37)
(870) 921-4283

Address:


103 E. 4th

P.O. Box 970


Lewisville, AR  71845

Lawrence County (38)

(870) 886-2408

Address:


Hwy. 67 N.


P.O. Box 69


Walnut Ridge, AR  72476

Lee County (39)

(870) 295-2597

Address:


772 W. Chestnut


P.O. Box 248 


Marianna, AR  72360

Lincoln County (40)

(870) 628-4105

Address:


101 W. Wiley St.


Star City, AR  71667


Little River County (41)
(870) 898-5155

Address:


90 Waddell St.


Ashdown, AR  71822

Logan County (Booneville)(42-2)

(501) 675-3091

Address:


398 E. 2nd Street


Booneville, AR  72927

Logan County (Paris) (42-1)

(501) 963-2783

Address:


#17 W. McKeen


Paris, AR  72855

Lonoke County (43)

(501) 676-5643

Address:


100 Park St.


P.O. Box 260


Lonoke, AR  72086

Madison County (44)

(501) 738-2161

Address:


500 E. Main St.



Huntsville, AR  72740

Marion County (45)

(870) 449-4058

Address:


36 Main St.


P.O. Box 447


Yellville, AR  72687

Miller County (46)

(870) 773-0563

Address:


4323 Jefferson

Texarkana, AR  71854

Mississippi County (Blytheville) (47-1)    (870) 763-7093

Address:


218 N. First St. 


Blytheville AR  72315

Mississippi County (Osceola) (47-2) (870) 563-5234

Address:


437 S. Country Club Rd.


Osceola, AR  72370

Monroe County (48)

(870) 747-3329

Address:


301 ½ N. New Orleans


Brinkley, AR  72021

Montgomery County (49)

(870) 867-3184

Address:


232 Graham St.


Mount Ida, AR  71957

Nevada County (50)

(870) 887-6626

Address:


355 W. 1st St.


Prescott, AR  71857

Newton County (51)

(870) 446-2237

Address:


Co-op Building


P.O. Box 452


Jasper, AR  72641


Ouachita County (52)
(870) 836-8166

Address:


222 Van Buren 


Camden, AR  71701

Perry County (53)

(501) 889-5105

Address:


403 Houston Ave.


Perryville, AR  72126

Phillips County (54)

(870) 338-8391

Address:


104 D’Anna Place


P.O. Box C


Helena, AR  72342

Pike County (55)

(870) 285-3111

Address:


131 Kelley


Murfreesboro, AR  71958

Poinsett County (56)

(870) 578-5491

Address:

510 A. South Illinois


P.O. Box 526


Harrisburg, AR  72432

Polk County (57)

(501) 394-3100

Address:


606 Pine St.


Mena, AR  71953

Pope County (58)

(501) 968-5596

Address:

701 N. Denver

Russellville, AR  72801

Prairie County (59)

(870) 998-2581

Address:


4 Market St.


P.O. Box 356


DeValls Bluff, AR  72041

Pulaski County East (60-3)

(501) 371-1300

Address:


1424 E. 2nd St. 


P.O. Box 8083


Little Rock, AR  72203

Pulaski County Jacksonville (60-4) (501)371-1200

Address:


2636 W. Main


P.O. Box 626


Jacksonville, AR  72078

Pulaski County North (60-2)
(501) 682-0107

Address:


1900 E. Washington Ave.


North Little Rock, AR  72119

Pulaski County South (60-1)
(501) 682-9200

Address:


1105 Martin Luther King Dr.


P.O. Box 2620


Little Rock, AR  72203


Pulaski County Southwest (60-5)
(501) 371-1100

Address:


6801 Baseline Rd. 


P.O. Box 8916


Little Rock, AR  72219-8916

Randolph County (61)

(870) 892-4475

Address:


1408 Pace Road


Pocahontas, AR  72455

Saline County (62)
(501) 315-1600

(501) 847-4244

Address:


1603 Edison


Benton, AR  72015

Scott County (63)

(501) 637-4141

Address:


Hwy. 71B


Waldron, AR  72958

Searcy County (64)

(870) 448-3153

Address:


50 E. College


P.O. Box 279


Marshall, AR  72650

Sebastian County (65)

(501) 782-4555

Address:


616 Garrison Ave.


Fort Smith, AR  72901

Sevier County (66)
(870) 642-2623

Address:


Hwy. 70 W.


DeQueen, AR  71832

Sharp County (67)

(870) 994-7359

Address:


Hwy. 167 N.


Ash Flat, AR  72513

St. Francis County (68)

(870) 633-1242

Address:


1200 E. Broadway


P.O. Box 899


Forrest City, AR  72335

Stone County (69)

(870) 269-4321

Address:


H.C. 71


Box 180


Mountain View, AR  72560

Union County (70)

(870) 862-6631

Address:


123 W. 18th St


El Dorado, AR  71730 

Van Buren County (71)


(501) 745-4192

Address:


Rt. 6, Box 260-1


Clinton, AR  72031


Washington County (72)
(501) 521-1270

Address:


4044 Frontage Rd


Fayetteville, AR  72703

White County (73)(501) 268-8696

Address:


608 Rodgers Dr.


Searcy, AR 72143

Woodruff County (74)

(870) 347-2537

Address:


1200 Hwy. 33 N.


P.O. Box 493


Augusta, AR  72006

Yell County (75)

(501) 495-2723

Address:


Hwy. 10 East


P.O. Box 277


Danville AR  72833 
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