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Revision: HCFA-AT-80-38 (BPP)   AL-15-006 

 May 22, 1980    

   

 

State:                         Alabama     

 

Citation                          1.4 State Medical Care Advisory 

 

42 CFR 431.12 (b) There is an advisory committee to the Medicaid Agency in 

 accordance with and meeting all the requirements of 42 CFR 

431.12. 

 

 Tribal Consultation  

  

 In order to comply with the Tribal Consultation requirement of 

Section 1902(a)(73) of the Social Security Act and Federal 

Regulation, 42 CFR 431.12(b),  Alabama Medicaid Agency will 

seek the advice on a regular on-going basis from designees of 

Indian health programs whether operated by the Indian Health 

Service (HIS), Tribes or Tribal organizations under the Indian 

Self-Determination and Education Assistance Act (ISDEAA), or 

Urban Indian Organizations under the Indian Health Care 

Improvement Act (IHICA).  Section 2107 (e) (I) of the Act was 

also amended to apply these requirements to the Children’s 

Health Insurance Program (CHIP).  In Alabama the CHIP 

program is administered through the Alabama Department of 

Public Health.  Consultation is required concerning Medicaid 

and CHIP matters having a direct impact on Indian health 

programs and Urban Indian organizations. 

 

The Poarch Band of Creek Indians is the only federally 

recognized Indian Tribe in the state of Alabama.   

 

The State will advise either per certified letter or by an expedited 

process of email and fax on matters related to Medicaid and for 

consultation on all State Plan Amendments, waiver proposals, 

waiver extensions, waiver amendments, waiver renewals, 

proposals for demonstration projects and any other changes that 

would affect the Tribe prior to submission to CMS.  

 

It will be the standard operating procedure of the Alabama 

Medicaid Agency to give 30 day written notice to the Tribal 

Chair  prior to any submission to CMS. This notice will be sent 

by certified mail.  The Tribe will be allowed 30 calendar days 

from the date of the receipt of the notice to respond.    

 

 

 

 

 

TN No. AL-15-006 

Supersedes Approval Date: 09-17-15  Effective Date: 09/01/15 

TN No. AL-11-006 
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State:                         Alabama     

 

Citation                          1.4 State Medical Care Advisory 

 

42 CFR 431.12 (b) An expedited request which is defined as the result of a State or 

Federal law change or any change that will be of detriment to 

recipients will be implemented per the program area with direct 

responsibility for submission of the SPA.  In the event of the 

determined need for an expedited process, the procedure is as 

follows:  The Agency will send the required information via fax 

to 251-368-1026, after which an e-mail will be sent to the Tribal 

Chair notifying the Tribe of the fax transmission.  The Tribe will 

be given 10 calendar days from the date of the fax confirmation 

to respond.  

 

On April 18, 2011 a letter was mailed to Mr. Buford Rolin of the 

Poarch Creek Indians requesting approval of written notification 

with a response time of 30 calendar days from the date of receipt 

of the notice.  On May 04, 2011 the State received written 

confirmation from the Poarch Creek Indians that they were in 

agreement with the terms described in the letter dated April 18, 

2011.   

 

On May 24, 2011, Nikki Scott called the office of Buford Rolin 

and spoke with him and received verbal approval of the 

expedited process in the event of a quick submission to CMS for 

SPA’s.  On May 26, 2011 a letter was faxed to Buford Rolin’s 

office relative to the process of notifying the Tribe in the event 

of an expedited State Plan Amendment, waiver proposal, waiver 

extension, waiver amendment, waiver renewal or proposal for 

demonstration projects prior to submission to CMS verifying that 

in addition to the verbal approval, the agency needed written 

approval as well.  Mr. Rolin signed the letter and faxed it back to 

Nikki Scott’s office.  The Agency will send the required 

information via fax to 251-368-1026, after which an e-mail will 

be sent to Buford Rolin at tlancaster@pci-nsn.gov notifying the 

Tribe of the fax transmission.  10 calendar days from the date of 

the fax confirmation will be given to respond. 

 

 

 

TN No. AL-15-006 

Supersedes Approval Date: 09-17-15  Effective Date: 09/01/15 

TN No. AL-11-006 
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'levi sion: HCFA..:PM-94-3 (MB) 
APRIL 1994 

State/Territory: Alabama 

Citation 

1928 of the Act 1. 

1.5 Pediatric Immunization Program 

The State has implemented a proqram for the 
distribution of pediatric vaccines to proqram­
reqistered providers for the immunization of federally 
vaccine-eliqible children in accordance with section 
1928 as indicated below. 

a. The State proqram will provide each vaccine­
eliqible child with medically appropriate 
vaccines according to the schedule developed by 
the Advisory Comrni ttee on Immunization Practices 
and without charge for the vaccines. 

b. The State wi 11 outreach and encouraqe a variety 
of providers to participate in the proqram and to 
administer vaccines in multiple settinqs, e.q., 
private health care providers, providers that 
receive funds under Title V of the Indian Health 
Care Improvement Act, health programs or 
facilities operated by Indian tribes, and 
maintain a list of proqram-reqistered providers. 

c. With respect to any population of vaccine­
eligible children a substantial portion of whose 
parents have limited ability to speak the English 
languaqe, the State will identify program­
registered providers who are able to communicate 
with this vaccine-eliqible population in the 
language and cultural context which ie most 
appropriate. 

d. The State will instruct program-reqistered 
providers to determine eliqibility in accordance 
with section 1928(b) and (h) of the Social 
Security Act. 

e. The State will assure that no proqram-registered 
provider will charge more for the administration 
of the vaccine than the reqional maximum 
established by the Secretary. The State will. 
inform program-registered providers of the 
maximum fee for the administration of vaccines. 

f. The State will assure that no vaccine-eligible 
child is denied vaccines because of an inability 
to pay an administration fee. 

"i'l No. ~~-94-19 Approval Dat~QV 3 0 19%1fective Date October 1,1994 
·Supersedes 
TN No. New 
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~evision: HCFA~PM-94-3 (MB) 
APRIL 1994 

State/Territory: Alabama 

Citation 

1928 of the Act 

rN No. ~L-94-19 
Supersedes 
TN No. New 

g. Except as authorized under section 1915(b) of the 
Social Security Act or as permitted by the 
Secretary to prevent fraud or abuse, the State 
will not impose any additional qualifications or 
conditions, in addition to those indicated above, 
in order for a provider to qualify as a 
program-registered provider. 

2. The State has not modified or repealed any 
Immunization Law in effect as of May 1, 1993 to reduce 
the amount of heal th insurance coverage of pediatric 
vaccines. 

3. The State Medicaid Agency has coordinated with the 
State Public Heal th Agency in the completion of this 
preprint page. 

4. The State agency with overall responsibility for the 
implementation and enforcement of the provisions of 
section 1928 is : 

~~-State Medicaid Agency 

X State Public Health Agency 

Approval Dat~QV 3 0 19~'Jfective Date October l, 1994 
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Revision: HCFA-PM-91- t. (BPD) 
At.:Ct.:ST 1991 

OMB No.: 0938-

State: AL A8.f.."1A 

SECTION 2 - COVERAGE AND ELIGIBILITY 

Citation 
4 2 CfR 
435 . ~o and 
Subr-art J 

TNNo. Al-91-36 

2.1 ~lc~tion, Determination of Eliglbll1t·1 and 
furnishing ~edicaid 

(a) The Medicaid agency meets all requirements of 
42 CfR Part 435, Subpart J for processing 
applications, determining eligibility, and furnishi~g 
Medicaid. 

i~p~~~edA[- 73 _ 6 Approval Date 10-2-92 Effective Date 1-1-92 -------
HCFA ID: 7982E 
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Revision: HCF A-PM- (MB) 

State/Territory: ___________ ----'A'--=-'-=la=b-=a=m=a'"-------------

Citation 
42CFR 
435.914 
l 902(a)(34) 
of the Act 

1902( e )(8) and 
1905(a) of the 
Act 

l 902(a)(47) and 
1920 of the Act 

TN No. AL-03-07 
Supersedes 
TN No. AL-93-9 

2. l(b) (1) 

(2) 

__ (3) 

Except as provided in items 2.1 (b )(2) and (3) 
below, individuals are entitled to Medicaid 
services under the plan during the three months 
preceding the month of application, if they were, or 
on application would have been, eligible. The 
effective date of prospective and retroactive 
eligibility is specified in Attachment 2.6-A. 

For individuals who are eligible for Medicare 
cost-sharing expenses as qualified Medicare 
beneficiaries under section 1902(a)(lO)(E)(i) of the 
Act, coverage is available for services furnished 
after the end of the month which the individual is 
first determined to be a qualified Medicare 
beneficiary. Attachment 2.6-A specifies the 
requirements for determination of eligibility for this 
group. 

Pregnant women are entitled to ambulatory prenatal 
care under the plan during a presumptive eligibility 
period in accordance with section 1920 of the Act. 
Attachment 2.6-A specifies the requirements for 
determination of eligibility for this group. 

Approval Date 12/23/03 Effective Date 9/01103 
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State/Territory: ALABAMA 

Citation 
1902(a)(55) 
of the Act 

• 

TN No. AL-91-34 
Supersedes 
TN No. New 

2.l(d) The Medicaid Agency has procedures to take 
applications, assist applicants, and per­
form initial processing of applications 
from those low income pregnant women, in­
fants, and children under age 19, de­
scribed in §1902(a)(lO)(A)(i)(IV), (a) 
( 10 ) (A) ( i ) (VI ) , ( a) ( 10 ) (A) ( i ) (VI I ) , and 
(a) (lO)(A)(ii)(IX) at locations other than 
those used by the Title IV-A program in­
cluding FQHCs and disproportionate share 
hospitals. Such application forms do not 
include the AFDC form except as permitted 
by HCFA instructions . 

Approval Date 10-8-91 Effective Date 07/01/91 
HCFA ID: 7985E 



llb 

OMB No.: 0938-

ST A TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama 
~~~~~~"-=-~==-'---

Citation(s) 

1902(e)(13) of 
the Act 

TN No.: 10-001 
Supersedes 
TN No. : 09-004 

SECTION 2 _, COVERAGE AND ELIGIBILITY 

2.1 Application, Determination of Eligibility and Furnishing 
Medicaid 
(Continued) 

X ( e) Express Lane Option. The Medicaid State agency elects 
the option to rely on a finding from an Express Lane 
agency when determining whether a child satisfies one or 
more components of Medicaid eligibility. The Medicaid 
State agency agrees to meet all of the Federal statutory 
and regulatory requirements for this option. This 
authority may not apply to eligibility determinations 
made before February 4, 2009. 

(1) The Express Lane option is applied to: 

Initial determinations 

Rede terminations 
x_ Both 

(2) A child is defined as an individual under age: 
x 19 

20 
21 

(3) The following public agencies are approved by the 
Medicaid State agency as Express Lane agencies: 

The Alabama Department of Human Resources in 
the administration of the Supplemental Nutritional 
Assistance Program (SNAP) and the Temporary 
Assistance for Needy Families (TANF) Program 

Approval Date: 06-07-10 Effective Date: 04/01/2010 



llc 

OMB No.: 0938-

STA TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama 
~~~~~~~~~~~-

Citation(s) 

TN No .: 10-001 
Supersedes 
TN No.: 09-004 

SECTION 2 - COVERAGE AND ELIGIBILITY 

2. 1 Application, Determination of Eligibility and Furnishing 
Medicaid 
(Continued) 

( 4) The following components of Medicaid 
eligibility are determined under the Express Lane 
option: 
Net income information, family size and 
income disregards from SNAP or TANF will be used to 
determine Medicaid eligibility The following 
summarizes differences in methodology: 

Required for Budget Unit: For Medicaid- only the 
child and legal parents living in the home; 
For SNAP-the child and other individual s who 
purchase food or prepare meals for home consumption; 
For TANF-only the child and the legal parent living in 
the home 

Net Income Limit: Eor Medicaid -100% of the 
federal poverty level (FPL) for children age 6 and older 
and 133% of the FPL for children under 6; 
For SNAP- 100% of the FPL for children under 19; 
For T ANF - 11 % of the FPL for children under age I 9 

Income Disregards: For Medicaid-$90 of wages per 
wage earner, amount of allowable deductions for self­
employment (SE) operating expenses, up to $175 for 
child care expenses for children age 2 and older and up 
to $200 for children under 2, and $30 and 1/3 of income 
for one year for individuals covered under Section 
1931; For SNAP-Earned income deduction of 20% of 
gross wages, SE deduction of 40% of gross proceeds, 
amount of actual dependent care expenses, medical 
deduction for a di sabled child with expenses in excess of 
$35, amount of court-ordered child support pa id, shelter 
cost deduction, standard deduction for household size; 
For TANF - Earned income deduction of20% of gross 
wages, SE deduction of 40% of gross proceeds, and 
amount of dependent care expenses 

Approval Date: 06-07-10 Effective Date:04/0 1/20 10 
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OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: 

Citation(s) 

TN No.: 10-001 
Supersedes 
TN No.: 09-004 

Alabama 

SECTION 2 - COVERAGE AND ELIGIBILITY 

2. 1 Application, Determination of Eligibility and Furnishing 
Medicaid 
(Continued) 

(5) Check off and describe the option used to satisfy the 
Screen and Enroll requirement before a child may be 
enrolled under title XXI: · 

(a) Screening threshold established by the 
Medicaid agency as: 

(i) _percentage of the FPL which 
exceeds the highest Medicaid income 
threshold applicable to a child by a 
minimum of 30 percentage points: 
specify ; or 
(ii) __ percentage of the FPL (describe 

how this reflects the value of any 
differences between income 
methodologies of Medicaid and the 
Express Lane agency: ); or 

_ (b) Temporary enrollment pending 
screen and enroll. 

__x_ (c) State's regular screen and enroll process 
for CHIP. 

(6) The State elects the option for automatic 
enrollment without a Medicaid application, based on 
data obtained from other sources and with the child's 
or family's affirmative consent to the child 's 
Medicaid enrollment. 

_ (7) The State elects the option to rely on a finding from 
an Express Lane agency that includes gross income 

. or adjusted gross income shown by State income tax 
records or returns . 

Approval Date: 06-07-10 Effective Date:04/01/2001 



Revision: HCFA-PM-91· 4 

AL'GLST 1991 
(BPD) OMB No.: 0938-

Citation 
42 CFR 
435.10 

State: ALABAMA 

2.2 Covera1~ and Conditions o! Ellglbility 

Medica~j is available to the groups specified in 
ATTAC~~ENT 2.2-A . 

LI ~anda tory categor !.ca 11 y needy and other required 
s~ecial groups only. 

f_I ~a~datory categorically needy, other required special 
~~ sups, and the medically needy, but no other 
oi:;tional groups. 

iIJ ~andatory categorically needy, other required special 
g~oups, and specified optional groups. 

LI ~andatory categorically needy, other required special 
groups, specified optional groups, and the medically 
needy. 

The conditions of eligibility that must be met are 
specif~ed in ATTACHMENT 2.6-A. 

All applicable requirements of 42 CFR Part 435 
and sections 1902(a)(l0)(A)(i)(IV), (V), and (VI), 
19 0 2 (a) ( l 0) (A) ( ii ) (XI ) , 19 0 2 (a) ( l 0) ( E) , 19 0 2 ( l ) and ( m) , 
1905(p), (q) and (s), 1920, and 1925 of the Act are met. 

TN No. AL-91-36 
SupersedeM.-Bl-l~pproval Date 
TN No. 

l 0-2-92 Effective Date 1-1-92 

HCFA ID: 7982E 
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Revision: HCFA-PM-87-4 
KARCH 1987 

(BERC) OHB No.: 0938-0193 

State: 

Ci ta ti on 
435.10 and 
435.403, and 
1902(b) of the 
Act. P.L. 99-272 
(Section 9529) 
and P.L. 99-509 
(Section 9405) 

Tll !lo. AL - 8 1 - I 4 --Supersedes 
Tll No. AL - 8 6 - 2 l 

ALABAMA 

2.3 Residence 

Medicaid is furnished to eligible individuals who 
are residents of the State under 42 CFR 435.403, 
regardless of whether or not the individuals 
maintain the residence permanently or maintain it 
at a fixed address. 

·• 

Approval Date NOV 3 o 198i Effective Date 07-01-87 

HCFA ID: 1006P/0010P 
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Revision: HCFA-PK-87-4 (BERC) OKB Ho.: 0938-0193 
KARCH 1987 

State: 
ALABAMA 

Ci ta ti on 2. 4 Blindness 
42 CFR 435.530(b) 
42 CFR 435 . 531 
.\T-78-90 
AT-79-29 

TY !lo. A L - 8 7 - l 4 
Supersedes 
TY !lo. Al - 7 6 - 1 

All of the requirements of 42 CFR 435.530 and 
42 CFR 435.531 are met. The more restrictive 
definition of blindness in tenns of ophthalmic 
measurement used in this plan is specified in 
ATTACHMENT 2.2-A . 

Approval Date NOV 3 O 198'7 Effective Date 07-01-87 

HCFA ID : l006P/0010P 
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Revisi o n: HCFA - PM-91- ~ (BPD) 
A\.Cl 'ST 1991 

OMS No. 0938-

Citation 
42 CFR 
4J5.l2l, 
4J5.540(b) 
4J5 . 541 

Stdte: 

2 . 5 

ALABAMA 

Disability 

All o! the requirements o! 4~ CFR 435 . 540 and 435 . 541 
are met . The State uses the same definition of 
disability used under the SSI program unless a more 
restrictive definition o! disability is specified in 
Item A.~b. of ATTACH~ENT 2.2-A of this plan . 

.l( r3 

TN No . AL - 91- 3 b 

~~p~~~ediC-B?-l 4 Approval Date 
10-2-92 Effective Date 

1-1-'j2 

HCFA ID: 7982E 
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Revision: HCfA-PM-91-~ 

AL'G\:ST 199 l 
(BPD) OMS No.: 0938-

State: 

Cl tat ion 2.6 
42 CFR 
4 J 5. l 0 and 
Subparts G &. H 

1902(a)(l0)(A)(i) 
(Ir:), (IV), (V), 
and (VI), 

l902(a)(l0)(A)(ii) 
(IX), 1902(a)(l0) 
(A)(i1)(X), 1902 
(a)(lO)(C), 
1902(f), 1902(1) 
and (m), 
1905(p) and (s), 
l902(rl(2), 
and 1920 
of the Act 

TN No. nl-91-J6 

ALABAMA 

financial Eligibility 

(a) The financial eligibility conditions for 
Medicaid-only eligibility groups and for persons 
deemed to be cash assistance recipients are 
described in ATTACH~E~T 2.6-A. 

1-1-92 
Supersedes Approval Date 

10-2-92 
Effective Date 

TN No. Al - 87-14 
HCFA ID: 7982E 



R~ViGion: HCFA-PH-06-20 
SEPTEtilHi:R 1986 

(DERC) 

18 

OMB-No. 0938-0193 

State/Territory: 

Ci tat.ion 

431.52 and 
1<)02(b) c'-" th,.. 
Art. P.L 99-272 
(S<.:clior. CJ529) 

Tl.J NO. A I - 8 6 - 2 l 
Supersedes 
TN NO . A T - 8 2 - l 5 

2.7 Medicaid Furnished Out of State 

Medicaid is furnished under the conditions 
6pecified in 4~ CFR 431.52 to an eli~ibl~ 
individual who is a resident of the State 
while th0 individual ls in another State, to the 
cam~ extent th~t Medicaid is furnished to residents 
in the State 

Approval Date MA~ 0 O 1987 Effective Date l 2- 31 -8 6 

HCFA ID:0053C/0061E 

. " 
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Revision: HCFA-PM-91- 4 
AliGCST 19 9 l 

(BPO) OMB No.: 0938-

State/Territory: 

SECTION 3 - SERVICES: GDIERAL PROVISIONS 

C 1tat1 on 3 . 1 

4 2 CFR 
Pan. 440, 
Su bpart 8 
1902(a), 1902(e), 
1905(a), l905(p), 
1915, 1920, and 
1925 of the Act 

1902(a)(l0)(A) and 
1905(a) of the Act 

i\mou:-.t, Duration, ar..:: Scope of Services 

(a) ~e1lcaid is provi.::e<l in accordance with the 
requirements of ~:: CFR Part 440, Subpart Band 
sections 1902(a), !902(e), 1905(a), 1905(p), 1915, 
1920, and 1925 of t.he Act. 

(1) Categorically r:eedy. 

( i) 

Services for the categorically needy are described 
below and in ATTACHMENT 3.1-A. These services 
include: 

Each item or service listed in section 
1905(a)(l) t?"'.rough (5) and (21) of the Act, 
is provided as defined in 42 CFR Part 440, 
Subpart A, or, for EPSDT services, section 
1905(r) and 42 CFR Part 441, Subpart 8. 

(ii) Nurse-midwife services listed in 
section 1905(a)(l7) of the Act, as 
defined in 42 CFR 440.165 are provided 
to the extent that nurse-midwives are 
authorized to practice under State law 
or regulation. Nurs ~·midwives are 
permitted to enter _ :o independent 
provider agreements with the Medicaid 
agency without. regard to whether the 
nurse-midwife is under the supervision of, or 
associated with, a physician or other health 
care provider. 

L_I Not applicable. Nurse - midwives are not 
authorized to practice in this State. 

TN No. AL-91-36 10- 2-92 
i~p~~~edA[-gQ-l 6Approval Date~~~~~~-

1-1-92 
Effective Date 

HCFA ID: 7982E 
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Revision: HCFA-PM-91-4 (BPD) 
AUGUST 1991 

OMB No.: 0938-

Citation 3.l{a)(l) Amount, Duration, and Scope of Services: 

1902(e)(5) of 
the Act 

,902(a){lO)(F)(VII) 

TN No. AL-91-36 
Supersedes 
TN No. AL-90-18 

Categorically Needy (Continued) 

(iii) Pregnancy-related, including family 

L_L(iv) 

planning services, and postpartum services 
for a 60-day period {beginning on the day 
pregnancy ends) and any remaining days in 
the month in which the 60th day falls are 
provided to women who, while pregnant, were 
eligible for, applied for, and received 
medical assistance on the day the pregnancy 
ends. 

Service for medical conditions that may 
complicate the pregnancy (other than 
pregnancy-related or postpartum services) 
are provided to pregnant women. 

(v) Services related to pregnancy (including 
prenatal, delivery, postpartum, and family 
planning services) and to other conditions 
that may complicate pregnancy are the same 
services provided to poverty level pregnant 
women eligible under the provision of 
sections 1902(a)(lO)(A)(i)(IV) and 
1902(a)(lO(A){ii)(IX) of the Act. 

( 

Approval Date lQL02/92 Effective Date QlLOl/92 

HCFA ID: 7982E 



Pev111on: HC1A·PH·9~-7 

01 t1ber 1992 
(HI) 

S':.1te/Terr1tory: 
,\LABA.'tA 

l9:2(e)(7) Of 
the -'ct 

19:2(e)(9} of the 
... c:. 

1902(4)(52) 
ar.d 1925 of the 
... c: 

19C5Ca) (23) 
ar.d .:.929 

'I'~ Ne . AL -9 J - :. 
Supersedea 
TN No. AL-91-36 

.a..") _ :-. t . = \J r l ':. i. or . 1 ~ ~ S : : :-e c f Ser ·11 c e • : 
C•~·~=r~=•··t Nee!y (C~~:.:-~ej) 

(v~ 1 H?~e r.e1~th 1e~v~:e1 1:e Fr=w1jed t? 

1n~~ ~ ~~-4:e e ~ :~::e~ :: ~.:e.:-~ f4:;:::1 
1e:- ·.1;:e1 11 1nd1ca:ed in item 3.l(b) of 
tr.a pil!'I. 

(v11) Inpatient 1erv1ce1 tr.1: are being f1Jrn11hed 
to in!•~t• &nd ch1ldre!'\ described in 
1ec:1on l902(l)(l)(8) tr.ro.Jqh (0), or 
1ec:1on l90S(n)(21 of tr.e -'Ct on the d4te 
the infant•or child a-:.:a1n1 the m4xunwn age 
toe covera9• under the approved St&te plan 
wi.ll contin1Je until the end ot the etay !or 
which the inpatient 1ervice1 are furnished. 

(viii) ~eepiratory care eervices &re provided 
to ventilator depende:"lt individuals a1 
indicated in item 3.l(h) ot thi• plan. 

(ix I 

( x) 

Service• are provided to f&J11ilie1 
eliqible under eection l92S ot the Act 
11 indicated in item 3.5 of this plan . 

Ho~e and C0<M1unity Care tor Function1lly 
Dieabled Elderly Ind~v~du1le, 11 def i ned, 
described and limited in Supplement 2 to 
.._ttachr..ent 3 . l-.._ and Appendice• ,__c; to 
Supp!ement 2 to Attacr.ment 3.1-A. 

ATTACi-0-'.EST 3.1-A identifie• the medical and remedial 
serv1ce1 provided to the cate9orically needy, specifiea all 
limitation• on the &r.iOu:"lt, duration a:-.1 scope of these 
services, ind list• the addition1l CO 'lerage (that ii in 
excess of established 1ervice limit•) tor pregnar.cy-related 
services and service• for condition• that may corr.plicate 
the pregnancy. 

Approval D&te fEB 1 s ® 02/ 01 / 93 
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Revision: HCFA-PM-91- 4 
AUGUST 1991 

(BPD) OMB No.: 0938-

State/Territory: ALABAMA 

Citation 3.1 Amount, Duration, and Scope of Services (continued) 

42 CFR Part 440, 
Subpart B 

L/-:l. ~FR. 'f'fD· ~().o 
. ~ 

1902(a)(l0)(C)(iv) 
of the Act 

(a) ( 2) 

LI 

( i) 

~ ~ t.1-::<. e..r.e 1111-~.; ~ 
~~,,,;o . /6 t>) 

Medically needy. 

This State plan covers the medically needy. 
The services described below and in ATTACHMENT 
3.1-B are provided. 

Services for the medically needy include: 

If ~ces in an institution for mental 
-diseases~or an intermediate care facility for 
the mentally retarded (or both) are provided to 
any medically needy group, then each medically 
needy group is provided either the services 
listed in section 1905(a) (1) through (5) and 
(17) of the Act, or seven of the services 
listed in section 1905(a) (l)through (20). The 
services are provided as defined in 42 CFR Part 
440, Subpart A and in sections 1902, 1905, and 
1915 of the Act. 

LI Not applicable with respect to 
nurse-midwife services under section 
1902(a)(l7). Nurse-midwives are not 
authorized to practice in this State. 

1902(e) (5) of 
the Act 

(ii) Prenatal care and delivery services for 
pregnant women. 

TN No. Al -91-36 
Supersed~[-B?-l 4 Approval Date 
TN No. 

10-2-92 Effective Date 01/01/92 

HCFA ID: 7982E 



20a 
Revision: HCFA-PM-91-4 (BPD) 

AUGUST 1991 
OMB No. : 0938-

State/Territory: _A_l_a_b_a_m~a---------------------~ 

Citation 3.l(a)(2) Amount, Duration, and Scope of Services: 

42CFR 440.140, 
440.150, 440.160* 
1902(a) (10) (C) 
Subpart B 
1902(a)(20) 
and (21) of the Act 

Categorically Needy (Continued) 

(iii) Pregnancy-related, including family 

L___L(iv) 

planning services, and postpartum services 
for 'a 60-day period (beginning on the day 
pregnancy ends) and any remaining days in 
the month in which the 60th day falls are 
provided to women who, while pregnant, were 
eligible for, applied for, and received 
medical assistance on the day the pregnancy 
ends. 

Services for any other medical 
condition that may complicate the pregnancy 
(other than pregnancy-related and 
postpartum services) are provided to 
pregnant women. 

(v) Ambulatory services, as defined in 
ATTACHMENT 3.1-B, for recipients under age 
18 and recipients entitled to institutional 
services. 

LL Not applicable with respect to 
recipients entitled to institutional 
services; the plan does not cover those 
services for the medically needy. -

(vi) Home health services to recipients 
entitled to nursing facility services as 
indicated in item 3.l(b} of this plan. 

L___L(vii) Services in an institution for mental 
diseases for individuals over age 65. 

I /(viii) Services in an intermediate ---
facility for the mentally retarded. 

(ix) Inpatient psychiatric services for 
individuals under age 21. 

care 

~ VIA - HCFA-FITN-MCD-4-92 

TN No. AL- 91-36 
Supersedes 
TN No . AL-87-14 

Approval Date 10/02/92 Effective Date 01/01/92 

HCFA ID: 7982E 
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~•vl•lona HCFA-PK-92- 7 
Oc to be r 1992 

(H8) 

St&te/Terri.tory: A I..\ B.\.'l \ 

Citation 

l902(e)(9) of 
the Act 

1905(a) (23) 
and 1929 

).l(a)(2)4 Dur&tion &nd Seo of Services: 

( i.x) 

( x) 

Pesp1ratory care services &re provided 
to ventilator det""~dent i~divi.duals as 
i.ndicated in i.te.m 3.l(h) of th1s plan. 

Home and CCXl"Punity Care for Yu~cti.onally Di.sabled 
Elderly Individu&ls, as defined, described and 
limited in Supple.=ient 2 to Attachment 3.1-A and 
Appendices A--C to Supplement 2 to Attacr~ent 3.1-A. 

ATTACHMENT 3.1-B identifies the services provided to each covere<l 
group of the medically nee<ly; specifi.ee all limitations on the 
amount, duration, and ecope of those items; and specifies the 
ambulatory services provided under this plan and any limitations 
on them. It also liets the additional coverage (that ie in 
excess of established service limits) for pregnancy-related 
services and services for conditions that may complicate the 
pregnancy. 

1 · 

TN No. Al -93-4 
Supereedea Approval Date 02/16/93 Effective Datt ) 2/01/93 
TN Ho. AL-91-36 
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Revision: HCF A-PM-97-3 (CMSO) 
December 1997 

State: 

Citation 3.1 

l 902(a)(l O)(E)(I) and 
clause (VU) of the matter 
following (F), and l 905(p) 
(3) of the Act 

l 902(a)(l O)(E)(ii) and 
l 905(s) of the Act 

l 902(a)( 1 O)(E)(iii) and 
1905 (p)(3)(A)(ii) ofthe 
Act 

l 902(a)(l O)(E)(iv)(I) 
l 905(p)(3)(A)(ii), and 
1933 of the Act 

l 902(a)(l O)(E)(iv)(ll) 
l 905(p )(3)(A)(iv)(ll), 
1905(p)(3) ofthe Act 

TN No. AL-98-01 
Supercedes 
TN No. AL-93-7 

Alabama 

Amount. Duration. and Scope of Services (continued) 

(a) (3) Other Required Special Groups: Qualified 
Medicare Beneficiary CQMB) 

Medicare cost sharing for qualified Medicare 
beneficiaries described in section l 905(p) of the Act is 
provided only as indicated in item 3.2 of this plan. 

(a) (4) (i) Other Required Special Groups: Qualified 
Disabled and Working Individuals 

Medicare Part A premiums for qualified disabled and 
working individuals described in section l 902(a)(l 0) (e)(ii) 
of the Act are provided as indicated in item 3.2 of this plan. 

(ii) Other Required Special Groups: Specified 
Low-Income Medicare Beneficiaries 

Medicare Part B premiums for specified low-income 
Medicare beneficiaries described in section 
1902(a)(lO)(E)(iii) of the Act are provided as indicated in 
item 3.2 of this plan. 

(iii) Other Required Special Groups: Qualifying 
Individuals - l 

Medicare Part B premiums for qualifying individuals 
described in l 902(a)(1 O)(E)(iv) (I) and subject to 1933 of 
the Act are provided as indicated in item 3.2 of this plan. 

(iv) Other Required Special Groups: Qualifying 
Individuals - 2 

The portion of the amount of increase to the Medicare Part 
B premium attributable to the Home Health provisions for 
qualifying individuals described in l 902(A)(l O)(E)(iv) (11) 
and subject to 1933 of the Act are provided as indicated in 
item 3.2 of this plan. 

Approval Date 06/22/98 Effective Date 0 l/O l/98 

r--

--- ' · 
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Revision: HCFA-PM-97-3 (CMSO) 
December 1997 

State: 

Citation 

1925 of the Act 

Sec. 245A(h) of the 
Immigration and 
Nationality Act 

TN No. AL-98-01 
Supercedes 
TN No. AL-91-36 

3.1 

Alabama 

Amount. Duration. and Scqpe of Services (continued) 

(a) (5) Other Required Special Groups: Families 
Receiving Extended Medicaid Benefits 

Extended Medicaid benefits for families described in 
section 1925 of the Act are provided as indicated in item 3.5 
of this plan. 

(a) (6) Limited Coverage for Certain Aliens 

(i) Aliens granted lawful temporary resident status under 
section 245A of the Irnmirgration and Nationality Act who 
meet the financial and categorical eligibility requirements 
under the approved State Medicaid plan are provided the 
services covered under the plan if they-

(A) Are aged, blind, or disabled individuals as 
defined in section 1614(a)(l) of the Act; 

(B) Are children under 18 years of age; or 

(C) Are Cuban or Haitian entrants as defined in section 
50l(e)(l) and (2)(A) of P.L. 96-422 in effect on 
April 1, 1983. 

(ii) Except for emergency services and pregnancy-related 
services, as defined in 42 CFR 447.53(b) aliens granted 
lawful temporary status under section 245A of the 
Immigration and Nationality Act who are not identified in 
items 3. l(a) (6)(i)(A) through (C) above, and who meet the 
financial and categorical eligibility requirements under the 
approved State plan are provided services under the plan no 
earlier than five years from the date the alien is granted 
lawful temporary resident status. 

Approval Date 06/22/98 Effective Date 01/01/98 
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Revision: HCFA-PM-91- 4 

Al'CUST 1991 
(BPD) OMB No.: 0938-

State/Terrltory:~~~~~-A_L_A_B_A_M_A~~~~~~~~~~~~ 

Citation 3. l (a) ( 6) Amount, Duration, and Scope of Services: Limited 
Coverage tor Certain Allens (continued) 

19 0 2 (a) and 19 0 3 ( v) 
of the Act 

1905(a)(9) of 
the Act 

1902(a) (47) 
and 1920 of 
the Act 

42 CFR 441.55 
50 FR 43654 
1902(a)(43), 
1905(a) (4) (B), 
and 1905(r) of 
the Act 

LI 

TN No. AL-91-36 

(ill) Aliens who are not lawfully admitted for 
permanent residence or otherwise permanently 
residing in the United States under color of 
law who meet the eligibility conditions under 
this plan, except for the requirement for 
receipt of AFDC, SSI, or a State supplementary 
payment, are provided Medicaid only for care 
and services necessary for the treatment of an 
emergency medical condition (including 
emergency labor and delivery) as defined in 
section 1903(v)(3) of the Act. 

(a)(7) Homeless Individuals. 

.;t 
(a) ( 8) 

Clinic services furnished to eligible 
individuals who do not reside in a permanent 
dwelling or do not have a fixed home or mailing 
address are provided without restrictions 
regarding the site at which the services are 
furnished . 
Dreseumptively Eliqible Pregnant Women 
Arnbulatoty prenatal care !or pregnant 
women is provided during a presumptive 
eligibility period if the care is furnished by a 
provider that is eligible for payment under the 
State plan. 

(a)(9) EPSDT Services. 

The Medicaid agency meets the requirements of 
sections 1902(a){43), 1905(a)(4)(B), and 
1905(r) of the Act with respect to early and 
periodic screening, diagnostic, and treatment 
(EPSDT) services. 

Supersedese Approval Date 
TN No. 1 ~ W 

10-2-92 01/01/92 Effective Date 

------ HCFA ID: 7982E 
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(BPD) OMB No.: 0938-

State: Alabama 

Citation 3. l(a)(9) 

-

42 CFR 441.60 I I 

Amount, Duration, and Scope of Services: EPSDT 
Services (continued) 

The Medicaid agency has in effect agreements with 
continuing care providers. Described below are the 
methods employed to assure the providers' compliance 
with their agreements.** 

42 CFR 440.240 
and 440.250 

(a)( l 0) Comparability of Services 

l 902(a) and 1902 
(a)(lO), 1902(a)(52), 
l 903(v), l 9 l 5(g), 
1925(b)(4), and 1932 
of the Act 

** Describe here. 

TN No. AL-03-07 
Supersedes 
TN No. AL-91-36 

-
I I 

Except for those items or services for which sections 
1902(a), 1902(a)(l0), 1903(v), 1915, 1925, and 1932 of 
the Act, 42 CFR 440.250, and section 245A of the 
Immigration and Nationality Act, permit exceptions: 

(i) Services made available to the categorically needy are 
equal in amount, duration, and scope for each 
categorically needy person. 

(ii) The amount, duration, and scope of services made 
available to the categorically needy are equal to or 
greater than those made available to the medically 
needy. 

(iii) Services made available to the medically needy are 
equal in amount, duration, and scope for each person 
in a medically needy coverage group. 

(iv) Additional coverage for pregnancy-related service and 
services for conditions that may complicate the 
pregnancy are equal for categorically and medically 
needy. 

The continuing care provider submits monthly encounter 
data reflecting the number of examinations completed, the 
number of examinations where a referable condition was 
identified, and the number of follow-up treatment 
encounters. Medicaid staff make periodic on-site reviews 
to monitor the provider's record of case management. 

Approval Date 12/23/03 Effective Date 9101103 



Rwtsiau iiCFA - Region vt 
November l990 

2l 

Alabama Statm. __________________________________________ _ 

C1t:atiai 3.l(bl 
42 cm Part 
440, Sul:::lpart S 
42 ~ 44l.l5 
X!-78-90 
.\:r-80-34 

Section l90S(a) (4) (A) 
of Act (Sec. 42ll(f) 
of P.L. l00-203). 

m:n. ~th MrViC89 are prOV"id8d 1.n 
acc:crdanc:e vi th the requir~t:S ot 42 ~ 
44l.lS. 

( l) ea. health 9Kvica are provided tc 
all c:a~ic:ally needy irrii 'lidual.s 
2l years ot a;• or c:ner. 

( 2) Sam health servicm a.re prOYided to 
all c:ateqcxica.Uy nHdy L~iviCuals 
u.nCar 2l yeaa ot aqe. 

@ 

D 
1es 

Not: applicable. The S bte olan 
does not proytca ~x 
nursi.nq facWty servi~ f:r 
such indi via w 1 , • 

(3) Elam health servtcm1 are pro71<!ed to 
t.'» amic:ally needy: 

D 
D 

a 
D 
Q 

Yes, to &l.l 

Yes, tc L-xiividuaJ s aqe 2l or 
~1 nursing facility services are 
provided. 
Yes, to indiviatals ur.dar ac.-
2l; nur51Ilg f aci.lity services are pro·. 

Noy nursi.Ilg facility services a~e noc 
provided. 

Not ~lic:&bl.1, the med iC3.ll y 
needy ar• net. ir.cluded I.rider 
this plan 

~ • llJ _01-?4 
Supersedes 
'::t t j l -SS- 5 

~rova.l :aee s -1 5 - 9 1 Et~~i..,. Date 04/01/91 



Revision: HCFA-PM-93-8 
DECEMBER 1993 . ' . 

State/Territory: 

(BPD) 

Alabama 

-..itation 3.1 Amount, Duration, and Scope of Services(Continued) 

42 CFR 431. 53 

42 CFR 483.10 

No. AL-93-35 
Supersedes 
TN No. AL-91-36 

(c) (1) 

(c) (2) 

Approval Date 

Assurance of Transportation 

Provision is made for assuring necessary 
transportation or recipients to and from 
providers. Methods used to assure such 
transportation are described in ATTACHMENT 
3.1-D. 

Payment for Nursing Facility Services 

The State includes in nursing facility 
services at least the items and services 
specified in 42 CFR 483.10 (3) (8) (i). 

2-1-94 Effective Date 10/01/93 
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Revisioo: OCFA-AT-80-38 (BPP) 
May 22, 1980 

State ALABAMA 

Citatioo 
42 CFR 440.260 
Nr-78-90 

'IN #76-12 
Supersedes 
'IN # . 

3.l(d) Methoos am Standards to Assure 
Quality of Services 

The standards established and the 
methods used to assure high quality 
care are described in ATTACHMENI' 3.1-C. 

AWroval Date 12/9/77 Effective Date 11/23/76 
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Revisirn: IO'A-AT-80-38 (BPP) 
May 22, 1980 

State ALABAMA 

Citaticn 
42 cm 441.20 
AT-78-90 

1N t76-12 
Supersedes 
'IN i -----

3.l(e) Family Planning Services 

The requirerrents of 42 CFR 441.20 are met 
regarding freedan f ran cnercirn or pressure 
of mioo and oonscience, and freedan of 
choice of methOO to be used for family 
planning. 

~roval Date 12/9/77 Effective Date l l /23/76 



Revision : HCFA-PM-87-5 (BERC) 
January 1989 

State/Territory: 

27 
OMB No.: 0938-0193 

ALABAMA 

Citation 3. 1 (f) (1) Optometric Services 
42 CFR 441 . 30 
AT-78-90 

1903( i )( 1) 
of the Act, 
P. L. 99-272 
(Section 9507) 

TN No. AL-91-36 
Supersedes 
TN No .8 -=--7_-_.:;.5 __ 

Optome tr i c services (ot her than t hos e 
proYided under §§435 . 531 and 436 . 53 1) 
are not now but were previously provided 
under the plan . Services of the type an 
optometrist is legally authorized to 
perform are speci f ica ll y i ncluded in the 
term "physicians ' services " unde r th i s 
plan and are reimbursed whether furnished 
by a physician or an optometrist. 

1=1 Yes . 

l=I No. The conditions described in the 
first sentence app ly but the term 
"physicians' services" does not 
specif i cally include services of the 
type an optometrist i s legally 
authorized to perform. 

IX I Not ap plicable . The conditions 1n 
the first sente nce do not a pply. 

(2) Organ Trans plant Procedures 

Organ trans pla nt proced ures are pro vided . 

IX I Yes. Similarly situated individuals 
are treated alike and any restricti on 
on the facil i ties that may, or 
practitionets who may, provide t ho se 
procedures is consistent with the 
accessibility of high quality care to 
ind i vidua l s eligib l e for the proce­
dures under this plan . Sta nd ards for 
the coverage of organ transplant 
procedures are described at ATTACH­
MENT 3. 1-E. 

Approval Date 10-2-92 Effective Date 01/01/92 
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Revision: HCFA-PM-87-• (BERC) OHB ~o.: 0938-0193 
MARCH 1987 

State/Tert"itory: 

Citation 
42 CFR 4)1.llO(b) 
AT-78-90 

1902(e)(9) of 
the Act, 
P.L. 99-S09 
(Section 9408) 

TN No. ~-..i 
Supet"sedes 
TN No. i1L_S7-14 

J.l (g) Participation bv Indian Health Ser.1ice facilities 

Indian Health Service facilities are accepted as 
providers, in accordance with 42 CFR 431.llO(b), on 
the sane basis as ot~et" qualified providers. 

(h) Res~iratory Care Services foe" Ventilator-Dependent 
Individuals 

Respiratory car-e services, as defined in 
section 1902(e)(9)(C) of the Act, are provided 
under- the plan to individuals ~ho--

(1) At"e ~edically dependent on a ventilator- fol" 
life suppot"t at least six hout"s per day; 

(2) Have been so dependent as inpatients during a 
single stay Ot" a continuous stay in one or mo•e 
hospitals, SNFs or ICFs fo• the lessee" of--

1 I JO consecutive daysj 

I I __ c:!ays (the r. . .ixi ::-.u.".'I nu.:-.bet" of inpatient 
days allowed under the State plan); 

(3) Except fot" home r-espiratot"y cat"e, would requir-e 
respirntot"y car-e on an inpatient basis in a 
hospital, SUF, or ICf for which Medicaid 
payments would be made; 

(4) Have adequate social support services to be 
cared fot" at horr.e; and · 

(5) Wish to be cared for at home. 

L_I Yes. The requi•e~ents of section 1902(e)(9) of the 
Act a•e met. 

!J....I Not applicable . These services are not included in 
the plan, except as covered as a referral from an 
E?SDT Screening. 

Approval Date --l..0.=2 -..9..2-- Effective Date 1-1-92 

HCFA ID: lOOBP/OOllP 
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STATE ALABAMA 

Citation 3.2 Coordination of Medicaid with Medicare and Other 
Insurance 

(a) Premiums 

l902(a)(lO)(E)(i) and 
l905(p)(l) of the Act 

( 1) Medicare Part A and Part B 

(i) Qualified Medicare Beneficiary 
COMB) 

The Medicaid agency pays Medicare 
Part A premiums (if applicable) 
and Part B premiums for 
individuals in the QMB group 
defined in Item A.25 of 
ATTACHMENT 2.2A, by the 
following method: 

~ Group premium payment 
arrangement for Part A 

Buy-In agreement for 

Part A _ll_Part B 

_ll_*The Medicaid agency pays 
premiums, for which the 
beneficiary would be liable, 
for enrollment in an HMO 
participating in Medicare. 

*Medicaid covers Medicare HMO premiums, coinsurance, and 
deductibles through a capitation payment to the Medicare 
HMO. 

TN No. AL-96-08 ~ .IJP Of 
Supersedes Approval Date ll.d-oa.._r/~ 

TN No. f'.L-93-7 
Effective Date 05/13/96 
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Revision: HCF A-PM-97-3 (CMSO) 
December 1997 

State: 

Citation 

l 902(a)(l O)(E)(ii) and 
1905(s) of the Act 

l 902(a)(l O)(E)(iii) and 
1905(p)(3)(A)(ii) ofthe 
Act 

1902(a)(l O)(E)(iv)(l), 
1905(p)(3)(A)(ii) and 
1933 of the Act 

l 902(a)(1 O)(E)(iv)(II), 
l 905(p )(3)(A)(ii), and 
1933 of the Act 

TN No. AL-98-0 I 
Supersedes 
TN No. AL-93-7 

3.2 

Alabama 

Coordination of Medicaid with Medicare and Other 
Insurance (continued) 

(ii) Qualified Disabled and Working Individuals 
(QDIW) 

The Medicaid Agency pays Medicare Part A premiums 
under a group premium payment arrangement, subject to 
any contribution required as described in A TI ACHMENT 
4.18-E, for individuals in the QDWI group defined in items 
A.26 of ATI ACHMENT 2.2-A of this plan. 

(iii) Specified Low-Income Medicare Beneficiary (SLMB) 

The Medicaid agency pays Medicare Part B premiums 
under the State buy-in process for individuals in the SLMB 
group defined in item A.27 of A TI ACHMENT 2.2-A of 
this plan. 

(iv) Qualifying Individual-I (Ql-1) 

The Medicaid agency pays Medicare Part B premiums 
under the State buy-in process for individuals described in 
l 902(a)(l O)(E)(iv)(l) and subject to 1933 of the Act. 

(v) Qualifying lndividual-2 (Ql-2) 

The Medicaid agency pays the portion of the amount of 
increase to the Medicare Part B premiums attributable to the 
Home Health Provision to the individuals described in 
l902(a)(IO)(E)(iv)(II) and subject to 1933 of the Act. 

Approval Date 06/22/98 Effective Date 01/01/98 
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Revision: HCFA-PM-97-3 (CMSO) 
December 1997 

State: 

Citation 

1843(b) and 1905(a) of 
the Act and 42 CFR 
431.625 

1902(a)(30) and l 905(a) 
of the Act 

TN No. AL-98-0 l 
Supersedes 
TN No. AL-93-7 

3.2 

Alabama 

Coordination of Medicaid with Medicare and Other 
Insurance (continued) 

(2) 

(vi) Other Medicaid Recipients 

The Medicaid agency pays Medicare Part B premiums to 
make Medicare Part B coverage available to the following 
individuals: 

lL All individuals who are: a) receiving benefits under 
titles I, IV-A, X, XIV, or XVI (AABD or SSI); b) 
receiving State supplements under title XVI; or c) 
within a group listed at 42 CFR 431 .625(d) (2). 

Individuals receiving Title II or Railroad 
Retirement benefits. 

Medically needy individuals 
(FFP is not available for this group). 

Other Health Insurance 

The Medicaid agency pays insurance premium for 
medical or any other type of remedial care to 
maintain third party resource for Medicaid covered 
services provided to eligible individuals (except 
individuals 65 years of age or older and disabled 
individuals, entitled to Medicare Part A but not 
enrolled in Medicare Part B). 

Approval Date 06/22/98 Effective Date 01/01/98 



Revision: HCFA-PM-93-2 (MB) 
MARCH 1993 

ta ti on 

29c 

(b) Deductibles/Coinsurance 

1902(a)(30), 1902(n), 
1905(a),and 1916 of the Act 

Sections 1902 
(a)(lO)(E)(i) and 
190S(p)(3) of the Act 

1902(a)(10), 1902(a)(30), 
and 1905(a) of the Act 

( 1 ) Medicare Part A and B 

Supplement 1 to ATTACHMENT 4.19-B 
describes the methods and standards for 
establishing payment rates for services 
covered under Medicare, and/or the 
methodology for payment of Medicare 
deductible and coinsurance amounts, to 
the extent available for each of the 
following groups. 

(i) Qualified Medicare Beneficiaries 
(QMBS) 

The Medicaid agency pays Medicare Part 
A and Part B deductible and coinsurance 
amounts for QMBs (subject to any 
nominal Medicaid copayment) for all 
services available under Medicare. 

(ii) Other Medicaid Recipients 

The Medicaid agency pays for Medicaid 
services also covered under Medicare 
and furnished to recipients entitled to 
Medicare (subject to any nominal 
Medicaid copayment) . For services 
furnished to individuals who are 
described in section 3.2(a)(l)(iv), 
payment is made as follows: 

42 CFR 431.625 For the entire range of services 
available under Medicare Part B. 

1902(a)(l0), 1902(a)(30), 
1905(a), and 1905(p) 
of the Act 

X Only for the amount, duration, and 
scope of services otherwise 
available under this plan. 

(iii) Dual Eligible--QMB plus 

The Medicaid agency pays Medicare Part 
A and Part B deductible and coinsurance 
amounts for all services E'Jailable 
under Medicare and pays for all 
Medicaid services furnished t o 
individuals eligible both as QMBs and 
categorically or medically needy 
(subject to any nominal Medicaid 

1 copayment) . 

TN No. AL-93-7 
Supersedes 

Approval Date 05/26/9 Effective Da t e Ql/01/93 

TN No. AL-91-36 
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Revisicn: OCFA-AT-80-38 (BW) 
May 22, 1980 

State ALABAMA 

Citaticn 
42 era 441.101, 
42 CFR 431.620(c) 
arrl (d) 
AT-79-29 

'IN t 78-4 
Supersedes 
'IN~·----

3.3 Medicaid for Irdividuals Age 65 or Over in 
Institutions for Mental Diseases 

Medicaid is provided for irdividuals 65 years 
of age or older wtx> are patients in 
institutions for mental diseases. 

!!:./ Yes. The requirements of 42 CFR Part 441, 
Suq;>art C, a."¥J 42 CFR 431. 620 (c) and (d) 
are rret. 

D Not applicable. Medicaid is oot provide<l 
to aged irdividuals in such institutions 
under this plan. 

Approval Date4/27/78 Effective Date 3/1/78 
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Revisicn: ll:FA-AT-80-38(BPP) 
May 22, 1980 

State ALABAMA 

Citatic:n 
42 CFR 441. 252 
AT-78-99 

'IN t 79-4 
Supersedes 

'IN * -~---

3.4 Special Requirements Afplicable to 
Sterilizaticn Procedures 

All requirements of 42 CFR Part 441, Subpart F 
are met. 

Afproval Date7/17/79 Effective Date 2/6/79 
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Revi!!ion: HCFA-PM-91- 4 
AL'GL'ST 1991 

(BPD) OMB No.: 09JB-

Citati o n 
1902(a)(52) 
and 1925 of 
the Act 

State: ALABAMA 

3 . 5 

(a) 

famil!es Receivi~g Extend e d ~ed i caid Be n e ~;t s 

Serv ices pro vided to families during the ~irst 

6-month per~od of extended ~edicaid benefits under 
Section 1925 of the Act are equal in amount, 
duration, and scope to services provided to 
categorically needy AFDC recipients as described in 
ATTACH~ENT ). 1-A (or may be greater if provided 
through a ca~eta~er relative employer's health 
insurance plan). 

(b) Services p~ovided to families during the second 
6-month period of extended ~edicaid benefits under 
section 1925 of the Act are--

~ Equal in a~ount, duration, and scope to 
services provided to categorically needy AFDC 
recipients as described in ATTACH~ENT 3.1-A (or 
may be greater if provided through a caretaker 
relative e~ployer's health insurance plan). 

LI Equal in a:..ount, duration, and scope to 
services provided to categorically needy AFDC 
recipients, (or may be greater if provided 
through a caretaker relative employer's health 
iniurance plan) minus any one or more of the 
following acute services: 

LI NursiDg facility services (other t han 
services in an institution for mental 
diseases) for individuals 21 years of age or 
older. 

LI Medical or remedial care provided by 
licensed practitioners. 

LI Home health services. 

TN No. AL-91-36 
~~p~~~eils_ 90_ 33 Approval Date 

10-2-92 Effective Date 1-1-92 

HCFA ID: 7982E 



Revision: HCFA-PM-91- 4 

AUGUST 199 l 

State: 

(.;itation 3 . 5 

TN No. A[-91-36 

)lb 

(BPD) OMB No.: 0938-

ALABAMA 

Families Receiving Extended Medicaid Be nefits 
(Continued) 

L_/ Private duty nursing services. 

L_/ Physical therapy and related services . 

L_I Other diagnostic, screening, preventive, and 
rehabilitation services. 

L_/ Inpatient hospital services and nursing 
facility services for individuals 65 years 
of age or over in an institution for mental 
diseases. 

L_/ Intermediate care facility services for the 
mentally retarded. 

L_/ Inpatient psychiatric services for 
individuals under age 21. 

L_/ Hospice services. 

L_/ Respiratory care services. 

L_/ Any other medical care and any other type of 
remedial care recognized under State law and 
specified by the Secretary. 

Supersed~~ Approval Date 
TN No. AL-90-18 

10-2-92 Effective Date 01/01/92 

HC FA ID : 7 9 8 2 E 
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Revision: HCfA-PM-91- 4 

Al:C\.'ST 1991 
(BPD) OMB No.: 0938-

ALABAMA 
State: 

Citation 3.5 

TN No. A[-91-36 

Fami l ies Rec e iv i ng Extend ed Me d i c aid Be ne fi ts 
(C on tinued) 

(cJLI The agency pays the family's premiums, enrol lme r : 
fees , deductibles, coinsurance, and similar costs 
for health plans offered by the caretaker's 
employer as payments for medical assistance--

LI 1st 6 months LI 2nd 6 months 

LI The agency requires caretakers to enroll in 
employers ' health plans as a condition of 
eligibility. 

LI 1st 6 mos . LI 2nd 6 mos. 

(d)LI (l) The Medicaid agency provides assistance to 
families during the second 6-month period of 
extended Medicaid benefits through the 
following alternative methods: 

LI Enrollment in the family option of an 
employer's health plan. 

LI Enrollment in the family option of a State 
employee health plan. 

LI Enrollment in the State health plan for t he 
u ninsured. 

LI Enrollment in an eligible health maintenance 
organization (HMO) with a prepaid enrol l ment 
of less than 50 percent Medicaid recipients 
(except recipients of extended Med icaid ) . 

Supersedes Approval Date 
TN No. AL-90-18 

10-2-92 Effective Date 1-1-92 
~~~~~~~~-

HCFA ID: 7982E 
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Revision: HCFA-PM-91-:. (BPD) OMB No.: 09J8-
ACGLST 1991 

Citation 

TN No. 

State: ALABAMA 

J . 5 families Re c ei v ing Extended ~edlcaid Benefits 
(Continued) 

Supplement 2 to ATTACH~E~IT 3. 1-A specifies and 
describes the alternative health care plan(s) 
offered, including requirements for assuring that 
recipients have access to services of adequate 
quality. 

(2) The agency--

(i) Pays all premiums and enrollment fees imposed 
on the Jamily for such plan(s). 

LI (ii) Pays all deductibles and coinsurance imposed c~ 
the family for such plan(s). 

Supersed~$ 
90 18

Approval Date 
TN No. AL- -

10- 2-92 Effective Date 1-1-92 

HCFA ID: 7982E 
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31• 

-1_1 Em:ollmant i:1 an el~l• 
health maiatanance 
orsanizauon <HI«>> that bu an 
enrollment of leaa thaa. SO 
percent of . Medicaid reat;>iana 
who ar. not raaipients of 
extended Medicaid. 

Su~plement 2 to A'l,"lj\CHMtNT 3.1-A 
speeif iea and deac:ri.bea the 
&ltarnatl.ve hllalth cc:a plu<a> 
of~ered. includi.na requiremenu for 
uaurina that recl.pients have 
access to services of adequate 
quality. 

(2l The acencv--

( il Pays all premiums and 
enrollment f e•• iml?oaed on the 
family for such plants>. 

!_I (ii) Pays aJ.l dedu~les and 
coi.luurance ~osed on the 
family fer ~uch plan<s>. 

7-PJ-90 
Approv~l Cllt.o ---- El!~ctlva Data 04-01-90 



\ 
\ 

Rev1n1on: HCFA-PM-87-4 
MARCH 1987 

(BERC) 

32 

OMB No.: 0938-0193 

State/Territory: Al AB AMA 

Citation 
42 CFR 431.15 
AT-79-29 

T!l No· AL - 8 7 - l 4 
Super15edee · 
Til !lo. AL - 7 3 - l 9 

SECTION 4 - GE~ERAL PROGRAM ADMINISTRATION 

4.1 Methods of Administration 

The Medicaid agency employs methods of administration 
found by the Secretary of Health and Human Services to 
be necessary for the proper and efficient operation of 
the plan. 

Approval Date NOV 3 0 1997 Effective Date 07-0 1 - 8 7 

HCFA IO: 1010P/0012P 
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Revisicn: IO'A-AT-80-38 (BPP) 
May 22, 1980 

State ALABAMA 

Citaticn 
42 OR 431.202 
AT-79-29 
AT-80-34 

'IN # 73-19 
Supersedes 
'IN t . 

4.2 Hearings for Awlicants ard Recipients 

The Medicaid agenC'J has a system of hearings 
that meets all the requirements of 42 CFR Part 
431, Subpart E. 

Approval Date 5/21/74 Effective Date 6/3/74 
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Revision: HCFA-AT-87-9 
AUGUST1987 

(BERC) 

34 

OHB No.: 0938-0193 

State/Territory: ALABAMA 

Citation 
42 CFR 431.301 
AT-79-29 

52 FR 5967 

T!l No . Al - 8 7 - 2 3 
Supersedes. 
T !l No • _l_j_-_l 9 

4 . 3 ~a fcguarding Infonnation on Applic ants and Recipients 

Under State statute which imposes legal sanctions,----- - - --- -- ­
safeguards are provided that restrict the use or 
disclosure of information conce r ning applicants and 
recipients to purposes directly connected with the 
administration of the plan. 

! 

All other requirements of 42 CFR Part 431, Subpart F 
are met. 

Approval Date 
NOV 9 19E17 Effective Date 10-15 - 87 

HCFA ID: 1010P/0012P 
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Revision: HCFA-PM-87-4 
MARCH 1937 

(BERC) 

3S 

/\L-88-2 

OHll No.: 0938-0: 

State/Territory: ALABAMA 

Citation 4.4 Medicaid Quality Contra~ 
42 CFR •31.SOO(c) 
SO FR 2l8J9 
l90J(u)(l)(O) of 
the Act. 
P.L. 99-509 
(Section 9-407) 

TN No. HCFA~~7-14 
superscu.:: ... 
TN No. Abff,1-·;·l4 CZ §~:; I 

(a) A system of quality control ls implemented in 
accordance with 42 CFH Pact 11'.ll, :;ubpnct P. 

(b) The State operates ~ claims proccsslnt assessment 
system that meets the r~quiremc:nt~ of -431.UOO(e), 
(-&~, ~b) :oi.d (lt). f "'J). (- ~) > ( j) J a.-t, (K): 

LI .Yes. 

!J_J Not applicable. The St~te ha~ an approved 
Medica.id Han~t:cmcnt Inf onnation ~y~tcm (HJ1IS) 

AppC'OVnl Date .. . FEB 0 Z 1999 
Effective D~tc 

1-30-88 

!!CF/\ JO: HHOP/OO : 
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Revision: ~CfA - ?~- 8 8-10 (BERC) 
SE?TEK3ER -t938 

CHB No.: 0938 -0 193 

State/Tenitory: AL ASAMA 

Citation 
42 CFR 455 - 12 
AT-78-90 
48 FR 3742 
52 FR 48817 

4.5 Kedicai1 A•~raud C'etection and Inves~~i.i--9..!! 

Program 

The Medicaid agency has established snd will rn~intain 
~clhods, criteria, and proce1ures that meet all 
requirements of 42 CFR 455.13 thro~gh 455 . 21 and 455 .2 3 
for prevention and cortrol of progrcim frsud and ab~se. 

Arpr:oval Date 
-JAN ~· 6 1939 

E:: e clive Dalel 2-31- 5~ 

--j)~~ -~v_,,J, I~/~'( HCFA ID: 1010?/0012P 



Revision: July 31, 2020       AL-20-0010 
Page 36.1 

State: ALABAMA 
SECTION 4 - GENERAL PROGRAM ADMINISTRATION 

 
4.5 Medicaid Recovery Audit Contractor Program 

 
 

Citation 
 

Section 1902(a)(42)(B)(i) 
of the Social Security Act 

 
 
 
 
 
 
 
 
 
 
 
 

Section 1902(a)(42)(B)(ii)(I) 
of the Act 

 
 
 
 

Section 1902 (a)(42)(B)(ii)(II)(aa) 
of the Act 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Section 1902 (a)(42)(B)(ii)(II)(bb) 
of the Act 

 
 
 
 N/A  The State has established a program under which it will contract with one 

or more recovery audit contractors (RACs) for the purpose of identifying 
underpayments and overpayments of Medicaid claims under the State plan 
and under any waiver of the State plan. 

 
 X The State is seeking an exception to establishing such program for the 

following reasons: 
 

The State is seeking an exception to 42 CFR §455.502(b), the 
Medicaid Recovery Audit Contractor (RAC) program. The 
State did not procure a vendor in response to the Medicaid 
RAC Services Request for Proposals issued on June 1, 2017, 
and August 7, 2019. 
 

N/A The State/Medicaid agency has contracts of the type(s) listed in section 
1902(a)(42)(B)(ii)(I) of the Act. All contracts meet the requirements of 
the statute. RACs are consistent with the statute. 

 
 
 

Place a check mark to provide assurance of the following: 
 
N/A The State will make payments to the RAC(s) only from amounts 

recovered. 
 

N/A The State will make payments to the RAC(s) on a contingent basis for 
collecting overpayments. 

 
The following payment methodology shall be used to determine State 
payments to Medicaid RACs for recovered overpayments (e.g., the 
percentage of the contingency fee): 

 
 
 
 
 
N/A  The State attests that if the contingency fee rate paid to the Medicaid 

RAC will exceed the highest rate paid to Medicare RACs, as published 
in the Federal Register, the State will only submit for 

 
 
__________________________________________________________________________________________________ 
TN No. AL-20-0010 
Supersedes Approval Date: 10/05/20 Effective Date: 11/30/20  
TN No. AL-19-0006 



AL-19-0006 
Page 36.2 

TN No. AL-19-0006 
Supersedes  Approval Date: 06/13/19 Effective Date:  06/01/19 
TN No. AL-17-0007 

 

 
 
 
 
 
 
 
 
 
 
Section 1902 (a)(42)(B)(ii)(III)  
of the Act 
 
 
Section 1902 (a)(42)(B)(ii)(IV)(aa) 
of the Act 
 
 
 
 
Section 1902 (a)(42)(B)(ii)(IV)(bb) 
of the Act 
 
 
 
Section 1902 (a)(42)(B)(ii)(IV)(cc) 
of the Act 

             FFP up to the amount equivalent to that published rate. 
 

N/A     The following payment methodology shall be used to  
             determine State payments to Medicaid RACs for underpayments: 

         
   N/A      The State will submit a justification seeking to pay the Medicaid 

RAC(s) a contingency fee higher than the highest contingency fee 
rate paid to Medicare RACs as published in the Federal Register. 

 
 

N/A       The State has an adequate appeal process in place for entities to  
appeal any adverse determination made by the Medicaid RAC(s). 

 
 

N/A      The State assures that the amounts expended by the State to carry 
out the program will be amounts expended as necessary for the 
proper and efficient administration of the State plan or a waiver of 
the plan. 

 
 

N/A       The State assures that the recovered amounts will be subject to a 
State’s quarterly expenditure estimates and funding of the State’s 
share. 

 
 

N/A      Efforts of the Medicaid RAC(s) will be coordinated with other 
contractors or entities performing audits of entities receiving 
payments under the State plan or waiver in the State, and/or State 
and Federal law enforcement entities and the CMS Medicaid 
Integrity Program. 
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Revisicn: OCFA-AT-80-38(BPP) 
May 22, 1980 

Citaticn 
42 CIB 431.16 
AT-79-'29 

'IN # 78-7 
Supersedes 
'IN -"-*-- - --

4.6 Reports 

The Medicaid agency will submit all 
reports in the form ard with the content 
required by the Secretary, and will cauply 
with any provisions that the Secretary 
firos necessary to verify an~3 assure the 
correctness of the reports. All 
requirerrents of 42 CFR 431.16 are met. 

Approval Date 5/23/78 Effective Date 3/ 9/78 
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Revisicn: B:FA-AT-80-38(BPP) 
May 22, 1980 

Citatico 
42 CFR 431.17 
AT-79-29 

'IN # 78-7 
Supersedes 
'IN t -"-------

4.7 .Maintenance .of Records 

The Medicaid agency maintains or supervises 
the maintenance of records necessary for the 
proper and efficient operation of the plan, 
inclu:Jing records regarding aH;>licaticns, 
determinaticn of eligibility, the provisiex1 of 
medical assistance, arrl alministrative costs, 
and statistical, fiscal and other records 
necessary for rep::>rting ard accountability, 
and retains these records in accordance with 
Federal requirements. All requirements of 42 
c:rn. 431.17 are met. 

Afproval Date 5/23/78 Effective Date 3/9/78 
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RevisiCll: ll:FA-AT-80-38(BPP) 
May 22, 1980 

State ALABAMA 

Citatioo 
42 CFR 431.18(b) 
AT-79-29 

'IN # 73-19 
Supersedes 
'IN # ""------

4.8 Availability of Agency Program Manuals 

Program manuals and other J?Olicy issuances that 
affect the public, including the Medicaid 
agency's rules and regulations g0verning 
eligibility, need an:J amount of 2ssistance, 
recipient rights and respcnsibili~ies, and 
services offered by the agency are maintained 
in the State off ice and in each local and 
district office for examination, UfXX1 request, 
by irrlividuals for review, study, or 
reproduction. All requirements of 42 CFR 
431.18 are met. 

Afproval DateS/21/74 Effective Date 2/ 19/74 
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Revisicn: l-CFA-AT-80-38(BPP) 
May 22, 1980 

Citaticn 
42 CFR 433.37 
AT-78-90 

'1Nt73-19 
Supersedes 
'mi -"------ - - -

4.9 Reporting Provider Payments to Internal 
Revenue Service 

There are procedures implemented in 
aCXX)rdance with 42 CFR 433.37 for 
identif icaticn of providers of services by 
scx:;ial security munber or by employer 
identif icaticn number and for reporting 
the informatim required by the Internal 
Revenue Code (26 u.s.c. 6041) with respect 
to payment for services under the plan. 

Afproval Dat e 5/ 21/74 Effective Date 2/1 9/74 
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State: ______ __,_A-"-'l=ab=a=m=a"----- ------ --

Citation 
42 CFR 431.51 

AT 78-90 
46 FR 48524 
48 FR 23212 
l 902(a)(23) 
P.L. 100-93 
of the Act 
(Section 8( f)) 
P.L. 100-203 
(Section 4113) 

Section I 902(a)(23) 
of the Social 
Security Act 

P.L. 105-33 

Section 1932(a)(l) 
Section l 905(t) 

TN No. AL-03-07 
Supersedes 
TN No. AL-92-13 

4 .10 Free Choice of Providers 
(a) Except as provided in paragraph (b), the 

Medicaid agency assures that an individual 
eligible under the plan may obtain Medicaid 
services from any institution, agency, pharmacy, 
person, or organization that is qual ified to perform 
the services, including an organization that provides 
these services or arranges for their availability on 
a prepayment basis. 

(b) Paragraph (a) does not apply to services furnished to an 
individual -

(1) Under an exception allowed under 42 CFR 
431.54, subject to the limitations in paragraph 
(c), or 

(2) Under a waiver approved under 42 CFR 431.55, 
subject to the limitations in paragraph (c), or 

(3) By an individual or entity excluded from 
participation in accordance with section l 902(p) 
of the Act, 

(4) 

(5) 

By individuals or entities who have been 
convicted of a felony under Federal or State 
law and for which the State determines that 

the offense is inconsistent with the best interests 
of the individual eligible to 
obtain Medicaid services, or 

Under an exception allowed under 42 
CFR 438.50 or 42 CFR 4420.168, subject 
to the limitations in paragraph (c). 

( c) Enrollment of an individual eligible for medical 
assistance in a primary care case management system 
described in section 1905(t), 1915(a), 1915(b)(l), or 
l 932(a); or managed care organization, prepaid inpatient 
health plan, a prepaid ambulatory health plan, or a 
similar entity shall not restrict the choice of the qualified 
person from whom the individual may receive 
emergency services or services under section 1905 
(a)( 4)( c). 

Approval Date 12/23/03 Effective Date 9/01 /03 



'._ 42 

Revisioo: OCFA-A'l'-80-38 (BPP) 
May 22, 1980 

Citatioo 
42 CFR 431.610 
A'l'-78-90 
AT-80-34 

'IN #73-19 
Supersedes 
'IN-"-•-----

4.11 Relations with Standard-Setting and Survey 
~encies 

(a) 'Ille State agency utilized by the 
Secretary to determine qualifications of 
institutions and suwliers of services to 
participate in Medicare is responsible 
for establishing and maintaining health 
standards for private or p...iblic 
institutions (exclusive of Christian 
Science sanatoria) that provide services 
to Medicaid recipients. This agency 
is State Board of Heal th 

(b) The State authority(ies) responsible for 
establishing and maintaining standards, 
other than those relating to health, for 
public or private institutions that 
provide services to Medicaid recipients 
is (eaE): State Board of Heal th 

(c) A'I'I11CHMENI' 4.11-A describe_, t' standards 
specified in paragraphs (a) ar.d (b) 
above, that are kept on file and mace 
available to the Health Care Financing 
Administraticn on request. 

A[:proval Date 5/21/74 Effective Date 2/19/74 
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Revisicn: ICFA-AT-80-38(BPP) 
May 22, 1980 

State ALABAMA 

Citatioo 
42 CFR 431.610 
AT-78-90 
AT-89-34 

4.ll(d) The State Board of Health 

(agency) 
which is the State agency responsible 
for licensing health institutions, 
determines if instituticns ard 
agencies meet the requirements for 
participaticn in the Medicaid 
program. The requirements in 42 CFR 
431.610(e), (f) ard (g) are met. 

'1Nt73-19 
Supersedes 
'IN i 

Approval Date 5/21/74 Effective Date 2/19/74 
-----
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Revisicn: OCFA-AT-80-38 (BPP) 
May 22, 1980 

State ALABAMA 

44 

Citaticn 4.12 Ccnsultaticn to Medical Facilities 
42 ~ 431.lOS(b) 
AT-78-90 

'IN# 73-19 
Supersedes 
'IN t ""--------

(a) Consultative services are provided 
by health am other awropriate 
State agencies to lx>spitals, nursing 
facilities, hane, health agencies, 
clinics and laboratories in 
a~rdance with 42 CFR 431.105 (b) • 

(b) Similar services are provided to 
other types of facilities providing 
medical care to iooividuals 
receiving services under the 
programs specified in 42 CFR 
431.105 (b) • 

D Yes, as listed belc:M: 

~Not awlicable. Similar 
services are oot provided to 
other types of medical 
facilities. 

Approval DateS/21/74 Effective Date 12/18/73 



Revision: HCFA-PM-91- I.a 

ALCt'ST 1991 
(BPD) OMB No.: 0938-

State/Territory: 

Ctat1on 

42 CFR 431.107 

42 CFR Part 483 
1919 of the 
Act 

42 CFR Part 483, 
Subpart D 

1920 of the Act 

4.13 Required Provlder Agree~ent 

(a) 

( b) 

(c) 

(d) 

With respect to agreements between the Med icai d agency 
and each provider furnishing services under the plan: 

For all providers. the requirements of 42 CFR 
431.107 and ~2 CFR Part 442, Subparts A and B (if 
applicable) are met. 

For providers of NF services, the requirements 
of 42 CFR Part 483, Subpart B, and section 
1919 of the Act are also met. 

For providers of ICF/~R services, the 
requirements-of participation in 42 CFR Part 483, 
Subpart D are also met. 

For each provider that is eligible under 
the plan to furnish ambulatory prenatal 
care to pregnant women dur i ng a presumptive 
eligibility period, all the requirements of 
section 1920(b)(2) and (c) are met. 

LJI Not applicable. Ambulatory prenatal care is 
not provided to pregnant women during a 
presumptive eligibility period. 

TN No. Al -91-36 
SupersedA~-88-llApproval Date 
TN No. 

10-2-92 Effective Date 1-1-92 

HCFA ID: 7982E 



Revision: HCFA-PM-91-9 
October 1991 

45(a) 
(MB) OMBNo.: 

State/Territory: __________ __ A_la_b_a_m~a~--------

Citation 
1902 (a)(58) 
l 902(w) 

TN No. AL-03-07 
Supersedes 
TN No. AL-91-40 

4.13 (e) For each provider receiving funds under the plan, 
all the requirements for advance directives of 
section l 902(w) are met: 

( 1) Hospitals, nursing facilities, providers 
of home health care or personal care 
services, hospice programs, managed 
care organizations, prepaid inpatient 
health plans, prepaid ambulatory health 
plans (unless the PAHP excludes providers 
in 42 CFR 489.102), and health insuring 
organizations are required to do the following: 

(a) Maintain written policies and 
procedures with respect to all 
adult individuals receiving 
medical care by or through the 
provider or organization about 
their rights under State law to 
make decisions concerning medical 
care, including the right to 
accept or refuse medical or 
surgical treatment and the right 
to formulate advance directives. 

(b) Provide written information to all 
adult individuals on their 
policies concerning implementation 
of such rights; 

(c) Document in the individual's 
medical records whether or not the 
individual has executed an advance 
directive; 

(d) Not condition the provision of 
care or otherwise discriminate 
against an individual based on 
whether or not the individual has 
executed an advance directive; 

(e) Ensure compliance with 
requirements of State Law (whether 

Approval Date 12/23/03 Effective Date 910 l /03 



45(b) 

Revision: HCFA-PM-91-9 (MB) ONIB No.: 
October 1991 

State/Territory: _________ _,Ac..=la=b=a=m=a,__ __________ _ 

TN No. AL-03-07 
Supersedes 
TN No. AL-91-40 

statutory or recognized by the courts) 
concerning advance directives; and 

(f) Provide (individually or with others) 
for education for staff and the 
community on issues concerning 
advance directives. 

(2) Providers will furnish the written information 
described in paragraph (l)(a) to all adult 
adult individuals at the time specified below: 

(a) Hospitals at the time an individual 
is admitted as an inpatient. 

(b) Nursing facilities when the individual 
is admitted as a resident. 

(c) Providers of home health care or 
personal care services before the 
individual comes under the care of 
the provider; 

(d) Hospice program at the time of initial 
receipt of hospice care by the individual 
from the program; and 

(e) Managed care organizations, health insuring 
organizations, prepaid inpatient health 
plans, and prepaid ambulatory health plans 
(as applicable) at the time of enrollment 
of the individual with the organization. 

(3) Attachment 4.34A describes law of the State 
(whether statutory or as recognized by the 
courts of the State) concerning advance 
directives. 

Approval Date 12/23/03 

Not applicable. No State law 
Or court decision exist regarding 
advance directives. 

Effective Date 9/01/03 
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Revision: HCFA-PM-91-lO(MB) 
DECEMBER 1991 

State/Territory: Alabama 

Citation 4.14 
42 CFR 431.60 
42 CFR 456.2 
50FR15312 
1902(a)(30)(C) and 
1902( d) of the 
Act, P.L. 99-509 
(Section 9431) 

l 932(c)(2) 
and 1902(d) of the 
ACT, P.L. 99-509 
(section 9431) 

TN No. AL-03-07 
Supersedes 
TN No. AL-94-22 

Utilization/Quality Control 
(a) A Statewide program of surveillance and 

utilization control has been implemented that 
safeguards against unnecessary or inappropriate 
use of Medicaid services available under this 
plan and against excess payments, and that 
assesses the qua I ity of services. The 
requirements of 42 CFR Part 456 are met: 

x 

Directly 

By undertaking medical and utilization review 
requirements through a contract with a Utilization and 
Quality Control Peer Review Organization (PRO) 
designated under 42 CFR Part 462 . The contract with 
the PRO-

(l) Meets the requirements of §434.6(a) : 

(2) Includes a monitoring and evaluation plan to 
ensure satisfactory performance; 

(3) Identifies the services and providers subject 
to PRO review; 

(4) Ensures that PRO review activities are not 
inconsistent with the PRO review of 
Medicare services; and 

(5) Includes a description of the extent to which 
PRO determinations are considered 
conclusive for payment purposes. 

A qualified External Quality Review 
Organization performs an annual External 
Quality Review that meets the requirements of 
42 CFR 438 Subpart E for each managed care 
organization, prepaid inpatient health plan, and health 
insuring organizations under contract, except where 
exempted by the regulation . 

Approval Date 12/23/03 Effective Date 9/01103 



Revision: HCFA-PH-85-3 
KAY 1985 

Citation 
42 CFR 456.2 
SO FR 15312 

State: 

TN No. 86-3(HCFA) 
Supet"1:1cdce1 
TN !Jo. AL-85-18 

4.14 

AL-06-10 

(BBRC) 

ALABAMA 

OMB ~O . 0938-0193 

(b) The Medicaid agency meets the requirements 
of 42 CFR Part 456, Subpart C, for 

. . 

control of the utilization of inpatient 
hospital services •. 

l_I Utilization and medical review are 
performed by a Utilization and Quality 
Contt"Ol Peer Review Organization designated 
under 42 CFR Part 462 that has a contract 
with the agency to perform those t"evlews. 

l__I Utilization review ls performed in 
accor-dance with 42 CFR Part 456, Subpart H, 
that specifies the conditions of a waiver 
of the requirements of Subpart C for: 

l__I All hospitals (other than mental 
hospitals). 

!__/ Those specified in the waiver. 

~I No waivers have been granted. 

AppI'OVal Date C.- / 7-~? Effective Date 6/16 /86 

HCFA ID: 004BP/0002P 



· ... ;., ...... ......... 

~ .: ..... 

. . ·: . 
.' .. .... 

. . ···· . .. 
.. · . . 

.. • · 

........ .. . ~ : . : 

-· 

; ~ . . . .. . ,. 

novta1on: 
JUL.Y l.905 

HCPA-PH-~S-7 CBERC) OH:n '10.: 0936-0193 
. .. 

stntc/Terr1tocy: ALAUAMA 

C1tnt,oc 
.\2 Cl1U ~56.2 
50 Pn l5Jl2 

. ·~ 

· , 
r 

; . .. 
. ' ; . 

14' 

'. .. 'i ~ .. 

... 
. ·-. 

·' 
··.':· .... 

.· . 

. , ·::_ 

.: ;-. 

.:' .'·= · 

TlJ Wo. AC:.-89- f.O•· 
CuporooodcJI---'-· ~-
TU Uo, · AL - 8 6- l 0 

• ._ f 

·. ,· 

(c) Tho Hcdicuid o&cncy mcotG tho roquiremonts . 
of 42 CYR Purt 456, Subpart D, for control 

·, ''ot util..i:z:oti on of inpnticnt cerv.l.coa in montal 
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/_.I Utilization ond medical review are 
porf onuud by A Ut.l.lixntion nnd Quality 
Control Poor Uoviow Orcani:z:nt.l.on dusitnated 
un~or 42 CPn Purt.462 that hn~ n contr~ct 
~lth tho nsoncy to purfonll thoue ~oviowc • 

/_.I Utlll:atlon review is porfonned 'ln 
AccordBnco with 42 CFR PBrt 456, Subpart H, 
that cpocif lo~ tho conditions of n W4lver 
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/_.I Tho cc specif iod in the waiver.· 
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Revision: HCFA-PM-85-3 
KAY 1985 

(BRRC) 

AL-86-10 

49 

State: ALABAMA 

Citation 
42 CFR 456.2 
50 FR 15312 

T!l !lo. 86-3(HCFA) 
Supersedes 
TU Uo.AL-85-18 

4.H 

OKB UO. 0938-0193 

(d) The Medicaid agency meets the requirements of 
42 CFR Part 456, Subp~rt B, for the control of 
utilization of skilled nursing facility 
services. 

LI U.tllizatlon and medical review are 
performed by a Utilization and Quality 
Control Peer Review Organization designated 
under 42 CFR Part 462 that has a contr:-act 
with' the agency to perform those i:-evio~s. 

LI Utilization review is performed in 
accordance with 42 CFR Part 456, Subpart H, 
that specifies the conditions of a waiver 
of the requirements of Subpart B for: 

L_I All skilled nursing facilities. 

L_I Those specified in the waiver. 

L_XI No ~aivers have been granted. 

Approval Date Effective Date 6116/86 
' \ 

HCFA ID: 0048PI0002P 
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AL-91-6 
Revision : HCFA-PM-85-3 (BERC) 
MAY 1985 

State : ALABAMA 

Citation 
42 CFR 456.400 
through 
42 CFR 456 . 438 

TN No. AL-91-6 
Supersedes 
TN No . AL-86-10 

OMB NO. 0938-0193 

4. 14 IX I (e) The Medicaid agency meets the requirements of 
42 CFR 456 Subpart F, for control of the Ut i li­
zation of Nursing Facility and ICF/MR services. 
Utilization review in facil i ties is provided 
through: 

/'l_I Facility-base review or contract with 
a professional review organization. 

I I Direct review by personnel of the medical 
assistance unit of the State agency. 

I I Personnel under contract to the medical 
as s istance unit of the State agency. 

; ---; Utilization and Quality Control Peer Review 
Organizations. 

I I Another met hod as descri bed in ATTACHMENT 
4.14-A. 

/~/ Two or more of the above methods. ATTACH­
MENT 4.14-B describes the circumstances 
under which each method is used. 

I I Not applicable . Nursing Fac i l i ty services are 
not provided und er this plan . 

Approval Date 08/27/91 Effective Date 04/ 01 / 91 
HCFA ID: 0048P/ 0002P 



Revision: 

Citation 

HCFA-PM-91-10 
December 1991 

State!Territory: 

42 CFR 438.356(e) 

42 CFR 438.354 

42 CFR 438.356(b) and (d) 

TN No. AL-03-07 
Supersedes 
TN No. AL-92-13 

4.14 

50a 

(MB) 

Alabama 

Utilization/Quality Control (Continued) 

For each contract, the State must follow an open, 
competitive procurement process that is in accordance with 
State law and regulations and consistent with 45 CFR part 74 
as it applies to State procurement of Medicaid services. 

The State must ensure that an External Quality Review 
Organization and its subcontractors performing the External 
Quality Review or External Quality Review-related activities 
meets the competence and independence requirements. 

Not applicable. 

Approval Date 12/23/03 Effective Date 9101103 
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51 AL-88-14 

Revision: HCFA-AT-80-38 (BPP) 
May 22, 1980 

Citation 
·42-tTR456.2 
AT-78-90 

TN# 88-:- t 4 
Supersedes 
TN# 8 2 - l 2 

4.15 . Jnspecti_ons of_CarLlQ__~iJJed Nursing and 
Intermediate Care Facilities and Institutions 
fDrMent-a1-olliises ---- ------

All applicable requirements of 42 CFR Part 456, 
Subpart 1, are met with respect to periodic 
inspections of care and services. 

D 

D 

Not applicable with respect to intermediate 
care facility services; such services are 
not provided under this plan. 

Not applicable with respect to services for 
individuals age 65 or over in institutions 
for mental diseases; such services are not 
provided under this plan. 

[] Not applicable with respect to inpatient 
psychiatric services for individuals under 
age 22; such services are not provided 
under this plan. 

Approval Date ~5.m 
I 

-
Effective Date 10-01-:-88 

fl.~ 7- </- 'l<l 
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Revisioo: HCFA-A'I'-80-38 (BPP) 
May 22, 1980 

State ALABAMA 

Citaticn 
42 CFR 431.615(c) 
A'I'-78-90 

4.16 Relations with State Health and Vocational 
Rehabilitation Agencies_and Title V 
Grantees 

'!he Medicaid agency has (XX)J?erative 
arrangements with State health and 
vcx::ational rehabilitation agencies and 
wi th title V grantees, that meet the 
requirements of 42 CFR 431.615. 

ATI'lCHMENI' 4. 16-A describes the 
ccoperative arrangements with the health 
a.rd vocational rehabilitaticn agencies. 

'IN i 75-8 
Supersedes 
'IN i 

Aj;proval Date 11I18/ 7 5 Effective Date 6/l /75 

~----



Revision: HCF A-PM-95-3 (MB) 
May 1995 

53 

ST ATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Citation (s) 
42 CFR 433 .36 (c) 
l 902(a) ( 18) and 
1917(a) and (b) of 
The Act 

TN No.: AL-11-002 
Supersedes 
TN No.: 82-29 

4.17 

State/Territory: Alabama 

Liens and Adjustments or Recoveries 

(a) Liens 

__x_ The State imposes liens against an 
individual's real property on account of 
medical assistance paid or to be paid . 

The State complies with the requirements of 
section 1917 (a) of the Act and regulations at 
42 CFR 433.36 (c)-(g) with respect to any lien 
imposed against the property of any individual 
prior to his or her death on account of medical 
assistance paid or to be paid on his or her 
behalf. 

The State imposes liens on real property on 
account of benefits incorrectly paid . 

__x_ The State imposes TEFRA liens 1917 (a) (I) (B) 
on real property of an individual who is an 
inpatient of a nursing facility, I CF/MR, or 
other medical institution, where the individual 
is required to contribute toward the cost of 
institutional care all but a minimal amount of 
income required for personal needs. 

The procedures by the State for determining 
that an institutionalized individual cannot 
reasonably be expected to be discharged are 
specified in Attachment 4 .17-A. (NOTE: If 
the State indicates in its State Plan that it is 
imposing TEFRA liens, then the State is 
required to determine whether an 
institutionalized individual is permanently 
institutionalized and afford these individuals 
notice, hearing procedures, and due process 
requirements.) 

The State imposes liens on both real and 
personal property of an individual after the 
individual 's death . 

Approval Date: 03/29/11 Effective Date: 0 I /0 I /11 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

TN No.: AL-11-002 
Supersedes 
TN No.: 82-29 

State/Territory: Alabama 

(b) Adjustments or Recoveries 

The State complies with the requirements of section J 9 l 7(b) 
of the Act and regulations at 42 CFR 433.36 (h)-(i) . 

Adjustments or recoveries for Medicaid claims correctly 
paid are as follows: 

(I) For permanently institutionalized individuals, 
adjustments or recoveries are made from the 
individual's estate or upon sale of the property 
subject to a lien imposed because of medical 
assistance paid on behalf of the individual for 
services provided in a nursing facility , ICF/MR, or 
other medical institution. 

_x_ Adjustments or recoveries are made for all 
other medical assistance paid on behalf 
of the individual. 

(2) The State determines "permanent institutional 
status" of individuals under the age of 55 other 
than those with respect to whom it imposes liens on 
real property under §1917 (a) (I) (8) (even ifit 
does not impose those liens) . 

(3) For any individual who received medical assistance 
at age 55 or older, adjustments or recoveries of 
payments are made from the individual's estate for 
nursing facility services, home and community­
based services, and related hospital and 
prescription drug services. 

-X In addition to adjustment or recovery of 

Approval Date: 03/29/11 

payments for services listed above, 
payments are adjusted or recovered for 
other services under the State Plan as 
listed below: 

Recoveries for all approved medical 
assistance, for Medicaid recipients age 
55 and over, except for Medicare cost­
sharing as specified at 4 . 17 (b) (3-
continued). 

Effective Date: 0110II11 
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ST ATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

TN No.: AL-11-002 
Supersedes 
TN No.: New 

State/Territory: Alabama 

4.17 (b) 

(3) 

Adjustments or Recoveries 

(Continued) 

Limitations on Estate Recovery - Medicare Cost Sharing: 

(i) Medical assistance for Medicare cost sharing is 
protected from estate recovery for the following 
categories of dual eligibles: QMB, SLMB, QI, 
QDWI, QMB+, SLMB+. This protection extends 
to medical assistance for four Medicare cost 
sharing benefits: (Part A and B premiums, 
deductibles, coinsurance, co-payments) with dates 
of service on or after January I,2010. The date of 
service for deductibles, coinsurance, and co­
payments is the date the request for payment is 
received by the State Medicaid Agency. The date 
of service for premiums is the date the State 
Medicaid Agency paid the premium. 

(ii) In addition to being a qualified dual eligible the 
individual must also be age 55 or over. The above 
protection from estate recovery for Medicare cost 
sharing benefits (premiums, deductibles, 
coinsurance, co-payments) applies to approved 
mandatory (i.e., nursing facility, home and 
community-based services, and related prescription 
drugs and hospital services) as well as optional 
Medicaid services identified in the State plan, 
which are applicable to the categories of duals 
referenced above. 

Approval Date: 03/29111 Effective Date: 01 /0 I /l I 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

1917(b)l(C) 

TN No: 08-005 
Supersedes 
TNNo: New 

ALABAMA 

(4) X If an individual covered under a long-term care insurance 
policy received benefits for which assets or resources were 
disregarded as provided for in Attachment 2.6-A, 
Supplement 8c (State Long-Term Care Insurance 
Partnership), the State does not seek adjustment or recovery 
from the individual's estate for the amount of assets or 
resources disregarded. 

Approval Date: 02/06/09 Effective Date: 03/01/2009 
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OMBNo.: 0938-

Alabama 

Citation 4 .18 Recipient Cost Sharing and Similar Charges 
42 CFR 447.51 
through 447.58 

1916(a) and (b) 
of the Act 

TN No. AL-03-07 
Supersedes 
TN No. AL-91-36 

(a) 

(b) 

Unless a waiver under 42 CFR 43 l .55(g) applies, 
deductibles, coinsurance rates, and copayments do 
not exceed the maximum allowable charges under 
42 CFR447.54. 

Except as specified in items 4. l 8(b)(4), (5), 
and (6) below, with respect to individuals covered 
as categorically needy or as qualified Medicare 
beneficiaries (as defined in section l 905(p )( l) of 
the Act) under the plan: 

(1) No enrollment fee, premium, or similar charge is 
imposed under the plan. 

(2) No deductible, coinsurance, copayment, or 
similar charge is imposed under the plan for the 
following: 

(i) Services to individuals under age 18, or 

under--

[ ] Age 19 

[ ] Age 20 

[ ] Age 21 

Reasonable categories of individuals who 
are age 18 or older, but under age 21, to 
whom charges apply are listed below, if 
applicable. 

(ii) Services to pregnant women related to 
the pregnancy or any other medical 
condition that may complicate the 
pregnancy. 

Approval Date 12/23/03 Effective Date 9/01/03 



Revision: 

Citation 

42 CFR 447.51 
through 
447 .58 

42CFR438.108 
42 CFR 447 .60 

1916 of the Act, 
P.L. 99-272, 
(Section 9505) 

HCFA-PM-91-4 (BPD) 
AUGUST 1991 

Statefferritory: 

4.18(b)(2) 

TN No. AL-03-07 
Supersedes 
TN No. AL-91-36 

55 

OMB No. : 938-

Alabama 

(Continued) 

(iii) 

[ l 

All services furnished to pregnant women. 

Not applicable. Charges apply for services 
to pregnant women unrelated to the 
pregnancy. 

(iv) Services furnished to any individual who is 
an inpatient in a hospital, long-term care 
facility, or other medical institution, ifthe 
individual is required, as a condition of 
receiving services in the institution to spend 
for medical care costs all but a minimal 
amount of his or her income required for 
personal needs. 

(v) Emergency services ifthe services meet the 
requirements in 42 CFR 447 .53(b)(4). 

(vi) Family planning services and supplies 
furnished to individuals of childbearing age. 

(vii) Services furnished by a managed care 
organization, health insuring organization, 
prepaid inpatient health plan, or prepaid 
ambulatory health plan in which the 
individual is enrol led, unless they meet the 
requirements of 42 CFR 447.60. 

(viii) 

[X] Managed care enrollees are charged 
deductibles , coinsurance rates, and 
copayments in an amount equal to 
the State Plan service cost-sharing. 

[ ] Managed care enrollees are not 
charged deductibles, coinsurance 
rates, and copayments. 

Services furnished to an individual receiving 
hospice care, as defined in section 1905( o) 
of the Act. 

Approval Date 12/23/03 Effective Date 9101 /03 
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ALAS:-~IA 

OMB No.: 0938-

State/Territory: 

C1tH1on 

42 CfR 447.51 
through 
447.48 

TN No. Al -91-36 

4.lB(b) (Continued) 

( ) ) Unless a waiver under 42 CfR 4)1 . SS(g) 
applies, nominal deductible, coinsurance, 
c o pa·rner.::, or similar charges are imposed for 
services that are not excluded from such charges 
under item (b) (2) above. 

L_/ Not applicable. No such charges are 
imposed. 

(i) For any service, no more than one type of 
charge is imposed. 

(ii) Charges apply to services furnished to the 
following age groups: 

/_],,/ 18 or older 

L_I 19 or older 

L_I 20 or older 

L_I 21 or older 

L_/ Charges apply to services furnished to the 
following reasonable categories of 
individuals listed below who are 18 years ~= 

age or older but under age 21. 

Supersedes Approval Date 10-2-92 Effective Date 1-1-92 
TN No. AL-86-21 

HCFA ID: 7982E 



Revision: HCFA-PM-91- 4 (BPD) 
. .\ l l,~57 1991 

State/Territory: ALABAMA 

564 

OMB No.: 0938-

Citation 4.18(b)(J) (Continued) 
42 CFR 447.Sl 
through 447.58 

TN No. Al -91 -36 

(iii) for the categorically needy and qual~fied 
Medicare beneficiaries, ATTACH~ENT 4.19-A 
specifies the: 

(A) Service(s) for which a charge(s) is 
applied; 

(8) Nature of the charge imposed on each 
service; 

(C) Amount(s) of and basis for determining 
the charge(s); 

(D) Method used to collect the char;e(s); 

(E) Basis for determining whether an 
individual is unable to pay the charge 
and the means by which such an individual 
is identified to providers; 

(F) Procedures for implementing and enforcing 
the exclusions from cost shari~g 
contained in 42 CFR 447.S3(b); and 

(G) Cumulative maximum that applies to all 
deductible, coinsurance or copayment 
charges imposed on a specified ~ime 
period. 

/__/ Not applicable. There is no 
maximum. 

Supersedes Approval Date 10-2-92 Effective Date 1-1-?2 

TN No. Al -90-18 
HCFA ID: 7982E 



56b 

Revision: Hcr.-.-PM-91- 4 (BPD) OMS No.: 0938-
AL'CL'ST 1991 

AL AB Ml.\ 
State/Territory: 

Cltatlon 
1916(C) Of 
the Act 

l902(a)(52) 
and 1925(b) 
of the Act 

l916(d) of 
the Act 

TN No. AL-91-36 

4.18(b)(4) f_/ A monthly premium ls lmpo sed on pregnant 
women and ir.fa nts who are covered under 
section 1902(a)(l0)(A)(ii)(IX) of the Act 
a nd whose i~co~e eq uals or exceeds 15 0 perc ~~ : 

of the Federal po verty level app l icab l e to a 
family of the size lnvolved. The requ ireme ~ :s 

of section 1916(c) of the Act are met. 
ATTACHMENT 4.18-D specifies the method the 
State uses for determining the premium and t~e 

criteria for determining what constitutes u~~~e 
hardship for waiving payment of premiums by 
recipients. 

4.18(b)(5) f_/ For families receiving extended benefits 
during a second 6-month period under 
section 1925 of the Act, a monthly premium 
is imposed in accordance with sections 
1925(b) (4) and (5) of the Act. 

4.18(b)(6) f_/ A monthly premium, set o n a sliding scale, 
imposed on qualified disabled and working 
individuals who are covered 
under section 1902(a)(l0)(E)(ii) of the Act a nd 
whose income exceeds 150 percent (but does net 
exceed 200 percent) of the Federal poverty 
level applicable to a family of the size 
involved. The requirements of section 1916(~) 
of the Act are met. ATTACHMENT 4.18-E 
specifies the method and standards the State 
uses for determining the premium. 

Supersedes Approval Date 
TN No. AL-90-18 

l 0-2-92 Effective Date 1-1-9) 

HCFA ID: 7982E 
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Revision: HCFA-PM-91- 4 (BPO) 
ALC L'S :- 1991 

OMB No.: 0938-

State/Territory: Al AB£: '1A 

~!tation 

42 CfR 447.51 
through 447.58 

44 7. 51 through 
44 7. 58 

TN No. Al -91-36 

4.18(c) LI Individ ·.Jals are covered as me dically needy under 
the plan. 

(1) f_/ An enrollment fee, prem i um or similar charge is 
imposed. AT1'ACw.-IENT 4.18-B specifies the 
amount of and liability period for such charges 
subject to the maximum allowable charges in 42 
CFR 447.52(b) and defines the State's policy 
regarding the effect on recipients of 
non-payment of the enrollment fee, premium, or 
similar charge . 

( 2) No deductible, coinsurance, copayment, 
or similar charge is imposed under the plan for 
the fol lowing: 

(i) Services to individuals under age 18, or 
under--

f_I Age 19 

. LI Age 20 

f_I Age 21 

Reasonable categories of individuals who 
are age 18, but under age 21, to whom 
charges apply are listed below, if 
applicable: 

10-2-92 
Supersedes Approval Date Effective Date 01/01/92 
TN No. AL-86-21 

HCFA ID: 7982E 
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Revision: HCFA·PM-91·" (BPD) 
Al:CL'ST 19 9 l 

OMB No • : 0 9 3 8 -

State/Territory: ALABAMA 

Cltatior. 

42 CfR 447 . 51 
through 
447.58 

1916 of the Act, 
P.L. 99-272 
(Section 9505) 

447.51 through 
447.58 

TN No. ;1 .91 -36 

4.18 (c)(2) (Continued) 

(ii) Services to pregnant women related to the 
pregnancy or any other medical condition 
that may complicate the pregnancy. 

(lli) Al1 services furnished to pregnant ~o~en . 

f_/ Not applicable . Charges apply for 
services to pregnant women unrelated to 
the pregnancy. 

(iv) Services furnished to any individual who is an 
inpatient in a hospital, long-term care 
facility, or other medical institution, if the 
individual is required, as a condit i on of 
receiving services in the institution, to spend 
for medical care costs all but a minimal amount 
of his income required for personal needs. 

(v) Emergency services if the services meet the 
requirements in 42 CFR 447.53(b)(4). 

(vi) Family planning services and supplies furnished 
to individuals of childbearing age. 

(vii) Services furnished to an individual 
receiving hospice care, as defined in 
section 1905(0) of the Act. 

(viii) Services provided by a health mainte ~ance 

organization (HMO) to enrolled indiv i duals. 

f_I Not applicable. No such char;es are 
imposed. 

Supersedes Approval Date 
TN No. AL -86-21 

l 0-2-92 Effective Date 

HCFA ID: 7982E 
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Revision: HCFA-P~-91-4 ( BPO) OMS No. : 0938-

C i ta:.ion 

447.51 -
44 7. 58 

A ':CT S: l 9 9 l 
ALAB.:"A 

State / Territ o ry: 

4 . l8(c) ( J) Unless a waiver under 42 CFR 43l . 55 ( g) applies, 
nomina l jeductible , c o insurance, c o payment, o r 
similar c harges are imposed on services that are 
not excluded from such charges under item (b)(2) 
above . 

( 1) 

LI Not appl !cable. No such charges are 
i mposed. 

For any service, no more than one type 
charge is imposed. 

of 

(ii) Charges apply to services furnished to the 
following age group: 

LI 18 or older 

LI 19 or older 

LI 20 or older 

LI 21 or older 

Reasonable categories of individuals who are 18 
years of age, but under 21, to whom charges 
apply are listed below, if applicable. 

TN No . Al -91 -36 
10-2-92 01/01/92 

Supers~~~6_ 21 A?proval Date 
TN No. 

Effective Date 

HCFA ID: 7982E 
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ALABAMA 

56f 

OMB No . : 0938 -

Citati o n 4 . 18(c)(l) (Continued) 

447.51 through (iii) f o r the medi c ally needy, and other optional 

447 . 58 

TN No. At-~l-36 

Supersedes Approval Date 
TN No. AL-86-21 

groups, ATTACHMENT 4.18-C specifies the: 

(A) Service(s) for which charge(s) is 
applied; 

(B) Nature of the charge imposed on each 
service; 

(C) Amount(s) of and basis for determining 
the charge (s); 

(0) Method used to collect the charge(s); 

(E) Basis for determining whether an 
individual is unable to pay the charge(s) 
and the means by which such an individual 
is identified to providers ; 

(F) Procedures for implementing and enforcing 
the exclusions from cost sharing 
contained in 42 CFR 447.53(b); and 

(G) Cumulative maximum that applies to all 
deductible, coinsurance, or copayment 
charges imposed on a family during a 
specified time period. 

L._I Not applicable. There is no maximum. 

10-2-92 Effective Date 01/01/92 

HCFA ID: 7982E 



Revision: HCFA-PM-91- (BPD) OMB No . : 0938-
AUGUST 1991 

State/Territory: ~A_L_A_B_A_M_A~~~~~~.~~~~~~~~~~ 

Cit at ion 

42 CFR 447.252 
1902(a)( 13) 
and 1923 of 
the Act 
1902(e)(7) 

TN No . AL-94-13 
Supersedes 
TN No.AL-91-36 

4.19 Payment for Services 

(a) The Medicaid Agency meets the requirements of 
42 CFR Part 447, Subpart C, and sections 
1902(a)(l3) and 1923 of the Act with respect 
to payment for inpatient hospital services. 

ATTACHMENT 4.19-A describes the methods and 
standards used to determine rates for payment 
for inpatient hospital services. 

/_X/ Inappropriate level of care days are cov­
ered and are paid under the State Plan at 
lower rates than other inpatient hospital 
services, reflecting the level of care 
actually received, in a manner consistent 
with section 1816(v)(l)(G) of the Act with 
limitations . 

/~/ Inappropriate level of care days are not 
covered. 

Approval Date08/04/94 Effective Date 08/01/94 
HCFA ID: 7982E 
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Revision: HCFA-PM-93-6 
AUGUST 1993 

(MB) 

State/Territory: Alabama 

Citation 
42 CFR 447.201 
42 CFR 447.302 
52 FR 28648 
1902(a)(13)(E) 
1903 (a) ( 1) and 
(n), 1920, and 
1926 of the Act 

1902(a)(l0) and 
1902(a) (30) of 
the Act 

4.19(b) In addition to the services specified in 
paragraphs 4.19(a), (d), (k), (1), and (m), 
the Medicaid agency meets the following 

requirements 

(1) Section 1902(a)(l3)(e) of the Act 
regarding payment for services 
furnished by Federally qualified health 
centers (FQHCs) under section 
1905(a)(2)(c) of the Act. The agency 
meets the requirements of section 6303 
of the State Medicaid Manual 
(HCFA-Pub.45-6) regarding payment for 
FQHC services. ATTACHMENT 4.19-B 
describes the method of payment and how 
the agency determines the reasonable 
costs of the services (for example, 
cost-reports, cost or budget reviews, 
or sample surveys). 

(2) Section 1902(a)(l3)(E) and 1926 
of the Act, and 42 CFR Part 447, 
Subpart D, with respect to payment 
for all other types of ambulatory 
services provided by rural health 
clinics under the plan 

ATTACHMENT 4.19-B describes the 
methods and standards used for the 
payment of each of these services 
except for inpatient hospital, nursing 
facility services and services in 
intermediate care facilities for the 
mentally retarded that are described in 
other attachments. 

SUPPLEMENT 1 to ATTACHMENT 4.19-B 
describes general methods and standards 
used for establishing payment for Medicare 
Part A and B deductible/coinsurance. 

*except for inpatient hospital, nursing 
facility services and services in 
intermediate care facilities for the 
mentally retarded that are described in 
other attachments. 

*VIA HCFA-PITN-MCD-4-92 

TN No. AL-93-27 
Supersedes 
TN No. AL-91-36 

Approval Date 10/14/93 Effective Date 08/01/93 
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Revisioo: OCFA-AT-80-38 (BPP) 
May 22, 1980 

State ALABAMA 

Citaticn 
42 CFR 447.40 
AT-78-90 

'IN t 79-19 
Supersedes 

'IN -=-·----

4.19 (c) Payment is made to reserve a bed during 
a recipient's terrporary absence fran an 
inpatient f~ility. 

[!;! Yes. The State's I:,X>licy. is 
des er i bed in A'.ITACHMENI' 4 • 19-£. 

D No. 

J\Wroval Date l /l 0/80 Effective Date l 0/15/79 



R..,ia1on: KCJ'A - Req1on Yl 
Kov..-r 1990 

SUt.•IT•rr1 tory: 

C!tacion 
42 en 447.2Sl 
47 flt 47914 
48 FR ~15046 

42 en 447.iao 
47 FR 3l~l8 
~l FR 28141 
Sect.ion l902(a) 
(l3}(A) ot Ac~ 
(Sect.ion 4211 (h) 
(2l(A) ot P.L. 
:J0-203). 

QU 

4.19 (d) 

( l) Th• MecUcaid aqency m .. cs ::-:e 
r9(JU1re .. ncs o ~ 4 2 Cnt Par:. 4 4 1 , 
Subpa~ C, with reapect. :~ 

paym•n~• for nura1nq tac1l!. :.y 
service• and 1nterm8Clia~• care 
f ac111ty S•r'V'1caa for th• 
man~Ally re1:.ardect. 

ATTACHMENT 4. 19-0 da•cr1b•• t.~e 
maelloaa anc sea~ usac :~ 

d•~•nun• rat.•• tor payment. t ~= 
nursinq !acili ty 1ervica• ana 
int.armeaiat.• care fac1ll:.y 
servtcea for tha menta.+1 ·r 
: tu:. a rd ea . 

. • , '!'he Medicaid agency prov 1.aas 
~ayment !or rout.in• nur31~: 

:acillty serv1c•• turnisnea :y 
5 sw1ng-caa hospital. 

-

At :!'1• average :at.• ;:er 
pat..!ant. ~ay paid ~~ ~Fs 

!or .:cut.in• !erv1cas 
turnisnea dur1nq -:~a 

?r•v1oua calanc.r year. 

__ 1 At a :at• ••1:.&blishea =.v 
th• State, wnich meet.3 ~~a 
requl.:ament.s ct 42 CFR Par-:. 
447, Subpan c. :!s 
~pp.1.!.:.t=l•· 

Not. app.1.lcabl•. ~· aqenc·: 
do•• not. provi.d• payment:. 
for ~F !ervi.ca• t.o a sw1 r.~­

b•Cl ~=s;a t.al.. 

:-~ ~o. AL-91-24 
~~cer~eae• 

Acp:-=·:a i. :at.e S -15- 91 E:!!act.!.v• oat.• 04/Gl/91 
":'~ . So. ,\l.- 89- 9 
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Revisi01: fCFA-AT-80-38(BPP) 
May 22, 1980 

State ALABAMA 

Citati01 
42 CFR 447.45(c) 
AT-79-50 

w t 1o- ;); 
Supersedes 
'IN~•----

4.19 (e) The Medic.aid agency meets all requiranents 
of 42 CFR 447.45 for timely payment of 
claims. 

ATI'ACHMENI' 4.19-E specifies, for each 
type of service, the definition of a 
claim for puqx~es of ireetil'Yj these 
requirements. 

Awroval Date_~3/ftJ Effective Date /o,(/_Lt4 
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Revision: HCFA-PM-87-4 (BERC) OHB No.: 0938-0193 
MARCH 1987 

State/Ter-r:-i tor-y: ALABAMA 

Citation 
42 CFR 447.15 
AT-78-90 
AT-80 - 34 

4.19 (f) The Medicaid agency limits par-tlcipation to 
pr-ovider-s who meet the r-equir-ements of 

48 FR 5730 

TN No . AL - 8 7-14 
Supet"sede8 
TN No. AL - 8 3- 6 

,, ' . 
. ! ' ~ 

42 CFR 447.15. 

No pr-ovider- par-ticipating under- this plan may deny 
ser-vices to any individual eligible under- the plan 
on account of the individual's inability to pay a 
cost shar-ing amount imposed by the plan in 
accor-dance with 42 CFR 431.55(g) and 447.53. This 
ser-vice guar-antee does not apply to an individual 
who is able to pay, nor- does an individual's 
inability to pay eliminate his or- her- liability for­
the cost shar-ing change. 

.Approval Date ~8V 3 ') 1987 Effective Date 07-01-87 

HCFA ID: 1010P/0012P 

,.. . . ... ... . 
·~. :.., · ·_;~4 ... -~ · 
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Revisim: OCFA-AT-80-38 (BPP) 
May 22, 1980 

State ALABAMA 

Citatim 
42 CIB 447.201 
42 CFR 447.202 
AT-78-90 

'IN ~ 79/19 
Supersedes 
'IN ....... ___ _ 

4.19(g) The Medicaid ager¥;t assures af:Propriate 
audit of records when payment is based m 
costs of services or en a fee plus 
oost of materials . 

Approval Date 1/ 10/80 Effective Date 10/15/79 
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Revisicn: HCFA-AT-80-60 (BPP) 
·-~ August 12, 1980 

State Al ASAMA 

Citatioo 
42 CFR 447.201 
42 CFR 447. 203 
AT-78-90 

'IN J79-19 
Supersedes 
'IN • -----

4.19(h) The Medicaid agency meets the requirements 
of 42 CFR 447.203 for cbct.nnentation and 
avai]ability of payment rates. 

~roval Date 1/10/80 Effective Datel0/15/79 
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Revisioo: IO'A-AT-80-38 (BPP) 
May 22, 1980 

State ALABAMA 

Citatioo 
42 OR 447.201 
42 CFR 447 • 204 
AT-78-90 

'IN t79-l9 
Supersedes 
'IN _,_I ___ _ 

4.19 (i) The Medicaid agency's payments are 
sufficient to enlist enough providers so 
that servioes under the plan are 
available to recipients at least to the 
extent that those services are available to 
the general population. 

AWrova'l.-Date l I l 0/80 Effective Date l 0/15/79 



Revision: HCf.A.-PM-91- 1. 

AL G:ST 1991 

Citati. o n 

42 CfR 
447.201 
and 447.205 

190)(v) of the 
Act 

State: 

4 . 19 ( j ) 

( k) 

TN No. Al -91-36 

66 

(BPD) 0~8 No.: 09)8-

AL/\BA~1A 

The Medicaid agency meets the requirements 
of 42 CFR 447.205 for public notice of any changes in 
Statewide method or standards for setting paymen: 
rates. 

The Medicaid agency meets the requirements 
of section 190J(v) of the Act with respect to payment 
for medical assistance furnished to an alien who is 
not lawfully admitted for permanent residence or 
otherwise permanently residing in the United States 
under color of law. Payment is made only for care 
and services that are necessary for the treatment of 
an emergency medical condition, as defined in section 
1903(v) of the Act. 

Supersed~s Approval Date 
TN No. Al-88-11 

l 0-2-92 01/01/ 92 Effective Date 

HCFA ID: 7982E 



66(•) 

Rev1e1on : HCrA-PM-92-i (1'18) 

October 1992 

State/TP.rr1tory: 

19'J ) 1)114) 
o! t:-:e ,._ct 

4. 11 I l) 

.\ '. .. \ ~ \."-~ 

The ~ed ~:a1j a~e ~:y ~ee t e the re1~1re~e:-:te 

of sec-: •-:::1 :90 J( " ( 14) o f t~. e Ac t · wit :-. res P"': ·. 
to pa77'e:-.t for pl".f BLC1 an eerv1cee ! u r:-.•ehed ::: 
ch 1~dre:1 "'r.der 2~ a nd pregnant wome n. ?a yr-e:-:':. 
for physLc1an aer~1cea furnis hed by a phye1 c an 
to a child or a pregnant woman ie ma de only to 
phye1c~a ~ a who ~eet one of the requ1re~ent~ 
listed ur.der thLa section of t he Act. 

TS No. Al -93-:1 
5-;:-ersedes .l.pproval Date FEB 1 o 1993 Effect ive Date 02 ' 01/9 3 
TN No. AL-91-36 



Revision: 

1928(c)(2) 
(C) (ii) of 
the Act 

1926 of 

66(b) AL-94-24 
Page 66(b) 

HCFA-PM-94-8 
October 1994 

(MB) 

State/Territory: _A_L_A_B_A_M_A ____ _ 

Citation 

4. 19 (m) 

(i) 

Medicaid Reimbursement for Administration of Vaccines under 
the Pediatric Immunization Program 

A provider may impose a charge for the 
administration of a qualified pediatric vaccine 
as stated in 1928(c)(2)(C)(ii) of the Act. Within this 
overall provision, Medicaid reimbursement to providers will 
be administered as follows. 

(ii) The State: 

sets a payment rate at the level of the regional maximum 
established by the DHHS Secretary . 

is a Universal Purchase State and sets a payment rate at 
the level of the regional maximum established in 
accordance with State law. 

X sets a payment rate below the level of the regiona l 
maximum established by the DHHS Secretary. 

is a Universal Purchase State and sets a payment rate 
below the level of the regional maximum established by 
the Universal Purchase State . 

The State pays the following rate for the administration 
of a vaccine: 

(iii) Medicaid beneficiary access to immunization is 
assured through the following methodology: 

A comparison of the Medicaid fees for administration o f 
pediatric vaccines to the administration fees paid by a 
major insurance company within the State . 

TN No. AL-94-24 
Supersedes Approval Date02/28/95 Effective Date 10_/~0_l~/~9_4 ___ _ 

TN No. ~NE=W~---
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Revisicn: li:FA-AT-80-38(BPP) 
May 22, 1980 

State ALABAMA 

Citatioo 
42 ~ 447.25(b) 
AT-78-90 

'IN#77-6 
Supersedes 
'IN # -----

4.20 Direct Payments to Certain Recipients for 
Physicians' or Dentists' Services 

Direct payments are ma:3e to certain recipients 
as specified by, an:1 in accordance with, the 
requirements of 42 CFR 447.25. 

L_/ Yes, for L.J physicians' services 

~ dentists' services 

ATI'ACHMENI' 4.20-A specifies the 
oonditioos under which such payments are 
made. 

@ Not applicable. No direct payments are 
made to recipients. 

Approval Date 5/26/78 Effective Date 9/16/77 
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Revision: HCFA-AT-81-34 (BPP) 

81- 18 

10-81 

Citation 

42 CFR 447.lO(c) 
AT-78-90 
46 FR 42699 

TN # 8 1-18 
Supersedes 
TN # 7f- 'J 

ALABAMA 

4.21 Prohibition Aaainst Reassignment of 
Provider Claims 

Payment for Medicaid services 
furnished by any provider under this 
plan is made only in accordance with 
the requirements of 42 CFR 447.10. 

-----------------------

l\pproval Da te_l l-25-~9_1 __ _ Effective Date 7-1- 81 
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Revision: HCFA-PM-94-1 (MB) 
FEBRUARY 1994 

State/ Territory: Alabama ---

, i tation 
4.22 Third Party Liability 

~2 CFR 433.137 (a) The Medicaid agency meets all requirements of: 

~902(a)(25)(H) and (I) 
)f the Act 

(1) 42 CFR 433.138 and 433.139. 
(2) 42 CFR 433.145 through 433.148. 
(3) 42 CFR 433.151 through 433.154. 
(4) Sections 1902(a)(25)(H) and (I) of the Act . 

t2 CFR 433.138(f) {b) Attachment 4.22-A --

±2 CFR 433.138(g)(l)(ii) 
:i.nd ( 2) (ii) 

: CFR 433.138(g)(3)(i) 
.d (iii) 

±2 CFR 433.138(g)(4)(i) 
:hrough (iii) 

(1) Specifies the frequency with which the data 
exchanges required in §433.138(d)(l), 
(d)(3) and (d)(4) and the diagnosis and 
trauma code edits required in §433.138(e) 
are conducted; 

(2) Describes the methods the agency uses 
for meeting the followup requirements 
contained in §433.138(g)(l)(i) and 
(g)(2)(i); 

(3) Describes the methods the agency uses for 
following up on information obtained 
through the State motor vehicle accident 
report file data exchange required under 
§433.138(d)(4)(ii) and specifies the 
time frames for incorporation into the 
eligibility case file and into its third 
party data base and third party recovery 
unit of all information obtained through the 
followup that identifies legally liable 
third party resources; and 

(4) Describes the methods the agency uses for 
following up on paid claims identified under 
§433.138(e) (methods include a procedure 
for periodically identifying those trauma 
codes that yield the highest third party 
collections and giving priority to following 
up on those codes) and specifies the time 
frames for incorporation into the 
eligibility case file and into its third 
party data base and third party recovery 
unit of all information obtained through the 
followup that identifies legally liable 
third party resources. 

No. AL-94-11 
)upersedes 

Approval Date 05/03/94 Effective Date 04/01 / 94 

~N No. AL-90-7 



Revision: December 2021         AL-21-0009 
Page 69a 

State/Territory: ALABAMA 
 
 

4.22 Third Party Liability (Continued) 
 

 
Citation 
 
42 CFR 433.139 (b) (3) 
(ii) (A) 
 
 
 
 
42 CFR 433.139(b) (3) 
(ii) (C)  
 
 
42 CFR 433.139(f)(2) 
 
 
 
42 CFR 433.139(f)(3) 
 
 
 
42 CFR 447.20 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
X 

 
 
 

(c) Providers are required to bill liable third parties when services covered 
under the plan are furnished to an individual on whose behalf child support 
enforcement is being carried out by the State IV-D agency. 
 

(d) Attachment 4.22-B specifies the following: 
 

(1) The method used in determining a provider’s compliance with the 
third party billing requirements at 433.139(b)(3)(ii)(c). 
 

(2) The threshold amount or other guideline used in determining 
whether to seek recovery of reimbursement from a liable third 
party, or the process by which the agency determines that seeking 
recovery of reimbursement would not be cost effective. 
 

(3) The dollar amount or time period the State uses to accumulate 
billings from a particular liable third party in making the decision 
to seek recovery of reimbursement. 
 

(e) The Medicaid agency ensures that the provider furnishing a service for 
which a third party is liable follows the restrictions specified in 42 CFR 
447.20. 

 
 
 
 
________________________________________________________________________________________________ 
TN No. AL-21-0009   
Supersedes     Approval Date:                  Effective Date: 12/01/21   
TN No.  AL-94-11 
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Revision: HCFA-PM-94-1 (MB) 

FEBRUARY 1994 

itation 
4.22 (continued) 

~2 CFR 433.lSl(a) 

"902(a)(60) of the Act 

1906 of the Act 

(f) The Medicaid agency has written cooperative 
agreements for the enforcement of rights to 
and collection of third party benefits 
assigned to the State as a condition of 
eligibility for medical assistance with the 
following: (Check as appropriate . ) 

State title IV-D agency. The 
requirements of 42 CFR 433.152(b) are 
met. 

Other appropriate State agency(s)--

Other appropriate agency(s) of 
another State--

X Courts and law enforcement officials. 

(g) The Medicaid agency assures that the State 
has in effect the laws relating to medical 
child support under section 1908 of the Act. 

(h) The Medicaid agency specifies the guidelines 
used in determining the cost effectiveness 
of an employer-based group health plan by 
selecting one of the following. 

The Secretary's method as provided in 
the State Medicaid Manual, Section 3910. 

X The State provides methods for determining 
cost effectiveness on Attachment 4.22-C. 

-~No. AL-94-11 
Supersedes 

Approval Date 05 / 03/94 Effective Date 04/01/94 

TN No. 86-3 HCFA 
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Revisicn: HCFA-AT-84-2 
01-84 

(BERC) 

71 

AL-84-6 

CMB No. 0938-0193 l 

State ALABAMA 

Citaticn 
42 CFR Part 434.4 
48 rn 54013 

'IN # 8 4 - 2 
Supersedes 
'IN # 7 9 -1 

4.23 Use .of Ccntracts 

'nle Medicaid agency has a:ntracts of the 
type(s) listErl in 42 CFR Part 434. All 
a:::>ntracts meet the requirements of 42 CFR 
434. 

Part 

n Not applicable. The State has rn such 
contracts. 

Afproval Date 3/9/84 Effective Date 2 -1 - 8 4 

o U.S . GOVER-">U:ST PRINTI NG Off! CE : 1 984- 42 1 -8 5~ : 1049 
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.. 

' 

f\L-!30-2 

• 

12 

Revision: OCFA-M'-80-t,2 lnPP) 
. A .. t l 1180 

nUi~U" 1 , 

State 

Citation 
· ~ 42-o'R4°42.10 

and 4\4\2.100 
"1'-78-90 
Xl'-19-l.8 
"1'-00-25 
l\l'-8 o-)'\ 

·,, l\T-80-6 l 

·, .S:i. ···F1<._3· ~S'fi 

With respect to !;\<illi:.-d nursi.r;;J .l1"lll 
intermediate c:lr\.: f;.:.:illti.c!.;, i1ll .:ir{)Hc~lc 

requirenents of '12 Ct·1t P~rt .'14], ~u!J1~r ts n 
aro c are mt-t. 

D Not applicabl~ to intermc.-dbte ~re 
fa:ilitic:.>: ~uch s~rv.i.ce~; :1rc oot 
proviG.<t und-.:r thi:: p1.-11l. 

.-

~~ f +ICfA-B7-l~ 
~up1.:r sed~:; ~o-·<, 1,roro .. ml DJ te_F_E_B_o_i_1_989 1-30-M 
•1, ,l fl (l" l' 
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Revisicn: lf:FA-AT-80-38(BPP) 
May 22, 1980 

State ALABAMA 

Citaticn 
42 CFR 431.702 
A'l'-78-90 

'™ #73-19 
Supersedes 
'lli# -----

4.25 Program for Licensing Administrators of Nursing 
Hanes 

The State has a program that, except with 
respect to Christian Science sanatoria, meets 
the requirements of 42 CFR Part 431, Subpart 
N, for the licensing of nursing ~ 
administrators. 

~roval Date 5/21/74 Effective Date 2/19/74 



74 
Revision: HCFA-PM- (MB) 

State/ Territory :---- - -----------------

tat ion 

1927(g) 4. 26 
42 CFR 456.700 

1927(g) (1) (A) 

1927(g)(l)(a) 
42 CFR 456.705(b) and 

Drug Utilization Review Program 

A.1. The Medicaid agency meets the requirements of 
Section 1927(g) of the Act for a drug use review 
(DUR) program for outpatient drug claims. 

2. The DUR program assures that prescriptions for 
outpatient drugs are: 

-Appropriate 
-Medically necessary 
-Are not likely to result in adverse medical 
results 

456.709(b) B. The DUR program is designed to educate physicians 
and pharmacists to identify and reduce the 
frequency of patterns of fraud, abuse, gross 
overuse, or inappropriate or medically 
unnecessary care among physicians, pharmacists, 
and patients or associated with specific drugs as 
well as: 

1927(g)(l)(B) 
42 CFR 456.703 
(d) and ( f) 

TN No. AL-93-13 
Supersedes 
TN No. AL-93-3 

c. 

-Potential and actual adverse drug 
reactions 

-Therapeutic appropriateness 
-Overutilization and underutilization 
-Appropriate use of generic products 
-Therapeutic duplication 
-Drug disease contraindications 
-Drug-drug interactions 
-Incorrect drug dosage or duration of drug 
treatment 
!\ ............ _ .... , 1 ---..... ..; -+...- .............. -.+-.: .......... -

- ·J.JJ.. LI.':::f-a..L....L..C:l..':::f:f ..1.lll..-t::::.L ClL l.....l.Vllt:::> 

-Clinical abuse/misuse 

The DUR program shaii assess data use against 
predetermined standa:tds whose source materials 
for their development are consistent wi t h 
peer-reviewed medical literature whi ch has been 
critically reviewed by unbiased independent 
experts and the following c ompendia: 

-American Hospital Formulary Service Drug 
Inform~tion 

-United States PharmacopP.i ri-Dn1.g 

Tnform;it.i on 
-American Medical As soc iation Drug 
Evaluations 

Approval Date 06/16/93 Effective Date 06/0i/93 
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Revision: HCFA-PM- (MB) 

State/ Territory: 

Citation 
1927(g)(l)(D) 
42 CFR 456.703(b) 

1927(g)(2)(A) 
42 CFR 456.705(b) 

1927(g)(2)(A)(i) 
42 CFR 456.705(b}, 

) - ( 7) 

1927(g)(2)(A)(ii) 
42 CFR 456.705 (c} 
and (d) 

1927(g/(2) (B) 
42 CFR 456.709(a) 

TN i~o , AL-93- lj 
Supersedes 
TN No. AL-93-3 

D. DUR is not required for drugs dispensed to 
residents of nursing facilities that are in 
compliance with drug regimen review procedures 
set forth in 42 CFR 483.60. The State has 
never-the-less chosen to include nursing home 
drugs in: 

Prospective DUR 
_X_ Retrospective DUR 

E.l. The DUR program includes prospective review of 
drug therapy at the point of sale or point of 
distribution before each prescription is filled 
or delivered to the Medicaid recipient. 

2. Prospective DUR includes screening each 
prescription filled or delivered to an 
individual receiving benefits for potential drug 
therapy problems due to: 

-Therapeutic duplication 
-Drug-disease contraindications 
-Drug-drug interactions 
-Drug-interactions with non-prescription or 
over- the - counter drugs 

-Incorrect drug dosage or duration of drug 
treatment 

-Drug allergy interactions 
-Clinical abt:se/misuse 

3 .. Prospecti~v"C DUR includes counseling for IV1edicaid 
recipients based on standards established by 
State law and maintenance of patient profiles. 

F.l . The DUR program includes retrospective DUR 
through its mechanized drug claims processing 
and information retrieval system or otherwise 
which undertakes ongoing periodi c examination 
of claims data and other records to identify: 

-Patterns of fraud and abuse 
-Gross overuse 
- Inappropriate or medically unnece::::>8ar:y care 

among physicians, pharmacists , Meriicairi 
rec i pients, or a s soci a ted with s pecific d1·u9s 
or groups of drugs. 

Approval Date 06/ 16/93 Effective Da t e 06/01 / 93 
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74h 
• 'Revision: HCFA-PM- (KB) 

STATE/TERRITORY: ---- ··----------
Citation 
1927(g)(2)(c) 
42 CFR 456.709(b) 

1927(g) (2) (D) 
42 CFR 456. 711 

1927(g) (3) (A) 
42 CFR. 456.716(a) 

1927 ( g)(3 )(B) 
42 CFR 456.716 
(A) AND (B) 

1927 ( g)(3 )( C) 
42 CFR 456.716(d) 

.fN No. AL-96-13 
, Supersedes 

TN No. ~-93-13 

F.2. The DUR program assesses data on drug use 
~gainst @xplicit predetermined standards 
including but not limited to monitoring fora 

-Therapeutic eppropriateness 
-overutilization and underutilization 
-Appropriate ·use of generic products · 
-Therapeutic duplication· 
-Drug-disease contraindications 
-Drug interactions 
-Incorrect drug dosage/duration of drug 

treatment 
~Clinical ~use/misuse 

3. The DUR program through its State DUR Board, 
using data p1·ovided by th'! Board, provides for 
active and ongoing educational outreach programs 
to educate p1·actitioners on common drug therapy 
problems to improve prescribing and dispensing 
practices. 

G.l. The DUR program has established a State DUR 
Board eithers 
_x_ Directly, or 

Under contract with a private 
organization 

2. The DUR Board membership includes health 
professionals (one-third licensed actively 
practicing pharmacists and one-third but no 
more than 51 percent licensed and actively 
practicing physicians) with knowledge 
and experience in one or more of the following: 

- Clinically appropriate prescribing of covered 
outpatient drugs. 

- Clinically appropriate dispensing and 
monitoring of covered outpatient drugs. 

- Drug use review, ~valuation and intervention. 
- tfedical quRlity assurance. 

3. The ~ctivities of the DUR Board include: 

-Retrospective DUR, 
-Application of Standards as defined in 
section 1927(g)(2)(c), and 

-ongoing interventions for physicians and 
pharmacists targeted toward therapy problems or 
individuals identified in the course of 
retrospective DUR • 

Approval Date Effective Date 10-01-96 . 
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Revision: HCFA-PM-Section 4.26                  (MB)     OMB 

STATE / TERRITORY      Alabama 

Citation 

1927 (g) (3) (C) 

42 CFR 456.711 

(a)-(d) 

 G.4. The interventions include in appropriate instances: 

  - Information dissemination 

  - Written, oral and electronic reminders 

  - Face-to-Face discussions 

  - Intensified monitoring/ review of prescribers/ dispensers 

1927 (g) (3) (D) 

42 CFR 456.712 

(A) and (B) 

 H.         The State assures that it will prepare and submit an annual report to 

             the Secretary, which incorporates a report from the State DUR      

             Board, and that the State will adhere to the plans, steps, procedures  

             as described in the report.  

1902(a)(85) and Section 

1004 of the Substance 

Use-Disorder Prevention 

that Promotes Opioid 

Recovery and Treatment 

for Patients and 

Communities Act 

(SUPPORT Act) 

 

 I. Claim Review Limitations 

- Prospective safety edits on opioid prescriptions to address days’ supply, early 

refills, duplicate fills and quantity limitations for clinical appropriateness. 

- Prospective safety edits on maximum daily morphine milligram equivalents 

(MME) on opioids prescriptions to limit the daily morphine milligram equivalent 

on opioids prescription to limit the daily morphine equivalent (as recommended 

by clinical guidelines). 

- Retrospective reviews on opioid prescriptions exceeding these above limitations 

on an ongoing basis. 

- Retrospective reviews on concurrent utilization of opioids and benzodiazepines 

as well as opioids and antipsychotics on an ongoing periodic basis. 

             

Programs to monitor antipsychotic medications to children.  Antipsychotic                    

agents are reviewed for appropriateness for all children including foster children 

based on approved indications and clinical guidelines. 

 

Fraud and abuse identification:  The DUR/Lock-In program has established a 

process that identifies potential fraud or abuse of controlled substances by 

enrolled individuals, health care providers and pharmacies. 

 

1927 (h) (1)  

42 CFR 456.722  

 X I.1 The State establishes, as its principal means of processing claims for 

             covered outpatient drugs under this title, a point-of-sale electronic claim 

             management system to perform on-line: 

 - real time eligibility verification 

 - claims data capture 

 - adjudication of claims 

 - assistance to pharmacies, etc. applying for and receiving payment. 

1927 (g) (2) (A) (i)  

42 CFR 456.705 (b)  

 

X 2. Prospective DUR is performed using an electronic point of sale drug claims 

processing system. 

1927 (j) (2)  

42 CFR 456.703 (c) 

 

 J. Hospitals which dispense covered outpatient drugs are exempted 

             from the drug utilization review requirements of this section when 

             facilities use drug formulary systems and bill the Medicaid 

program no more than the hospital’s purchasing cost for such covered outpatient 

drugs. 

 

 

________________________________________________________________________________________________________ 

TN No. AL-19-0010 

Supersedes    Approval Date   01/13/20   Effective Date   10/01/19 

TN No. AL-96-13   
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._ Revisioo: OCFA-AT-80-38 (BPP) 
May 22, 1980 

Citatioo 
42 CFR 431.115(c) 
AT-78-90 
AT-79-74 

'IN I 79-18 
Supersedes 
'mi -'------

ALABAMA 

4.27 Disclcsure of Survey Informaticn ard Provider 
or Contractor Evaluation 

The ~icaid agency has established procedures 
for disclosing pertinent fiooings obtained 
fran surveys and provider and (X)ntractor 
evaluations that meet all the requirements in 
42 CFR 431.115. 

Afproval Date 12/21/79 Effective Date 10/ 15/79 



Revision: HCFA-PM-93-1 
January 1993 

76 

(BPD) 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Citation 4 . 28 Appeals Process 

42 CFR 431.152; 
AT-79-18 
52 FR 22444; 
Secs. 
l902(a)(28)(D)(i) 
and 1919 (e)(7) of 
the Act; P.L. 
100-203 (Sec. 42ll(c). 

TN No. AL-93-11 

(a) The Medicaid agency has 
established appeals procedures 
for NFs as specified in 42 CFR 
431.153 and 431.154. 

(b) The State provides an appeals 
system that meets the requirements 
of 42 CFR 431 Subpart E, 42 CFR 
483.12, and 42 CFR 483 Subpart E 
for residents who wish to appeal a 
notice of intent to transfer of 
discharge from a NF and for individ­
uals adversely affected by the 
preadmission and annual resident 
review requirements of 42 CFR 483 
Subpart C. 

Supersedes Approval Date 05/26/93 Effective Date 05/ 01 / 93 
TN No. AL-88-23 



New: HCF A-PM-99-3 
JUNE 1999 

77 

State: _ _ ____ ~A=la=b=am~a _ _ _______ _ 

Citation 

1902(a)(4)(C) of the 
Social Security Act 
P.L. 105-33 

1902(a)(4)(D) of the 
Social Security Act 
P.L. 105-33 
1932(d)(3) 
42 CFR 438.58 

TN No. AL-03-07 
Supersedes 
TN No. AL-79-7 

4.29 Conflict of Interest Provisions 

The Medicaid agency meets the requirements of 
Section 1902( a)( 4)(C) of the Act concerning the 
prohibition against acts, with respect to any activity 
under the plan, that is prohibited by section 207 
or 208 of title 18, United States Code. 

The Medicaid agency meets the requirements of 
1902(a)(4)(D) of the Act concerning the safeguards 
against conflicts of interest that are at least as 
stringent as the safeguards that apply under section 
27 of the Office of Federal Procurement Policy Act 
(41 U.S.C. 423). 

Approval Date 12123/03 Effective Date 9/0 1103 



Revision: HCFA-PK-87-14 
OCTOBER 1987 

State/Territory: 

78 

(BERC) 

ALABAMA 

AL-88-2 

OKB No.: 0938-0193 

Citation 
42 CFR 1002.203 
AT-79-54 

4.30 Exclusion of Providers and Suspension of 
Practitioners and Other Individual~ 

48 FR 3742 
51 FR 34772 

(a) All requirements of 42 CFR Part 1002, Subpart B are 
mljt. 

[_I The agency, under the authority of State law, 
imposes broader sanctlons. 

TN No MG£A::a7-14' Al- ~-J-... FEB o 2 1988 1-30-88 Superse~~sO"'f" Approval 
TN No. ~-14 

11-L- t3 -I~ 

Date Effective Date 

HCFA IO: 1010P/0012P 

~ -ACf-~ 
f "1\1\1\a.. 



Revision: HCFA-AT-87-14 
OCTOBER 1987 

S tateff erri to ry: 

Citation 

1902(p) of the Act 

42 CFR 438.808 

1932(d)(I) 
42 CFR 438.610 

TN No. AL-03-07 
Supersedes 
TN No. AL-92-13 

(b) 

78a 

(BERC) OMB No.: 0938-0193 

Alabama 

The Medicaid agency meets the requirements of -

(1) 

(2) 

Section I 902(p) of the Act by excluding from 
participation-

(A) At the State's discretion, any individual 
or entity for any reason for which the 
Secretary could exclude the individual 
or entity from participation in a program 
under Title XVIII in accordance with 
sections 1128, 1128A, or 1866(b)(2). 

(B) An MCO (as defined in section I 903(m) 
of the Act), or an entity furnishing 
services under a waiver approved under 
section I 915(b )(I) of the Act, that -

(i) Could be excluded under 
section l I 28(b )(8) relating to 
owners and managing 
employees who have been 
convicted of certain crimes or 
received other sanctions, or 

(ii) Has, directly or indirectly, a 
substantial contractual 
relationship (as defined by the 
Secretary) with an individual or 
entity that is described in 
section I I 28(b )(8)(B) of the 
Act. 

An MCO, PIHP, PAHP, or PCCM may not have 
prohibited affiliations with individuals (as 

defined in 42 CFR 438,61 O(b)) suspended, or 
otherwise excluded from participating in 
procurement activities under the Federal 
Acquisition Regulation or from participating in 
non-procurement activities under regulations 
issued under Executive Order No.12549 or 
under guidelines implementing Executive Order 
No. 12549. If the State finds that an MCO, 
PCCM, PIPH, or P AHP is not in compliance the 
State will comply with the requirements of 42 
CFR 438.610(c). 

Approval Date 12/23/03 Effective Date 9/01/03 



Revision: HCFA-AT-87-14 
OCTOBER 1987 

State/Territory: 

Citation 
1902(a)(39) of the Act 
P.C.. 100-93 
(sec. a ( f)) 

78b 

(BERC) 

ALABAMA 

AL-88-2 

OKB No.: 0938-0193 
4. 30 Continued 

(2) Section 1902(a)(39) of the Act by--

(A) Excluding an individual or entity from 
participation for the period specified by 
the Secretary, when required by the 
Secretary to do so in accordance with 
sections 1128 or 1128A of the Act; and 

(B) Providing that no payment will be made with 
respect to any item or service furnished by 
an individual or entity during this period. 

(c) The Medicaid agency meets the requirements of--· 

1902(a)(41) 
of the Act 
P.L. 96-272, 
(sec. 308(c)) 

1902(a)(49) of the Act 
p. [., 100-93 
(sec. 5 (a) ( 4) ) 

TH No. ~HPc 
Supersedes 
TN No. 

(1) Section 1902(a)(41) of the Act with respect to 
prompt notification to HCFA whenever a provider 
is tenninated, suspended, sanctioned, or 
otherwise excluded from participating under 
this State plan; and 

(2) Section 1902(a)(49) of the Act with respect to 
providing information and access to infonnation 
regarding sanctions taken against health care 
practitioners and providers by State licensing 
authorities in accordance with section 1921 of 
the Act. 

Effective Date 1-30-88 

HCFA ID: 1010P/0012P 



AL-88-2 
79 

Revision: HCFA-PH-87-14 (BERC) OHB No.: 0938--0193 
__., OCTOBgg 1987 

State/Terd tory: ALABAMA 

Citation 
455 . lOJ 
44 FH 41644 
1902(a) (38) 
of the Act 
P.L. 100-93 
(sec. S(f)) 

435.940 
tht"ough 435. 960 
52 FR 5967 

4.31 Disclosure of !nfonnation by Pt"oviders and__.E_isc~ents 
The Medicaid agency has established procedures for the 
disclosure of infonnation by providers and fiscal 
agents as specified in 42 CVR 455.104 through 455.106 
and sections 1128(b)(9) and 1902(a)(J8) of the Act. 

4.32 Income and EliKibi_tity Verification Syst~~ 

(a) The Medicaid agency has established a system for 
income and eligibility verification in accordance 
with the requirements of 42 CFR 435.940 through 
435.960. 

(b) ATTACHMENT 4.32-A describ~s. in accordance with 
42 CFR 4J5.948(a)(6). the information that will be 
requested in order to verify eligibility or the 
correct payment amount and the a~encies and the 
State(s) from which that lnfonnatlon will be 
requested. 

TM No. HCfA 87 14 Al· cci- & ~ ~ ") ff'tS 0 t 1989 
Supet"sedes Approval Date Effective Date _ 1_-_3_0_-8_8 __ 
T!l Mo. A'--87-23 ----

HCFA ID: 1010P/0012P 
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AL-88-2 

79& 

Revision: HCFA-PK-87-14 (BERC) OKB No.: 0938-0193 
OCTOBER 1987 

ALABAMA 
State/Terrltory: 

Cltatlon 
l902(a)(48) 
of the Act, 
P. L. <J9-5 70 
(Section 11005) 
P.L 100-<JJ 
(sec. 5(a)(3)) 

4.33 Medicaid Eligibility Cards for Homeless Individuals . 

(a) The Kedlcaid agency has a method for making cards 
evidencing eligibility for medical assistance 
available to an individual eligible under the 
State's approved plan who doos not reside in a 
pennanent dwelling or does not have a flxed home or 
mailing address. 

(b) ATTACHM~NT 4.33-A specifies the method for issuance 
of Medicaid eligibility cards to homeless 
individuals. 

TM No. ':±ifEA=87-lit-AL·1Si-~ ~ \-\~FA ?P~q§ 2 1988 Supersedes Approval Date Effective Date 1-30-88 
TM Mo. AL-87-14 

HCFA ID: 1010P/0012P 

'ti U.S. OOV£RNMENT l"RllffiNO OfflCE: 1987- 2 0 1 - 8 \ 8 I 6 0 It 3 7 
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79b 

Revision: HCFA-PK-88- 10 (BERC) 
SE;PTF:M!:IER B88 

OMB No.: 09JB-0193 

State/Terdtot"y: ALABAMA 

f itati9,!l 
1137 of 

. the Act 

P.L. 99-603 
(sec. 121) 

TN No. AL - 8 8 - 2 3 
Supet"sedes_

1 1 
TN No.~ 

4.34 ~ystematlc Alien Verification for F.ntltlements 
The State Medicaid ag•:mcy has estalili::;hed procedures 
for the verification of alien ztatus through the 
Immigration & Naturalization Service (INS) designated 
system, Systematic Alien VerifLcation for EntLtlements 
(SAVE), effective October 1, 1988. 

I I The State Medicaid a~ency has elected to 
participate in the option period of October 1, 1987 
to September 30, 1988 to verify alien status 
through the INS designated system (SAVE). 

L/ The State Medicaid agency has received the 
following type(s) of waiver from participation in 
SAVE. 

!__I Total waiver 

!__I Alternative system 

!__I Partial implementation 

Approval Date JAN 0 6 199~ Effective Date l 2- 31 -88 

'-({ M'~_,__.,C 1;)._/;v/ q, '{ HCFA ID: lOlOP/0012? 



79c 

Revision: HCFA-·PK-90- 2 (BPD) 
JANUARY 1990 

OKS No.: 0938-0193 

ALABAMA 
Sta te/Tet"t"i tot"y: 

Citation 

1919(h) ( l) 
;md (2) 

of the Act, 
P . L. 100-203 
(Sec . 4213(a)) 

4.35 Remedies fat" Skilled Nut"sing and !ntennediate Cat"e 
Facilities that Do Not Meet Reguit"ements of 
~at"tic ipat ion 

(a) The Medicaid agency meets the t"equit"ements of 
section 1919(h)(2)(A) tht"ough (0) of the Act 
concet"ning t"emedies fat" skilled nut"sing and 
intennediate cat"e facilities that do not meet one 
at" mot"e t"equit"ements of pat"ticipation. 
ATTACHMENT 4.35-A desct"ibes the Ct"itet"ia fO[" 
applying the t"em&dies specified in section 
1919(h)(2)(A)(i) tht"ough (iv) of the Act. 

I I Not applicable to intennediate cat"e facilities; 
these set"Vices at"e not furnished undet" this plan. 

!i,,J( (b) The agency uses the following t"emedy(ies): 

(l) Denial of payment fat" new admissions. 

(2) Civil money penalty . 

(3) Appointment of tempot"at"y management. 

(4) !n emet"gency cases, closut"e of the facility 
and/at" tt"ansfet" of t"esidents. 

19l9(h)(2)(B)(ii) I I (c) The agency establishes alternative State t"emedies 
of the Act lo the specified Fedet"al t"emedies (except fot" 

tennination of pat"t ic ipat ion) . ATTACHMENT 4. 35-B 
desct"ibes these alternative t"emedies and specifies 
the basis fot" theit" use . 

1919(h)(2)(F) I I (d) The agency uses one of the following incentive 
of the Act pt"ogt"ams to t"ewat"d skilled nut"sing at" intennediate 

cat"e facilities that furnish the highest quality 
cat"e to Medicaid t"esidents: 

I I (1) Public t"ecognition . 

I I (2) Incentive payments. 

TN~ A_L- 90 -7 
Supet"sedes 
TN No. n/a 

Appt"ova l Dale 5/ 22 /9i ' Effective Date 5/01/90 

HCFA ID: 1010P/0012P 

\ ., 



79c.1 
' Revision: HCFA-PM-95-4 (HSQB) 

JUNE 1995 
AL-95-20 

STATE/TERRITORY: ALABAMA 

Citation 4.35 Enforcement of Compliance for Nursing Facilities 

42 CFR 
§488. 402 ( f) 

42 CFR 
§488.434 

42 CFR 
§488.402(f)(2) 

42 CFR 
§488.456(c)(d) 

42 CFR 
§488.488.404(b)(l) 

TN No. AL-95-20 
Supersedes 
TN No. New ----

(a) Notification of Enforcement Remedies 

When taking an enforcement action against a non-State oper­
ated NF, the State provides notification in accordance with 
42 CFR 488.402(f). 

(i) The notice (except for civil money penalties and State 
monitoring) specifies the: 

(1) nature of noncompliance, 
(2) which remedy is imposed, 
(3) effective date of the remedy, and 
(4) right to appeal the determination leading to the 

remedy. 

(ii) The notice for civil money penalties is in writing and 
contains the information specified in 42 CFR 488.434. 

(iii) Except for civil money penalties and State monitoring, 
notice is given at least 2 calendar days before the 
effective date of the enforcement remedy for immediate 
jeopardy situations and at least 15 calendar days 
before the effective date of the enforcement remedy 
when immediate jeopardy does not exist. 

(iv) Notification of termination is given to the facility 
and to the public at least 2 calendar days before the 
remedy's effective date if the noncompliance consti­
tutes immediate jeopardy and at least 15 calendar days 
before the remedy's effective date if the noncompli­
ance does not constitute immediate jeopardy. The 
State must terminate the provider agreement of an NF 
in accordance with procedures in parts 431 and 442. 

(b) Factors to be Considered in Selecting Remedies 

(i) In determining the seriousness of deficiencies, the 
State considers the factors specified in 42 CFR 
488.404(b)(l) & (2). 

The State considers additional factors. Attach­
ment 4.35-A describes the State's other factors. 

Approval Date Effective Date 07-01-95 



79c.2 
Revision: HCFA-PM-95-4 (HSQB) 

JUNE 1995 
AL-95-20 

STATE/TERRITORY: 

Citation 

42 CFR 
§488.410 

42 CFR 
§488.417(b) 
§1919(h)(2)(C) 
of the Act. 

42 CFR 
§488.414 
§1919(h)(2)(D) 
of the Act. 

42 CFR 
§488.408 
§1919(h)(2)(A) 
of the Act. 

42 CFR 
§488.412(a) 

42 CFR 
§488.406(b) 
§1919(h) (2) (A) 
of the Act. 

TN No. AL-95-20 
Supersedes 
TN No .N _"""e_w __ _ 

(c) Application of R~medies 

(i) If there is immediate jeopardy to resident health or 
safety, the State terminates the NF's provider agree­
ment within 23 calendar days from the date of the last 
survey or immediately imposes temporary management to 
remove the threat within 23 days. 

(ii) The State imposes the denial of payment (or its 
approved alternative) with respect to any individual 
admitted to an NF that has not come into substantial 
compliance within 3 months after the last day of the 
survey. 

(iii) ~he State imposes the denial of payment for new 
admissions remedy as specified in §488.417 (or 
its approved alternative) and a State monitor as speci­
fied at §488.422, when a facility has been found to 
have provided substandard quality of care on the last . 
three consecutive standard surveys. 

(iv) The State follows the criteria specified at 42 CFR 
§488.408(c)(2), §488.408(d)(2), and §488.408(e)(2), 
when it imposes remedies in place of or in addition 
to termination. 

(v) When immediate jeopardy does not exist, the State 
terminates an NF's provider agreement no later than 6 
months from the finding of noncompliance, if the condi­
tions of 42 CFR 488.412(a) are not met. 

(d) Available Remedies 

(i) The State has established the remedies defined in 
42 CFR 488.406(b). 

x (1) Te nnina ti on 
x (2) Temporary Management 
x (3) Denial of Payment for New Admissions 
x (4) Civil Money Penalties 
x (5) Transfer of Residents; Transfer of 

Residents with Closure of Facility 
x (6) State Monitoring 

Attachments 4.35-B through 4.35-G describe the criteria for 
applying the above remedies. 

Approval Date 8--13-95" Effective Date 07-01-95 



79c.3 
Revision: HCFA-PM-95-4 (HSQB) 

JUNE 1995 
AL-'95-20 

STATE/TERRITORY: ALABAMA 

Citation 

42 CFR 
§488.406(b) 
§1919(h)(2)(B)(ii) 
of the Act. 

42 CFR 
§488.303(b) 
§1910(h) (2) (F) 
of the Act. 

TN No. AL-95-20 
Supersedes 
TN No. _Ne_w __ _ 

(ii) The State uses alternative remedies. The State 
has established alternative remedies that the 
State will impose in place of a remedy specified 
in 42 CFR 488.406(b). 

(1) Temporary Management 
(2) Denial of Payment for New Admissions 
(3) Civil. Money Penalties 
(4) Transfer of Residents; Transfer of 

Residents with Closure of Facility 
(5) State Monitoring 

Attachments 4.35-B through 4.35-G describe the alternative 
remedies and the criteria for applying them. 

(e) 

(1) Public Recognition 
(2) Incentive Payments 

Approval Date 6·-2.3-95' Effective Date 07-01-95 
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Revision: HCFA-PM-91- 4 

ACGL'ST 1991 
(BPD) O~B No.: 0938-

State/Territory: 
ALABf..MA 

Citation 4.36 Requ!red Coordination Betwee~ the Medicaid and WIC 
Programs 

1902(a) ( 11) (C) 
and 1902(a)(53) 
of the Act 

TN No. AL-91-36 

The Medicaid agency provides for the coordination 
between the Medicaid program and the Special 
Supplemental Food Program for Women, Infants, and 
Children (WIC) and provides timely notice and 
referral to WIC in accordance with section 1902(a}(53) 
of the Act. 

Supersedes Approval Date 
TN No. New 

10- 2-92 Effective Date 01/01/92 

-------- HCFA ID: 7982E 



Revl1lon1 HCFA-PM-91- 10 
D!C!MB!J. 1991 

ltat•/Territory1 

Citation 
,2 CJR 483.751 42 
crR 483 Subpart 01 
Sec•. 1902(&)(28), 
19 19 ( • ) ( l ) & nd ( 2 ) t 

&nd 1919 ( f) ( 2) I 

P.L. 100-203 (S.c, 
4211(&) (3))1 P.L. 
101-239 (Sec•. 
690 l ( b) ( 3) and 
(4))1 P.L. 101-508 
(S.c. 480l(a)). 

4,39 

x 

x 

7tn 

(IPD) 

State of AlabarM 

Nur•• Aid• Trainln9 and Comtrt•ncy 
!valuation tor Nur•inq racl ti•• 

(a) Th• State u1ur•• that th• 
requirement• of 42 C1'R 
483.150(a), which relate to 
individual• deemed to meet th• 
nur•• aid• traininq and 
cocapetency evaluation 
requir~nt•, are met. 

(b) Th• State waive• the c~ency 
evaluation requir ... nt1 for 
individual• who meet the 
requir..-nt1 of 42 en 
483.lSO(b)(l). 

(c) Tl\• State deema lndJ.viduai. vho 
meet th• nqutr..nt1 of 42 a. 
483.150(b)(2) to have Mt the 
nur1e aid• traininG and 
competency evaluation 
requir...nt1. 

(d) The Stat• specif!•• any DurH 
aide train~ and competency 
evaluation pr09ram. it approve• 
a.1 meetin9 the requiremeat1 of 
42 CFR 483.152 and competency 
evaluation pr09rama it approve• 
a1 meetinq the requirement• of 
42 en 4-83.154. 

(•) Th• State offer1 a nur•• aide 
tra1nin9 and competency 
evaluation pr09raa that lflfMtl 
th• requirement• of 42 era 
483.152.·;, ...... ·" 

(f) Th• State offer1 a nur•• aide 
competency evaluation prQ9r&a 
that meet• th• requirement• of 
42 en 483.154. 

TN No. __AL..._92-13 
Superee~ Approval Date 8 I 2 7 I 9 2 Effective Da;ilJL D 1 l99L 
TN No. 



Rev111on1 KCFA-nc-11- 10 
O!CP".MB!R 1991 

790 
(IPD) 

State/Terr1tory1 ALABAMA 

Ci tat 1.on 
,2 CrR .83.751 42 
CFR 483 Subpart 01 
Sec•. 1902 (a.) ( 2 8) , 
1919(•)(1) and (2), 
and 1919 ( f) ( 2) , 
P.L. 100-203 (Sec. 
42ll(a)(3))1 P.L. 
101-239 (Sec•. 
690l(b)(l) and 
(4))1 P.L. 101-508 
(Sec. 480 l (a) ) • 

TN No. AL-92-13 
Supersede• 
TN No. 

(h) 

( i) 

(j) 

(k) 

( l) 

Approval Da.te 

If the State do.a not chooae to 
otter a nur•• aide trainin9 and 
competency evaluation program or 
nur•• aide cocn~t•ncy evaluation 
proqra.m, the State review• all 
nur•• aide trainin9 and 
competency evaluation pro9rat111 
and competency evaluation 
proqraiu upon r•qu••t. 

Th• State 1urvey 19ency 
d•t•rmine1, durlf\9 the court• of 
all •urvey1, whether the 
requir~nt1 of 483.75(•) are 
met. 

Before approving a nur•• aid• 
training and competency 
•••luation pr~ra.m, the State 
determine• ... wh•th•r the . _ 
requirement• of 42 CP'R 483.152 
a.re .. t. 

Before approvintJ a nur1• aide 
competency evaluation progra.m, 
the State determine• whether the 
requirement• of 42 CFR 483.154 
a.re Det. 

ror program review• other tha.n 
the initial revir.1, the State 
vi•it• the entity providin9 th• 
prograa. 

The State doe• not approve a 
nurae aid• trainin9 and -- _, 
competency evaluation program or 
cocpetency .Valuation proqra.m 
offered by or in certain 
facilltie1 a1 described in 42 
CFR 483.151(b)(2) and (3). 

8/27/92 Effective oaJ!Jl 0 1 1992 



Revi•ion1 HCFA-PM-91-10 
O!C!M!!l 1991 

79p 
(IPD) 

State/Territory1 State of Alabana 

Ci.tatlon 
42 crR 4aJ.7S1 42 
crR 48J Subpart OJ 
Sec•. l902(a)(28), 
l 919 ( •) ( l) and ( 2 ) , 
and l 919 ( O ( 2 ) , 
P.L. 100-203 (Sec. 
4211(a)(3))1 P.L. 
101-239 (Sec•. 
6901 (b) ( 3) and 
(4))1 P.L. 101-508 
(S9C. 480l(a)). 

TN No. At-92-13 
Supersede• 
TN No. 

(m) 

( n) 

(o) 

(p) 

x (q) 

(r) 

Approval Date 

The State, wlthin 90 day1 ot 
re<:eivln9 a r•qu••t tor approval 
ot a nur1• aide trainin9 and 
cocnpetency evaluation pr09rlJll or 
competency evaluation pr09raa, 
either advi••• the requeator 
whether or not the pr09ram h&a 
been approved or reque•t• 
additional information froai the 
reoqueator. 

The Stat• doe• not grant 
approval of a nur•• aide 
t..raininq and COalpetenc:y 
evaluation pr"09raa for a period 
lon~•r than 2 y•a.r•. 
The State review• program• when 
notified of INb•tantiv• c1\&n9e• 
(e;9., •xt•n•iv• c:urriculwa 
DOdif ication). 

·~ . 
The State withdrawa a~roval 
froca nur•• aid• train11\9 and 
competency evaluation P&"091'~ 
and comp.tency evaluation 
pr09raiu when the program 19 
de11er ibed in 42 en 
483.151(b)(2) or (l). 

Th• State withdraw• approval of riur•• aid• training and 
COCDpet•ncy evaluation programa 
that ce&H to meet the 
requirement• of 42 Cl'R 483.152 
and competency evaluation 
prograas that c•a.. to !D89t the 
requirement• of 42 CJ'R 48~.154. 

The State withdraw• approval of 
nur•• aid• traininq and 
C0CDp9t•ncy evaluation pr09rama 
and eoepetency evaluation 
pr09raiu th.at do not permit 
unannounced viait• by the State. 

8/27/92 lffectiv• OatJUl 0 1 1992 



~•vieiona ecrA-PH-91-10 
DECEMBER 1991 

State/Terrltory1 

Cltatlon 
42 cfR 483.751 42 
crR 483 Subpart 01 
Sece. 1902(a)(28), 
19 19 ( • ) ( 1 ) and ( 2 ) , 
and 19 l 9 ( f) ( 2 ) , 
P.L. 100-203 (Sec. 
42ll{a)(3))1 P.L. 
101-239 (Sece. 
690l(b) (3) and 
(4))1 P.L. 101-508 
(S9C. 480l(a)). 

x 

79q 
(IPD) 

State of Al aMJM 

(•) When th• State wlthdraw• 
approval trom a nure• aide 
traininq and competency 
evaluation proqram or competency 
evaluation proqram, th• State 
notif 1•• the pr09ram in writinq, 
indicatinq th• reaeone tor 
withdrawal of approval. 

(t) The Stat• permit• etudent• who 
have •tarted a trainin9 and 
compete~ evaluation pr09raa 
froa vhic approval 19 withdrawn 
to finieh the program. 

(u) The Stat• provide• for the 
rei.Dbur•ement of co•t• incurred 
in caapletift9 a nur .. ai~ 
train~ and coaspetency 
evaluat on prograa or competency 
evaluation pt09r .. for nur•• 
aide• who become employed by or 
who obtain an offer of 
employment frOal a facility 
vithln 12 snontha of completin9 
aucb program. 

(v) The State provide• advance 
notice that a record of 
•ueeeaeful ~letion of 
competency eva uation will be 
included in the Stat•'• nuree 
aide reqiatry. 

·(w) Competency evaluation program• 
&re ad.ml.nietered by the State or 
by a State-approve~f entity which 
i• . neither a •killed nurein9 
facility participatift(J in 
Medicare nor a nurein9 facility 
pa.rticipatin9 in Medicaid. 

(x) The state permit• proctoring of 
the competency evaluation in 
accordance with 42 CrR 
483. l54(d). 

(y) The State hae a etandard !or 
eucceeeful completion of 
competency evaluation programs. 

TN No.Al 92 16 
Supersede& 
TN No. 

Approval Date _8_1_2_7_1_9_2 __ Effective DatJUL a l 199 



Revlalon1 HCFA-PM-91- 10 
OECEMB!R 1991 

State/Terrltory1 

C!.tatlon 
~2 CFR 483.751 42 
crR 483 Subpart o1 
seca. 1902(a)(28), 
1919 ( •) ( l) and ( 2) , 
and 1919 ( f ) ( 2 ) , 
P.L. 100-203 (Sec, 
4211(a)(3))1 P.L. 
101-239 (Sec•. 
690l(b) (3) and 
(4))1 P.L. 101-508 
(Sec • 4 80 l (a) ) • 

x 

79r 
(8PD) 

State of .aJ.abama 

(&) The Stat• !.ncludea a record of 
•ucceeatul cornpletlon ot a 
co<npetency evaluatlon wlthln 30 
day• of the date an lndlvidual 
la found cocnpetent. 

( 11) The State i.JnpoHa a maxitnwn upon 
th• number of ti.me• an 
individual may take a cocnpeteney 
evaluatlon pr09r&J11 (any maxi.mum 
impo••d i• not l••• than 3). 

(bb) 

(cc) 

(dd) 

(ee) 

(ff) 

Th• State ~aintain• a nur•• al.de 
re<Ji•try that meet• the 
requirecnent• in 42 CFR 483.156. 

Th• State include• home health 
aid•• oa the regi•try. 

Th• State contract• th• 
operation of the re9iatry to a 
non State entity. 

ATTACHMIJfT 4.38 contain• the 
Stat•'• de•er{ption ot reqi•try 
information to be disclosed in 
addition to that required in 42 
CVR 483.156(c)(l)(iii) and (iv). 

ATTACHMENT 4.38-A contain• th• 
State'• deacrlpt!on of 
inf ort11Ation included on the 
r89iatry in addition to. the 
information required by 42 CYR 
483 .156(c). 

TN No. _AL.~2 -13 
Supersede& Approval Date 8 I 2 7 I 9 2 Effectlve oaJLJ[ 0 1 1992 
TN No. 



79s 

Revision: HCFA-PM-93-1 (BPD) 
January 1993 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/ Territory: 

Citation 
Secs. 
1902(a)(28)(D)(i) 
and 1919(e)(7) of 
the Act; 
P. L. 100-203 
(Sec . 4211 ( c) ; 
P.L. 101-508 
(Sec . 4801 ( b) . 

Alabama 

4.39 Preadmission Screening and Annual 
Resident Review in Nursing Facilities 

(a) The Medicaid agency has in effect a 
written agreement with the State 
mental health and mental retardation 
authorities that meet the require­
ments of 42 CFR 431 . 62l(c). 

(b) The State operates a preadmission 
and annual resident review program 
that meets the requirements of 42 
CFR 483.100-138. 

(c) The State does not claim as 
"medical assistance under the State 
Plan" the cost of services to indi­
viduals who should receive preadmis­
sion screening or annual resident 
review until such individuals are 
screened or reviewed . 

(d) With the exception of NF serv ices 
furnished to certain NF residents 
define d in 42 CFR 483.118(c)(l), 
t h e State does not claim as "medi­
cal assistance under the State 
Plan" the cost of NF services to 
individuals who a r e found not to 
require NF services. 

__lL_ (e) ATTACHMENT 4 . 39 spec i fies the 
State's def i nition of specialized 
services. 

TN No. AL-93-11 
Super s edes App roval Date 05 / 26/ 93 Effec tive Date 05/ 01 / 93 
TN No. New 



Revision: HCFA - PM-93-1 
January 1993 

79t 

(BPD) 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

S t ate / Territory: 

x 

Alabama 
4.39 (Continued) 

( f) Except f or residents identified in 
42 CFR 483.llB(c)(l), the St ate 
mental health or mental retardation 
authority makes categorical determi­
nations that indi v iduals with cer­
tain mental conditions or levels or 
severity of mental illness would 
normally require specialized servic­
es of such an intensity that a 
specialized services program could 
not be delivered by the State in 
most, if not all, NFs and that a 
more appropriate p l acement should 
be utilized. 

(g) The State describes any categor ical 
determination it applies in ATTACH­
MENT 4.39-A. 

TN No . AL-93-11 
Supe rsedes Approval Date 05 /2 6/ 93 Effective Date P2LQ~L9 3 

TN No. New 
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HCFA-PM-92-3 (HSQB) OHS No.: 
. .\PRIL 1992 

State/Terri.tor-;: ALABAMA 

c~:at:..on 

Sec:..:.ons 
:919(g)(l) 
::hr:.: (2) and 
1919(g)(4) 
thru (5) of 
the Act P.L. 
100-203 
(Sec. 
4212 (a) ) 

1919(g) (1) 
(8) of the 
Ac:. 

1919(g)(l) 
(CJ of the 
Act 

l919(g) (l) 
(C) of the 
Ac:. 

1919(g)(l) 
(C) of the 
Ac:. 

1919(g)(l) 
(C) of the 
Ac:. 

TN No. AL-93-5 
Supersedes 
-:-:: ~lo. New 

4.40 Survev & Cert~:~cation Process 

(a) 

(b) 

(c) 

( d) 

(e) 

( f) 

Approval Date 

The State assures that the requirements of 
1919(g) (li(A) through (C) and section 
1919(g) (2)(A) through {E) (iii) of the Act 
which relate to the survey and 
certif icat~on of non-State owned 
facilities based on the requirements of 
section 1919(b), (c) and (d) of the Act, 
are met. 

The State conducts periodic education 
programs for staff and residents (and 
their representatives). Attachment 4.40-A 
describes the survey and certification 
educational program. 

The State provides for a process for the 
receipt and timely review and 
investigation of allegations of neglect 
and abuse and misappropriation of resident 
property by a nurse aide of a resident in 
a nursing facility or by another 
individual used by the facility. 
Attachment 4.40-B describes the State's 
process. 

The State agency responsible for surveys 
and certification of nursing facilities or 
an agency delegated by the State survey 
agency conducts the process for the 
receipt and timely review and 
investigation of allegations of neglect 
and abuse and misappropriation of resident 
property. If not the State survey agency, 
what agency? 

The State assures that a nurse aide, found 
to have neglected or abused a resident or 
misappropriated resident property in a 
facility, is notified of the finding. The 
name and finding is placed on the nurse 
aide registry. 

The State notifies the appropriate 
licensure authority of any licensed 
individual found to have neglected or 
abused a resident or misappropriated 
resident property in a facility. 

3-10-93 1/1/93 Effective Date 



SLOn: HCFA-PM-92-) 
APRIL 1992 

Stote/Ter::-i.tory : 

l919(g)(2} 
(A} ( i. i of 
the Ac': 

1919(g)(2) 
(A) (ii) of 
the Ac': 

H9(g) (2) 
1A}(iii)(I) 
of the Act 

l919(g)(2) 
(A) (iii) (II) 
of the Act 

1919(g)(2) 
(8) of the 
Act: 

1919(g)(2) 
(C) of the 
Act 

(g) 

(h) 

( i) 

( j ) 

(k) 

( 1) 

79v 

(HSQB) OMS No: 

ALABAMA 

The State has procedures, as prov~ded for at 
sec<:ion 1919(g) (2) (A) ( i), fo::- the scheduling and 
conduct: of standard surv eys :o assure that the 
State has taken all reasonable steps to avoid 
giving notice through the scheduling procedures 
and the conduct of the surveys themselves. 
Attachment 4.40-C describes the State's 
procedures. 

The State assures that each facility shall have 
a standard survey which includes (for a case-mix 
stratified sample of reside;.ts) a survey of the 
quality of care furnished, as measured by 
indicators of medical, nursing and 
rehabilitative care, dietary and nutritional 
services, activities and social participation, 
and sanitation, infection ccntrol, and the 
physical environment, written plans of care and 
audit of resident's assessments, and a review of 
compliance with resident's ::-ights not later than 
15 months after the date of the previous 
standard survey. 

The State assures that the Statewide ave::-age 
interval between standard s~rveys of nursing 
facilities does not exceed :2 months. 

The State may conduct a special standard or 
special abbreviated standard survey within 2 
months of any change of ownership, 
administration, management, or director of 
nursing of the nursing facility to determine 
whether the change has resulted in any decline 
in the quality of care furnished in the 
facility. 

The State conducts extended surveys immediately 
or, if not practicable, not later that 2 weeks 
following a completed standard survey in a 
nursing facility which is found to have provided 
substandard care or in any other facility at the 
Secretary's or State's discretion. 

The State conducts standard and extended surveys 
based upon a protocol, i.e., survey forms, 
methods, procedures and guidelines developed by 
HCFA, using individuals in the survey team who 
meet minimum qualifications established by the 
Secretary. 

TN No. AL-93-5 
Supersedes 

'! 2. ~et.-.1' 
Approval Date 

3-10-93 l/1/93 Effect:ive Date - --~ 



Lon: HCFA-PM-92-) 
APRIL 1992 

State/Territory: 

191.9(g) (2) 
(DJ of the 
Act 

1919(g) (2) 
(E) ( i) of 
the Act 

1919(g) (2) 
(E) (ii) of 
the Act 

1919(g) (2) 
(E) (iii) of 
the Act 

9 ( g) ( 4) 
0t the Act 

1919(g) (5) 
(A) of the 
Ac-:: 

l919(g) (5) 
(8) of the 
Ac-;: 

1919(g) (5) 
(C) of the 
Act 

1919(g) (5) 
(D) of the 
II.ct 

(m) 

( n) 

(o) 

(p) 

(q) 

( r) 

(s) 

(t) 

( u) 
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(HSQB) OMB No: 

ALABAMA 

The State provides for programs to measure and 
reduce inconsistency in the application of 
survey results among surveyors. Attachment 
4.40-D describes the State's programs. 

The State uses a multidisciplinary team of 
prof~ssionals including a registered 
professional nurse. 

The State assures that members of a survey team 
do not serve (or have not served within the 
previous two years) as a member of the staff or 
consultant to the nursing facility or has no 
personal or familial financial interest in the 
facility being surveyed. 

The State assures that no individual shall serve 
as a member of any survey team unless the 
individual has successfully completed a training 
and test program in survey and certification 
techniques approved by the Secretary. 

The State maintains procedures and adequate 
staff to investigate complaints of violations of 
requirements by nursing facilities and onsite 
monitoring. Attachment 4.40-E describes the 
State's complaint procedures. 

The State makes available to the public 
information respecting surveys and certification 
of nursing facilities including statements of 
deficiencies, plans of correction, copies of 
cost reports, statements of ownership and the 
information disclosed under section 1126 of the 
Act. 

The State notifies the State long-term care 
ombudsman of the State's finding of non­
compliance with any of the requirements of 
subsection (b), (c), and (d) or of any adverse 
actions taken against a nursing facility. 

If the State finds substandard quality of care 
in a facility, the State notifies the attending 
physician of each resident with respect to which 
such finding is made and the nursing facility 
administrator licensing board. 

The State provides the State Medicaid fraud and 
abuse agency access to all information 
concerning survey and certification actions. 

3-10-93 7N No. AL-93-5 
Sucersedes .. ,. ~"' ~ .. Approval Date Effective Date 1/1/93 
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PROPOSED SECTION 4- GENERAL PROGRAM ADMINISTRATION 

4.44 Medicaid Prohibition on Payments to Institutions or Entities Located Outside of the United 
States 

Citation 

Section 1902(a)(80) of the Social Security Act, P.L. 111-148 (Section 6505) 

X The State shall not provide any payments for items or services provided under the State 
plan or under a waiver to any financial institution or entity located outside of the United States. 

TN No. AL-11-009 
Supersedes 
TN No. NEW Approval Date: lJ "'I Y- l \ Effective Date: June 1, 2011 



 
 
                                                                                     
                                                                                     
                                                                                    AL-12-002          
                                                                                    Page 79z 
National Governors Association 
ENCLOSURE A  

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT  

 State/Territory: 

4.46 

Alabama 

 
Provider Screening and Enrollment  

Citation
1902(a)(77)  
1902(a)(39)  
1902(kk);  

 The State Medicaid agency gives the following assurances: 

P.L. 111-148 and  
P.L. 111-152  

42 CFR 455 PROVIDER SCREENING 
Subpart E      X     

screening providers under section 1902(a)(39), 1902(a)(77) and 1902(kk) of  
the Act.  

 Assures that the State Medicaid agency complies with the process for 

42 CFR 455.410 ENROLLMENT AND SCREENING OF PROVIDERS 
     X      Assures enrolled providers will be screened in accordance with 42 
CFR 455.400 et seq.  

     X     
referring physicians or other professionals to be enrolled under the State plan or 
under a waiver of the Plan as a participating provider.  

 Assures that the State Medicaid agency requires all ordering or  

 
42 CFR 455.412 VERIFICATION OF PROVIDER LICENSES 

     X     

42 CFR 455.414 REVALIDATION OF ENROLLMENT 

 Assures that the State Medicaid agency has a method for verifying 
providers licensed by a State and that such providers licenses have not 
expired or have no current limitations.  

     X     

42 CFR 455.416 TERMINATION OR DENIAL OF ENROLLMENT 

 Assures that providers will be revalidated regardless of provider type 
at least every 5 years.  

     X     

 

 Assures that the State Medicaid agency will comply with section 
1902(a)(39) of the Act and with the requirements outlined in 42 CFR 
455.416 for all terminations or denials of provider enrollment. 

 
 
TN No. 
Supersedes                        Approval Date: 

AL-12-002 
05-30-12                 Effective Date:  

TN No. 
04/01/12 

New
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42 CFR 455.420 REACTIVATION OF PROVIDER ENROLLMENT 
     X      Assures that any reactivation of a provider will include re-screening 
and payment of application fees as required by 42 CFR 455.460.  

42 CFR 455.422 APPEAL RIGHTS 
     X    

SITE VISITS 

 Assures that all terminated providers and providers denied enrollment 
as a result of the requirements of 42 CFR 455.416 will have appeal rights 
available under procedures established by State law or regulation.  

42 CFR 455.432      X    
who are in “moderate” or “high” risk categories will occur. 

 Assures that pre-enrollment and post-enrollment site visits of providers 

CRIMINAL BACKGROUND CHECKS 
42 CFR 455.434      X    

consent to criminal background checks including fingerprints, if required to do 
so under State law, or by the level of screening based on risk of fraud, waste or 
abuse for that category of provider.  

 Assures that providers, as a condition of enrollment, will be required to 

FEDERAL DATABASE CHECKS 
42 CFR 455.436      X    

checks on all providers or any person with an ownership or controlling 
interest or who is an agent or managing employee of the provider.  

 Assures that the State Medicaid agency will perform Federal database 

NATIONAL PROVIDER IDENTIFIER 
42 CFR 455.440      X    

Identifier of any ordering or referring physician or other professional to be  
 Assures that the State Medicaid agency requires the National Provider 

specified on any claim for payment that is based on an order or referral of the 
physician or other professional.  

SCREENING LEVELS FOR MEDICAID PROVIDERS 
42 CFR 455.450      X    

1902(kk) of the Act and with the requirements outlined in 42 CFR 455.450 
 Assures that the State Medicaid agency complies with 1902(a)(77) and 

for screening levels based upon the categorical risk level determined for a 
provider. 

TN No. 
Supersedes  Approval Date: 

AL-12-002 
05-30-12   Effective Date:  

TN No. 
04/01/12 

New 
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APPLICATION FEE 
42 CFR 455.460      X    

requirements for collection of the application fee set forth in section 
1866(j)(2)(C) of the Act and 42 CFR 455.460.  

 Assures that the State Medicaid agency complies with the 

TEMPORARY MORATORIUM ON ENROLLMENT OF NEW 
42 CFR 455.470 PROVIDERS OR SUPPLIERS 

     X      Assures that the State Medicaid agency complies with any temporary 
moratorium on the enrollment of new providers or provider types imposed by 
the Secretary under section 1866(j)(7) and 1902(kk)(4) of the Act, subject to  
any determination by the State and written notice to the Secretary that such a 
temporary moratorium would not adversely impact beneficiaries’ access to  
medical assistance. 

TN No. 
Supersedes  Approval Date: 

AL-12-002 
05-30-12                 Effective Date:  

TN No. 
04/01/12 

New 
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Revisicn: lCFA-AT-80-38 (BPP) 
May 22, 1980 

State ALABAMA 

Citaticn 
42 CFR 432.lO(a) 
AT-78-90 
AT-79-23 
AT-80-34 

'IN t 77-5 
Supersedes 
'IN.;;_t ___ _ 

~ICN 5 ~ .AIMINIS'ffiATICN 

5.1 Standards of Personnel Administratico 

(a) The Med ica.id agency has established and 
will maintain methods of personnel 
adrninistratico in conformity with 
standards prescribed by the U.S. Civil 
Service Camnissioo in accordance with 
Section 20.8 of the Intergovermental 
Personnel Act of 1970 and the regulations 
en Administraticn of the Standards for a 
Merit System of Personnel Administratico, 
5 CFR Part 900, Sutpart F. All 
requirements of 42 CFR 432.10 are met. 

D The plan is locally administered and 
Stat~supervised. The requirements 
of 42 CFR 432.10 with respect to 
local agency a1m.inistraticn are met. 

(b) Affirmative Actioo Plan 

The Medicaid agency has in effect an 
affirmative acticn plan for equal 
errploymen t OfPOr tun it y that includes 
specific acticn steps arrl timetables and 
meets all other requirement~ ~~ ~ CFR 
Part 900, Sul:part F. 

~roval Date 11/28/77 Effective Date 9/30/77 



Revisioo: B:FA-AT-80-38 (BPP) 
May 22, 1980 

State ALABAMA 

81 

5.2 {Reserved] 

'IN t 
-"---.,~--

Supersedes Approval Date - ----
'IN..;:_f ___ _ 

Effective Date - --
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Revisioo: B:FA-AT-80-38 (BPP) 
May 22, 1980 

Citaticn 
42 CFR Part 432, 
Suq:>art B 
AT-78-90 

'™ • 78-2 
Supersedes 
'IN • --------

ALABAMA 

5.3 Training Programs; Sutprofessional ard 
Volunteer Program:; 

The Medicaid agency meets the requirements of 
42 CFR Part 432, Subpart B, with respect to a 
training program for agency personnel and the 
training am use of subprofessional staff ard 
volunteers. 

Afproval Date 2123178 ,, Effective Date 12129177 
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Revisioo: H:FA-AT-80-38 (BPP) 
May 22, 1980 

State ALABAMA 

Citatioo 
42 CTR 433.32 
AT-79-29 

'IN i 76-6 
Supersedes 
'IN I -----

SOCTICN 6 FINA?CIAL AIMINIS'IBATICN 

6.1 Fiscal Policies and Aco:xlntability 

The Medicaid agency and, where awlicable, 
local agercies ~inistering the plan, 
maintains an accounting system and s~rtir¥J 
fiscal records adequate to assure that claims 
for Federal furrls are in accord with 
awlicable Federal requirements. The 
requirements of 42 CFR 433.32 are met. 

At:Proval Date 9/10/76 Effective Date 6/30/76 
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Revisioo: 
'3/J.-/0 

OCFA-AT-.ir- (BPP) 

State~~-A_LA_B_A_M_A ____________ ~--~------------~~ 

Citaticn 
42 cm 433.34 
47 FR 17490 

'IN t 82-10 
Supersedes 
'IN t 76-6 

. . . 
, 

6.2 Cost Allocaticn 

'!here is an awroved oost allocation 
plan en file with the Department in 
accordance with the requirements 
contained in 45 CFR Part 95, Sut:part E. 

A{:proval Date __ 6_-2_9_-_8_2 - Effective Date 5-24-82 

. ....... . , 7 .......... . ·. 

AL-82-8 
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Revisioo: OCFA-AT-80-38(BPP) 
May 22, 1980 

State ALABAMA 

Citatioo 
42 CFR 433.33 
AT-79-29 
AT-80-34 

'IN * 76-6 
Supersedes 
'IN.:;_# ___ _ 

6.3 State Finarcial Participaticn 

(a) State funds are used in ooth assistance 
an:l adrninistratio.1. 

@ State funds are used to pay all of 
the non-Federal share o.E total 
expenditures under the plan. 

U There is local participation. State 
fuoos are used to pay oot less than 
40 percent of the rnn-Federal share 
of the total experrl i tures under the 
plan. There is a method of 
apportioning Federal ard State funds 
am::mg the political subdivisions of 
the State on an equalization or other 
basis which assures that lack of 
adequate furos fran local sources 
will oot result in lCMering the 
am::>unt, duration, so::>pe or quality of 
care and services or level of . 
administratioo under the plan in any 
part of the State . 

(b) State a.00 Federal furds are apportioned 
anong the political subdivisions of the 
State co a basis consist~'"'.4: · 1i~h equitable 
treatment of iooividuals i n siL1.1.lar 
circumstances throughout the State. 

Approval Date_.9.L]Q/76 Effective Date 6130176 
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Revision: HCfA-PM-91- t. (BPO) OMB No. 0938-
AUGL:ST 19 9 l 

State/Territory: ALABAMA 

Citat ~-:l n 7. l 

42 CFR OO. l2(c) 

TN No. 

SECT ION 7 - GENERAL PROVISIONS 

P 1 an Amend[T\ents 

The plan will be amended whenever necessary ~o 
reflect new or revised Federal statutes or 
regulations or material change in State law, 
organization, policy or State agency operation. 

Supersedes Approval Date 10-2-9 2 Effective Date 1-1-92 
TN No. AL-77-6 

HCFA ID: 7 982E 
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Revision: HCFA-PM-91- 4 

At.:CL ST 1991 
(BPDJ OMB No. 0938-

State/Territory: ALABAMA 

Citation 

45 CFR Parts 
80 and 84 

TN No . Al - 91- 36 

7.2 Nondiscrimination 

In accordance with title VI of the Civil Rights Act 
of 1964 (42 u.s.c. 2000d et. ~·), Section 504 of the 
Rehabilitation Act of 1973 (29 u.s.c. 70b), and the 
regulations at 45 CFR Parts BO and 84, the Medicaid 
agency assures that no individual shall be subject to 
discrimination under this plan on the grounds of race, 
color, national origin, or handicap. 

The Medicaid agency has methods of administration to 
assure that each program or activity for which it 
receives Federal financial assistance will be operated 
in accordance with title VI regulations. These methods 
for title VI are described in ATTACHMENT 7.2-A. 

Supersedes Approval Date 
TN No. AL-79-5 

10-2-9 2 Effective Date 
01/01/92 

HCFA ID: 79B2E 
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Revision: HCFA-PM-91- ~ 

AL'C"TS! 1991 
(BPD) OMB No. 0938-

State/Territory:~~~~~~A~L_A_B_A_'_~A~~~~~~~~~~~ 

Citation 

1902(c) ot 
the Act 

TN No. 

7. J M a 1 n t ~ n C! n c e o t A f DC E t t o r t s 

[!;/ The State agency has in etfect under its approved 
AFCC plan payment levels that are equal to or more t~.~:1 

t:.e AFDC payment levels in effect on ~ay 1, 1988. 

Supersedes Approval Date 
TN No. AL-77-6 

10-2-9 2 Effective Date 1-1-9 2 

HCFA ID: 7982E 
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Revision: HCFA-PM-91-4 (BPD) 
August 1991 

OMB No. 0938-

State: 

Citation 

42 CFR 430.12(b) 

Alabama 

7.4 State Governor's Review 

The Medicaid Agency will provide opportunity for the 
Governor to review State Plan amendments, long-range 
program plalUling projections, and other periodic reports 
thereon, excluding periodic statistical, budget and fiscal 
reports. Any comments made will be transmitted to the 
Centers for Medicare and Medicaid Services with such 
documents. 

K__ Not applicable. Submission is not required because 
the Governor's designee is the head of the Medicaid 
Agency. 

__ Does not wish to review any plan material. 

__ Wishes to review only the plan materials 
specified in the enclosed document. 

I hereby certify that I am authorized to submit this plan on behalf of 

The Governor's Office 
(Designated Single State Agency) 

Date: June 2 2004 

(Title) 

Carol. A. Herrmann 
Commissioner 
Alabama Medicaid Agency 

TN No. AL-04-07 
Supersedes 
TN No. AL-95-09 

(Signature) 

Approval Date: 07 /09 /04 Effective Date: 4/1/04 



State/Territory: Alabama_ 
Pg. 89a   

TN:  AL‐20‐0004    Approval Date: 4/02/20 
Supersedes:  NEW    Effective Date:  3/01/20 

Section 7 – General Provisions 
7.4. Medicaid Disaster Relief for the COVID‐19 National Emergency 

 
On March 13, 2020, the President of the United States issued a proclamation that the COVID‐19 
outbreak in the United States constitutes a national emergency by the authorities vested in him by the 
Constitution and the laws of the United States, including sections 201 and 301 of the National 
Emergencies Act (50 U.S.C. 1601 et seq.), and consistent with section 1135 of the Social Security Act 
(Act).  On March 13, 2020, pursuant to section 1135(b) of the Act, the Secretary of the United States 
Department of Health and Human Services invoked his authority to waive or modify certain 
requirements of titles XVIII, XIX, and XXI of the Act as a result of the consequences COVID‐19 pandemic, 
to the extent necessary, as determined by the Centers for Medicare & Medicaid Services (CMS), to 
ensure that sufficient health care items and services are available to meet the needs of individuals 
enrolled in the respective programs and to ensure that health care providers that furnish such items and 
services in good faith, but are unable to comply with one or more of such requirements as a result of the 
COVID‐19 pandemic, may be reimbursed for such items and services and exempted from sanctions for 
such noncompliance, absent any determination of fraud or abuse.  This authority took effect as of 6PM 
Eastern Standard Time on March 15, 2020, with a retroactive effective date of March 1, 2020.  The 
emergency period will terminate, and waivers will no longer be available, upon termination of the public 
health emergency, including any extensions.  
 
The State Medicaid agency (agency) seeks to implement the policies and procedures described below, 
which are different than the policies and procedures otherwise applied under the Medicaid state plan, 
during the period of the Presidential and Secretarial emergency declarations related to the COVID‐19 
outbreak (or any renewals thereof), or for any shorter period described below: 
 
Describe shorter period here. 
 

NOTE: States may not elect a period longer than the Presidential or Secretarial emergency declaration 
(or any renewal thereof).  States may not propose changes on this template that restrict or limit 
payment, services, or eligibility, or otherwise burden beneficiaries and providers. 

Request for Waivers under Section 1135  

__X__ The agency seeks the following under section 1135(b)(1)(C) and/or section 1135(b)(5) of the Act: 

a. __X__ SPA submission requirements – the agency requests modification of the 
requirement to submit the SPA by March 31, 2020, to obtain a SPA effective date during 
the first calendar quarter of 2020, pursuant to 42 CFR 430.20. 

b. __X__ Public notice requirements – the agency requests waiver of public notice 
requirements that would otherwise be applicable to this SPA submission.  These 
requirements may include those specified in 42 CFR 440.386 (Alternative Benefit Plans), 
42 CFR 447.57(c) (premiums and cost sharing), and 42 CFR 447.205 (public notice of 
changes in statewide methods and standards for setting payment rates). 
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c. __X__ Tribal consultation requirements – the agency requests modification of tribal 
consultation timelines specified in [insert name of state] Medicaid state plan, as 
described below: 

Alabama Medicaid is requesting, for any state plan submitted related to the COVID‐19 
emergency declared by the President or Secretary, the ability to give tribal notice at the 
time the State Plan is filed with CMS.   

Section A – Eligibility 

1. _____ The agency furnishes medical assistance to the following optional groups of individuals 
described in section 1902(a)(10)(A)(ii) or 1902(a)(10)(c) of the Act.  This may include the new 
optional group described at section 1902(a)(10)(A)(ii)(XXIII) and 1902(ss) of the Act providing 
coverage for uninsured individuals. 
 
Include name of the optional eligibility group and applicable income and resource standard. 
 
 
 

2. _____ The agency furnishes medical assistance to the following populations of individuals 
described in section 1902(a)(10)(A)(ii)(XX) of the Act and 42 CFR 435.218: 

 
a. _____ All individuals who are described in section 1905(a)(10)(A)(ii)(XX) 

 
Income standard: _____________ 
 
‐or‐ 
 

b. _____ Individuals described in the following categorical populations in section 1905(a) 
of the Act: 
 
 
 
 
Income standard: _____________ 

 
3. _____ The agency applies less restrictive financial methodologies to individuals excepted from 

financial methodologies based on modified adjusted gross income (MAGI) as follows. 
 
Less restrictive income methodologies: 
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Less restrictive resource methodologies: 
 
 
 
 

4. _____ The agency considers individuals who are evacuated from the state, who leave the state 
for medical reasons related to the disaster or public health emergency, or who are otherwise 
absent from the state due to the disaster or public health emergency and who intend to return 
to the state, to continue to be residents of the state under 42 CFR 435.403(j)(3). 

 
5. _____ The agency provides Medicaid coverage to the following individuals living in the state, 

who are non‐residents:   
 
 
 
 
 

6. _____ The agency provides for an extension of the reasonable opportunity period for non‐
citizens declaring to be in a satisfactory immigration status, if the non‐citizen is making a good 
faith effort to resolve any inconsistences or obtain any necessary documentation, or the agency 
is unable to complete the verification process within the 90‐day reasonable opportunity period 
due to the disaster or public health emergency. 

Section B – Enrollment  

1. _____ The agency elects to allow hospitals to make presumptive eligibility determinations for 
the following additional state plan populations, or for populations in an approved section 1115 
demonstration, in accordance with section 1902(a)(47)(B) of the Act and 42 CFR 435.1110, 
provided that the agency has determined that the hospital is capable of making such 
determinations. 

 
Please describe the applicable eligibility groups/populations and any changes to reasonable 
limitations, performance standards or other factors. 
 
 

 
2. _____ The agency designates itself as a qualified entity for purposes of making presumptive 

eligibility determinations described below in accordance with sections 1920, 1920A, 1920B, and 
1920C of the Act and 42 CFR Part 435 Subpart L.   
 
Please describe any limitations related to the populations included or the number of allowable PE 
periods. 
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3. _____ The agency designates the following entities as qualified entities for purposes of making 
presumptive eligibility determinations or adds additional populations as described below in 
accordance with sections 1920, 1920A, 1920B, and 1920C of the Act and 42 CFR Part 435 
Subpart L.  Indicate if any designated entities are permitted to make presumptive eligibility 
determinations only for specified populations. 
 
Please describe the designated entities or additional populations and any limitations related to 
the specified populations or number of allowable PE periods. 
 
 

 
4. _____ The agency adopts a total of _____ months (not to exceed 12 months) continuous 

eligibility for children under age enter age _____ (not to exceed age 19) regardless of changes in 
circumstances in accordance with section 1902(e)(12) of the Act and 42 CFR 435.926. 

 
5. _____ The agency conducts redeterminations of eligibility for individuals excepted from MAGI‐

based financial methodologies under 42 CFR 435.603(j) once every _____ months (not to exceed 
12 months) in accordance with 42 CFR 435.916(b). 

 
6. _____ The agency uses the following simplified application(s) to support enrollment in affected 

areas or for affected individuals (a copy of the simplified application(s) has been submitted to 
CMS).   

a. _____ The agency uses a simplified paper application. 

b. _____ The agency uses a simplified online application. 

c. _____ The simplified paper or online application is made available for use in call‐centers 
or other telephone applications in affected areas. 

Section C – Premiums and Cost Sharing 

1. __X__ The agency suspends deductibles, copayments, coinsurance, and other cost sharing 
charges as follows: 
 
Alabama Medicaid suspends Medicaid copayments for all items and services for all eligibility 
groups during the period of the Presidential and Secretarial emergency declarations related to 
the COVID‐19 outbreak (or any renewals thereof). 
 
 

2. _____ The agency suspends enrollment fees, premiums and similar charges for: 

a. _____ All beneficiaries 

b. _____ The following eligibility groups or categorical populations: 
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Please list the applicable eligibility groups or populations. 
 
 

3. _____ The agency allows waiver of payment of the enrollment fee, premiums and similar 
charges for undue hardship.  
 
Please specify the standard(s) and/or criteria that the state will use to determine undue 
hardship.   
 

Section D – Benefits 

Benefits: 

1. _____ The agency adds the following optional benefits in its state plan (include service 
descriptions, provider qualifications, and limitations on amount, duration or scope of the 
benefit): 
 
 
 
 
 

2. _____ The agency makes the following adjustments to benefits currently covered in the state 
plan: 
 
 
 
 

 
3. _____ The agency assures that newly added benefits or adjustments to benefits comply with all 

applicable statutory requirements, including the statewideness requirements found at 
1902(a)(1), comparability requirements found at 1902(a)(10)(B), and free choice of provider 
requirements found at 1902(a)(23). 

 
4. _____ Application to Alternative Benefit Plans (ABP).  The state adheres to all ABP provisions in 

42 CFR Part 440, Subpart C.  This section only applies to states that have an approved ABP(s).  

a. _____ The agency assures that these newly added and/or adjusted benefits will be 
made available to individuals receiving services under ABPs.  

b. _____ Individuals receiving services under ABPs will not receive these newly added 
and/or adjusted benefits, or will only receive the following subset:  
 
Please describe. 
 
 



State/Territory: Alabama_ 
Pg. 89f 
 

TN:  AL‐20‐0004      Approval Date:  4/02/20 
Supersedes:  NEW      Effective Date:  3/01/20 

Telehealth: 

5. __X__ The agency utilizes telehealth in the following manner, which may be different than 
outlined in the state’s approved state plan:  
 
In addition to the use of an interactive audio and video telecommunication system which permits 
two‐way communication between the distant site physician and the recipient, during the 
emergency, physicians and other licensed practitioners covered by the state plan may perform 
evaluation and management services, therapies, and other medically necessary services as 
appropriate utilizing telephone communications. 
 

Drug Benefit: 

6. _____ The agency makes the following adjustments to the day supply or quantity limit for 
covered outpatient drugs. The agency should only make this modification if its current state plan 
pages have limits on the amount of medication dispensed. 

 
Please describe the change in days or quantities that are allowed for the emergency period and 
for which drugs.  
 
 

 
7. _____ Prior authorization for medications is expanded by automatic renewal without clinical 

review, or time/quantity extensions. 
 

8. _____ The agency makes the following payment adjustment to the professional dispensing fee 
when additional costs are incurred by the providers for delivery.  States will need to supply 
documentation to justify the additional fees. 

 
Please describe the manner in which professional dispensing fees are adjusted. 
 
 

 
9. _____ The agency makes exceptions to their published Preferred Drug List if drug shortages 

occur.  This would include options for covering a brand name drug product that is a multi‐source 
drug if a generic drug option is not available.  

Section E – Payments  

Optional benefits described in Section D: 

1. _____ Newly added benefits described in Section D are paid using the following methodology:   

a. _____ Published fee schedules –  
 

Effective date (enter date of change): _____________ 
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Location (list published location): _____________ 

 

b. _____ Other:  
 
Describe methodology here. 
 
 

Increases to state plan payment methodologies: 

2. _____ The agency increases payment rates for the following services:  
 
Please list all that apply. 
 
 
 

a. _____ Payment increases are targeted based on the following criteria:  
 
Please describe criteria. 
 
 
 

b. Payments are increased through:  

i. _____ A supplemental payment or add-on within applicable upper payment 
limits: 

 
Please describe. 
 
 

ii. _____ An increase to rates as described below.  
 

Rates are increased:  
 

_____ Uniformly by the following percentage: _____________ 
 
_____ Through a modification to published fee schedules –  
 

Effective date (enter date of change): _____________ 
 
Location (list published location): _____________ 

 
_____ Up to the Medicare payments for equivalent services.   
 
_____ By the following factors:  
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Please describe. 
 
 

Payment for services delivered via telehealth: 

3. _____ For the duration of the emergency, the state authorizes payments for telehealth services 
that: 

a. _____ Are not otherwise paid under the Medicaid state plan; 

b. _____ Differ from payments for the same services when provided face to face; 

c. _____ Differ from current state plan provisions governing reimbursement for 
telehealth; 

 
Describe telehealth payment variation. 
 
 

d. _____ Include payment for ancillary costs associated with the delivery of covered 
services via telehealth, (if applicable), as follows: 

i. _____ Ancillary cost associated with the originating site for telehealth is 
incorporated into fee-for-service rates.  

ii. _____ Ancillary cost associated with the originating site for telehealth is 
separately reimbursed as an administrative cost by the state when a 
Medicaid service is delivered. 

Other:  

4. _____ Other payment changes: 
 

Please describe. 
 
 

Section F – Post‐Eligibility Treatment of Income  

1. _____ The state elects to modify the basic personal needs allowance for institutionalized 
individuals. The basic personal needs allowance is equal to one of the following amounts:  

a. _____ The individual’s total income 

b. _____ 300 percent of the SSI federal benefit rate 

c. _____ Other reasonable amount:  _________________ 
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2. _____ The state elects a new variance to the basic personal needs allowance.  (Note: Election
of this option is not dependent on a state electing the option described the option in F.1.
above.)

The state protects amounts exceeding the basic personal needs allowance for individuals who
have the following greater personal needs:

Please describe the group or groups of individuals with greater needs and the amount(s) 
protected for each group or groups.  

Section G – Other Policies and Procedures Differing from Approved Medicaid State Plan /Additional 
Information 

PRA Disclosure Statement 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of 
information unless it displays a valid OMB control number.  The valid OMB control number for this 
information collection is 0938‐1148 (Expires 03/31/2021).  The time required to complete this 
information collection is estimated to average 1 to 2 hours per response, including the time to review 
instructions, search existing data resources, gather the data needed, and complete and review the 
information collection. Your response is required to receive a waiver under Section 1135 of the Social 
Security Act. All responses are public and will be made available on the CMS web site. If you have 
comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, 
please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4‐26‐05, 
Baltimore, Maryland 21244‐1850. ***CMS Disclosure***  Please do not send applications, claims, 
payments, medical records or any documents containing sensitive information to the PRA Reports 
Clearance Office.  Please note that any correspondence not pertaining to the information collection 
burden approved under the associated OMB control number listed on this form will not be reviewed, 
forwarded, or retained. If you have questions or concerns regarding where to submit your documents, 
please contact the Centers for Medicaid & CHIP Services at 410‐786‐3870. 
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Section 7 – General Provisions 
7.4. Medicaid Disaster Relief for the COVID-19 National Emergency 

On March 13, 2020, the President of the United States issued a proclamation that the COVID-19 
outbreak in the United States constitutes a national emergency by the authorities vested in him by the 
Constitution and the laws of the United States, including sections 201 and 301 of the National 
Emergencies Act (50 U.S.C. 1601 et seq.), and consistent with section 1135 of the Social Security Act 
(Act).  On March 13, 2020, pursuant to section 1135(b) of the Act, the Secretary of the United States 
Department of Health and Human Services invoked his authority to waive or modify certain 
requirements of titles XVIII, XIX, and XXI of the Act as a result of the consequences COVID-19 pandemic, 
to the extent necessary, as determined by the Centers for Medicare & Medicaid Services (CMS), to 
ensure that sufficient health care items and services are available to meet the needs of individuals 
enrolled in the respective programs and to ensure that health care providers that furnish such items and 
services in good faith, but are unable to comply with one or more of such requirements as a result of the 
COVID-19 pandemic, may be reimbursed for such items and services and exempted from sanctions for 
such noncompliance, absent any determination of fraud or abuse.  This authority took effect as of 6PM 
Eastern Standard Time on March 15, 2020, with a retroactive effective date of March 1, 2020.  The 
emergency period will terminate, and waivers will no longer be available, upon termination of the public 
health emergency, including any extensions.  

The State Medicaid agency (agency) seeks to implement the policies and procedures described below, 
which are different than the policies and procedures otherwise applied under the Medicaid state plan, 
during the period of the Presidential and Secretarial emergency declarations related to the COVID-19 
outbreak (or any renewals thereof), or for any shorter period described below: 

Describe shorter period here. 

NOTE: States may not elect a period longer than the Presidential or Secretarial emergency declaration 
(or any renewal thereof).  States may not propose changes on this template that restrict or limit 
payment, services, or eligibility, or otherwise burden beneficiaries and providers. 

Request for Waivers under Section 1135 

__X_ The agency seeks the following under section 1135(b)(1)(C) and/or section 1135(b)(5) of the
Act: 

a. __X_ SPA submission requirements – the agency requests modification of the
requirement to submit the SPA by March 31, 2020, to obtain a SPA effective date during
the first calendar quarter of 2020, pursuant to 42 CFR 430.20.

b. ____ Public notice requirements – the agency requests waiver of public notice
requirements that would otherwise be applicable to this SPA submission.  These
requirements may include those specified in 42 CFR 440.386 (Alternative Benefit Plans),
42 CFR 447.57(c) (premiums and cost sharing), and 42 CFR 447.205 (public notice of
changes in statewide methods and standards for setting payment rates).
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c. __X_ Tribal consultation requirements – the agency requests modification of tribal
consultation timelines specified in [insert name of state] Medicaid state plan, as
described below:

Section A – Eligibility 

1. The agency furnishes medical assistance to the following optional groups of individuals
described in section 1902(a)(10)(A)(ii) or 1902(a)(10)(c) of the Act.  This may include the new
optional group described at section 1902(a)(10)(A)(ii)(XXIII) and 1902(ss) of the Act providing
coverage for uninsured individuals.

2. _____ The agency furnishes medical assistance to the following populations of individuals
described in section 1902(a)(10)(A)(ii)(XX) of the Act and 42 CFR 435.218:

a. _____ All individuals who are described in section 1905(a)(10)(A)(ii)(XX)

Income standard: _____________

-or- 
 

b. _____ Individuals described in the following categorical populations in section 1905(a) 
of the Act: 

Income standard: _____________ 

3. _____ The agency applies less restrictive financial methodologies to individuals excepted from
financial methodologies based on modified adjusted gross income (MAGI) as follows.

Less restrictive income methodologies:

Less restrictive resource methodologies: 
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4. _____ The agency considers individuals who are evacuated from the state, who leave the state
for medical reasons related to the disaster or public health emergency, or who are otherwise
absent from the state due to the disaster or public health emergency and who intend to return
to the state, to continue to be residents of the state under 42 CFR 435.403(j)(3).

5. _____ The agency provides Medicaid coverage to the following individuals living in the state,
who are non-residents:

6. _____ The agency provides for an extension of the reasonable opportunity period for non-
citizens declaring to be in a satisfactory immigration status, if the non-citizen is making a good
faith effort to resolve any inconsistences or obtain any necessary documentation, or the agency
is unable to complete the verification process within the 90-day reasonable opportunity period
due to the disaster or public health emergency.

Section B – Enrollment 

1. _____ The agency elects to allow hospitals to make presumptive eligibility determinations for
the following additional state plan populations, or for populations in an approved section 1115
demonstration, in accordance with section 1902(a)(47)(B) of the Act and 42 CFR 435.1110,
provided that the agency has determined that the hospital is capable of making such
determinations.

Please describe the applicable eligibility groups/populations and any changes to reasonable 
limitations, performance standards or other factors. 

2. _____ The agency designates itself as a qualified entity for purposes of making presumptive
eligibility determinations described below in accordance with sections 1920, 1920A, 1920B, and
1920C of the Act and 42 CFR Part 435 Subpart L.

Please describe any limitations related to the populations included or the number of allowable PE 
periods. 

3. _____ The agency designates the following entities as qualified entities for purposes of making
presumptive eligibility determinations or adds additional populations as described below in
accordance with sections 1920, 1920A, 1920B, and 1920C of the Act and 42 CFR Part 435
Subpart L.  Indicate if any designated entities are permitted to make presumptive eligibility
determinations only for specified populations.

04/07/20

Pg. 89l



State/Territory: Alabama_ 

TN: AL 20-0005 Approval Date:  __________ 
Supersedes TN:  NEW Effective Date: 03/01/20 

Please describe the designated entities or additional populations and any limitations related to 
the specified populations or number of allowable PE periods. 

4. _____ The agency adopts a total of _____ months (not to exceed 12 months) continuous
eligibility for children under age enter age _____ (not to exceed age 19) regardless of changes in
circumstances in accordance with section 1902(e)(12) of the Act and 42 CFR 435.926.

5. _____ The agency conducts redeterminations of eligibility for individuals excepted from MAGI-
based financial methodologies under 42 CFR 435.603(j) once every _____ months (not to exceed
12 months) in accordance with 42 CFR 435.916(b).

6. _____ The agency uses the following simplified application(s) to support enrollment in affected
areas or for affected individuals (a copy of the simplified application(s) has been submitted to
CMS).

a. _____ The agency uses a simplified paper application.

b. _____ The agency uses a simplified online application.

c. _____ The simplified paper or online application is made available for use in call-centers
or other telephone applications in affected areas.

Section C – Premiums and Cost Sharing 

1. ____ The agency suspends deductibles, copayments, coinsurance, and other cost sharing
charges as follows:

2. _____ The agency suspends enrollment fees, premiums and similar charges for:

a. _____ All beneficiaries

b. _____ The following eligibility groups or categorical populations:

Please list the applicable eligibility groups or populations. 

3. _____ The agency allows waiver of payment of the enrollment fee, premiums and similar
charges for undue hardship.

Please specify the standard(s) and/or criteria that the state will use to determine undue 
hardship.   

04/07/20

Pg. 89m



State/Territory: Alabama_ 

TN: AL 20-0005 Approval Date:  __________
Supersedes TN:  NEW Effective Date: 03/01/20 

Section D – Benefits 

Benefits: 

1. _____ The agency adds the following optional benefits in its state plan (include service
descriptions, provider qualifications, and limitations on amount, duration or scope of the
benefit):

2. X    The agency makes the following adjustments to benefits currently covered in the state
plan:

Alabama Medicaid is suspending the requirements in Attachment 3.1-A, Page 9.24 for 
ambulance providers so emergency ambulance service destinations are not restricted and prior 
authorization is not required for nonemergency services. 

3. _____ The agency assures that newly added benefits or adjustments to benefits comply with all
applicable statutory requirements, including the statewideness requirements found at
1902(a)(1), comparability requirements found at 1902(a)(10)(B), and free choice of provider
requirements found at 1902(a)(23).

4. _____ Application to Alternative Benefit Plans (ABP).  The state adheres to all ABP provisions in
42 CFR Part 440, Subpart C.  This section only applies to states that have an approved ABP(s).

a. _____ The agency assures that these newly added and/or adjusted benefits will be
made available to individuals receiving services under ABPs.

b. _____ Individuals receiving services under ABPs will not receive these newly added
and/or adjusted benefits, or will only receive the following subset:

Please describe. 

Telehealth: 

5. ____ The agency utilizes telehealth in the following manner, which may be different than
outlined in the state’s approved state plan:

Please describe. 
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Drug Benefit: 

6. _____ The agency makes the following adjustments to the day supply or quantity limit for
covered outpatient drugs. The agency should only make this modification if its current state plan
pages have limits on the amount of medication dispensed.

Please describe the change in days or quantities that are allowed for the emergency period and 
for which drugs.  

7. _____ Prior authorization for medications is expanded by automatic renewal without clinical
review, or time/quantity extensions.

8. _____ The agency makes the following payment adjustment to the professional dispensing fee
when additional costs are incurred by the providers for delivery.  States will need to supply
documentation to justify the additional fees.

Please describe the manner in which professional dispensing fees are adjusted. 

9. _____ The agency makes exceptions to their published Preferred Drug List if drug shortages
occur.  This would include options for covering a brand name drug product that is a multi-source
drug if a generic drug option is not available.

Section E – Payments  

Optional benefits described in Section D: 

1. _____ Newly added benefits described in Section D are paid using the following methodology:

a. _____ Published fee schedules –

Effective date (enter date of change): _____________

Location (list published location): _____________

b. _____ Other:

Describe methodology here. 
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Increases to state plan payment methodologies: 

2. _____ The agency increases payment rates for the following services:

Please list all that apply. 

a. _____ Payment increases are targeted based on the following criteria:

Please describe criteria. 

b. Payments are increased through:

i. _____ A supplemental payment or add-on within applicable upper payment
limits:

Please describe. 

ii. _____ An increase to rates as described below.

Rates are increased:

_____ Uniformly by the following percentage: _____________

_____ Through a modification to published fee schedules –

Effective date (enter date of change): _____________ 

Location (list published location): _____________ 

_____ Up to the Medicare payments for equivalent services. 

_____ By the following factors:  

Please describe. 

Payment for services delivered via telehealth: 

3. _____ For the duration of the emergency, the state authorizes payments for telehealth services
that:
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a. _____ Are not otherwise paid under the Medicaid state plan;

b. _____ Differ from payments for the same services when provided face to face;

c. _____ Differ from current state plan provisions governing reimbursement for
telehealth;

Describe telehealth payment variation. 

d. _____ Include payment for ancillary costs associated with the delivery of covered
services via telehealth, (if applicable), as follows:

i. _____ Ancillary cost associated with the originating site for telehealth is
incorporated into fee-for-service rates.

ii. _____ Ancillary cost associated with the originating site for telehealth is
separately reimbursed as an administrative cost by the state when a
Medicaid service is delivered.

Other: 

4. _____ Other payment changes:

Please describe. 

Section F – Post-Eligibility Treatment of Income 

1. _____ The state elects to modify the basic personal needs allowance for institutionalized
individuals. The basic personal needs allowance is equal to one of the following amounts:

a. _____ The individual’s total income

b. _____ 300 percent of the SSI federal benefit rate

c. _____ Other reasonable amount:  _________________

2. _____ The state elects a new variance to the basic personal needs allowance.  (Note: Election
of this option is not dependent on a state electing the option described the option in F.1.
above.)

The state protects amounts exceeding the basic personal needs allowance for individuals who
have the following greater personal needs:

Please describe the group or groups of individuals with greater needs and the amount(s) 
protected for each group or groups.  

04/07/20 

Pg. 89q



State/Territory: Alabama_ 

TN: AL 20-0005 Approval Date:  __________
Supersedes TN:  NEW Effective Date: 03/01/20 

Section G – Other Policies and Procedures Differing from Approved Medicaid State Plan /Additional 
Information 

PRA Disclosure Statement 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of 

information unless it displays a valid OMB control number.  The valid OMB control number for this 

information collection is 0938-1148 (Expires 03/31/2021).  The time required to complete this 

information collection is estimated to average 1 to 2 hours per response, including the time to review 

instructions, search existing data resources, gather the data needed, and complete and review the 

information collection. Your response is required to receive a waiver under Section 1135 of the Social 

Security Act. All responses are public and will be made available on the CMS web site. If you have 

comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, 

please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, 

Baltimore, Maryland 21244-1850. ***CMS Disclosure***  Please do not send applications, claims, 

payments, medical records or any documents containing sensitive information to the PRA Reports 

Clearance Office.  Please note that any correspondence not pertaining to the information collection 

burden approved under the associated OMB control number listed on this form will not be reviewed, 

forwarded, or retained. If you have questions or concerns regarding where to submit your documents, 

please contact the Centers for Medicaid & CHIP Services at 410-786-3870. 
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Section 7 – General Provisions 
7.4. Medicaid Disaster Relief for the COVID‐19 National Emergency 

On March 13, 2020, the President of the United States issued a proclamation that the COVID‐19 
outbreak in the United States constitutes a national emergency by the authorities vested in him by the 
Constitution and the laws of the United States, including sections 201 and 301 of the National 
Emergencies Act (50 U.S.C. 1601 et seq.), and consistent with section 1135 of the Social Security Act 
(Act).  On March 13, 2020, pursuant to section 1135(b) of the Act, the Secretary of the United States 
Department of Health and Human Services invoked his authority to waive or modify certain 
requirements of titles XVIII, XIX, and XXI of the Act as a result of the consequences COVID‐19 pandemic, 
to the extent necessary, as determined by the Centers for Medicare & Medicaid Services (CMS), to 
ensure that sufficient health care items and services are available to meet the needs of individuals 
enrolled in the respective programs and to ensure that health care providers that furnish such items and 
services in good faith, but are unable to comply with one or more of such requirements as a result of the 
COVID‐19 pandemic, may be reimbursed for such items and services and exempted from sanctions for 
such noncompliance, absent any determination of fraud or abuse.  This authority took effect as of 6PM 
Eastern Standard Time on March 15, 2020, with a retroactive effective date of March 1, 2020.  The 
emergency period will terminate, and waivers will no longer be available, upon termination of the public 
health emergency, including any extensions.  

The State Medicaid agency (agency) seeks to implement the policies and procedures described below, 
which are different than the policies and procedures otherwise applied under the Medicaid state plan, 
during the period of the Presidential and Secretarial emergency declarations related to the COVID‐19 
outbreak (or any renewals thereof), or for any shorter period described below: 

Describe shorter period here. 

NOTE: States may not elect a period longer than the Presidential or Secretarial emergency declaration 
(or any renewal thereof).  States may not propose changes on this template that restrict or limit 
payment, services, or eligibility, or otherwise burden beneficiaries and providers. 

Request for Waivers under Section 1135  

  X    The agency seeks the following under section 1135(b)(1)(C) and/or section 1135(b)(5) of the Act: 

a. X    SPA submission requirements – the agency requests modification of the
requirement to submit the SPA by March 31, 2020, to obtain a SPA effective date during
the first calendar quarter of 2020, pursuant to 42 CFR 430.20.

b. X    Public notice requirements – the agency requests waiver of public notice
requirements that would otherwise be applicable to this SPA submission.  These
requirements may include those specified in 42 CFR 440.386 (Alternative Benefit Plans),
42 CFR 447.57(c) (premiums and cost sharing), and 42 CFR 447.205 (public notice of
changes in statewide methods and standards for setting payment rates).
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c. X     Tribal consultation requirements – the agency requests modification of tribal
consultation timelines specified in [insert name of state] Medicaid state plan, as
described below:

Alabama Medicaid is requesting, for any state plan submitted related to the COVID‐19 
emergency declared by the President or Secretary, the ability to give tribal notice at the 
time the State Plan is filed with CMS. 

Section A – Eligibility 

1. The agency furnishes medical assistance to the following optional groups of individuals
described in section 1902(a)(10)(A)(ii) or 1902(a)(10)(c) of the Act.  This may include the new
optional group described at section 1902(a)(10)(A)(ii)(XXIII) and 1902(ss) of the Act providing
coverage for uninsured individuals.

2. _____ The agency furnishes medical assistance to the following populations of individuals
described in section 1902(a)(10)(A)(ii)(XX) of the Act and 42 CFR 435.218:

a. _____ All individuals who are described in section 1905(a)(10)(A)(ii)(XX)

Income standard: _____________

‐or‐ 
 

b. _____ Individuals described in the following categorical populations in section 1905(a) 
of the Act: 

Income standard: _____________ 

3. _____ The agency applies less restrictive financial methodologies to individuals excepted from
financial methodologies based on modified adjusted gross income (MAGI) as follows.

Less restrictive income methodologies:
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Less restrictive resource methodologies: 

4. _____ The agency considers individuals who are evacuated from the state, who leave the state
for medical reasons related to the disaster or public health emergency, or who are otherwise
absent from the state due to the disaster or public health emergency and who intend to return
to the state, to continue to be residents of the state under 42 CFR 435.403(j)(3).

5. _____ The agency provides Medicaid coverage to the following individuals living in the state,
who are non‐residents:

6. _____ The agency provides for an extension of the reasonable opportunity period for non‐
citizens declaring to be in a satisfactory immigration status, if the non‐citizen is making a good
faith effort to resolve any inconsistences or obtain any necessary documentation, or the agency
is unable to complete the verification process within the 90‐day reasonable opportunity period
due to the disaster or public health emergency.

Section B – Enrollment  

1. _____ The agency elects to allow hospitals to make presumptive eligibility determinations for
the following additional state plan populations, or for populations in an approved section 1115
demonstration, in accordance with section 1902(a)(47)(B) of the Act and 42 CFR 435.1110,
provided that the agency has determined that the hospital is capable of making such
determinations.

Please describe the applicable eligibility groups/populations and any changes to reasonable 
limitations, performance standards or other factors. 

2. _____ The agency designates itself as a qualified entity for purposes of making presumptive
eligibility determinations described below in accordance with sections 1920, 1920A, 1920B, and
1920C of the Act and 42 CFR Part 435 Subpart L.

Please describe any limitations related to the populations included or the number of allowable PE 
periods. 
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3. _____ The agency designates the following entities as qualified entities for purposes of making
presumptive eligibility determinations or adds additional populations as described below in
accordance with sections 1920, 1920A, 1920B, and 1920C of the Act and 42 CFR Part 435
Subpart L.  Indicate if any designated entities are permitted to make presumptive eligibility
determinations only for specified populations.

Please describe the designated entities or additional populations and any limitations related to 
the specified populations or number of allowable PE periods. 

4. _____ The agency adopts a total of _____ months (not to exceed 12 months) continuous
eligibility for children under age enter age _____ (not to exceed age 19) regardless of changes in
circumstances in accordance with section 1902(e)(12) of the Act and 42 CFR 435.926.

5. _____ The agency conducts redeterminations of eligibility for individuals excepted from MAGI‐
based financial methodologies under 42 CFR 435.603(j) once every _____ months (not to exceed
12 months) in accordance with 42 CFR 435.916(b).

6. _____ The agency uses the following simplified application(s) to support enrollment in affected
areas or for affected individuals (a copy of the simplified application(s) has been submitted to
CMS).

a. _____ The agency uses a simplified paper application.

b. _____ The agency uses a simplified online application.

c. _____ The simplified paper or online application is made available for use in call‐centers
or other telephone applications in affected areas.

Section C – Premiums and Cost Sharing 

1. ____ The agency suspends deductibles, copayments, coinsurance, and other cost sharing
charges as follows:

2. _____ The agency suspends enrollment fees, premiums and similar charges for:

a. _____ All beneficiaries

b. _____ The following eligibility groups or categorical populations:

Please list the applicable eligibility groups or populations. 
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3. _____ The agency allows waiver of payment of the enrollment fee, premiums and similar
charges for undue hardship.

Please specify the standard(s) and/or criteria that the state will use to determine undue 
hardship.   

Section D – Benefits 

Benefits: 

1. _____ The agency adds the following optional benefits in its state plan (include service
descriptions, provider qualifications, and limitations on amount, duration or scope of the
benefit):

2. The agency makes the following adjustments to benefits currently covered in the state plan:

3. _____ The agency assures that newly added benefits or adjustments to benefits comply with all
applicable statutory requirements, including the statewideness requirements found at
1902(a)(1), comparability requirements found at 1902(a)(10)(B), and free choice of provider
requirements found at 1902(a)(23).

4. _____ Application to Alternative Benefit Plans (ABP).  The state adheres to all ABP provisions in
42 CFR Part 440, Subpart C.  This section only applies to states that have an approved ABP(s).

a. _____ The agency assures that these newly added and/or adjusted benefits will be
made available to individuals receiving services under ABPs.

b. _____ Individuals receiving services under ABPs will not receive these newly added
and/or adjusted benefits, or will only receive the following subset:

Please describe. 

Telehealth: 

5. ____ The agency utilizes telehealth in the following manner, which may be different than
outlined in the state’s approved state plan:
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Please describe. 

Drug Benefit: 

6. _____ The agency makes the following adjustments to the day supply or quantity limit for
covered outpatient drugs. The agency should only make this modification if its current state plan
pages have limits on the amount of medication dispensed.

Please describe the change in days or quantities that are allowed for the emergency period and 
for which drugs.  

7. _____ Prior authorization for medications is expanded by automatic renewal without clinical
review, or time/quantity extensions.

8. _____ The agency makes the following payment adjustment to the professional dispensing fee
when additional costs are incurred by the providers for delivery.  States will need to supply
documentation to justify the additional fees.

Please describe the manner in which professional dispensing fees are adjusted. 

9. _____ The agency makes exceptions to their published Preferred Drug List if drug shortages
occur.  This would include options for covering a brand name drug product that is a multi‐source
drug if a generic drug option is not available.

Section E – Payments  

Optional benefits described in Section D: 

1. _____ Newly added benefits described in Section D are paid using the following methodology:

a. _____ Published fee schedules –

Effective date (enter date of change): _____________

Location (list published location): _____________

b. _____ Other:

Describe methodology here. 
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Increases to state plan payment methodologies: 

2. X     The agency increases payment rates for the following services:

Increase payments for nursing facilities  

a. X      Payment increases are targeted based on the following criteria:

Increase in per diem rates for all nursing homes due to increases in cost associated with 
staffing, supplies, social distancing standards and other factors. 

b. Payments are increased through:

i. _____ A supplemental payment or add‐on within applicable upper payment
limits:

Please describe. 

ii. X      An increase to rates as described below.

Rates are increased:

_____ Uniformly by the following percentage: _____________

_____ Through a modification to published fee schedules –

Effective date (enter date of change): _____________ 

Location (list published location): _____________ 

_____ Up to the Medicare payments for equivalent services.   

   X      By the following factors:  

Increase rate uniformly by a $20.00 per diem add on payment for all 
nursing home facilities due to the COVID‐19 state of emergency.   

An additional cleaning fee reimbursement for the Medicaid proportion 
of actual costs incurred for facilities with COVID‐19 patients or staff. 

Increased payments will be applicable for dates of service during the 
period of March 1, 2020 through the end of the national emergency.  
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Add on payments will be netted against total reported cost in 
determining future rate setting.   

Payment for services delivered via telehealth: 

3. _____ For the duration of the emergency, the state authorizes payments for telehealth services
that:

a. _____ Are not otherwise paid under the Medicaid state plan;

b. _____ Differ from payments for the same services when provided face to face;

c. _____ Differ from current state plan provisions governing reimbursement for telehealth;

Describe telehealth payment variation. 

d. _____ Include payment for ancillary costs associated with the delivery of covered
services via telehealth, (if applicable), as follows:

i. _____ Ancillary cost associated with the originating site for telehealth is
incorporated into fee‐for‐service rates.

ii. _____ Ancillary cost associated with the originating site for telehealth is
separately reimbursed as an administrative cost by the state when a Medicaid
service is delivered.

Other:  

4. _____ Other payment changes:

Please describe. 

Section F – Post‐Eligibility Treatment of Income  

1. _____ The state elects to modify the basic personal needs allowance for institutionalized
individuals. The basic personal needs allowance is equal to one of the following amounts:

a. _____ The individual’s total income

b. _____ 300 percent of the SSI federal benefit rate

c. _____ Other reasonable amount:  _________________

2. _____ The state elects a new variance to the basic personal needs allowance.  (Note: Election of
this option is not dependent on a state electing the option described the option in F.1. above.)

4/13/2020

Page 89z

This SPA is in addition to the Alabama Disaster Relief SPAs approved on 4/6/2020 and 4/7/2020, and does 
not supersede anything approved in those SPAs.



State/Territory: Alabama_ 

TN: AL 20‐0006  Approval Date:  __________ 
Supersedes TN:  NEW Effective Date:   03/01/20 

The state protects amounts exceeding the basic personal needs allowance for individuals who 
have the following greater personal needs:  

Please describe the group or groups of individuals with greater needs and the amount(s) 
protected for each group or groups.  

Section G – Other Policies and Procedures Differing from Approved Medicaid State Plan /Additional 
Information 

PRA Disclosure Statement 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of 

information unless it displays a valid OMB control number.  The valid OMB control number for this 

information collection is 0938‐1148 (Expires 03/31/2021).  The time required to complete this 

information collection is estimated to average 1 to 2 hours per response, including the time to review 

instructions, search existing data resources, gather the data needed, and complete and review the 

information collection. Your response is required to receive a waiver under Section 1135 of the Social 

Security Act. All responses are public and will be made available on the CMS web site. If you have 

comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, 

please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4‐26‐05, 

Baltimore, Maryland 21244‐1850. ***CMS Disclosure***  Please do not send applications, claims, 

payments, medical records or any documents containing sensitive information to the PRA Reports 

Clearance Office.  Please note that any correspondence not pertaining to the information collection 

burden approved under the associated OMB control number listed on this form will not be reviewed, 

forwarded, or retained. If you have questions or concerns regarding where to submit your documents, 

please contact the Centers for Medicaid & CHIP Services at 410‐786‐3870. 
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State/Territory: Alabama Disaster Relief SPA#4 

TN: AL-20-0007 Approval Date:  __________ 
Supersedes TN: NEW Effective Date:  03/18/2020 

Section 7 – General Provisions 
7.4. Medicaid Disaster Relief for the COVID-19 National Emergency 

On March 13, 2020, the President of the United States issued a proclamation that the COVID-19 
outbreak in the United States constitutes a national emergency by the authorities vested in him by the 
Constitution and the laws of the United States, including sections 201 and 301 of the National 
Emergencies Act (50 U.S.C. 1601 et seq.), and consistent with section 1135 of the Social Security Act 
(Act).  On March 13, 2020, pursuant to section 1135(b) of the Act, the Secretary of the United States 
Department of Health and Human Services invoked his authority to waive or modify certain 
requirements of titles XVIII, XIX, and XXI of the Act as a result of the consequences COVID-19 pandemic, 
to the extent necessary, as determined by the Centers for Medicare & Medicaid Services (CMS), to 
ensure that sufficient health care items and services are available to meet the needs of individuals 
enrolled in the respective programs and to ensure that health care providers that furnish such items and 
services in good faith, but are unable to comply with one or more of such requirements as a result of the 
COVID-19 pandemic, may be reimbursed for such items and services and exempted from sanctions for 
such noncompliance, absent any determination of fraud or abuse.  This authority took effect as of 6PM 
Eastern Standard Time on March 15, 2020, with a retroactive effective date of March 1, 2020.  The 
emergency period will terminate, and waivers will no longer be available, upon termination of the public 
health emergency, including any extensions.  

The State Medicaid agency (agency) seeks to implement the policies and procedures described below, 
which are different than the policies and procedures otherwise applied under the Medicaid state plan, 
during the period of the Presidential and Secretarial emergency declarations related to the COVID-19 
outbreak (or any renewals thereof), or for any shorter period described below: 

The flexibilities described in this SPA shall be implemented throughout the duration of the Presidential 
and Secretarial emergency declarations related to the COVID-19 outbreak (or any renewals thereof). 

NOTE: States may not elect a period longer than the Presidential or Secretarial emergency declaration 
(or any renewal thereof).  States may not propose changes on this template that restrict or limit 
payment, services, or eligibility, or otherwise burden beneficiaries and providers. 

Request for Waivers under Section 1135 

    X     The agency seeks the following under section 1135(b)(1)(C) and/or section 1135(b)(5) of the Act: 

a. __X___ SPA submission requirements – the agency requests modification of the
requirement to submit the SPA by March 31, 2020, to obtain a SPA effective date during
the first calendar quarter of 2020, pursuant to 42 CFR 430.20.

b. X     Public notice requirements – the agency requests waiver of public notice
requirements that would otherwise be applicable to this SPA submission.  These
requirements may include those specified in 42 CFR 440.386 (Alternative Benefit Plans),
42 CFR 447.57(c) (premiums and cost sharing), and 42 CFR 447.205 (public notice of
changes in statewide methods and standards for setting payment rates).

This SPA is in addition to the Alabama Disaster Relief SPAs approved on 4/6/2020, 4/7/2020, and 4/13/20, and does not supersede 
anything approved in those SPAs. 
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State/Territory: Alabama Disaster Relief SPA#4 

TN: AL-20-0007 Approval Date:  __________ 
Supersedes TN: NEW Effective Date:  03/18/2020 

c. X      Tribal consultation requirements – the agency requests modification of tribal
consultation timelines specified in [insert name of state] Medicaid state plan, as
described below:

Alabama Medicaid is requesting, for any state plan submitted related to the COVID-19 
emergency declared by the President or Secretary, the ability to give tribal notice at the 
time the State Plan is filed with CMS.   

Section A – Eligibility 

1. X     The agency furnishes medical assistance to the following optional groups of individuals
described in section 1902(a)(10)(A)(ii) or 1902(a)(10)(c) of the Act.  This may include the new
optional group described at section 1902(a)(10)(A)(ii)(XXIII) and 1902(ss) of the Act providing
coverage for uninsured individuals.

COVID 19 Testing for the Uninsured:  The state intends to cover the 1902(a)(10)(A)(ii)(XXIII) and 
1902(ss) group effective March 18, 2020 which includes those affected by COVID 19. There is no 
maximum income or resource limit. The individual must be uninsured. 

2. _____ The agency furnishes medical assistance to the following populations of individuals
described in section 1902(a)(10)(A)(ii)(XX) of the Act and 42 CFR 435.218:

a. _____ All individuals who are described in section 1905(a)(10)(A)(ii)(XX)

Income standard: _____________

-or- 
 

b. _____ Individuals described in the following categorical populations in section 1905(a) 
of the Act: 

Income standard: _____________ 

3. _____ The agency applies less restrictive financial methodologies to individuals excepted from
financial methodologies based on modified adjusted gross income (MAGI) as follows.

Less restrictive income methodologies:

Less restrictive resource methodologies: 

This SPA is in addition to the Alabama Disaster Relief SPAs approved on 4/6/2020, 4/7/2020, and 4/13/20, and does not supersede 
anything approved in those SPAs. 
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State/Territory: Alabama Disaster Relief SPA#4 

TN: AL-20-0007 Approval Date:  __________ 
Supersedes TN: NEW Effective Date:  03/18/2020 

4. _____ The agency considers individuals who are evacuated from the state, who leave the state
for medical reasons related to the disaster or public health emergency, or who are otherwise
absent from the state due to the disaster or public health emergency and who intend to return
to the state, to continue to be residents of the state under 42 CFR 435.403(j)(3).

5. _____ The agency provides Medicaid coverage to the following individuals living in the state,
who are non-residents:

6. ____ The agency provides for an extension of the reasonable opportunity period for non-citizens
declaring to be in a satisfactory immigration status, if the non-citizen is making a good faith
effort to resolve any inconsistences or obtain any necessary documentation, or the agency is
unable to complete the verification process within the 90-day reasonable opportunity period
due to the disaster or public health emergency.

Section B – Enrollment 

1. _____ The agency elects to allow hospitals to make presumptive eligibility determinations for
the following additional state plan populations, or for populations in an approved section 1115
demonstration, in accordance with section 1902(a)(47)(B) of the Act and 42 CFR 435.1110,
provided that the agency has determined that the hospital is capable of making such
determinations.

Please describe the applicable eligibility groups/populations and any changes to reasonable 
limitations, performance standards or other factors. 

2. _____ The agency designates itself as a qualified entity for purposes of making presumptive
eligibility determinations described below in accordance with sections 1920, 1920A, 1920B, and
1920C of the Act and 42 CFR Part 435 Subpart L.
Please describe any limitations related to the populations included or the number of allowable PE 
periods. 

3. _____ The agency designates the following entities as qualified entities for purposes of making
presumptive eligibility determinations or adds additional populations as described below in
accordance with sections 1920, 1920A, 1920B, and 1920C of the Act and 42 CFR Part 435
Subpart L.  Indicate if any designated entities are permitted to make presumptive eligibility
determinations only for specified populations.
Please describe the designated entities or additional populations and any limitations related to 
the specified populations or number of allowable PE periods. 

This SPA is in addition to the Alabama Disaster Relief SPAs approved on 4/6/2020, 4/7/2020, and 4/13/20, and does not supersede 
anything approved in those SPAs. 

Pg. 89z4

05/11/2020



State/Territory: Alabama Disaster Relief SPA#4 

TN: AL-20-0007 Approval Date:  __________ 
Supersedes TN: NEW Effective Date:  03/18/2020 

4. _____ The agency adopts a total of _____ months (not to exceed 12 months) continuous
eligibility for children under age enter age _____ (not to exceed age 19) regardless of changes in
circumstances in accordance with section 1902(e)(12) of the Act and 42 CFR 435.926.

5. _____ The agency conducts redeterminations of eligibility for individuals excepted from MAGI-
based financial methodologies under 42 CFR 435.603(j) once every _____ months (not to exceed
12 months) in accordance with 42 CFR 435.916(b).

6. _____ The agency uses the following simplified application(s) to support enrollment in affected
areas or for affected individuals (a copy of the simplified application(s) has been submitted to
CMS).

a. _____ The agency uses a simplified paper application.

b. _____ The agency uses a simplified online application.

c. _____ The simplified paper or online application is made available for use in call-centers
or other telephone applications in affected areas.

Section C – Premiums and Cost Sharing 

1. _____ The agency suspends deductibles, copayments, coinsurance, and other cost sharing
charges as follows:

Please describe whether the state suspends all cost sharing or suspends only specified 
deductibles, copayments, coinsurance, or other cost sharing charges for specified items and 
services or for specified eligibility groups consistent with 42 CFR 447.52(d) or for specified income 
levels consistent with 42 CFR 447.52(g). 

2. _____ The agency suspends enrollment fees, premiums and similar charges for:

a. _____ All beneficiaries

b. _____ The following eligibility groups or categorical populations:

Please list the applicable eligibility groups or populations. 

3. _____ The agency allows waiver of payment of the enrollment fee, premiums and similar
charges for undue hardship.
Please specify the standard(s) and/or criteria that the state will use to determine undue 
hardship.   

This SPA is in addition to the Alabama Disaster Relief SPAs approved on 4/6/2020, 4/7/2020, and 4/13/20, and does not supersede 
anything approved in those SPAs. 
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State/Territory: Alabama Disaster Relief SPA#4 

TN: AL-20-0007 Approval Date:  __________ 
Supersedes TN: NEW Effective Date:  03/18/2020 

Section D – Benefits 

Benefits: 

1. _____ The agency adds the following optional benefits in its state plan (include service
descriptions, provider qualifications, and limitations on amount, duration or scope of the
benefit):

2. _____ The agency makes the following adjustments to benefits currently covered in the state
plan:

3. _____ The agency assures that newly added benefits or adjustments to benefits comply with all
applicable statutory requirements, including the state-wideness requirements found at
1902(a)(1), comparability requirements found at 1902(a)(10)(B), and free choice of provider
requirements found at 1902(a)(23).

4. _____ Application to Alternative Benefit Plans (ABP).  The state adheres to all ABP provisions in
42 CFR Part 440, Subpart C.  This section only applies to states that have an approved ABP(s).

a. _____ The agency assures that these newly added and/or adjusted benefits will be
made available to individuals receiving services under ABPs.

b. _____ Individuals receiving services under ABPs will not receive these newly added
and/or adjusted benefits, or will only receive the following subset:

Please describe. 

Telehealth: 

5. _____ The agency utilizes telehealth in the following manner, which may be different than
outlined in the state’s approved state plan:

Please describe. 

This SPA is in addition to the Alabama Disaster Relief SPAs approved on 4/6/2020, 4/7/2020, and 4/13/20, and does not supersede 
anything approved in those SPAs. 
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State/Territory: Alabama Disaster Relief SPA#4 

TN: AL-20-0007 Approval Date:  __________ 
Supersedes TN: NEW Effective Date:  03/18/2020 

Drug Benefit: 

6. _____ The agency makes the following adjustments to the day supply or quantity limit for
covered outpatient drugs. The agency should only make this modification if its current state plan
pages have limits on the amount of medication dispensed.

Please describe the change in days or quantities that are allowed for the emergency period and 
for which drugs.  

7. _____ Prior authorization for medications is expanded by automatic renewal without clinical
review, or time/quantity extensions.

8. _____ The agency makes the following payment adjustment to the professional dispensing fee
when additional costs are incurred by the providers for delivery.  States will need to supply
documentation to justify the additional fees.

Please describe the manner in which professional dispensing fees are adjusted. 

9. _____ The agency makes exceptions to their published Preferred Drug List if drug shortages
occur.  This would include options for covering a brand name drug product that is a multi-source
drug if a generic drug option is not available.

Section E – Payments  

Optional benefits described in Section D: 

1. _____ Newly added benefits described in Section D are paid using the following methodology:

a. _____ Published fee schedules –

Effective date (enter date of change): _____________

Location (list published location): _____________

b. _____ Other:

Describe methodology here. 

This SPA is in addition to the Alabama Disaster Relief SPAs approved on 4/6/2020, 4/7/2020, and 4/13/20, and does not supersede 
anything approved in those SPAs. 
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State/Territory: Alabama Disaster Relief SPA#4 

TN: AL-20-0007 Approval Date:  __________ 
Supersedes TN: NEW Effective Date:  03/18/2020 

Increases to state plan payment methodologies: 

2. _____ The agency increases payment rates for the following services:

Please list all that apply. 

a. _____ Payment increases are targeted based on the following criteria:

Please describe criteria. 

b. Payments are increased through:

i. _____ A supplemental payment or add-on within applicable upper payment
limits:

Please describe. 

ii. _____ An increase to rates as described below.

Rates are increased:

_____ Uniformly by the following percentage: _____________

_____ Through a modification to published fee schedules –

Effective date (enter date of change): _____________ 

Location (list published location): _____________ 

_____ Up to the Medicare payments for equivalent services. 

_____ By the following factors:  

Please describe. 

This SPA is in addition to the Alabama Disaster Relief SPAs approved on 4/6/2020, 4/7/2020, and 4/13/20, and does not supersede 
anything approved in those SPAs. 
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State/Territory: Alabama Disaster Relief SPA#4 

TN: AL-20-0007 Approval Date:  __________ 
Supersedes TN: NEW Effective Date:  03/18/2020 

Payment for services delivered via telehealth: 

3. _____ For the duration of the emergency, the state authorizes payments for telehealth services
that:

a. _____ Are not otherwise paid under the Medicaid state plan;

b. _____ Differ from payments for the same services when provided face to face;

c. _____ Differ from current state plan provisions governing reimbursement for
telehealth;

Describe telehealth payment variation. 

d. _____ Include payment for ancillary costs associated with the delivery of covered
services via telehealth, (if applicable), as follows:

i. _____ Ancillary cost associated with the originating site for telehealth is
incorporated into fee-for-service rates.

ii. _____ Ancillary cost associated with the originating site for telehealth is
separately reimbursed as an administrative cost by the state when a
Medicaid service is delivered.

Other: 

4. _____ Other payment changes:

Please describe. 

Section F – Post-Eligibility Treatment of Income 

1. _____ The state elects to modify the basic personal needs allowance for institutionalized
individuals. The basic personal needs allowance is equal to one of the following amounts:

a. _____ The individual’s total income

b. _____ 300 percent of the SSI federal benefit rate

c. _____ Other reasonable amount:  _________________

2. _____ The state elects a new variance to the basic personal needs allowance.  (Note: Election
of this option is not dependent on a state electing the option described the option in F.1.
above.)

This SPA is in addition to the Alabama Disaster Relief SPAs approved on 4/6/2020, 4/7/2020, and 4/13/20, and does not supersede 
anything approved in those SPAs. 
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State/Territory: Alabama Disaster Relief SPA#4 

TN: AL-20-0007 Approval Date:  __________ 
Supersedes TN: NEW Effective Date:  03/18/2020 

The state protects amounts exceeding the basic personal needs allowance for individuals who 
have the following greater personal needs:  

Please describe the group or groups of individuals with greater needs and the amount(s) 
protected for each group or groups.  

Section G – Other Policies and Procedures Differing from Approved Medicaid State Plan /Additional 
Information 

Disclosure Statement 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of 
information unless it displays a valid OMB control number.  The valid OMB control number for this 
information collection is 0938-1148 (Expires 03/31/2021).  The time required to complete this 
information collection is estimated to average 1 to 2 hours per response, including the time to review 
instructions, search existing data resources, gather the data needed, and complete and review the 
information collection. Your response is required to receive a waiver under Section 1135 of the Social 
Security Act. All responses are public and will be made available on the CMS web site. If you have 
comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, 
please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, 
Baltimore, Maryland 21244-1850. ***CMS Disclosure***  Please do not send applications, claims, 
payments, medical records or any documents containing sensitive information to the PRA Reports 
Clearance Office.  Please note that any correspondence not pertaining to the information collection 
burden approved under the associated OMB control number listed on this form will not be reviewed, 
forwarded, or retained. If you have questions or concerns regarding where to submit your documents, 
please contact the Centers for Medicaid & CHIP Services at 410-786-3870. 
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State/Territory: Alabama 

7 .4.A. Rescissions to the State's Disaster Relief Policies for the COVID-19 National Emergency 

Effective March 18, 2020, the agency rescinds the election at A.1. of section 7.4 (approved on May 11, 
2020 in SPA Number AL-20-0007) of the state plan to furnish medical assistance to the optional eligibility 

group described at section 1902(a)(l0)(A)(ii)(XXIII) of the Social Security Act. 

TN: AL-20-0018-A 

Supersedes TN: NEW 

Approval Date: 10/30/20 

Effective Date: 03/18/2020 

Disaster Relief SPA NEW
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Section 7 - General Provisions 

7.4. Medicaid Disaster Relief for the COVID-19 National Emergency 

On March 13, 2020, the President of the United States issued a proclamation that the COVID-19 

outbreak in the United States constitutes a national emergency by the authorities vested in him by the 

Constitution and the laws of the United States, including sections 201 and 301 of the National 

Emergencies Act (SO U.S.C. 1601 et seq.), and consistent with section 1135 of the Social Security Act 

(Act). On March 13, 2020, pursuant to section 1135{b} of the Act, the Secretary of the United States 

Department of Health and Human Services invoked his authority to waive or modify certain 

requirements of titles XVIII, XIX, and XXI of the Act as a result of the consequences COVID-19 pandemic, 

to the extent necessary, as determined by the Centers for Medicare & Medicaid Services (CMS), to 

ensure that sufficient health care items and services are available to meet the needs of individuals 

enrolled in the respective programs and to ensure that health care providers that furnish such items and 

services in good faith, but are unable to comply with one or more of such requirements as a result of the 

COVID-19 pandemic, may be reimbursed for such items and services and exempted from sanctions for 

such noncompliance, absent any determination of fraud or abuse. This authority took effect as of 6PM 

Eastern Standard Time on March 15, 2020, with a retroactive effective date of March 1, 2020. The 

emergency period will terminate, and waivers will no longer be available, upon termination of the public 

health emergency, including any extensions. 

The State Medicaid agency (agency) seeks to implement the policies and procedures described below, 

which are different than the policies and procedures otherwise applied under the Medicaid state plan, 

during the period of the Presidential and Secretarial emergency declarations related to the COVID-19 

outbreak (or any renewals thereof), or for any shorter period described below: 

I Describe shorter period here.

NOTE: States may not elect a period longer than the Presidential or Secretarial emergency declaration 

(or any renewal thereof). States may not propose changes on this template that restrict or limit 

payment, services, or eligibility, or otherwise burden beneficiaries and providers. 

Request for Waivers under Section 1135

___,X
""--

_ The agency seeks the following under section 1135(b)(l)(C} and/or section 1135(b)(S) of the Act:

a. X SPA submission requirements- the agency requests modification of the

requirement to submit the SPA by March 31, 2020, to obtain a SPA effective date during

the first calendar quarter of 2020, pursuant to 42 CFR 430.20.

b. X Public notice requirements - the agency requests waiver of public notice

requirements that would otherwise be applicable to this SPA submission. These

requirements may include those specified in 42 CFR 440.386 (Alternative Benefit Plans),

42 CFR 447.57(c) (premiums and cost sharing), and 42 CFR 447.205 (public notice of

changes in statewide methods and standards for setting payment rates).

TN: AL-20-0008 

Supersedes TN: NEW 
Approval Date: ___ _

Effective Date: 03/01/2020 

This SPA is in addition to the Alabama Disaster Relief SPAs approved on 4/6/2020, 4/7/2020, 4/13/2020, and 5/11/2020, and does not supersede 

anything approved in those SPAs.
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State/Territory: Alabama 

c. X Tribal consultation requirements - the agency requests modification of tribal 

consultation time lines specified in [insert name of state] Medicaid state plan, as 

described below: 

Alabama is requesting, for any state plan submitted related to the COVID-19 emergency 

declared by the President or Secretary, the ability to give tribal notice at the time the 

State Plan is filed with CMS. 

Section A - Eligibility 

1. __ The agency furnishes medical assistance to the following optional groups of individuals

described in section 1902(a)(l0)(A)(ii) or 1902(a)(l0)(c) of the Act. This may include the new

optional group described at section 1902{a)(l0)(A)(ii)(XXIII) and 1902(ss) of the Act providing

coverage for uninsured individuals.

Include name of the optional eligibility group and applicable income and resource standard. 

2. __ The agency furnishes medical assistance to the following populations of individuals

described in section 1902(a)(10)(A)(ii)(XX) of the Act and 42 CFR 435.218:

a. __ All individuals who are described in section 190S(a)(10)(A)(ii)(XX)

Income standard:
------

-or-

b. __ Individuals described in the following categorical populations in section 190S(a) 

of the Act: 

Income standard: _____ _ 

3. __ The agency applies less restrictive financial methodologies to individuals excepted from

financial methodologies based on modified adjusted gross income (MAGI) as follows.

Less restrictive income methodologies:

TN: AL-20-0008 
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This SPA is in addition to the Alabama Disaster Relief SPAs approved on 4/6/2020, 4/7/2020, 4/13/20, 5/11/20, and 5/27/20, 
and does not supersede anything approved in those SPAs.



  
Amendment 

 6/16/20  
 

This SPA is in addition to the Alabama Disaster Relief SPAs approved on 4/6/2020, 4/7/2020, 4/13/20, 5/11/20, and 
5/27/20, and does not supersede anything approved in those SPAs.



6/16/20 
 

This SPA is in addition to the Alabama Disaster Relief SPAs approved on 4/6/2020, 4/7/2020, 4/13/20, 5/11/20, and 
5/27/20, and does not supersede anything approved in those SPAs.



6/16/20  
 

This SPA is in addition to the Alabama Disaster Relief SPAs approved on 4/6/2020, 4/7/2020, 4/13/20, 5/11/20, and 
5/27/20, and does not supersede anything approved in those SPAs.



6/16/20  
 

This SPA is in addition to the Alabama Disaster Relief SPAs approved on 4/6/2020, 4/7/2020, 4/13/20, 5/11/20, and 
5/27/20, and does not supersede anything approved in those SPAs.
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STATE PLAN UNDER TITLE XIX OF THE SCX:IAL SECURITY ACT Attactunen t l.1-A 

THE ATTORNEY GENERAL STATE OF ALABAMA· MONTGOMERY. ALARi\Mi\ JtilJO 

WILLIAM J . BAXLEY 
ATTOR N EY GENERAL June 17, 1977 

GEORCE L . BECK 

OCPUT'r' ATTORNEY GENERAL. 

L . B . SULLIVAN 

ltXCCUTIVC. ASSISTANT 

WALTER S . TURNER 

CH I EF ASSISTANT ATTORNtY GCNtRAL. 

• 

TOM CORK 

CONF'IO[NT IAL. AS$1STANT 

JACK D . SHOWS 

CHltF I NVi;HIGATO" 

STATE OF ALABAMA 

MON7GOME RY COUNTY 
c E R T T F I r n ~ F 

I, William J. Baxley, as Attorney General of the 

State of Alabama, hereby certify that the Governor's Office 

of the State of Alabama is the single State agency au t horized 

to develop and administer the State plan on a statewide basis, 

including the authority to make rules and regulations govern-

ing the .administration of the plan by such agency, for 

medical assistance to needy people in conformity with Title 

XIX of the Social Security Act; said Governor's Office having 

been so designated by the Governor of Alabama in Executive 

Order Number Eighty-One, issued June 16, 1977. 

Certified on this the 17th day of June , 197 7 , in 

Montgomery, Alabama . 

WILLIAM J. BAXLEY 
Attorney General 
State of A~abama 

' ·-- -
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Attachment 1.1-A 
Page 2 

EXECUTIVE ORDER NU!·:BER EIGHTY-ONE 

WHEREAS, on June 30, 1967, the Governor of Alabama 

ordered and designated the State Board of Health as the · 

single State agency . to develop and administer the State 

plan for medical assistance to the needy people in 

conformity with Title XIX of the Social Security Act; and 

WHEREAS, it is in the best interest of the citizens 

of the State of Alabama to change this designation. 

NOW, THEREFORE, I, George c. Wallace, as Governor of 

the State of Alabama do hereby order: 

1. That paragraph 2 6n page 2 of Ex~cutive Order 

Number 8, promulgated on June 30, 1967, be amended to 

read as follows: · 

"2. That the Governors Office is hereby ordered to 

be the single. state agency to develop and administer the 

State plan for medical assistance to the needy people in 

confirmity with Title XIX of the Social Security Act." 

2. That the remainder of Executive Order Number 8, 

promulgated June 30, 1967, shall remain in full force and 

effect. 



DONE /\ND ORDERED THIS l b DAY ---- OF~ 

Attachment. 1.1-A 
Page 3 

1977. 

GOVERNOR O~ THE STATE OF ALJ\BAHA 

:- . 

ATTEST: 

-2-



EXECUTIVE ORDER NUMBER EIGHTY-THREE 

Attachment 1.1-A 
Page· ·4 

WHEREAS, on June 30, 1967, the Governor of Alabama 

ordered and design~ted the State Board of Health as the 

single State agency to develop and administer the State 

Pl.an for Medical Assistance in conformity with Title XIX 

of the Social Security Act, and ordered that the State 

Department of Pensions and Security determine eligibility 

for medical assistance under said Plan, and 

WHEREAS, on June 16, 1977, the Governor of Alabama 

amended said June 30, 1967, designation so as to order 

the Governor's Office to be the single State agency to 

develop and administer said Plan; and 

WHEREAS, it is in the best interest of the citizens 

of the State of Alabama to change the designation of the 

agency to determine eligibili:ty under said Plan, and to 

consolidate in the Gove.::::nor's Office as the sinale State - . 

agency all. of the functions previously designated by 

the promulgation of Executive Order Number 8 of June 30, 

1967, but retain the services of the Department of 

Pensions and Security in deter~ining eligibility for 

medical assistance for certain persons: 

NOW, THEREFORE, I, George C. Wallace, as Governor 



of the State of Alabama, do hereby order: 

Attachment 1.1-A 
Page 5 

1. That the Governor's Office, as the single State 

agency to develop and administer the State Plan for 

Medical Assistance in conformity with Title XIX of the 

Social Security Act is also designated as the single 

State agency to de~ermine eJ.igibility for medical assis-

tancc under the said Plan. 

2. That Executive Order Number 8 of June 30, 1967, 

is hereby amended as follows: 

(a) The State Department of Pensions and Security 

is qereby ordered to determine and/or monitor eligibility 

for medical assistance under the State Plan for ~edical 

Assistance for the following persons: 

(1) Those persons whose eligibility is related 

to the Aid to Families with Dependent Children financial 

assistance program. 

(2) Those persons whose eligibility is related 

to the state mandatory or optionaT supplementation program. 

(b) The Medical Services Administration is hereby 

ordered to determine and/or monitor eligibility for medical 

assistance under the State Plan for all other persons 

and groups of persons. 

-2-



1977. 

Attactvnent 1.1-A 
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3. This Order shall be come effective on October 1, 

DONC AND ORDERED THISJ4."9t DAY OF October , 1977 . 

. ~ ............. ,~~{,.. ,. (i J 1 r,.A.\. 
GEORGE C {\WALLACE 
GOVERNOR~ 

ATTEST: 

3 
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EY.ECUTIVE ORDER NUMBER 38. 

WHEREAS, there exists confusion among the general 

public with regard to Medicaid and Medicare, and 

WHEREAS, Medicare is a program of the federal government, 

administered by the Federal Government, and 

WHEREAS, Medicaid is a program administered in the State 

of Alabama by the Medical Services Administration, and 

WHEREAS, the name "Medical Services Administration" does 

not accurately reflect the operation of that agency, and 

WHEREAS J the name "Alabama· Medicaid Agency" conforms with 

the names of agencies with similar functions in the majority 

of other states, 

. 
NOW, THEREFORE, I, Fob James, as Governor of the State of 

Alabama, under and by virtue of the authority vested in me by 

law, hereby order and declare that the name of "Medical 

Services Administration" is changed to "Alabama Medicaid 

Agency", and that the Commissioner of the Medical Services 

Administration.shall be known as the "Commissioner of Medicaid". 

:CONE AND ORDERED THIS~-2~~---~~day of ~M=a=r~c~h~~~1981. 



I • 

.... ~ EXECUT I Ve ORDER i':Lr:'>IBEl?. 8 

\•ii-JERE!\S, on .No11embcr 19, 1965, ·the Governor of 

Al;\.bzi.ir\a. d8::;i9r1ateci the State Departmc::nt of Pensions and 

Security as the singl?. State agency to adr.1inistcr "the n~cdic=1.l 

assi$tanc-::: plan under Title XIX and to supci·vis\~ its 

adn.ini.;;;tr~tion ln the cc:.mty departments of pcn:>ions and 

secnr i 'Ly; and 

WHEREAS, the Legislature of Alabama h.:-.s :further . . 

autho-riz~d and err.powered me to give to ~ny Stc.te agency b:' 

executive order such powers and duties as arc not in cocflict . 

w~t~·1 the Con'.:'tj ::ution of t\la.bc-r11a. and not. s;-iec.ifically 

p:rohi"b~ t ed by th~ exist i no st 2. tu tcs . of Al ab.::t.n!C.. as r.<2..y b.,.; 

r · 

• 



... ., 
. . 

. ~ 

· .. 
( ( 

th12 plan. 

order: 

1. TliAf the design.:\tion heretofore made in the 

Gov~rnorrs letter of November 19, 1965, is hereby rescinded. 

2. T.flAT the State Board of Health is hereby orderec 

to be the single State ag0ncy to develop e-11d a•:h:.inister th~ 

State pJ<lr: for medical assist?..nce to the needy people in 

conformity with Title XIX of the Social Security Act. 

3. Tf-LJ\T the State Departw::?nt of Pens:ons a.11d 

Se-::urity, through its sixty-seven county depC'lrtm2nts, is 

hereby ordered to determ:ne eligibility for mcdicaJ assistance 

under the St<lt<? pJan for Title XIX. 

,/ :­/ ··· 0'. '. '· 

-'" --~O /;v_ .of Jun<?, 19 67. 

/' '/ .~ 
; :.~---"'.-'·:-'/~ ~-..... -· .-/.- ·. ~--; . . ~...;':/ · --: .. . _ 

LUR"i:' -fs;\~- -~\·:\CL .~\ci:------ -··----· 
GO'.'Ef~:\OR 0~' .·\L\8.\.•U'. 



Alabama Medicaid Agency 

GUY HUNT 
Governor 

Mr. Jerry Royal 
Health Care Financing 
Post Office Box 2078 
Atlanta, Georgia 30301 

Dear Mr. Royal: 

2500 Fairlane Drive 
Montgomery, Alabama 36130 

January 13, 1989 

Administration 

I am providing you copies of the letter from Governor Guy 
Hunt appointing Carol A. Herrmann, Commissioner, as his Designee 
to process State Plan Amendments from this agency. 

This action is based on the October 21, 1988 federal regula­
tion as stated in 42 CFR Section 430.12(b)(2)(i) which states 
"submission is not required if the Governor's designee is the 
head of the Medicaid Agency." 

Please place these copies in your files for future reference 
concerning State Plan Amendments. Your cooperation is appreciat­
ed. 

Sincerely, 

~4~~-
Theresa M. Beasley 
Agency Administrative Secretary 

TMB:mt 

Enclosures 



STATE OF ALABAMA 

GOVERNOR 'S OFFICE 

, · .· .... :"' 
MONTGOMERY 36 1 30 ' " 

GUY HUNT 
GOVERNOR 

Ms. Carol A. Herrmann 
Commissioner 
Alabama Medicaid Agency 
2500 Fairlane Drive 
Montgomery, AL 36130 

Dear Ms. Herrmann: 

December 9, 1988 

Federal regulations require that state Medicaid agencies operate under 
a federally approved State Plan which reflects the characteristics of the 
particular state's Medicaid program. Heretofore, there were no exceptions 
to the requirement in 42 C.F.R. Section 430.12 (b)(l)(i) which states 11 the 
Medicaid agency must submit the State plan and State plan amendments to the 
State Governor or his designee for review and comment before submitting 
them to the HCFA regional off1ce . 11 

Effective October 21, 1988, federal regulations included an exception 
to that requirement as stated in 42 C.F.R. Section 430.12 (b)(2)(i). This 
stated "submission is not required if the Governor's designee is the head 
of the Medicaid agency. 11 

Since I know that you keep me informed on all significant developments 
in Medicaid, I am pleased to expedite our administrative actions by naming 
you as my Oesignee to process the State Plan Amendments without sending 
them to my office for review and comment. 

If any further action is appropriate, please let me know. 

S~•lyW 

<~ 
Governor 

. ' 



Attachment 1.2-A 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE OF ALABAMA 

Organization and Functions of the Governor's Office 

1. The Governor of the State of Alabama is elected for a four-year 
term by the people of the State. Under the Constitution of 
Alabama of 1901, the supreme executive power of the State is 
vested in this office which is a component of the Executive 
Branch. An organizational chart of the Governor's Office may be 
found on page 1.1 of Attachment 1.2-A. 

2. In directing the affairs of Alabama, the Governor carries out 
responsibilities authorized by the Constitution. Included in 
this authorization are: See that the laws are faithfully 
executed, convene the Legislature under extraordinary circum­
stances, provide information on the state of the government 
(including the submission of budgetary requirements) to the 
Legislature: veto legislation to which he objects; serve as 
chairman of numerous committees and boards; make appointments to 
beards, cowmittees, and departments. 
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AL-94-14 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE OF ALABAMA 

Organization and Functions of the Alabama Medicaid Agency 

1. Alabama Medicaid Agency is the administrative unit that is 
responsible for administering the Alabama Medicaid Program. The 
organizational structure is shown on page 2 of Attachment 1.2-B. 

2. Functions of the Alabama Medicaid Agency include the following 
responsibilities: 

(a) develop rules and regulations for administering the 
Medicaid program to comply with the State Plan for Medical 
Assistance; 

(b) perform utilization and medical review activities; 

(c) prepare budgets; 

(d) establish contracts with medical providers to render care 
to Medicaid recipients; 

(e) monitor the provision of medical care and payment of claims; 

(f) conduct investigation and audit functions; 

(g) collect and analyze data and publish statistical and 
management reports pertinent to the program; 

(h) make reimbursement collections from liable third parties; 

(i) provide information about the program; 

(j) provide for the training of staff members; 

(k) conduct fair hearings; 

(1) assure that claims for the medical care of Medicaid 
recipients are properly paid; 

(m) perform eligibility functions and, 

(n) establish criteria for admission to Long Term Care 
facilities to include evaluation and certification of 
recipients. 

TN No. AL-94-14 
Supersedes 
TN No. AL-93-28 

Approval Date 06/22/94 Effective Date 04/01/94 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE OF ALABAMA 

Professional Medical Personnel and Supporting Staff 

Alabama Medicaid Agency, the single state agency responsible for adminis­
tration of the Medical Assistance Program, is headed by a Commissioner. 
The personnel assigned to Medicaid are classified as Skilled Professional 
Medical Personnel and supporting staff, or other supporting staff with 
related responsibility as follows: 

1. Skilled Professional Medical Personnel and Support Staff (53) 

a. Physician (2) 

The physicians serve as consultants on professional medical 
matters to all programs within Medicaid . 

b. Dentist (1) 

The dentist serves as a consultant on all professional dental 
matters. 

c. Pharmacist (2) 

The pharmacists are responsible for planning, directing, and 
supervising the state-wide drug program and developing and 
maintaining a drug formulary. 

d. Medicaid Administrators (7) 

One administrator, a registered nurse, is the manager of 
the Hospital Program, assisted by an administrator. One 
administrator, a registered nurse, is the Director 
of Managed Care Division, assisted by two administrators, 
who are registered nurses. One administrator, a 
registered nurse is the Director of the Community 
Care Division. One administrator, a registered nurse , is 
the Director of the Prior Authorization Division. 

TN No. AL- 94-14 
Supersedes 
TN No.AL-93-28 

Approval Date 06/ 22/94 Effective Date 04/01/ 94 



e. Nurses (23) 

AL-94-14 
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(1) Four nurses are assigned to the Prenatal/ Family Planning 
Program, one of whom is the manager. Three of these nurses 
are assigned to the Family Planning Section. 

(2) One nurse is assigned as the manager of the 
Lab/X-Ray program. 

(3) Fifteen nurses are assigned to the Prior Authorization 
Program. 

(4) Three nurses are assigned to the FQHC/Rural Health/ ASC/ OSL 
Program, one of whom is the manager. 

f. Medical Care Benefits Specialists (4) 

(1) One Medical Care Benefits Specialist is assigned as a 
sub-professional to the Hospital Program to assist in its 
operation. 

(2) Two Medical Care Benefits Specialists are assigned as 
sub-professionals to the Inpatient Utilization Review 
Program to assist in its operation. 

(3) One Medical Care Benefits Specialist is assigned as a 
sub-professional to the FQHC/Rural Health/ASC/ OSL. 

g. Clerical (14) 

These individuals are clerical personnel who directly support 
the Skilled Medical Personnel. 

2. Other Support Staff (507) 

a. Medicaid Administrators (52) 

Medicaid Commissioner 
Medical Services Administrators 
Accounting Managers 
Chief Investigator 
Executive Assistant 
Chief Auditor 
Data Processing Information Systems Managers 
General Counsel-Attorney III 
Medicaid Administrators 

1 
4 
2 
1 
1 
1 
2 
1 

39 

TN No. AL-94-14 
Supersedes Approval Date 06/22/94 Effective Date 04/01/94 
TN No. AL-93-28 



AL-94-14 
Attachment 1.2-C 
Page 3 

Chief of Staff 
Program Integrity Director 
Certification Support Division 
Family Certification Division 
Institutional & SSA Related 
Certification Division 

Support Services Division 
Third Party Division 
Human Resources Division 
Financial Analysis & Planning 
Facility Based Services Director 
Community Care Division 
Medical Services Division 
Maternal & Child Health Division 
Managed Care Division 

b. Accountants (7) 

Internal Audit 
Fiscal Operations 
Accounts Receivable 
Drug Rebates 
Reports & Budget 
Systems Audit 

c. Account Clerks (9) 

d. Administrative Assistants (5) 

e. Auditors (35) 

Provider Audit 
Fiscal 
Program Integrity 
Internal Audit 

f. Budget Analyst (1) 

g. Legal Counsel (4) 

1 
3 
2 
1 

4 
3 
4 
1 
2 
2 
6 
5 
3 
2 

1 
2 
1 
1 
1 
1 

24 
1 
1 
9 

These individuals maintain liaison with the Attorney 
General and advise the Commissioner on all fair hearings 
and legal matters. 

h. Special Investigators (6) 

These individuals perform investigations relative to 
recipient and provider abuse, misuse and fraud. 

TN No. AL-94-14 
Supersedes Approval Date 06/22/94 Effective Date 04/01/94 
TN No. AL-93-28 
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i. Information Specialists (2) 

j. State Professional Trainees (3) 

k. Personnel Assistant (1) 

1. Data Processing Information Systems Managers (2) 

m. Computer Programmers & Analysts (25) 

n. Data Processing Specialists (2) 

o. Data Entry and Computer Operations (8) 

p. Medical Care Benefit Specialists (48) 

q. Nurses (26) 

S/UR 
Physicians/Transportation 
EPSDT 
Maternity Waiver 
Preventive Services 
HCBS Waiver Services 
Home Care/MH 

r. Medicaid Eligibility Specialists (97) 

Quality Control 
Third Party 
One Stop Shopping 
Certification Support 
Institutional/SSA Central Office 
District Offices 
Outstationed 
Family Certification Central Office 

s. Financial Support Social Workers (103) 

Certification Support 
One Stop Shopping 
Mental Health Services 
Outstationed 

1 
1 
1 

100 

10 
1 
5 
3 
1 
3 
3 

3 
3 

1 
5 
1 

75 
8 
1 

TN No. AL-94-14 
Supersedes Approval Date 06/22 / 94 Effective Date 04/01/94 
TN No. AL-93-28 



t. Statisticians (3) 

Financial Planning and Analysis 

u. Other (10) 

Telephone Coordinator 
General Services Supervisor 
Stock Clerk 
Telephone Operators 
Laborers 
Utility Laborers 
Central Mailroom Clerk 

v. Clerical (58) 

AL-94-14 
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1 
1 
1 
2 
2 
2 
1 

3 

TN No. AL-94-14 
Supersedes Approval Date 06/22 / 94 Effective Date 04/ 01/94 
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FEDERAL FINANCIAL PARTICIPATION RATE 
BY COST CENTER 

Old 
Cost Cost Number 
Center Center of Functional 
Number Cost Center Number Personnel Personnel 
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

A 
AAOS 

w 
WAOS 
wcos 

y 

YAOS 

4 
4A05 

x 

XAOS 

XBOS 

2 

2AS7 

z 

ZAOS 

1 
lAOS 
1BM7 

lCOS 
lDOS 

GENERAL ADMINISTRATION 
Commissioner 

CHIEF OF STAFF 
Chief of Staff 
Public Relations 

DEPUTY COMMISSIONER­
PROGRAM ADMIN. 

Depty.Commissioner­
Program Admin. 

DEPUTY COMMISSIONER­
Depty. Commissioner­
Elig/Certification 

DEPUTY COMMISSIONER­
GENERAL SERVICES 

Depty.Comrnissioner­
General Service 
Liens Operations 

DEPUTY COMMISSIONER­
COORDINATED SERVICES 

Depty.Commissioner­
Coordinated Servs. 

DEPUTY COMMISSIONER­
FINANCIAL MANAGEMENT 

Depty.Commissioner­
Financial Management 

INTERNAL AUDIT DIVISION 
Director 
Fiscal Agent Liaison/ 
Systems Audit 
Rate Setting 
Internal Auditor 

AAOS 

WAOS 
MAOS,MBOS 

YAOS 

*** 

XAOS 
XBOS 

*** 

*** 

*** 

3 

2 
2 

2 

3 

2 
2 

1 

1 

1 

AAM7,HL05,HLM7 9 
QFOS 9 
*** 1 

SPMP 

MMIS 

TN No. AL-94-14 
Supersedes Approval Date 06/22/94 Effective Date 04/ 01/94 
TN No. New 



F 
FAOS 
FBCS 
FCOS 
FGOS 
FLOS 

G 

GAOS 
GBOS 
GDOS 
GEOS 

H 
HAOS 
HCM7 
HEOS 
HOOS 
HSM7 

I 
IAM7 
IEM7 
IBOS 
ICM7 
ICOS 
IDM7 
IDOS 
IEM7 
IGM7 

J 

JAOS 
JCOS 
JMOS 
JXOS 

B 
BAM7 
BCOS 

BDOS 

BEOS 

BFOS 

BGOS 

FISCAL DIVISION 
Director 
Fiscal Operations 
Accounts Receivable 
Reports/Budget 
Drug Rebate 

PROVIDER AUDIT/ 
REIMBURSEMENT DIV. 

Director 
Nursing Home Audit 
Hospital Audit 
Alternative Servs. 

Audit 

PROGRAM INTEGRITY DIV. 
Director 
Provider SUR Unit 
Quality Control 
Investigations 
Recipient SUR 

DATA MANAGEMENT DIV. 
Director 
Claims Software 
Claims Software 
Admin. Support 
Admin. Support 
Recipient Software 
Recipient Software 
Computer Operations 
Technical Support 

CERTIFICATION 
SUPPORT DIVISION 

Director 
Policy & Training 
Technical Support 
Data Coordination 

FAMILY CERTIFICATION 
Director 
Mobile Outstationed 

Area 
Montgomery Center 

Outstationed Area 
Birmingham Out­

stationed Area 
Decatur Out­

stationed Area 
Dallas Out­

stationed Area 

FAQS 
FBOS 
FCOS 
FGOS 
HROS 

FHOS 
FJOS 
FIOS 

FKOS 

HAOS 
HCM7 
HEOS 
HOOS 
HSM7 

IAM7 
ABM7 
IBOS 
ICM7 
ICOS 
IDM7 
IDOS 
IEM7 
*** 

JAOS 
JAOS 
JAOS 
JAOS,DEOS 

BAM7 

BCOS 

BDOS 

BEOS 

BFOS 

BGOS 

AL-94-14 
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2 
3 
4 
2 
4 

4 
7 
8 

9 

3 
9 
s 
8 
7 

4 
8 
1 
8 
0 
9 
1 

10 
3 

2 
5 
3 
3 

3 

15 

11 

17 

13 

11 

MMIS 

MMIS 

MMIS 
MMIS 

MMIS 

MMIS 

MMIS 
MMIS 

MM 1S 

TN No. AL-94-14 
Supersedes Approval Date 06/22/94 Effective Date 04! 01/94 
TN No. New 
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BHOS Gadsden Out-
stationed Area BHOS 15 

BIOS Montgomery sou 
Outstationed Area BDOS 13 

BJOS Tuscaloosa Out-
stationed Area BJOS 13 

BZOO One Stop Shopping *** 3 100% FFP 

5 INSTITUTIONAL & SSA 
RELATED CERT.DIV. 

SAOS Director *** 3 
CAOS Certification 

Region Supervisor CAOS 1 
CBOS Birmingham District 

Office CBOS 10 
CBM7 Birmingham District 

Office CBM7 3 MMIS 
CDOS Opelika District 

Off ice CDOS 8 
CDM7 Opelika District 

Off ice CDM7 2 MMIS 
CEOS Selma District 

Off ice ECOS 6 
CEM7 Selma District 

Off ice ECM7 2 MMIS 
DAOS Certification 

Region Superv . DAOS 1 
DBOS Florence District 

Office DBOS 7 
DBM7 Florence District 

Office DBM7 2 MMIS 
DCOS Decatur District 

Office DCOS 7 
DCM7 Decatur District 

Off ice DCM7 2 MMIS 
DFOS Gads den Di s trict 

Off ice ccos 8 
DFM7 Gadsden District 

Office CCM7 2 MMIS 
DGOS Tusc aloosa Di s tri c t 

Office EBOS 8 
DGM7 Tusc aloosa Di s trict 

Office EBM7 2 MMIS 
EAOS Certification Region 

Supervisor EAOS 1 
EDOS Mobile Dist r i c t 

Off ice EDOS 8 
EDM7 Mobile Di s t r i c t 

Office EDM7 2 MMIS 
EEOS Dothan Di s tri c t 

Office DDOS 7 

TN No. AL- 94-14 
Supers edes Appr oval Da t e 06/22/94 Effe ctive Date 04/ 01 / 94 
TN No. New 
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EEM7 Dothan District 
Office DDM7 2 MMIS 

EFOS Montgomery District 
Office JQOS 6 

EFM7 Montgomery District 
Off ice JQM7 2 MMIS 

K SUPPORT SERVICES DIV. 
KAOS Director KAOS 1 
KBOS Records Management KBOS 2 
KCOS Office Services KCOS 6 
KDOS Purchasing FEOS 3 
KEOS Admin . Procedures KAOS 4 

L THIRD PARTY DIVISION 
LAM7 Director LAM7 2 MMIS 
LBM7 Health Insurance LBM7 9 MMIS 
LCOS Technical Support LCOS 8 
LDM7 Recipient & Premium 

Review LDOS 5 MMIS 

N HUMAN RESOURCES DIV. 
NAOS Director NAOS 6 

0 GENERAL COUNCIL DIV. 
OAOS Director OAOS 5 

p FINANCIAL PLANNING & 
ANALYSIS DIVISION 

PAOS Director YBOS 6 

Q FACILITY BASED 
SERVICES DIVISION 

QAOS Director QAOS 2 
QBS7 Hospital Program QBOS 4 SPMP 
QCOS Nursing Horne Prog. QCOS 3 
QDS7 FQHC Rural Health 

ASC OSL QDS7 4 SPMP 

R COMMUNITY CARE DIV. 
RAS7 Director QGS7 2 SPMP 
RDOS HCBS Waivers QHOS 12 
RGOS Maternity Waiver Prog. TBOS 5 
RHOS Horne Care/ Mental 

Health Services QGS7,UBOS 7 

s MEDICAL SERVICES DIV. 
SAOS Director SAS7 2 
SBOS Physicians/ 

Transportation Prog. SBS7 6 
SCS7 Pharmacy Program SCS7 5 SPMP 

TN No. AL-94-14 
Supersedes Approval Date 06/22 / 94 Effective Date 04/01/ 94 
TN No. New 
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s MEDICAL SERVICES DIV. 
scos Pharmacy Program scos 1 
scos Vision/ Hearing/ 

Renal Dialysis Prog. SDOS 2 
SCS7 Lab/ X-ray Program SGS7 2 SPMP 

T MATERNAL & CHILD 
HEALTH DIVISION 

TAOS Director TAOS 2 
TCOS EPSDT/ Related Serv. TCOS 8 
TDOS Preventive Health TDOS 3 
TEOS Outreach & Education MCOS 3 
TOS7 Prenatal/ Nurse 

Midwife Program TOS7 2 SPMP 
TOF9 Family Planning TOF9 3 SPMP 

u MANAGED CARE DIVISION 
UAS7 Director UAOS 3 SPMP 
ucos Program Development 

& Contracts ucos 5 
UES7 Quality Assurance UEOS 1 SPMP 

v PROFESSIONAL SERVICES DIV . 
VAS7 Director VAS7 4 SPMP 

3 PRIOR AUTHORIZATION DIV. 
3AS7 Director VBS7 2 SPMP 
3BS7 Medical Services 

Authorization VBS7 5 SPMP 
3CS7 Inpatient Utilization 

Review VCS7 9 SPMP 
3DS7 LTC Administration/ 

Records QCS7 6 SPMP 
3DM7 LTC Records QCM7 4 MMIS 

560 

TN No. AL-94-14 
Supersedes Approval Date 06/ 22/94 Effective Date 04/ 01 / 94 
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ST A TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
STATE OF ALABAMA 

Eligibility Determination Staff and Functions 
There are four agencies in Alabama that certify individuals for Medicaid. These agencies certify 
certain groups of individuals for Medicaid based on their circumstances. 
These agencies are: 
The Social Security Administration (SSA), 
The Alabama Department of Public Health (ADPH), 
The Department of Human Resources (DHR), and 
The Alabama Medicaid Agency (AMA). 
The Social Security Administration certifies individuals for the following programs: Alabama is 
a Section 1634 state and accepts Social Security Administration's eligibility determination for aged, 
blind, or disabled persons who have low income that may qualify for cash assistance through the 
Supplemental Security Income (SSI) program. Individuals eligible for Supplemental Security 
Income (SSI) are automatically eligible for Medicaid. 
The Department of Human Resources certifies individuals for the following programs: Foster 
children and children who receive State or Federal Adoption Assistance, poverty level pregnant 
women, children under age 19, section 1931 Medicaid for Low Income Families Program (MLIF), 
and Plan First Waiver. 
The Alabama Department of Public Health certifies individuals for the following programs: 
Nursing Home Program, Hospital Program, Post Hospital Extended Care (PEC) Program, 
Institutional Care Facility for the Mentally Retarded (ICF-MR) Program, Home and Community 
Based Waiver for Person with Intellectual Disabilities (ID), Elderly and Disabled Waiver, State of 
Alabama Independent Living (SAIL) Waiver, HIV/AIDS Waiver, OBRA Waiver, Living at Home 
(LAH) Waiver, Technology Assisted Waiver for Adults, Alabama Community Transition (ACT) 
Waiver, Newborn Program, Program of All-Inclusive Care for the Elderly (PACE), poverty level 
pregnant women, children under age 19, section 1931 Medicaid for Low Income Families Program 
(MLIF), Plan First Waiver SSI related groups: Widow/Widower, Disabled Adult Child, Retroactive 
SSI, Children of SSI Mothers, Continuous (PICKLE), Grandfathered Children. Medicare related 
groups: Qualified Medicare Beneficiaries, Specified Low-Income Medicare Beneficiaries, 
Qualifying Income Individuals and Qualified Disabled Working Individuals. 
The Alabama Medicaid Agency certifies individuals for the following programs: Poverty level 
pregnant women, children under age 19, Plan First Waiver, Breast and Cervical Cancer Program 
(BCC), Nursing Home Program, Hospital Program, Post Hospital Extended Care (PEC) Program, 
Institutional Care Facility for the Mentally Retarded (ICF-MR) Program, Home and Community 
Based Waiver for Person with Intellectual Disabilities (ID), Elderly and Disabled Waiver, State of 
Alabama Independent Living (SAIL) Waiver, HIV/AIDS Waiver, OBRA Waiver, Living at Home 
(LAH) Waiver, Technology Assisted Waiver for Adults, Alabama Community Transition (ACT) 
Waiver, Newborn Program, Program of All-Inclusive Care for the Elderly (PACE), SSI related 
groups: Widow/Widower, Disabled Adult Child, Retroactive SSI, Children of SSI Mothers, 
Continuous (PICKLE), Grandfathered Children. Medicare related groups: Qualified Medicare 
Beneficiaries, Specified Low-Income Medicare Beneficiaries, Qualifying Income Individuals and 
Qualified Disabled Working Individuals, Others: Emergency Services for Aliens, Department of 
Youth Services (DYS) Children; Refugees and section 1931 MLIF; and Child Health Insurance 
Program (CHIP). 

TN No. AL-13-003 
Supersedes 
TN No. AL-94-14 

Approval Date: 6-24-13 Effective Date: 04/01/13 



l. Eligibility Staff and Functions 

a. Financial Support Worker I and II (DHR) 

AL-13-003 
Attachment 1.2-D 
Page2 

This is a DHR position which determines eligibility for foster children and children who 
receive State or Federal Adoption Assistance, MAGI related groups, section 1931 MLIF 
and Emergency Services. 

b. Medicaid Eligibility Specialist (AMA) 

This is an AMA position which determines eligibility for MAGI related groups, section 
1931 MLIF, Emergency Services, Plan First Waiver, Refugees, and Medicare related 
groups. 

c. Medicaid Eligibility Specialist, Senior (AMA) 

This is an AMA position which determines eligibility for all Aged, Blind, and Disabled 
coverage groups not administered through the Social Security Administration. 

d. Public Health Social Worker I and II (ADPH) 

This is an ADPH position which determines eligibility for MAGI related groups, section 
1931 MLIF, Emergency Services, Plan First Waiver, Refugees, and Medicare related 
groups. 

e. Public Health Social Worker III (ADPH) 

This is an ADPH position which determines eli!:,ribility for all Aged, Blind, and Disabled 
coverage groups not administered through the Social Security Administration. 

2. Supervisory and Administrative Staff 

a. Administrative Assistant I, II and III (AMA, ADPH, and DHR) 

Duties for these positions include filing, sorting mail, typing documents, proofreading 
documents, making copies, greeting and directing the public, taking telephone messages, 
posting/logging transmittal records or making simple calculations. These positions 
process annual eligibility redeterminations for MAGI related groups, section 1931 MLIF, 
Emergency Services, Plan First Waiver, Refugees, and Medicare related groups. 

TN No. AL-13-003 
Supersedes 
TN No. AL-94-14 
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b. Medical Care Benefits Specialist I and II (AMA) 
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Duties for these positions include performing administrative functions such as time and 
attendance reports, travel requests, activity reports, scheduling/planning meetings, and 
distribution of mail throughout the division. These positions process annual eligibility 
redeterminations for MAGI related groups, section 1931 MLIF, Emergency Services, Plan 
First Waiver, Refugees, and Medicare related groups. 

c. Health Insurance Assistant (AMA and ADPH) 

This position determines eligibility for MAGI related groups, section 1931 MLIF, 
Emergency Services, Plan First Waiver, Refugees, and Medicare related groups. 

d. Health Insurance Specialist (AMA and ADPH) 

This position determines eligibility for MAGI related groups, section 1931 MLIF, 
Emergency Services, Plan First Waiver, Refugees, and Medicare related groups. 

e. Medicaid Eligibility Specialist Supervisor (AMA) 

This position provides supervision to previous classifications and performs eligibility 
determination oversight. 

f. Medicaid Eligibility Manager (AMA) 

This position provides supervision to previous classifications and performs eligibility 
determination oversight. 

g. Medicaid Administrator II and III (AMA) 

This position provides supervision to previous classifications and performs eligibility 
determination oversight. 

h. Program Supervisor (DHR) 

This position provides supervision to previous DHR classifications and performs eligibility 
determination oversight. 

TN No. AL-13-003 
Supersedes 
TN No. AL-94-14 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE OF ALABAMA 

Definition of a Health Maintenance Organization 

Within the guidelines of 42 CFR §434.20(c) and Alabama Department of 
Public Health Administration Code Rule 420-5-6.01 - 420-5-6.15 the 
definition of a Health Maintenance Organization, herein abbreviated 
as HMO, means a licensed entity which provides, either directly, or 
through arrangements, those health care services, medical assis­
tance, and rehabilitation services which enrollees might reasonably 
require in order to be maintained in good health. 

Such HMO services shall be provided to each enrollee on a capitation 
fee basis. Such HMO services sha ll include, but not be limited to, 
the following, wherever provided: 

1. Medical assessment and evaluation 
2. Physician services; which shall include consultant and 

physician referral services 
3. Inpatient and outpatient hospital services 
4. Medically necessary emergency health services 
5. Diagnostic laboratory and diagnostic and therapeutic 

radiologic services 
6. Horne Health services 
7. Preventive health services; which shall include 

p e riodic health evaluations for adults, Early and 
Periodic Screening, Diagnosis, and Treatment (EPSDT), 
and immunizations and may include voluntary family 
planning 

In addition an HMO must meet at least the following requirements: 

(1) The HMO makes the services it provides to its Medicaid 
enrollees as accessible to them (in terms of timeliness, 
amount, duration, and scope) as those services are to 
non-enrolled Medi caid recipients within its service area. 

( 2 ) The HMO makes provision, satisfactory to the Medicaid 
Agenc y, against the risk of insolvency, and assures that 
Medi cai d enrollees will not be liable for its debts if it 
does become insolvent, and; 

(3) Be organized primarily for the purpose of providing health 
care services . 

TN No. AL - 93 - 9 
Supersedes App roval Date 08/ 13/93 Effective Date 0 1/0 1/93 
TN No . AL-87-3 
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(BPD) AL-13-003 
ATTACHMENT 2.2-A 
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OMB NO.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama 

GROUPS COVERED AND AGENCIES RESPONSIBLE FOR ELIGIBILITY 
DETERMINATION 

Agency* Citation( s) Groups Covered 

The following groups are covered under this plan. 

DHRAMAADPH 
42CFR435.110 

DHRAMAADPH 
42 CFR435.115 

A. Mandatory Coverage - Categorically Needy and Other Required 
Special Groups 

1. 

2. 

Recipients of AFDC 

The approved State AFDC plan includes: 

Families with an unemployed parent for the 
mandatory 6-month period and an optional 
extension of §_months. 

0 Pregnant women with no other eligible children. 

AFDC children age 18 who are full-time 
students in a secondary school or in the 
equivalent level of vocational or technical 
training. 

The standards for AFDC payments are listed in 
Supplement 1 of KIT ACHMENT 2.6-A. 

Deemed Recipients of AFDC 

a. Individuals denied a title IV-A cash payment 
solely because the amount would be less than 
$10. 

*Agency that determines eligibility for coverage. 

TN No: AL 13-003 
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State: Alabama 

Agency* Citation( s) 

(BPD) 

Groups Covered 

AL-13-003 
ATTACHMENT 2.2-A 
Page 2 
OMB NO.: 0938-

A. Mandatory Coverage - Categorically Needy and 
Other Required Special Groups (Continued) 

DHRAMAADPH 
Sec. 1902(a)(IO)(A) 
(i)(I)of the Act 
42 USC § 1396a 

DHRAMAADPH 
Sec. 402(a)(22)(A) 
of the Act 
42 USC§ 602 

DHRAMAADPH 
406(h), Sec. 1931, 
Sec. 1902(a)(l O)(A)(i)(I), 
and Sec. 1925 of the Act 
42 USC § l 396a 
42 USC § l 396r-6 
42 USC § 1396u-1 
42 CFR 435.112 

DHRAMAADPH 
Sec. 1902(a) of 
the Act 

42 USC § l 396a 

2. Deemed Recipients of Af'DC. 

b. 

c. 

d. 

e. 

Effective October 1, 1990, 
participants in a work supplementation 
program under title IV-A and any child 
or relative of such individual (or 
other individual living in the same 
household as such individuals) who 
would be eligible for AFDC if there 
were no work supplementation program, 
in accordance with section 482( e )( 6) 
of the Act. 

Individuals whose AFDC payments are 
reduced to zero by reason of recovery 
of overpayment of AFDC funds. 

An assistance unit deemed to be 
receiving AFDC for a period of four 
calendar months because the family 
becomes ineligible for AFDC as a result 
of collection or increased collection 
of support and meets the requirements 
of section 406(h) of the Act. 

Individuals deemed to be receiving 
AFDC who meet the requirements of 
section 473(b )(1) or (2) for whom an 
adoption assistance agreement is in 
effect or foster care maintenance 
payments are being made under title 
IV-E of the Act. 

*Agency that determines eligibility for coverage. 

TN No: AL-13-003 
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State: Alabama 

Agency* Citation( s) Groups Covered 

AL 13-003 
ATTACHMENT 2.2-A 
Page 2a 
OMB NO.: 0938-

A. Mandatory Coverage - Categorically Needy and 
Other Required Special Groups (Continued) 

DHRAMAADPH 
Sec. 407(b ), 1902 
(a)(l O)(A)(i) 
and 1905(m)(l) 
of the Act 

42 USC § 1396a 
42 use§ 1396d 

DHRAMAADPH 
Sec. l 902(a)(52) 
and 1925 of 
the Act 

42 USC§ 1396a 
42 USC § 1396 r-6 

3. 

4. 

Qualified Family Members (Medicaid Only) 

See Item A.10, pg 4a. 

Families terminated from AFDC solely because 
of earnings, hours of employment, or loss of 
earned income disregards entitled up to 
twelve months of extended benefits in accordance 
with section 1925 of the Act. (This 
provision expires on September 30, 1998.) 

*Agency that determines eligibility for coverage. 

TN No: AL 13-003 
Supersedes 
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State: Alabama 

Agency* Citation(s) Groups Covered 

AL-13-003 
ATTACHMENT 2.2-A 
Page 3 
OMB NO.: 0938-

A. Mandatory Coverage - Categorically Needy and 
Other Required Special Groups (Continued) 

DHRAMAADPH 
42 CFR 435.113 5. Individuals who are ineligible for 

AFDC solely because of eligibility 
requirements that are specifically 
prohibited under Medicaid. Included 
are: 

a. Families denied AFDC solely because of income 
and resources deemed to be available from--

(1) Stepparents who are not legally liable 
for support of stepchildren under a State 
law of general applicability; 

(2) Grandparents; 

(3) Legal guardians; and 

(4) Individual alien sponsors (who are not 
spouses of the individual or the 
individual's parent); 

b. Families denied AFDC solely because of the 
involuntary inclusion of siblings who have 
income and resources of their own in the filing 
unit. 

c. Families denied AFDC because the family 
transferred a resource without receiving 
adequate compensation. 

*Agency that determines eligibility for coverage. 

TN No: AL-13-003 
Supersedes 
TN No: AL-91-36 
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State: Alabama 

Agency* Citation(s) Groups Covered 

AL-13-003 
ATTACHMENT 2.2-A 
Page 3a 
OMB NO.: 0938-

A. Mandatory Coverage - Categorically Needy and 
Other Required Special Groups (Continued) 

DHRAMAADPH 
42 CFR 435.114 

DHRAMAADPH 
Sec. 1902(a)( 10) 
(A)(i)(Ill) 
and 1905(n) of 
the Act 

42 USC § 1396a 
42 USC § 1396d 

6. 

7. 

Individuals who would be eligible for AFDC 
except for the increase in OASDI benefits 
under Pub. L. 92-336 (July 1, 1972), who 
were entitled to OASDI in August 1972, and 
who were receiving cash assistance in 
August 1972. 

Includes persons who would have been 
eligible for cash assistance but had 
not applied in August 1972 (this group 
was included in this State's August 
1972 plan). 

Includes persons who would have been 
eligible for cash assistance in August 
1972 if not in a medical institution 
or intermediate care facility (this 
group was included in this State's 
August 1972 plan). 

_ Not applicable with respect to 
intermediate care facilities; State 
did or does not cover this service. 

Qualified Pregnant Women and Children. 

a. A Pregnant woman whose pregnancy 
has been medically verified who--

( 1) Would be eligible for an AFDC 
cash payment if the child had 
been born and was living with her; 

*Agency that determines eligibility for coverage. 

TN No: AL-13-003 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama 

COVERAGE AND CONDITIONS OF ELIGIBILITY 

Citation(s) 

DHRAMA ADPH 
Sec. 1902(a)(lO)(A) 
(i)(III) and 
1905(n) of the 
Act 
42 USC§ 1396a 
42 USC § 1396d 

TN No: AL-13-003 
Supersedes 
TN No: AL-91-36 

A. 

Groups Covered 

Mandatory Coverage - Categorically Needy and 
Other Required Special Groups (Continued) 

7. a. 

b. 

(2) Is a member of a family that would be 
eligible for aid to families with 
dependent children of unemployed 
parents ifthe State had an AFDC­
unemployed parents program; or 

(3) Would be eligible for an AFDC cash 
payment on the basis of the income and 
resource requirements of the State's 
approved AFDC plan. 

Children born after September 30, 1983 
who are under age 19 and who would be 
eligible for an AFDC cash payment on the 
basis of the income and resource 
requirements of the State's approved 
AFDC plan. 

Children born after 

(specify optional earlier date) 
who are under age 19 and who 
would be eligible for an AFDC 
cash payment on the basis of the 
income and resource requirements 
of the State's approved AFDC plan. 

Approval Date: 6-24-13 Effective Date: 04/01/13 
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Citation( s) 

l902(a)(l O)(A) 
(i)(IV) and 
l902(l)(l)(A) 
and (B) of the 
Act 

l 902(a)(l O)(A) 
(i)(VI) and 1902 
(1)(1 )( C) of the Act 

l 902(a)(l O)(A)(i) 
(VII) and 1902( 1) 
(l)(D) of the Act 

TN No. AL-99-05 
Supersedes 
TN No. AL-91-36 

A. 

(MB) AL-99-05 
ATTACHMENT 2.2-A 
Page 4a 

Coverage and Conditions of Eligibility 

Mandatory Coverage - Categorically Needy and 
Other Required Special Groups (Continued) 

8. Pregnant women and infants under l year of age with family 
incomes up to 133 percent of the federal poverty level who 
described in Section 1902(a)(10)(A)(i)(IV) and 1902(1)(1)(A) 
and (B) of the Act. The income level for this group is specified 
in Supplement 1 to ATTACHMENT 2.6-A. 

9. Children: 

The State uses a percentage greater than 133 but not 
more than 185 percent of the Federal poverty level, as 
established in its State plan, State legislation, or State 
appropriations as of December 19, 1989. 

a. who have attained 1 year of age but have not attained 
6 years of age with family incomes at or below 133 percent 
of the federal poverty levels. 

b. born after September 30, 1983, who have attained 6 years of 
age but have not attained 19 years of age with family 
incomes at or below 100 percent of the federal poverty 
levels. 

Children born after September 30, 1979, who have attained 
6 years of age but have not attained 19 years of age, with 
family incomes at or below 100 percent of the federal 
poverty levels. 

Income levels for these groups are specified in Supplement 1 
to Attachment 2.6A. 

Approval Date 07-21-99 Effective Date 04-01-99 
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1991 

State: Alabama 

Agency* Citation( s) 

DHRAMAADPH 
Sec. 1902(a)(l0) 
(A)(i)(V) and 
1905(m) of the 
Act 
42 use § 1396a 
42 USC § 1396d 

TN No: AL-13-003 
Supersedes 
TN No: AL-91-36 

10. 

OMB NO.: 0938-

Groups Covered 

Individuals other than qualified pregnant 
women and children under item A. 7. above 
who are members of a family that would be 
receiving AFDC under section 407 of the Act 
if the State had not exercised the option 
under section 407(b )(2)(B)(i) of the Act to 
limit the number of months for which a 
family may receive AFDC. 

Approval Date: 6-24-13 Effective Date: 04/01/13 
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February 1992 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama 

COVERAGE AND CONDITIONS OF ELIGIBILITY 

Citation(s) 

DHRAMAADPH 
Sec. l 902(a)(l 0) 
(A)(i)(V) and 
1905 of the Act 
42 USC § l 396a 

DHRAMAADPH 
Sec. 1902(e)(5) 
of the Act 
42 USC § 1396a 

DHRAMAADPH 
Sec. 1902(e)(6) 
of the Act 
42 USC § 1396a 

TN No: AL-13-003 
Supersedes 
TN No: AL-91-36 

A. 

Groups Covered 

Mandatory Coverage - Categorically Needy and 
Other Required Special Groups (Continued) 

10. 

a. 

b. 

Individuals other than qualified 
women and children under item A.7. above 
who are members of a family that would 
be receiving AFDC under section 407 of the 
Act if the State had not exercised the 
option under section 407(b)(2)(B)(i) of 
the Act to limit the number of months for 
which a family may receive AFDC. 

A woman who, while pregnant, was 
eligible for, applied for, and 
receives Medicaid under the approved State plan 
on the day her pregnancy ends. The woman 
continues to be eligible, as though she were 
pregnant, for all pregnancy-related and 
postpartum medical assistance under the plan for 
a 60-day period (beginning on the last day of her 
pregnancy) and for any remaining days in the 
month in which the 60th day falls. 

A pregnant woman who would otherwise 
lose eligibility because of an 
increase in income (of the family in 
which she is a member) during the 
pregnancy of the postpartum period 
which extends through the end of the 
month in which the 60-day period 
(beginning on the last day of pregnancy) ends. 

Approval Date: 6-24-13 Effective Date: 04/01/13 



Revision: HCFA-PM-92-1 (MB) AL-13-003 
1991 A TI ACHMENT 2.2-A 

Page6 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama 

COVERAGE AND CONDITIONS OF ELIGIBILITY 

Citation(s) 

DHRAMAADPH 
Sec. 1902(e)(4) 
of the Act 
42 USC § l 396a 

SSA 
42 CFR § 435.120 

TN No: AL-13-003 
Supersedes 
TN No: AL-91-36 

A. 

Groups Covered 

Mandatory Coverage - Categorically Needy and 
Other Required Special Groups (Continued) 

12. 

13. 

A child born to a woman who is eligible for 
and receiving Medicaid as categorically needy on the 
date of the child's birth. The child is deemed eligible for 
one year from birth as long as the mother remains 
eligible or would remain eligible if still pregnant and the 
child remains in the same household as the mother. 

Aged, Blind and Disabled Individuals Receiving 
Cash Assistance 

a. Individuals receiving SSL 

This includes beneficiaries' eligible 
spouses and persons receiving SSI 
benefits pending a final determination of 
blindness or disability or pending 
disposal of excess resources under an 
agreement with the Social Security 
Administration; and beginning 
January I, 1981 persons receiving SSI 
under section 1619(a) of the Act or 
considered to be receiving SSI under 
section l 619(b) of the Act. 

X_ Aged 
X_ Blind 
X_ Disabled 

Approval Date: 6-24-13 Effective Date: 04/01I13 
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State:Alabama 

Agency* Citation(s) 

(BPD) AL-91-36 
ATTACHMENT 2.2-A 
Page 6a 
OMB NO.: 0938-

Groups Covered 

A. Mandatory Coverage - Categoric~lly Needy and Other 
Required Special Groups (Continued) 

435.121 

1619(b)(l) 
of the Act 

13. LI b. Individuals who meet more restrictive 
requirements for Medicaid than the SSI 
requirements. (This includes persons 
who qualify for benefits under section 
l619(a) of the Act or who meet the 
requirements for SSI status under 
section 1619(b)(l) of the 
Act and who met the State's more 
restrictive requirements for Medicaid 
in the month before the month they 
qualified for SSI under section 
1619(a) or met the requirements under 
section l619(b)(l) of the Act. Medi 
caid eligibility for these individuals 
continues as long as they continue to 
meet the 1619(a) eligibility standard 
or the requirements of section 1619(b) 
of the Act.) 

Aged 
Blind 
Disabled 

The more restrictive categorical eligi­
bility criteria are described below: 

(Financial criteria are described in 
ATTACHMENT 2.6- A). 

*Agency that determines eligibility for coverage . 

TN No. AL-91-36 
Supersedes Approval Date 10-02-92 
TN No. AL-87-14 

Effective Date 01-01-92 
HCFA ID : 7983E 
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State:Alabama 

Agency* Citation(s) 

(BPD) AL-91-36 
ATTACHMENT 2.2-A 
Page 6b 
OMB NO. : 0938-

Groups Covered 

A. Mandatory Coverage - Categorically Needy and 
Other Required Special Group_§_ (Continued) 

SSA 
1902(a) 
(lO)(A) 
(i)(II) 
and 1905 
( q) of 
the Act 

14. Qualified severely impaired blind and 
disabled individuals who--

a. For the month preceding the first 
month of eligibility under the 
requirements of section 1905(q)(2) of 
the Act, received SSI, a State 
supplemental payment under section 
1616 of the Act or under section 212 
of P.L. 93-66 or benefits under sec­
tion 1619(a) of the Act and were eligi­
ble for Medicaid; or 

b. For the month of June 1987, were con­
sidered to be receiving SSI under 
section 1619(b) of the Act and were 
eligible for Medicaid. These individu­
als must--

(1) Continue to meet the criteria for 
blindness or have the disabling 
physical or mental impairment 
under which the individual was 
found to be disabled; 

(2) Except for earnings, continue to 
meet all nondisability-related 
requirements for eligibility for 
SSI benefits; 

(3) Have unearned income in amounts 
that would not cause them to be 
ineligible for a payment under 
section 16ll(b) of the Act; 

*Agency that determines eligibility for coverage. 

TN No. AL-91-36 
Supersedes Approval Date 10-02-92 
TN No. AL-87-14 

Effective Date 01-01-92 
HCFA ID: 7983E 



Revision: 

Agency* 

SSA 

HCFA-PM-91-4 (BPD) AL-87-14 
1991 ATTACHMENT 2.2-A 

Page 6c 
OMB NO.: 0938-

State: Alabama 

Citation(s) Groups Covered 

A. Mandatory Coverage - Categorically Needy and 
Other Required Special Groups (Continued) 

(4) Be seriously inhibited by the lack of 
Medicaid coverage i n their ability to 
continue to work or obtain employment; 
and 

(5) Have earnings that are not sufficient 
to provide for himself or herself a 
reasonable equivalent of the Medicaid, 
SSI (including any Federally adminis­
tered SSP), or public funded attendant 
care services that would be available 
if he or she did have such earnings. 

!_/ Not applicable with respect to 
individuals receiving only SSP because 
the State either does not make SSP 
payments or does not provide Medicaid 
to SSP-only recipients. 

*Agency that determines eligibility for coverage. 

TN No. AL-91-36 
Supersedes Approval Date 10-02-92 
TN No. AL-87-14 

Effective Date 01-01-92 
HCFA ID: 7983E 
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Page 6d 
OMB NO. : 0938-

State:Alabama 

Agency* Citation(s) Groups Covered 

1619(b)(3) 
of the Act 

A. Mandatory Coverage - Categorically Needy and 
Other Required Special Groups (Continued) 

L_J The State applies more restrictive eligibility 
requirements for Medicaid than under SSI and 
under 42 CFR 435.121. Individuals who qualify 
for benefits under section 1619(a) of the Act or 
individuals described above who meet the eligi­
bility requirements for SSI benefits under sec­
tion 1619(b)(l) of the Act and who met the 
State's more restrictive requirements in the 
month before the month they qualified for SSI 
under section 1619(a) or met the requirements of 
section 1619(b)(l) of the Act are covered. 
Eligibility for these individuals continues as 
long as they continue to qualify for benefits 
under section 1619(a) of the Act or meet the SSI 
requirements under section 1619(b)(l) of the Act. 

*Agency that determines eligibility for coverage . 

TN No. AL-91-36 
Supersedes 
TN No. 

Approval Date 10-02-92 Effective Date 01-01-92 
HCFA ID: 7983E 
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Agency* Citation(s) Groups Covered 

AL-91-36 
ATTACHMENT 2.2-A 
Page 6e 
OMB NO.: 0938-

A. Mandatory Coverage - Categorically Needy and 
Other Required Special Groups (Continued) 

AMAADPH 
Sec. 1634( c) of 
the Act 
42 USC§ 1383c 
42 CFR 435, Subpart B 

AMAADPH 
42 CFR 435.122 

15. 

0 

0 

16. 

Except in States that apply more restrictive 
eligibility requirements for Medicaid than 
under SSI, blind or disabled individuals 
who--

a. Are at least 18 years of age; 

b. Lose SSI eligibility because they become 
entitled to OASDI child's benefits under section 
202( d) of the Act or an increase in these benefits 
based on their disability. Medicaid eligibility 
for these individuals continues for as long as 
they would be eligible for SSI, absent their 
OASDI eligibility. 

c. 

d. 

The State applies more restrictive 
eligibility requirements than those 
under SSI, and part or all of the 
amount of the OAS DI benefit that 
caused SSI/SSP ineligibility and 
subsequent increases are deducted 
when determining the amount of count 
able income for categorically needy 
eligibility. 

The State applies more restrictive 
requirements than those under SSI, and 
none of the OASDI benefit is deducted 
in determining the amount of countable 
income for categorically needy 
eligibility. 

Except in States that apply more restrictive eligibility 
requirements for Medicaid than under SSI, individuals 
who are ineligible for SSI or optional State supplements 
(if the agency provides Medicaid under §435.230), 
because of requirements that do not apply under title 
XIX of the Act. 

*Agency that determines eligibility for coverage. 

TN No. AL-13-003 
Supersedes 
TN No. AL-91-36 

Approval Date: 6-24-13 Effective Date: 04/01/13 
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OMB NO.: 0938-

State:Alabama 

Agency* Citation(s) Groups Covered 

DHR 
42 CFR 435.130 17. Individuals receiving mandatory State 

supplements. 

*Agency that determines eligibility for coverage. 

TN No. AL-91-36 
Supersedes 
TN No. 

Approval Date 10-02-92 Effective Date 01-01-92 
HCFA ID: 7983E 
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OMB NO.: 0938-

State:Alabama 

Agency* Citation(s) Groups Covered 

42 CFR 435.131 

A. Mandatory Coverage - C~tegorically Needy and 
Other Required Special Groups (Continued) 

18. Individuals who in December 1973 were 
eligible for Medicaid as an essential 
spouse and who have continued, as spou se, 
to live with and be essential to the well­
being of a recipient of cash assistance. 
The recipient with whom the essential 
spouse is living continues to meet the 
December 1973 eligibility requirements of 
the State's approved plan for OAA, AB, 
APTD, or AABD and the spouse continues to 
meet the December 1973 requirements for 
having his or her needs included in comput­
ing the cash payment. 

L__/ In December 1973, Medicaid coverage of the 
essential spouse was limited to the 
following group(s): 

~_Aged ~~ Blind Disabled 

LK_/ Not applicable. In December 1973, the 
essential spouse was not eligible for Medi­
caid. 

*Agency that determines eligibility for coverage. 

TN No. AL-91-36 
Supersedes 
'l'N No. 

Approval Date 10-02-92 Effective Date 01-01-92 
HCFJ\ ID: 7983E 
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AL-13-003 
ATTACHMENT 2.2-A 
Page 6g 
OMB NO.: 0938-

A. Mandatory Coverage - Categorically Needy and 
Other Required Special Groups (Continued) 

AMAADPH 
42 CFR 435.132 

AMAADPH 
42 CFR 435.133 

19. 

20. 

Institutionalized individuals who were 
eligible for Medicaid in December 1973 as 
inpatients of title XIX medical institutions 
or residents of title XIX 
intermediate care facilities, if, for each 
consecutive month after December 1973, 
they--

a. Continue to meet the December 1973 Medicaid 
State plan eligibility requirements; and 

b. Remain institutionalized; and 

c. Continue to need institutional care. 

Blind and disabled individuals who--

a. Meet all current requirements for Medicaid 
eligibility except the blindness or disability 
criteria; and 

b. Were eligible for Medicaid in December 1973 as 
blind or disabled; and 

c. For each consecutive month after 
December 1973 continue to meet 
December 1973 eligibility criteria. 

*Agency that determines eligibility for coverage. 

TN No: AL-13-003 
Supersedes 
TNNo: AL-91-36 

Approval Date: 6-24-13 Effective Date: 04/01/13 
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OMB NO.: 0938-
State: Alabama 

Agency* Citation(s) Groups Covered 

A Mandatory Coverage - Categorically Needy and 
Other Required Special Groups (Continued) 

AMAADPH 21. 
42 CFR 435.134 

Individuals who would be SSI/SSP eligible 
except for the increase in OASDI benefits 
under Pub. L. 92-336 (July 1, 1972), who 
were entitled to OASDI in August 1972, and 
who were receiving cash assistance in 
August 1972. 

0 Includes persons who would 
have been eligible for cash assistance 
but had not applied in August 1972 
(this group was included in this 
State's August 1972 plan). 

fgj Includes persons who would have been eligible for cash 
assistance in August 1972 if not in a medical institution 
or a nursing facility (this group was included in this 
State's August 1972 plan). 

0 Not applicable with respect to nursing facilities; the 
State did or does not cover this service. 

*Agency that determines eligibility for coverage. 

TN No: AL-13-003 
Supersedes 
TN No: AL-91-36 

Approval Date: 6-24-13 Effective Date: 04/01/13 
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OMB NO.: 0938-
State: Alabama 

Agency* Citation( s) Groups Covered 

A. Mandatory Coverage - Categorically Needy and 
Other Required Special Groups (Continued) 

AMAADPH 22. 
42 CFR 435.135 

Individuals who--

a. Are receiving OASDI and were receiving 
SSI/SSP but became ineligible for SSI/SSP after 
April 1977; and 

b. Would still be eligible for SSI or SSP if cost-of­
living increases in OASDI paid under section 
215(i) of the Act received after the last month 
for which the individual was eligible for and 
received SSI/SSP and OASDI, concurrently, 
were deducted from income. 

0 Not applicable with respect to 
individuals receiving only SSP 
because the State either does not 
make such payments or does not 
provide Medicaid to SSP-only 
recipients. 

0 Not applicable because the State 
applies more restrictive 
eligibility requirements than 
those under SSL 

0 The State applies more 
restrictive eligibility requirements 
than those under SSI and 
the amount of increase that 
caused SSI/SSP ineligibility and 
subsequent increases are deducted 
when determining the amount of 
countable income for categorically 
needy eligibility. 

*Agency that determines eligibility for coverage. 

TN No: AL-13-003 
Supersedes 
TN No: AL-91-36 

Approval Date: 6-24-13 Effective Date: 04/01113 
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OMB NO.: 0938-

Agency* Citation(s) Groups Covered 

AMAADPH 
1634 of the 
Act 
42 USC § 1383c 
42 CFR 435.137 

A. Mandatory Coverage - Categorically Needy and 
Other Required Special Groups (Continued) 

23. Disabled widows and widowers who would 
be eligible for SSI or SSP except for 
the increase in their OASDI benefits 
as a result of the elimination of the 
reduction factor required by section 
134 of Pub. L. 98-21 and who are 
deemed, for purposes of title XIX, to 
be SSI beneficiaries or SSP 
beneficiaries for individuals who 
would be eligible for SSP only, under 
section 1634(b) of the Act. 

0 Not applicable with respect to individuals 
receiving only SSP because the State either does 
not make these payments or does not provide 
Medicaid to SSP-only recipients. 

0 The State applies more restrictive eligibility 
standards than those under SSI and considers 
these individuals to have income equalling the 
SSI Federal benefit rate, or the SSP benefit rate 
for individuals who would be eligible for SSP 
only, when determining countable income for 
Medicaid categorically needy eligibility. 

*Agency that detem1ines eligibility for coverage. 

TN No: AL-13-003 
Supersedes 
TN No: AL-91-36 

Approval Date: 6-24-13 
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1991 

OMB NO.: 0938-
State: Alabama 

Agency* Citation(s) Groups Covered 

A. Mandatory Coverage - Categorically Needy and 
Other Required Special Groups (Continued) 

AMAADPH 
1634( d) of the 
Act 
42 USC§ 1383c 
42 CFR 435.138 

24. Disabled widows and widowers who would be 
eligible for SSI except for receipt of 
early social security disability benefits, 
who are not entitled to hospital insurance 
under Medicare Part A and who are deemed, 
for purposes of title XIX, to be SSI 
beneficiaries under section 1634( d) of the 
Act. 

0 Not applicable with respect to individuals receiving only 
SSP because the State either does not make these 
payments or does not provide Medicaid to SSP-only 
recipients. 

0 Not applicable because the State applies more restrictive 
eligibility than those under SSI and the State chooses not 
to deduct any of the benefit that caused SSI/SSP 
ineligibility or subsequent cost-of-living increases. 

The State applies more restrictive eligibility 
requirements than those under SSI and part or all of the 
amount ofthe benefit that caused SSI/SSP ineligibility 
and subsequent increases are deducted when determining 
the amount of countable income for categorically needy 
eligibility. 

*Agency that determines eligibility for coverage. 

TN No: AL-13-003 
Supersedes 
TN No: AL-91-36 

Approval Date: 6-24-13 Effective Date: 04/01/13 
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1991 

State: Alabama 

Agency* Citation( s) 

OBRA 90, Sec. 
5103, Sec. 
1634 ( d)(2) of 
the Act 
42 USC§ 1383c 

OMB NO.: 0938-

Groups Covered 

24a. Disabled widows and widowers and disabled 
surviving divorced spouses who would be eligible 
for SSI except for entitlement to an 
OASDI benefit resulting from a change in the 
definition of disability, effective 1/1/91, and 
who are deemed, for the purposes of title XIX, 
to be SSI recipients under 1634 of the Act. 

*Agency that determines eligibility for coverage. 

TN No: AL-13-003 
Supersedes 
TNNo: AL-91-36 

Approval Date: 6-24-13 Effective Date: 04/01/13 
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AL-13-003 
ATIACHMENT 2.2-A 
Page 9b 

A Mandatory Coverage - Categorically Needy and 
Other Required Special Groups (Continued) 

AMAADPH 
Sec. 1902(a)(10)(E)(i), 
Sec. 1905(p) and 
Sec. 1860D-14(a)(3)(D) 
of the Act 
42 USC § 1383a 
42 USC§ 1396d 
42 USC§ 1395w-114 

AMAADPH 
Sec. 1902(a)(lO)(E)(ii), 
Sec. 1905(p )(3)(A)(i), 
Sec. 1905(p) and 
1860D-l 4(a)(3)(D) 
of the Act 
42 USC§ 1396a 
42 USC § 1396d 
42 USC§ 1395w-l 14 

25. 

26. 

Qualified Medicare Beneficiaries -

a. Who are entitled to hospital insurance benefits under 
Medicare Part A, (but not pursuant to an enrollment 
under section 1818A of the Act); 

b. Whose income does not exceed I 00 percent of the 
Federal poverty level; and 

c. Whose resources do not exceed three times the SSI 
resource limit, adjusted annually by the increase in 
the consumer price index. 

(Medical assistance for this group is limited to Medicare 
cost-sharing as defined in item 3.2 of this plan.) 

Qualified Disabled and Working Individuals --

a. Who are entitled to hospital insurance benefits under 
Medicare Part A under section 1818A of the Act; 

b. Whose income does not exceed 200 percent of the 
Federal poverty level; and 

c. Whose resources do not exceed two times the SSI 
resource limit. 

d. Who are not otherwise eligible for medical 
assistance under Title XIX of the Act. 

(Medical assistance for this group is limited to Medicare 
Part A premiums under section 18 l 8A of the Act.) 

*Agency that determines eligibility for coverage 

TN No: AL-13-003 
Supersedes 
TN No: AL-10-007 

Approval Date: 6-24-13 Effective Date: 04/01/13 
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Agency* Citation( s) 

State: Alabama 

Groups Covered 

AL-13-003 
ATTACHMENT 2.2-A 
Page 9b.l 

A Mandatory Coverage - Categorically Needy and Other Required 
Special Groups (Continued) 

AMAADPH 
Sec. l 902(a)(10)(E)(iii), 
Sec. 1905(p)(3)(A)(ii), and 
Sec. 1860D-14(a)(3)(D) 
of the Act 
42 USC§ 1396a 
42 USC § 1396d 
42 USC§ 1395w-I 14 

AMAADPH 

27. Specified Low-Income Medicare Beneficiaries --

a. Who are entitled to hospital insurance benefits under 
Medicare Part A (but not pursuant to an enrollment 
under section 1818A of the Act); 

b. whose income is greater than 100 percent but less 
than 120 percent of the Federal poverty level; and 

c. Whose resources do not exceed three times the SSI 
resource limit, adjusted annually by the increase in 
the consumer price index. 

(Medical assistance for this group is limited to Medicare 
Part B premiums under section 1839 of the Act.) 

Sec. 1902(a)(10)(E)(iv) 28. Qualifying Individuals --
and Sec. 1905(p )(3)(A)(ii) 
and Sec. 1860D-14(a)(3)(D) 
of the Act 
42 USC § 1396a 
42 USC § 1396d 
42 USC§ 1395w-114 

a. Who are entitled to hospital insurance benefits under 
Medicare Part A (but not pursuant to an enrollment 
under section 1818A of the Act); 

b. whose income is at least 120 percent but less than 
135 percent of the Federal poverty level; 

c. Whose resources do not exceed three times the SSI 
resource limit, adjusted annually by the increase in 
the consumer price index. 

* Agency that determines eligibility for coverage. 

TN No: AL-13-003 
Supersedes 
TN No: AL-10-007 

Approval Date: 6-24-13 Effective Date: 04/01/13 
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AL-13-003 
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Page 9b.2 

Agency* Citation( s) Groups Covered 

AMAADPH 
Sec. 1634 (e) 
42 USC § 1383c 

A. Mandatory Coverage - Categorically Needy and Other Required 
Special Groups (Continued) 

29. Each person to whom SSI benefits by reason of disability 
are not payable for any month solely by reason of clause 
(i) of (v) of Section 1611 (e) (3) (A) shall be treated, for 
purposes of Title XIX, as receiving benefits for the 
month. 

* Agency that determines eligibility for coverage. 

TN No: AL-13-003 
Supersedes 
TN No: AL-10-007 

Approval Date: 6-24-13 Effective Date: 04/01/13 



1991 

State: Alabama 

Agency* Citation(s) Groups Covered 

ATTACHMENT 2.2-A 
Page 9c 
OMB NO.: 0938-

B. Optional Groups Other Than the Medically Needy 

42 CFR 435.210 
Sec. 1902(a)(l0) 
(1 O)(A)(ii) and 
the Act 
42 USC § 1396a 

AMAADPH 
42CFR 
435.211 

1. 

2. 

Individuals described below who meet the 
income and resource requirements of AFDC, SSI, 
or an optional State supplement as specified in 
42CFR 435.230, but who do not 
receive cash assistance. 

0 The plan covers all individuals as described 
above. 

0 The plan covers only the following group or 
groups of individuals: 

Aged 
Blind 
Disabled 
Caretaker relatives 
Pregnant women 
Individuals under the age of 

18 
19 
20 
21 

Individuals who would be eligible for AFDC, 
SSI, or an optional State supplement as 
specified in 42 CFR 435.230, if they were 
not in a medical institution. 

*Agency that determines eligibility for coverage. 

TN No: AL-13-003 
Supersedes 
TN No: AL-91-36 

Approval Date: 6-24-13 Effective Date: 04/01/13 
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December 1991 

State: Alabama 

Agency* Citation(s) Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

DHRAMAADPH 
42 CFR 435.212 & 3. 
Sec. 1902(e)(2) of the 
Act, P.L. 99-272 
(section 9517) P.L. 
101-508 (section 
4732) 
42 USC§ 1396a 
42 USC§ 1396n 
42 CFR 435.211 

The State deems as eligible those individuals who became 
otherwise ineligible for Medicaid while enrolled in an HMO 
qualified under Title XIII of the Public Health Service Act 
or a managed care organization (MCO), or primary care 
case management (PCCM) program but who have been 
enrolled in the entity for less than the minimum enrollment 
period listed below. Coverage under this section is limited 
to MCO or PCCM services and family planning services 
described in Section 1905(a)(4)(C). 

The State elects not to guarantee eligibility. 

_x_ The State elects not to guarantee eligibility. The 
minimum enrollment period is Six months (not to exceed 
six). 

The State measures the minimum enrollment period 
from: 

The date beginning the period of enrollment in 
the MCO or PCCM, without any intervening 
disenrollment, regardless of Medicaid 
eligibility. 

~- The date beginning the period of enrollment in 
the MCO or PCCM as a Medicaid patient 
(including periods when payment is made 
under this section), without any intervening 
disenrollment. 

The date beginning the last period of enrollment 
in the MCO or PCCM as a Medicaid patient (not 
including periods when payment is made under 
this section), without any intervening 
disenrolhnent of periods of enrollment as a 
privately paying patient. (A new minimum 
enrollment period begins each time the 
individual becomes Medicaid eligible other than 
under this section.) 

*Agency that determines eligibility for coverage. 

TN No: AL-13-003 
Supersedes 
TN No: AL-03-07 

Approval Date: 6-24-13 Effective Date: 04/01/13 
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State: Alabama 

Agency* Citation(s) Groups Covered 

Sec. 1932(a)(4) of 
the Act 
42 USC § 1396u-2 

Sec. l 903(m)(2)(H), 
Sec. 1902(a)(52) of 
the Act 
P.L. 101-508 
42 CFR 438.56(g) 
42 USC § l 396a 
42 USC § 1396b 

TN No: AL-13-003 
Supersedes 
TN No: AL-03-07 

B. Optional Groups Other Than Medically Needy 

The Medicaid Agency may elect to restrict the disenrollment of 
Medicaid enrollees ofMCOs, PIHPs, PAHPs, and PCCMs in accordance 
with the regulations at 42 CFR 438.56. This requirement applies unless a 
recipient can demonstrate good cause for disenrolling or if he/she moves 
out of the entity's service area or becomes ineligible. 

Disenrollment rights are restricted for a period 
months (not to exceed 12 months). 

During the first three month§ of each enrollment period the 
recipient may disenroll without cause. The State will provide 
notification, at least once per year, to recipients enrolled with 
such organization of their right to and restrictions of terminating 
such enrollment. 

No restrictions upon disenrollment rights. 

In the case of individuals who have become ineligible for 
Medicaid for the brief period described in section 
l 903(m)(2)(H) and who were enrolled with an MCO, 
PIHP, PAHP, or PCCM when they became ineligible, the 
Medicaid agency may elect to reenroll those individuals 
in the same entity if that entity still has a contract. 

The agency elects to reenroll the above individuals who are 
eligible in a month but in the succeeding two months become 
eligible, into the same entity in which they were enrolled at the 
time eligibility was lost. 

The agency elects not to reenroll above individuals into 
the same entity in which they were previously enrolled. 

Approval Date: 6-24-13 Effective Date: 04/01/13 
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    OMB NO.: 0938- 

 

  State:  Alabama   

______________________________________________________________________________ 

 

Agency* Citation(s)   Groups Covered 

______________________________________________________________________________ 

 

 

B. Optional Groups Other Than the Medically Needy (Continued) 

    

 The date beginning the last period of enrollment in the 

HMO as a Medicaid patient (not including periods when 

payment is made under this section), without any 

intervening disenrollment or periods of enrollment as a 

privately paying patient.  (A new minimum enrollment 

period begins each time the individual becomes 

Medicaid eligible other than under this section). 

 

AMA ADPH             

42 CFR Part 441  4. A group or groups of individuals who would be eligible 

42 USC 1396n    for Medicaid 435.217 under the plan if they were in a  

     NF or an ICF/MR, who but for the provision of home  

     and community-based services under a waiver granted  

     under 42 CFR Part 441,  Subpart G would require  

     institutionalization, and who will receive home and  

     community-based services under the waiver.  The group  

     or groups covered are listed in the waiver request.  This  

     option is effective date of the State's section 1915(c)  

     waiver under which this group(s) is covered.  In the  

     event an existing 1915(c) waiver is amended to cover  

     this group(s), this option is effective on the effective date 

     of the amendment. 

 

   

AMA ADPH   5. PACE enrollees. 

42 CFR Part 460 

 

 

 

 

 

 

 

 

 

 

 

 

*Agency that determines eligibility for coverage. 

____________________________________________________________________________                                                                

TN No: AL-13-003     

Supersedes   Approval Date:  6-24-13 Effective Date: 04/01/13 

TN No: AL-10-019        



Revision: HCFA-PM-91-4 
1991 

(BPD) AL- 91-36 
ATTACHMENT 2.2-A 
Page lla 
OMB NO.: 0938-

State: Alabama 

Agency* Citation(s) Groups Covered 

1902(a)(10) 
(A)(ii)(VII) 
of the Act 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

L_/ 5. Individuals who would be eligible for 
Medicaid under the plan if they were in a 
medical institution, who are terminally ill, 
and who receive hospice care in accordance 
with a voluntary election described in 
section 1905(0) of the Act. 

L_/ The State covers all individuals as 
described above. 

L_/ The State covers only the following 
group or groups of individuals: 

Aged 
Blind 
Disabled 
Individuals under the age of--

21 
20 
19 
18 

Caretaker relatives 
Pregnant women 

*Agency that determines eligibility for coverage. 

TN No. AL-91-36 
Supersedes 
TN No. 

Approval Date 10-02-92 Effective Date 01-01-92 
HCFA ID: 7983E 
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          OMB NO.:  0938- 

 

  State:  Alabama   

______________________________________________________________________________ 

 

Agency* Citation(s)   Groups Covered 

______________________________________________________________________________ 

 

 

B. Optional Groups Other Than the Medically Needy (Continued) 

    

       

42 CFR 435.220   6. Individuals who would be eligible for AFDC 

     if their work-related child care costs were paid 

     from earnings rather than by a State agency as  

     a service expenditure.  The State’s AFDC plan  

     deducts work-related child care costs from  

     income to determine the amount of AFDC.  

     

  The State covers all individuals as described 

             above. 

   

Sec. 1902(a)(10)(A)    The State covers only the following group   

(ii) and Sec. 1905(a)     or groups of individuals: 

of the Act   

      Individuals under the age of-- 

      21 

      20 

      19 

      18 

      Caretaker relatives 

      Pregnant women 

                                                     

DHR AMA ADPH              7.  a.   All individuals who are not described in 

42 CFR 435.222                section 1902(a)(10)(A)(i) of the Act, who 

Sec. 1902(a)(10)(A)(ii)(I)          meet the income and resource requirements 

Sec. 1905(a)(i) of                of the AFDC State Plan, and who are under 

the Act                         the age of: 

42 USC § 1396a 

42 USC § 1396d          21 

      20 

 X  19 

      18 

 

 

 

 

 

____________________________________________________________________________ 

TN No: AL-13-003 

Supersedes        Approval Date: 6-24-13  Effective Date: 04/01/13 

TN No: AL-03-05   



Revision: HCFA-PM-91-4 (BPD) AL-91-36 
1991 ATTACHMENT 2.2-A 

Page 13 
OMB NO.: 0938-

State: Alabama 

Agency* Citation(s) Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

DHR 
42 CFR 435.222 

TN No. AL-91-36 

il_L b. Reasonable classifications of 
individuals described in (a) 
above, as follows: 

__l{~ (l) Individuals for whom public 
agencies are assuming full 
or partial financial 
responsibility and who are: 

_X_ (a) In foster homes (and 
are under the age of ~ 

X (b) In private institutions (and 
are under the age of ~ 

___ (c) In addition to the 
group under b. (l)(a) and 
(b), individuals placed in 
foster homes or private 
institutions by private, 
nonprofit agencies (and are 
under the age of ). 

_ _ (2) Individuals in adoptions 
subsidized in full or part 
by a public agency (who are 
under the age of ). 

__ (3) Individuals in NFs (who are 
under the age of ). 
NF services are provided 
under this plan. 

_ _ (4) In addition to the group 
under (b)(3), individuals in 
ICFs/MR (who are under the 
age of _ ) . 

Supersedes Approval Date 10-02-~~ Effective Date 01-01-92 
HCFA ID: 7984E TN No. AL-90-15 



Revision: HCFA-PM-91-4 
1991 

State: Alabama 

Agency* Citation(s) 

(BPD) 

Groups Covered 

AL-13-003 
ATTACHMENT 2.2-A 
Page 13a 
OMB NO.: 0938-

B. Optional Groups Other Than the Medically Needy (Continued) 

DHRAMAADPH 
42 CFR 435.222 

TN No: AL-13-003 
Supersedes 
TN No: AL-91-36 

_(5) Individuals receiving active treatment as 
inpatients in psychiatric facilities or 
programs (who are under the age of _J. 
Inpatient psychiatric services for 
individuals under age 21 are provided 
under this plan. 

X-(6) Other defined groups (and ages), as 
specified in Supplement 1 of 
ATTACHMENT 2.2-A. 

Approval Date: 6-24-13 Effective Date: 04/01/13 



Revision: HCFA-PM-91-4 
1991 

State: Alabama 

Agency* Citation(s) 

(BPD) 

Groups Covered 

AL-13-003 
ATTACHMENT 2.2-A 
Page 14 
OMB NO.: 0938-

B. Optional Groups Other Than the Medically Needy (Continued) 

DHR 
1902(a)(l 0) 
(A)( ii)(VIII) 
of the Act 
42 USC § l 396a 
42 CFR 435.145 

TN No: AL-13-003 
Supersedes 
TN No: AL-91-36 

8. A child for whom there is in effect a 
State adoption assistance agreement 
(other than under title IV-E of the Act), 
who, as determined by the State adoption 
agency, cannot be placed for adoption 
without medical assistance because the 
child has special needs for medical or 
rehabilitative care, and who before 
execution of the agreement--

a. Was eligible for Medicaid under the State's 
approved Medicaid plan; or 

b. Would have been eligible for Medicaid 
if the standards and methodologies of 
the title IV-E foster care program 
were applied rather than the AFDC 
standards and methodologies. 

The State covers individuals under the age of-­
_21 
_20 
X 19 or under age 21 who are full 

8 time students in a secondary 
school or in the equivalent 
level of vocational or technical 
training. 

Approval Date: 6-24-13 Effective Date: 04/01/13 



Revision: HCFA-PM-91-4 
1991 

State: Alabama 

Agency* Citation (s) 

(BPD) AL-91-36 
ATTACHMENT 2.2-A 
Page 14a 
OMB No.: 0938-

Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

42 CFR 435.223 /_/ 9. 

1902(a)(l0) 
(A) (ii) and 
1905(a) of 
the Act 

Individuals described below who would 
be eligible for AFDC if coverage under the 
State's AFDC plan were as broad as allowed 
under title IV-A: 

Individuals under the age of--
21 
20 
19 
18 

Caretaker relatives 
Pregnant women 

TN No. AL-91-36 
Supersedes Approval Date 10-02-92 Effective Date 01-01-92 

HCFA ID: 7984E TN No. 



Revision: HCFA-PM-91-4 (BPD) AL-91-36 
1991 ATTACHMENT 2.2-A 

Page 15 
OMB NO.: 0938-

State: 

Agency* Citation(s) Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

DHR 42 CFR 435.230 X 10. States using SSI criteria with 
agreements under sections 1616 
and 1634 of the Act. 

TN No. AL-91-36 

The following groups of individuals who 
receive only a State supplementary payment 
(but no SSI payment) under an approved 
optional State supplementary payment pro­
gram that meets the following conditions. 
The supplement is--

a. Based on need and paid in cash on a 
regular basis . 

b. Equal to the difference between the 
individual's countable income and the 
income standard used to determine 
eligibility for the supplement. 

c. Available to all individuals in the 
State. 

d. Paid to one or more of the classifica­
tions of individuals listed below, who 
would be eligible for SSI except for 
the level of their income. 

__ (l) 

_(2) 

_(3) 

All aged individuals. 

All blind individuals. 

All disabled individuals. 

Supersedes Approval Date 10-02-92 Effective Date 01-01-92 
HCFA ID: 7984E TN No. AL-87-11 
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1991 

State: Alabama 

Agency* Citation(s) 

(BPD) AL-91-36 
ATTACHMENT 2.2-A 
Page 16 
OMB NO.: 0938-

Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

_(4) 

DHR 42 CFR 435.230 _(5) 

_(6) 

_(7) 

__lL(8) 

__ (9) 

TN No. AL-91-36 

Aged individuals in domiciliary 
facilities or other group living 
arrangements as defined under 
SSI. 

Blind individuals in domiciliary 
facilities or other group living 
arrangements as defined under 
SSI. 

Disabled individuals in 
domiciliary facilities or other 
group living arrangements as 
defined under SSI. 

Individuals receiving a Federally 
administered optional State 
supplement that meets the 
conditions specified in 42 CFR 
435.230 . 

Individuals receiving a State 
administered optional State 
supplement that meets the 
conditions specified in 42 CFR 
435.230. 

Individuals in additional 
classifications approved by the 
Secretary as follows: 

Supersedes Approval Date 10-02-92 Effective Date 01-01-92 
HCFA ID: 7984E TN No. AL-87-11 



Revision: HCFA-PM-91-4 
1991 

(BPD) AL-91-36 
ATTACHMENT 2.2-A 
Page 16a 
OMB NO. : 0938-

State: Alabama 

Agency* Citation(s) Groups Covered 

TN No. AL-91-36 
Supersedes 
TN No. 

B . Optional Groups Other Than the Medically Needy 
(Continued) 

The supplement varies in income standard by 
political subdivisions according to cost-of-liv­
ing differences . 

Yes. 

X No. 

The standards for optional State supplementary 
payments are listed in Supplement 6 of ATTACH­
MENT 2.6-A. 

Approval Date 10-02-92 Effective Date 01-01-92 
HCFA ID: 7984E 



Revision: HCFA-PM-91-4 
1991 

(BPD) AL-91-36 
ATTACHMENT 2.2-A 
Page 17 
OMB NO. : 0938-

State: Albama 

Agency* Citation(s) Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

42 CFR 435.230 L_/ 11. 
435.121 

Section 1902(f) States and SSI criteria 
States without agreements under section 
1616 or 1634 of the Act. 

1902(a)(10) 
(A)(ii)(XI) 
of the Act 

TN No. AL-91-36 

The following groups of individuals who receive 
a State supplementary payment under an approved 
optional State supplementary payment program 
that meets the following conditions. The supple­
ment is--

a. Based on need and paid in cash on a 
regular basis. 

b. Equal to the difference between the 
individual's countable income and the 
income standard used to determine 
eligibility for the supplement. 

c. Available to all individuals in each 
classification and available on a 
Statewide basis. 

d . Paid to one or more of the classifica­
tions of individuals listed below: 

(1) All aged individuals. 

(2) All blind individuals. 

(3) All disabled individuals. 

Supersedes Approval Date 10-02-92 Effective Date 01-01-92 
HCFA ID: 7984E TN No. AL-87-14 
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1991 

State: Alabama 

Agency* Citation(s) 

(BPD) AL-91-36 
ATTACHMENT 2.2-A 
Page 18 
OMB NO.: 0938-

Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

TN No. AL-91-36 

(4) Aged individuals in domiciliary facili­
ties or other group living arrange­
ments as defined under SSI. 

(5) Blind individuals in domiciliary facil­
ities or other group living arrange­
ments as defined under SSI . 

(6) Disabled individuals in domicili ary 
facilities or other group living ar­
rangements as defined under SSI. 

(7) Individuals receiving federally admin­
istered optional S~ate supplement that 
meets the conditions specified in 42 
CFR 435.230. 

(8) Individuals receiving a State adminis­
tered optional State supplement that 
meets the conditions specified in 42 
CFR 435.230. 

(9) Individuals in additional classifica­
tions approved by the Secretary as 
follows: 

pupersedes Approval Date 10-02-92 
'.tN No. AL-86-21 

Effective Date 01-01-92 
HCFA ID: 7984E 
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1991 

State: Alabama 

Agency* Citation(s) 

(BPD) AL-91-36 
ATTACHMENT 2.2-A 
Page 18a 
OMB NO. : 0938-

Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

TN No. AL-91-36 
Supersedes 
TN No. 

The supplement varies in income standard by 
political subdivisions according to cost­
of-living differences. 

Yes 

No 

The standards for optional State supplemen­
tary payments are listed in Supplement 6 of 
ATTACHMENT 2.6- A. 

Approval Date 10-02-92 Effective Date 01-01-92 
HCFA ID: 7984E 
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State: Alabama 

Agency* Citation(s) 

(BPD) 

Groups Covered 

AL-13-003 
ATTACHMENT 2.2-A 
Page 19 
OMB NO.: 0938-

B. Optional Groups Other Than the Medically Needy (Continued) 
AMAADPH 

42 CFR 435.236 
Sec. 1902(a)(10) 
(A)(ii)(V) 
of the Aet 
42 USC 1396a 

AMAADPH 
Sec. l 902(a)(lO)(A) 
(ii) and 1905(a) 
of the Act 
42 USC 1396a 

TN No: AL-13-003 
Supersedes 
TN No: AL-91-36 

IEJ 12. 

0 

Individuals who are in institutions 
for least 30 consecutive days and who are 
eligible under a special income level 
Eligibility begins on the first day of the 
30-day period. These individuals meet the 
income standards specified in Supplement 1, 
page 9a. to ATTACHMENT 2.6-A. 

The State covers all individuals as 
described above. 

The State covers only the following 
group or groups of individuals: 

XAged 
XBlind 
XDisabled 

Individuals under the age of--
21 
20 
19 
18 
Caretaker relatives 
Pregnant women 

Approval Date: 6-24-13 Effective Date: 04/01/13 
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Page 20 
OMB NO.: 0938-

State: Alabama 

Agency* Ci t ation(s) Groups Covered 

B . Optional Groups Other Than the Medically Needy 
(Continued) 

1902(e)(3) 
of the Act 

1902(a)(10 ) 
(A)(ii)(IX) 
and 1902(1) 
of the Act 

TN No. AL-91-36 

LI 13. 

LI 14. 

Certain disabled children age 18 or 
under who are living at home , who 
would be eligible for Medicaid under the 
plan if they were in a medical institution, 
and for whom the State has made a 
determination as required under section 
1902(e)(3)(B) of the Act. 

Supplement 3 to ATTACHMENT 2.2-A describes 
the method that is used to determine the 
cost effectiveness of caring for this group 
of disabled children at home. 

The following individuals who are not 
mandatory categorically needy whose income 
does not exceed the income level 
(established at an amount above the 
mandatory level and not more than 185 
percent of the Federal poverty income lev­
el) specified in Supplement 1 to 
ATTACHMENT 2.6-A for a family of the 
same size, including the woman and unborn 
child or infant and who meet the resource 
standards specified in Sl!J2plement 2 to 
ATTACHMENT 2.6-A: 

a . Women during pregnancy (and during the 
60 -day period beginning on the last 
day of pregnancy); and 

b. Infants under one year of age. 

Supersedes Approval Date 10 -02-92 Effective Date 01-01-92 
HCFA ID: 7984E TN No. AL-90-33 



Revision: HCFA-PM-91-4 
1991 
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Agency* Citation(s) 

(BPD) 

TN No. AL-91 - 36 
Supersedes Approval Date 10-02- 92 
TN No. 

AL-91-36 
ATTACHMENT 2.2-A 
Page 21 
OMB NO.: 0938-

Groups Covered 

Effective Date 01-01-92 
HCFA ID: 7984E 
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Page 22 
OMB NO.: 0938-

State: Alabama 

Agency* Citation(s) Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

1902(a) L_/ 16. 
(ii) (X) 

Individuals--

and 1902(m) 
( 1) and ( 3) 
of the Act 

TN No. AL-91-36 
Supersedes 
TN No. 

a. Who are 65 years of age or older or 
are disabled, as determined under section 
1614(a)(3) of the Act. Both aged and 
disabled individuals are covered under this 
eligibility group. 

b. Whose income does not exceed the 
income level (established at an amount up 
to 100 percent of the Federal income pover­
ty level) specified in Supplement 1 to 
ATTACHMENT 2.6-A for a family of the same 
size; and 

c. Whose resources do not exceed the 
maximum amount allowed under SSI; or under 
the State's medically needy program as 
specified in ATTACHMENT 2.6-A. 
Supplement 2, pg. 6. 

Approval Date 10-02-92 Effective Date 01-01-92 
HCFA ID: 7984E 



Revision: HCFA-PM- 92-1 (MB) AL-91-36 
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February 1992 

OMB NO. : 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama 
COVERAGE AND CONDITIONS OF ELIGIBILITY 

Agency* Citation(s) Groups Covered 

1902(a)(47) 
and 1920 of 
Act 

TN No. AL - 91-36 
Supersedes 
TN No. 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

17. Pregnant women who are determined by a 
"qualified provider: (as defined in the 
§1920(b)(2) of the Act) based on 
preliminary information, to meet the high­
est applicable income criteria specified in 
this plan under ATTACHMENT 2.6-A and are 
therefore determined to be presumptively 
eligible during a presumptive eligibility 
period in accordance with §1920 of the Act. 

Approval Date 10-02-92 Effective Date 01-01-92 
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(BPD) AL-91-36 
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OMB NO.: 0938-

Citation Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

1906 of the 
Act 

1902(a) (100 (F) 
1902(u) (1) 
of the act 

TN No. AL-91-36 
Supersedes 
TN No. 

18. Individuals required to enroll in cost­
effective employer-based group health plans 
remain for a minimum enrollment period of 

months. 

19. Individuals entitled to elect COBRA and 
continuation coverage and whose income 
as determined under section 1612 of the act 
for purposes of the SSI program, is no more 
than 100 percent of the Federal poverty 
level, whose resources are no more than 
twice the SSI resource limit for an individ­
ual, and for whom the State determines 
that the cost of COBRA premiums is likely 
to be less than the Medicaid expenditures 
for an equivalent set of services. See 
Supplement 11 to Attachment 2.6-A. 

Approval Date 10-02-92 Effective Date 01 - 01-92 
HCFA ID : 7984E 
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1991 

State: Alabama 

Citation 

B. 
DHRAMAADPH 
1902 (a)(IO)(A) 20. 
( ii)(XIV)of the 
Act a. 
42 USC 1396a 
42 CFR 435.229 

b. 

c. 

d. 

x 

TN No: AL-13-003 

Groups Covered 

AL-13-003 
ATTACHMENT 2.2-A 
Page 23b 
OMB NO.: 0938 

Optional Coverage Other Than the Medically Needy (Continued) 

Optional Targeted Low Income Children who 

are not eligible for Medicaid under any 
other optional or mandatory eligibility 
group or eligible as medically needy 
(without spend down liability); 

would not be eligible for Medicaid under 
the policies in the State's Medicaid 
plan as in effect on April 15, 1997 
(other than because of the age expansion 
provided for in 1902(1 )(2)(D); 

are not covered under a group health 
plan or other group health insurance (as 
such terms are defined in 2791 of the 
Public Health Service Act coverage) 
other than under a health insurance 
program in operation before July 1, 1997 
offered by a State which receives no 
Federal funds for the program; 

have family income at or below; 
200 percent of the Federal poverty level 
for the size family involved, as revised 
annually in the Federal Register; or 

A percentage of the Federal poverty 
level, which is in excess of the 
"Medicaid applicable income level" (as 
defined in 2110(b)(4) of the Act) but by 
no more than 50 percentage points. 

The State covers: 

All children described above who are 
under age 12 ( 18, 19) with family income 
at or below 100 percent of the Federal 
poverty level. 

Supersedes Approval Date: 6-24-13 Effective Date: 04/0I113 
TN No: AL-97-10 



Revision: HCDA-PM-91-8 (BPD) AL-13-003 
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Page 23c 
OMB NO.: 0938-

State/Territory: Alabama 

Citation(s) 

DHRAMAADPH 
Sec. 1902 (E) of the ActX 20. 
42 USC 1396a 

Sec. 1920A of the Act 
42 use 1396r-l 

TN No: AL-13-003 
Supersedes 
TN No: AL-98-02 

1. 

Groups Covered 

EXPLANATION OF THE METHODOLOGIES USED 
TO ESTABLISH COUNTABLE INCOME AND 
RESOURCES 

A child under age 19 (not to exceed 
age 19) who has been determined 
eligible is deemed to be eligible 
for a total of 12 months (not to 
exceed 12 months) regardless of 
changes in circumstances other than 
attainment of the maximum age stated 
above. 

Children under age 19 who are determined 
by a ''qualified entity" (as defined in 
1920A(b )(3)(A) based preliminary in­
formation, to meet the highest 
applicable income criteria specified 
in this plan as applicable to children. 

The presumptive period begins on the 
day that the determination is made. 
If an application for Medicaid is 
filed on the child's behalf by the 
last day of the month following the 
month in which the determination of 
presumptive eligibility was made, 
the presumptive period ends on the 
day that the State agency makes a 
determination of eligibility based 
on that application. If an application 
is not filed on the child's 
behalf by the last day of the month 
following the month the determination of 
presumptive eligibility was made, the 
presumptive period ends on that last day. 

Approval Date: 6-24-13 Effective Date: 04/0 l /13 



Citation 

1902 (a) (10) (A) 

State: Alabama 

AL-Ol-05 
ATTACK'vfENT 2.2-A 
PAGE 23d 

Group Covered 

B. Optional Coverage Other Tha..1 the Medically Needy 
(Continued) 

(ii) (XVIII) of the Act X 24. Women who: 

l 920B of the Act 

TN No. AL-Ol-05 
Supersedes 
TNNo. NEW 

a. have been screened for breast or cer1ical cancer 
under the Centers for Disease Control and 
Prevention Breast and Cervical Cancer Early 
Detection Program established under Title XV of 
the Public Health Service Act in accordance with 
the requirements of Section 15 04 of that Act and 
m~ed treatment for breast er cervical cancer, 
including a pre-cancerous condition of the breast or 
cervix; 

b. are not otherwise covered under creditable 
coverage, as defined in Section 2701 (c) of the 
Public Health Service Act; 

c. are not eligible for Medicaid under any mandatory 
categorically needy eligibility group; 

d. must meet Medicaid citizenship and alienage status; 
and 

e. have not attained age 65 . 

25. Women who are determined by a "qualified entity" (as 
defined in l 920B (b) based on preliminary 
information, to be a woman described in 1902 (aa) the 
Act related to certain breast and cervical cancer 
patients. 

The presumptive period begins on the day that the 
determination is made. The period ends on the date 
that the State makes a determination with respect to the 
woman's eligibility for Medicaid, or if the woman does 
not apply for Medicaid (or a Medicaid application was 
not made on her behalf) bay the last day of the month 
following the month in which the determination of 
presumptive eligibility was made, the presumptive 
period ends on that last day. 

Approval Date: 8-27-0l Effective Date: l 0-0 l-0 l 
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State: Alabama 

Agency* Citation(s) Groups Covered 

C. Optional Coverage of the Medically Needy 

42 CFR 435.301 This plan includes the medically needy. 

1902(e) of the 
Act 

1902(a)(l0) 
(C)(ii)(I) 
of the Act 

TN No. AL-91-36 
Supersedes 
TN No. 

___K_J No. 

L_/ Yes. This plan covers: 

1. Pregnant women who, except for income 
and/or resources, would be eligible as 
categorically needy under title XIX of the 
Act. 

2. 

3. 

Women who, while pregnant, were eligible 
for and have applied for Medicaid and 
receive Medicaid as medically needy under 
the approved State plan on the date the 
pregnancy ends. These women continue to be 
eligible, as though they were pregnant, for 
all pregnancy- related and postpartum 
services under the plan for a 60-day peri­
od, beginning with the date the pregnancy 
ends, and any remaining days in the month 
in which the 60th day falls. 

Individuals under age 18 who, but for 
income and/or resources, would be eligible 
under section l902(a)(10)(A)(i) of the Act. 

Approval Date 10-02-92 Effective Date 01-01-92 
HCFA ID: 7984E 
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State: 

Agency* Citation(s) Groups Covered 

C. Optional Coverage of Medically Needy (Continued) 

1902(e)(4) of 4. 
the Act 

42 CFR 435.308 5.j_/ 

Newborn children born on or after October 1, 
1984 to a woman who is eligible as medically 
needy and is receiving Medicaid on the date of 
the child's birth. The child is deemed to have 
applied and been found eligible for Medicaid on 
the date of birth and remains eligible for one 
year so long as the woman remains eligible or 
would remain eligible if she were pregnant and 
the child is a member of the woman's household. 

a. Financially eligible individuals who 
are not described in section C.3. 
above and who are under the age of--

21 
20 
19 
18 or under age 19 who are full­

time students in a secondary 
school or in the equivalent level 
of vocational or technical 
training 

_LI b. Reasonable classifications of 
financially eligible individuals under 
the ages of 21, 20, 19, or 18 as 
specified below: 

TN No. AL-91-36 
Supersedes 
TN No. 

(1) Individuals for whom public agencies 
are assuming full or partial financial 
responsibility and who are: 

(a) In foster homes (and are 
under the age of 

(b) In private institutions (and 
are under the age of 

Approval Date 10-02-92 

__ ). 

Effective Date 01-01-92 
HCFA ID: 7984E 
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Agency* 

OMB NO. : 0938-

State: Alabama 

Citation(s) Groups Covered 

C. Optional Coverage of Medically Needy (Continued) 

(c) In addition to the group under 
b. (l)(a) and (b), individuals placed 
in foster homes or private institu­
tions by private, nonprofit agencies 
(and are under the age of _ _ ). 

(2) Individuals in adoptions subsi dized in 
full or part by a publi c agency (who are 
under the age of _ _ ). 

(3) Individuals in NFs (who are under the age 
of ). NF services are provided under 
this plan. 

(4) In addition to the group under (b)(3), 
individuals in ICFs/MR (who are under the 
age of __ ) . 

(5) Individuals receiving active treatment as 
inpatients in psychiatric facilities or 
programs (who are under the age of ___l. 
Inpatient psychiatric services for individu­
als under age 21 are provided under this 
plan. 

(6) Other defined groups (and ages), as speci­
fied in Supplement 1 of ATTACHMENT 2.2-A. 

TN No. AL-91-36 
Supersedes Approval Date 10-02-92 Effective Date 0 1-01-92 

HCFA ID: 7984E TN No. 
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State: Alabama 

Agency* Citation(s) Groups Covered 

C. Optional Coverage of Medically Needy (Continued) 

42 CFR 435.310 L_/ 6. 

42 CFR 435.320 L_/ 7. 
and 435.330 

42 CFR 435.322 L_/ 8. 
and 435.330 

42 CFR 435.324 L_/ 9. 
and 435.330 

Caretaker relatives. 

Aged individuals. 

Blind individuals. 

Disabled individuals. 

42 CFR 435.326 L_/ 10. Individuals who would be ineligible if 

435.340 

TN No. AL-91-36 
Supersedes 
TN No. 

they were not enrolled in an HMO. Categori­
cally needy individuals are covered under 
42 CFR 435.212 and the same rules apply to 
medically needy individuals. 

11. Blind and disabled individuals who: 

a. Meet all current requirements for 
Medicaid eligibility except the blind­
ness or disability criteria; 

b. Were eligible as medically needy in 
December 1973 as blind or disabled; 
and 

c. For each consecutive month after Decem­
ber 1973 continue to meet the December 
1973 eligibility criteria. 

Approval Date 10-02-92 Effective Date 01-01-92 
HCFA ID: 7984E 
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OMB NO.: 0938-

State: Alabama 

Citation(s) Groups Covered 

1906 of the 
Act 

TN No. AL-91-36 
Supersedes 
TN No. 

C. Optional Coverage of Medically Needy 
(Continued) 

12. Individuals required to enroll in cost effective 
employer-based group health plans remain 
eligible for a minimum enrollment period of 

months. 

Approval Date 10-Q2-92 Effective Date 01-01-92 
HCFA ID: 7984E 



AL-13-003 
Attachment 2.2-A 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama 

REQUIREMENTS RELATING TO DETERMINING ELIGIBILITY FOR MEDICARE 
PRESCRIPTION DRUG LOW-INCOME SUBSIDIES 

Agency Citation( s) 

AMAADPH 
Sec. 1935(a) and 1902(a)(66) 
42 CFR 423.774 and 
423.904 
42 USC 1396a 
42 USC 1396u-5 

TN No: AL-13-003 
Supersedes 
TN No: AL-05-03 

Groups Covered 

The agency provides for making Medicare prescription 
drug Low Income Subsidy determinations under 
Section 1935(a) of the Social Security Act. 

1. The agency makes determinations of eligibility for premium 
and cost-sharing subsidies under and in accordance with 
section l 860D-l 4 of the Social Security Act; 

2. The agency provides for informing the Secretary of such 
determinations in cases in which such eligibility is 
established or redetermined; 

3. The agency provides for screening of individuals for 
Medicare cost-sharing described in Section l 905(p )(3) of the 
Act and offering enrollment to eligible individuals under the 
State plan or under a waiver of the State plan. 

Approval Date: 6-24-13 Effective Date: 04/01/13 



Revision: HCFA-PM-91-4 (BPD) 
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SUPPLEMENT 1 TO ATTACHMENT 2.2-A 
Page 1 
OMB NO.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama 

REASONABLE CLASSIFICATIONS OF INDIVIDUALS UNDER 
THE AGE OF 21, 20, 19, AND 18 

Individuals whose AFDC or ACFC was terminated , or would have 
been terminated had they applied and been eligible, solely 
because of admission as an inpatient in a public psychiatric 
facility, who are under the age of 21 and receiving active 
treatment as inpatients in a public psychiatric facility. 

TN No.AL-92-16 
Supersedes Approval Date 10/20/92 
TN No. AL-91-36 

Effective Date 07/01/92 
HCFA ID: 798E 



Revision: HCFA-PM-92 -1 
FEBRUARY 1992 

(MB ) ATTACHMENT 2 . 6-A 
Page l 

STATE PLAN UNDER TITLE XI X OF THE SOCIAL SECURI TY ACT 

state: ALABAMA 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Citation(s) Condition or Requirement 

42 CFR Part 435, 
Subpart G 

42 CFR Part 435, 
Subpart F 

1902(1) of the 
Act 

1902 (m) of the 
Act 

TN No· A I - 9 J - 3 6 
Supersedes · 
TN No. AL- -P'l-1'4 

A. General Conditions of Eligibi lity 

Each individual covered under the plan: 

1. Is financially el i gible ( using the methods and 
standards described in Parts B and C of t hi s 
Attachment) to rece ive services. 

2. Meets the applicab l e non-financial e l igibi l ity , 
conditions. 

a. For t he categorically nee dy: 

( i) 

(ii) 

Except as specified under items A.2.a. (ii ) 
and ( iii ) below, for AFDC-re l ated 
individuals, meets the non-f i nancia l 
eligibility condi tions of the AFDC 
program. 

For SSI-related individuals, meets the 
non-financial criteria of the SSI program 
or more restrict ive SSI-related 
categorical l y needy criter i a. 

(iii ) For financially eligible pregnant 
women,infants or children covered under 
sections 1902 (a) ( 10) (A) ( i) ( I V) , 
1902 ( a) (10) (A) (i) (VI), 
1902 (a)(lO )( A)(i )( VII ) , and 
1902 ( a) (10 ) (A)(ii ) (IX ) of the Act, meets 
the non-financia l criteria of sect ion 
1902(1) of the Act. 

(iv) For financ i ally eligi b l e aged and 

Approval Date 

disabled individuals covered under section 
1902 (a) (10 ) (A} (ii ) (X) o f the Act, meets 
the non-financi a l cr i teria of section 
1902(m) of the Act. ' 

10- 2- 92 Effective Date . !AN Q 1 190? 
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Page 2 August 1991 

State:Alabama 

Citation 

l905(p) of the 
Act 

1905(s) of the 
Act 

42 CFR 
435. 4o//g 

.ec. 245A of the 
Immigration and 
Nationality Act 

1902(a) and 
1903(v) of 
the Act and 
2 45 ( h) ( 3) ( B) 
of the Immigration 
& Nationality Act 

TN No. AL-91-36 
Supersedes 
TN No. AL-90-33 

b. 

c. 

d. 

3. 

b. 

c. 

Approval Date 

OMB No. : 0938-

Condition or Requirement 

For the medically needy, meets 
non-financial eligibility conditions of 
CFR Part 435. 

the 
42 

For financially eligible qualified Medicare 
beneficiaries covered under section 
1902(a)(lO)(E)(i) of the Act, meets the 
non-financial criteria of section 1905(p) of 
the Act. 

For financially eligible qualified disabled 
and working individuals covered under 
section 1902(a)(lO)(E)(ii) of the Act, meets 
the non-financial criteria of section 
l905(s). 

Is residing in the United States and--

a. Is a citizen; 

Is an alien lawfully admitted for permanent 
residence or otherwise permanently residing 
in the United States under color of law, as 
defined in 42 CFR 435.408; 

Is an alien granted lawful temporary resident 
status under section 245A and 210A of the 
Immigration and Nationality Act if the 
individual is aged, blind, or disabled as 
defined in section 1614(a)(l) of the Act, 
under 18 years of age or a Cuban/Haitian 
entrant as defined in section 50l(e)(l) and 
(2)(A) of P.L. 96-422. 

10-02-92 Effective Date 01-01-92 --- ---
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(BPD) ATTACHMENT 2.6-A 
Page 3 
OMB No . : 

-'l te: Alabama 

Citation 

42 CFR 435.403 
1902(b) of the 
Act 

d. 

e . 

4. 

0938-

Condition or Requirement 

Is an alien granted lawful temporary resident 
status under section 210 of the Immigration and 
Nationality Act not wi thin the scope of c. above 
(coverage must be restricted to certain emergency 
services during the five-year period beginning on 
the date the alien was granted such status); or 

Is an alien who is not lawfully admitted for 
permanent residence or otherwise permanently 
residing in the United States under color of law 
(coverage must be restricted to certain emergency 
services). 

Is a resident of the State, regardless of whether 
or not the individual maintains the residence 

permanently or maintains it at a fixed address. 

L~/State has interstate residency agreement with 
the following States : 

California Kentucky New Jersey Texas 
Florida Louisiana New Mexico Iowa 
Georgia Ohio Wisconsin Minnesota 
Mississippi Pennsylvania Tennesse 

L _/ State has open agreement(s). 

LI Not applicable; no reside ncy requirement. 

~~~~~~~~~~~~~~~~~~-~~~~~~~~~~~~·-~~~~~~~~~~~~-

TN No. AL-91-36 
Supersedes 
TN No. AL-91 - 25 

Approval Date 10-02-92 Effective Date 01-01-92 
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ATTACHMENT 2.6-A 
Page 3a. 
OMB No.: 0938-

State/Territory: Alabama -------------- - - -

Citation 

42 CFR435.1008 5. 

42 CFR 435.1008 
1905(a) of the 
Act 

42CFR 433.145 
1912 of the 

· \ct 

TN No. AL-91-36 
Supersedes 
TN No. 

a. 

6. 

Condition or Requirement 

Is not an inmate of a public institution. 

b. 

Public institutions do not include medical 
institutions, intermediate care facilities, 
or publicly operated community residences 
that serve no more than 16 
residents, or certain child care 
institutions. 

Is not a patient under age 65 in an 
institution for mental diseases except as 
inpatient under age 22 receiving active 
treatment in an accredited psychiatric 
facility or program. 

L_/ Not applicable with respect to 
individuals under age 22 in psychiatric 
facilities or programs. Such services 
are not provided under the plan. 

Is required, as a condition of eligibility, to 
assign his or her own rights, or the rights of 
any other person who is eligible for Medicaid and 
on whose behalf the individual has legal 
authority to execute an assignment, to medical 
support and payments for medical care from any 
third party. (Medical support is defined as 
support specified as being for medical care by a 
court or administrative order) 

Approval Date 10-02-92 Effective Date 01-01-92 
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Page 3a . l 
OMB No.: 0938-

State/Territory: ""'A=l:....:a'""'b=...;:.;;a=m'""'a-'--- ----- - --- - ----- --

Citation 

42 CFR 435.910 

TN No. AL-91-36 
Supersedes 
TN No. 

Condition or Requirement 

An applicant or recipient must also cooperate in 
establishing the paternity of any eligible child and 
in obtaining medical support and payments for himself 
or herself and any other person who is eligible for 
Medicaid and on whose behalf the indi victual can make 
an assignment; except that individuals described in 
§1902(1)(l)(A) of the Social Security Act (pregnant 
women and women in the post-partum period) are exempt 
from these requirements involving paternity and 
obtaining support. Any individual may be exempt from 
the cooperation requirements by demonstrating good 
cause for refusing to cooperate. 

An applicant or recipient must also cooperate in 
identifying any third party who may be liable to pay 
for care that is covered under the State Plan and 
providing information to assist in pursuing these 
third parties. Any individuals may be exempt from the 
cooperation requirements by demonstrating good cause 
for refusing to cooperate. 

L__K_L 

7. 

Assignment of rights is automatic because 
of State law. 

Is required, as a condition of eligibility, to 
furnish his/her social security account number 
(or numbers, if he/she has more than one number). 

Approval Date 10-02-92 Effective Date 01-01-92 
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Page 3b October 1991 
OMB No. : 0938-

State: Alabama 

Citation 

1902(c)(2) 8. 

1902(e)(lO)(A) 9. 
and (B) of the 
Act 

TN No. AL-91-36 
Supersedes 
TN No. 

Condition or Requirement 

Is not required to apply for AFDC benefits under 
title IV-A as a condition of applying for, or 
receiving, Medicaid if the individual is a pregnant 
woman, infant, or child that the State elects to 
cover under sections 1902(a)(lO)(A)(i)(IV) and 
1902(a)(lO)(A)(ii)(IX) of the Act. 

Is not required, as an individual child or pregnant 
woman, to meet requirements under section 402(a)(43) 
of the Act to be in certain living arrangements. 
(Prior to terminating AFDC individuals who do not meet 
such requirements under a State's AFDC plan, the 
agency determines if they are otherwise eligible under 
the State's Medicaid plan.) 

Approval Date 10-02- 92 Effective Date 01-01-92 
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Page 3c October 1991 
OMB No.: 0938-

State: Alabama 

Citation 

1906 of the Act 

TN No. AL-91-36 
Supersedes 
TN No. 

Condition or Requirement 

10. Is required to apply for enrollment in an 
employer-based cost-effective group health plan, 
is such plan is available to the individual. 
Enrollment is a condition of eligibility except 
for the individual who is unable to enroll on 
his/her own behalf (failure of a parent to enroll 
a child does not affect a child's eligibility). 

Approval Date 10-02-92 Effective Date 01-01-92 



Revision: 

Citation 

1902(0) of the 
Act 

Bondi v. 
Sullivan (SSI) 

1902(r)(l) of 
the Act 

105/206 of 
P.L. 100-383 

l.(a) of P.L. 
103-286 

1040S of P .L. 
101-239 

6(h)(2) of P.L. 
101-426 

12005 of P.L. 
103-66 

HCF A-PM-97-2 
December 1997 

State: 

B. 

Alabama 

AL-98-07 
A TI ACHMENT 2.6-A 
Page 4 
OMB No .: 0938-0673 

Condition or Requirement 

Posteligibility Treatment of Institutionalized Individuals' Incomes: 

1. The following items are not considered in the posteligibility 
process: 

a. 

b. 

c. 

d. 

e. 

f. 

g . 

h . 

SSI and SSP benefits paid Wlder Sections 161 l(e)(l)(E) and (G) 
of the Act to individuals who receive care in a hospital, nursing 
home, SNF, or ICF. 

Austrian Reparation Payments (pension (reparation) payments 
made Wlder Sections 500-506 of the Austrian General Social 
Insurance Act) . Applies only if State follows SSI program rules 
with respect to the payments . 

German Reparation Payments (reparation payments made by the 
Federal Republic of Germany). 

Japanese and Aleutian Restitution Payments. 

Netherlands Reparation Payments based on Nazi, but not 
Japanese, persecution (during World War II). 

Payments from the Agent Orange Settlement FWld or any other 
fund established pursuant to the settlement of the Agent Orange 
product liability litigation, M.D.L. No. 381 (E.D.N.Y.). 

Radiation Exposure Compensation. 

VA pensions limited to $90.00 per month under 38 U.S .C. 
5503 . 

TN No. AL-98-07 
Supersedes Approval Date 8/18/98 Effective Date 05/01/98 
TN No. AL-93-16 



Revision : HCFA-PM-97-2 
December 1997 

Citation 

1924 ofthe 
Act 
435.725 
435.733 
435 .832 

State: 

TN No. AL-98-07 
Supersedes 
TN No. AL-93-16 

2. 

Alabama 

Condition or Requirement 

AL-98-07 
ATTACHMENT 2.6-A 
Page 4a 
OMB No.: 0938-0673 

The following amounts for personal needs are deducted from total 
income in the application of an individual's or couple's income to 
the cost of institutional care: 

Personal Needs Allowance (PNA) of not less than $30 for Individuals 
and $60 for couples for all institutional persons. 

a . Aged, blind, disabled -­
Individuals $30.00 
Couples $Not Applicable 

For the following persons with greater need: 

Supplement 14 to Attachment 2.6-A describes the greater need; 
describes the basis or formula for amount if not listed above; 
lists the criteria to be met; and where appropriate, identifies the 
authority for approving that a criterion is met. 

b. AFDC related: 
Children $ ---
Adults $ ---

For the following persons with a greater need: 

Supplement 14 to Attachment 2.6-A describes the greater need; 
describes the basis or formula for determining the deductible 
amount when a specific amount is not listed above; lists the 
criteria to be met; and where appropriate, identifies the authority 
for approving that a criterion is met. 

c. Individual under age 21 covered in the plan as specified in 
Item B.7 of Attachment 2.2-A 
$ ____ _ 

For the following persons with a greater need: 

Supplement 14 to Attachment 2.6-A describes the greater need; 
describes the basis or formula for determining the 

Approval Date 8/18/98 Effective Date 0510 l/98 



Revision: 

Citation 

1924 of the 
Act 

HCF A-PM-97-2 
December 1997 

State: 

TN No. AL-98-07 
Supersedes 
TN No. AL-93-16 

3. 

Alabama 

Condition or Requirement 

AL-98-07 
AITACHMENT 2.6-A 
Page 4b 
OMB No.: 0938-0673 

deductible amount when a specific amount is not listed above; 
lists the criteria to be met; and where appropriate, identifies the 
authority for approving that a criterion is met. 

In addition to the amounts under item 2., the following monthly 
amounts are deducted from the remaining income of an institutional­
ized individual with a community spouse: 

a. The monthly income allowance for the community spouse, 
calculated using the fonnula in Section 1924( d)(2), is the amount 
by which the maintenance needs standard exceeds the 
community spouse's income. The maintenance needs standard 
cannot exceed the maximum prescribed in Section 
1924(d)(3)(C). The maintenance needs standard consists ofa 
poverty level component plus an excess shelter allowance. 

~ The poverty level component is calculated using 
the applicable percentage (set out in Section l 924(d)(3)(B) 
of the Act) of the official poverty level. 

_ The poverty level component is calculated by using a 
percentage greater than the applicable percentage, equal to 
_%,of the official poverty level (still subject to 
maximum maintenance needs standard). 

The maintenance needs standard for all community spouses 
is set at the maximum permitted by 1924 (d)(3)(C). 

Approval Date 8/18/98 Effective Date 05/01/98 



Revision: 

Citation 

HCFA-PM-97-2 
December 1997 

State: 

TN No. AL-98-07 
Supersedes 
TN No. AL-93-16 

Alabama 

Condition or Requirement 

AL-98..07 
ATTACHMENT 2.6:.A 
Page 4c 
OMB No.: 0938-0673 

Except that, when applicable, the State will set the community 
spouse's monthly income allowance at the amount by which 
exceptional maintenance needs, established at a fair hearing, 
exceed the community spouse's income, or the amount of any 
court ordered support. 

In determining excess shelter allowance, utility expenses are 
calculated using: 

_ the standard utility allowance under Section 5(e) of the 
Food Stamp Act of 1977; or 

-1L the actual unreimbursable amount of the community 
spouse's utility expenses less any portion of such amount 
included in condominium or cooperative charges. 

b. The monthly income allowance for other dependent family 
members living with the community spouse is : 

-1L one-third of the amount by which the poverty level compo­
nent (calculated under Section l 924(d)(3)(A)(i) of the Act, 
using the applicable percentage specified in Section 1924 
(d)(3)(B) exceeds the dependent family member's monthly 
mcome. 

a greater arnowrt calculated as follows : 

The following definition is used in lieu of the definition provided 
by the Secretary to determine the dependency of family members 
under Section 1924(d)(l): 

The IRS definition of dependency for tax reporting purposes is 
used to define dependent children, parents, and siblings for 
purposes of deducting allowances under Section 1924. 

Approval Date 8/18/98 Effective Date 05/01/98 



Revision: HCFA-PM-97-2 
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AL-98-07 
ATTACHMENT 2.6-A 
Page 4d 
OMB No.: 0938-0673 

State: Alabama 

Citation Condition or Requirement 

435.725 
435.733 
435.832 

TN No. AL-98-07 
Supersedes 
TN No. AL-93-16 

4. 

c. Amounts for health care expenses described below 

(i) Medicaid, Medicare, and other health insurance 
premiums, deductibles, or coinsurance charges, or 
copayments. 

(ii) Necessary medical or remedial care recognized under 
State law but not covered under the State Plan. 
(Reasonable limits on amounts are described in 
Supplement 3 to ATTACHMENT 2.6-A.) 

In addition to any amounts deductible under the items above, 
the following monthly amounts are deducted from the 
remaining monthly income of an institutionalized individual or an 
institutionalized couple. 

a . An amount for the maintenance needs of each member of a fmily 
living in the institutionalized individual's home with no 
community spouse living in the home. The amount must be 
based on a reasonable assessment of need but must not exceed 
the higher of the: 

( ) AFDC level; or 
()Medically needy level: 

(Check one) 

~ AFDC levels in Supplement 1 
_ Medically needy level in Supplement I 

Other:$ ------
b. Amounts for health care expenses described below that have not 

been deducted under 3.c above (i.e., for an institutionalized 
individual with a community spouse), are incurred by and for the 
institutionalized individual or institutionalized couple, and are 
not subject to the payment by a third party: 

Approval Date 8/18/98 Effective Date 05/01/98 



Revision: 

Citation 

HCFA-Atlanta 
January 1992 

ATTACHMENT 2.6-A 
Page 4.1 

Condition or Requirement 

3 
For indj_viduals with greater need-

(ii) AFDC related--* 
Children $~~~~~4 
Adults $~~~~-

*For AFDC related individuals in the 
first partial month of institutional­
ization, the individual is considered 
to remain in the AFDC group and there 
is no patient liability for the ini­
tial partial month. In the second 
month (the first full month) of insti­
tutionalization, the individual is 
considered to be SSI-related and is 
given the same PNA as in Item B.2.a. 
above. For individuals returning to 
an AFDC group from the institution, 
for the last partial month of institu­
tionalization, the individual is 
treated as an SSI-related individual 
for the entire month and is given the 
same PNA as in Item B-2.a_ above. The 
individual is considered to return to 
the AFDC group in the second month 
(first full month) after being re­
leased from the institution. 

Supplement 14 to Attachment 2.6-A describes the greater need; describes the 
basis or formula for determining the deductible amount when a specific amount is not 
listed above; lists the criteria to be meet; and where appropriate, identifies the 
authority for approvinq that a criterion is met. 

4 For individuals receiving a VA pension limited to up to $90 a month under Section 
601 of P.L. 102-568, the Personal Needs Allowance is the greater of the amount permit­
ted to be paid under Section 601 (up to $90) and the amount specified in this section. 

TN No. AL-93-16 
Supersedes 
TN No. AL-91-36 

Approval Date 08/24_L93 Effective Date 04_.101/93 



Revision: HCFA-Atlanta 

Citation 

435.725 
435.733 
435.832 

January 1992 

b. 

ATTACHMENT 2.6-A 
Page 4.2 

Condition or Re uireme-=-n=-t=--------- ----
5 For individuals with greater need-

(iii) Individuals under age 21 covered in 
this plan as specified in Item B.7. of 
ATTACHMENT 2~2-A. $ _ _ __ _ 

6 For individuals with greater need-

For the maintenance of each member of non­
insti tutionali zed family at home. The 
amount must be based on a reasonable assess­
ment of need but must not exceed the higher 
of the: 

0 AFDC level; or 
0 Medically Needy level; 

-AFDC level $ *Refer 
to Supplement 1 to 
ATTACHMENT 2.6-A, 
Page 1.1 

-Medically Needy level $ _ _ _ _ _ 
-Other $ ____ _ 

Supplement 14 to Attachment 2.6-A describes the greater need; describes the 
basis or formula for determining the deductible amount when a specific amount is not 
listed above; lists the criteria to be meet; and where appropriate, identifies the 
authority for approving that a criterion is met. 

6 
Supplement 14 to Attachment 2.6-A describes the greater need; describes the 

basis or formula for determining the deductible amount when a specific amount is not 
listed above; lists the criteria to be met; and where appropriate , identifies the 
authority for approving that a criterion is met . 

TN No. AL-93-16 
Supersedes 
TN No . AL-91-36 

Approval Date 08/24/93 Effective Date 04/01 / 93 



Revision: 

Citation 

435 .725 
435.733 
435.832 

HCF A-PM-97-2 
December 1997 

State: 

5. 

TN No. AL-98-07 
Supersedes 
TN No. AL-93-16 

Alabama 

Condition or Requirement 

AL-98-07 
ATTACHMENT 2.6-A 
Page 5 
OMB No.: 0938-0673 

(i) Medicaid, Medicare, and other health insurance 
premiums, deductibles, or coinsurance charges, or 
copayments. 

(ii) Necessary medical or remedial care recognized under 
State law but not covered under the State Plan. 
(Reasonable limits on amounts are described in 
Supplement 3 to ATTACHMENT 2.6-A.) 

At the option of the State, as specified below, the following is deducted 
from any remaining monthly income of an institutionalized individual, 
or an institutionalized couple: 

A monthly amount for the maintenance of the home of the individual or 
couple for not longer than 6 months if a physician has certified that the 
individual, or one member of the institutionalized couple, is likely to return to 
the home within that period: 

..x. No. 

_ Yes (the applicable amount is shown below.) 

Amount for maintenance of home is: 
$ ______ _ 

Amount for maintenance of home is the actual 
maintenance costs not to exceed $ _____ _ 

AmoWlt for maintenance of home is deductible when 
countable income is determined under Section 1924(d)(l) of 
the Act only if the individual's home and the community 
spouse's home are different. 

..x. AmoWlt for maintenance of home is not deductible when 
countable income is determined under Section 1924( d)( 1) 
of the Act. 

Approval Date 8/18/98 Effective Date 05/01/98 



Revision: HCF A-PM-97-2 
December I 997 

AL-98-07 
ATTACHMENT 2.6-A 
Page 5a 

Citation 

1902(1) of the 
Act 

State: 

TN No. AL-98-07 
Supersedes 
TN No. AL-93-16 

6. 

OMB No.: 0938-0673 
Alabama 

Condition or Requirement 

For children, each family member where there is no community 
spouse. 

AFDC Level ;;:::..$ ______ _ 

(See Supplement 1 to Attachment 2.6-A, pages I . I and I .2) 

Medically needy level 

Others as follows 

7. Amounts for incurred medical expenses not subject to payment by a 
third party. 

a . Health insurance premiums, deductibles and co-insurance charges. 

b. Necessary medical or remedial care not covered under the Medicaid 
plan(Reasonable limits on amounts are described in Supplement 3 to 
ATTACHMENT 2.6-A.) 

8. An amount for maintenance of a single individual's home for not longer 
than 6 months, if a physician has certified he or she is likely to return 
home within that period. 

9. 

Yes. Amount of maintenance of home 
$ 

iNo. 

SSI benefits paid under Sections I61 l(e)(l)(E) and (G) of the Act 
to individuals who receive care in a hospital or nursing facility. 

Approval Date 8/18/98 Effective Date 05/01198 



Revision: HCFA-Region IV 
October 1989 

AL-90-33 
Attachment 2.6A 
Page S(b) 

Citation 

1902(1) of c. 
the Act, 
P.L. 99-643 
{Section 3 (b)) 
435.711 
435.721 
435.831 

STATE ALABAMA 

Condition or Requirement 

2. A fixed standard 
greater than the amount 
which would be used if 
the formula described 
in Section 1924(d)(l)(C) 
were used. The standard 
used is $~~~~~-

c. The standards described above are 
used for individuals receiving home 
and community based waiver services 
in lieu of services provided in a 
medical and remedial care institution. 

d. Definition of Dependency 

The IRS definition of dependency for 
tax reporting purposes is used to 
define dependent children, parents and 
siblings for purposes of deducting 
allowances under Section 1924. 

Financial Eligibility - Categorically and 
Medically Needy, Qualified Medicare Beneficiaries 
and Qualified Disabled Working Individuals 

Except as provided 
under Section 1924 of 
the Act the policies 
reflected in C. items 1-5 apply. 
See Supplement 13 for additional 
policies relative to Section 1924. 

TN No. AL-90-33 
Supersedes 
TN No. 90-4 

1. Income disregards - Categorically and · 
Medically Needy, Qualified Medicare Beneficiaries 
and Qualified Disabled Working Individuals. 

Approval Date 5/22/91 Effective Date 10/01/90 



Revision: HCFA-PM-92-1 
February 1992 

State: Alabama 

Citation 

42 CFR 435.711 
435.721,435.831 

the 

c. 

1902(f) 

ti on 

(MB) ATTACHMENT 2.6-A 
Page 6 

Condition or Requirement 

Financial Eligibility 

For individuals who are AFDC or SSI recipients, 
the income and resource levels and methods for 
determining countable income and resources of 

AFDC and SSI program apply, unless the plan 
provides for more restrictive levels and methods 
than SSI for SSI recipients under section 

of the Act, or more liberal methods under sec-

1902(r)(2) of the Act, as specified below. 

For individuals who are not AFDC or SSI recipi­
ents in a non-section 1902(f) State and those 
who are deemed to be cash assistance recipients, 
the financial eligibility requirements specified 
in this section C apply. 

Supplement 1 to ATTACHMENT 2.6-A specifies the 
income levels for mandatory and optional categor­
ically needy groups of individuals, including 
individuals with incomes related to the Federal 
income poverty level--pregnant women and infants 
or children covered under sections 
1902(a)(lO)(A)(i)(IV), 
1902(a)(lO)(A)(i)(VI), 1902(a)(lO)(A)(i)(VII) 
and 1902(a)(lO)(A)(ii)(IX) of the Act and aged 
and groups of qualified Medicare beneficiaries 
and Qualified Disabled Working Individuals 
covered under section 1902(a)(lO)(E)(i) and 
1902(a)(lO)(E)(ii) of the Act. 

TN No. AL-91-36 
Supersedes 

Approval Date 10-02-92 Effective Date 01-01-92 

TN No. AL-87-14 



Revision: HCFA-PM-95-7 
October 1995 

(MB) ATTACHMENT 2.6-A 
Page 6a 
OMB No.: 0938-

State: Alabama 

Citation 

x 

x 

1 No. AL-96-05 
Supersedes 
TN No. AL-91-36 

Condition or Requirement 

Supplement 2 to ATTACHMENT 2.6-A specifies the 
resource levels for mandatory and optional 
categorically needy poverty level related groups; 
and for medically needy groups. 

Supplement 7 to ATTACHMENT 2.6-A specifies the 
income levels for categorically needy aged, blind and 
disabled persons who are covered under requirements 
more restrictive than SSI. 

Supplement 4 to ATTACHMENT 2.6-A specifies the 
methods for determining income eligibility used by 
States that have more restrictive methods than SSI, 
permitted under section l902(f) of the Act. 

Supplement S to ATTACHMENT 2.6-A specifies the 
methods for determining resource eligibility used by 
States that have more restrictive methods than SSI, 
permitted under section l902(f) of the Act. 

Supplement Ba to ATTACHMENT 2.6-A specifies the 
methods for determining income eligibilit~ used by 
States that are more liberal than the methods of the 
cash assistance programs, permitted under section 
1902(r)(2) of the Act. 

Supplement 8b to ATTACHMENT 2.6-A specifies the 
methods for determining resource eligibility used by 
States that are more liberal than the methods of the 
cash assistance programs, permitted under section 
l902(r)(2) of the Act. 

Supplement 14 to ATTACHMENT 2.6-A specifies the 
income levels used by States for determining 
eligibility of Tuberculosis-infected individuals 
whose eligibility is determined under section 
l902(z)(l) of the Act. 

Approval Date S-!J-%. Effective Date 01-01-96 



Revision: HCFA-PM- 92-1 

Citation 

1902 ( r) ( 2) 
of the Act 

1902(e)(6) 

February 1992 

l. 

(MB) ATTACHMENT 2.6-A 
Page 7 

Condition or Requirement 

~etho9s of Determining Income 

a. AFDC-related individuals (except for pover­
ty level related pregnant women, infants, 
and children). 

(1) In determining countable income for 
AFDC-related individuals, the follow­
ing methods are used: 

- --(a) The methods under the 
State's approved AFDC plan 
only; or 

~~(b) The methods under the 
State's approved AFDC plan and/ 
or any more liberal methods 
described in 
Supplement Sa to Attachment 
2.6A 

(2) In determining relative financial 
responsibility, the agency considers 
only the income of spouses living in 
the same household as available to 
spouses and the income of parents as 
available to children living with 
parents until the children become 21. 

(3) Agency continues to treat women eligi­
ble under the provisions of 
sections 1902(a)(l0) and 1902(e) 
of the Act as eligible, with-
out regard to any changes in 
income of the family of which 
she is a member for the 60-day 
period after her pregnancy ends 
and any remaining days in the 
month in which the 60th day 
falls. 

TN No. AL-91-36 
Supersedes 

Approval Date 10-02-92 Effective Date 01-01-92 

TN No. AL-87-14 



Revision: HCFA-PM-92-1 
February 1992 

(BPD) ATTACHMENT 2.6-A 
Page 7a 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Citation 

42 CFR 435 .. 721 
435.831, and 
1902(m)(l)(B)(m)(4) 
and 1902(r)(2) 
of the Act 

TN No. AL-91-36 
Supersedes 
TN No. 

Condition or Requirement 

b. Aged individuals. In determining countable 
income for aged individuals, including aged 

individuals with income up to the Federal 
poverty level described in section 
1902(m)(l) of the Act, the following 
methods are used. 

The methods of the SSI program 
only. 

X The methods of the SSI program 
and/or any more liberal methods 
described in Supplement 8a to 
ATTACHMENT 2.6-A. 

Approval Date 10-02-92 Effective Date 01-01-92 



Revision: HCFA-PM-91-4 
August 1991 

State: Alabama 

(BPD) ATTACHMENT 2.6-A 
Page 8 
OMB No.: 0938-

Citation Condition or Requirement 

L_/ For individuals other than optional State supplement 
recipients, more restrictive methods than SSI, ap­
plied under the provisions of section 1902(f) of the 
Act, as specified in Supplement 4 to ATTACHMENT 
2.6-A; and any more liberal methods described in 
Supplement Sa to ATTACHMENT 2.6-A. 

L_/ For institutional couples, the methods specified 
under section 16ll(e)(S) of the Act. 

L_/ For optional State supplement recipients under 
§435.230, income methods more liberal than SSI, as 
specified in Supplement 4 to ATTACHMENT 2.6-A. 

L_/ For optional State supplement recipients in section 
1902(f) States and SSI criteria States without sec­
tion 1616 or 1634 agreements--(SSA administered OSS) 

TN No. AL-91-36 
Supersedes 
TN No. AL-88-11 

SSI methods only. 

SSI methods and/or any more liberal 
methods than SSI described in Supplement 8a 

to ATTACHMENT 2.6-A. 

Methods more restrictive and/or more 
liberal than SSI. More restrictive methods 
are described in Supplement 4 to 
ATTACHMENT 2.6-A and more liberal methods 
are described in ~UJ2Plement_8a to 
ATTACHMENT 2.6-A. 

In determining relative financial responsibili­
ty, the agency considers only the income of 
spouses living in the same household as avail­
able to spouses. 

Approval Date 10-02-92 Effective Date 01-01-92 



Revision: HCFA-PM-91-4 
August 1991 

Citation 

42 CFR 435.721 and c . 
435.831 
l902(m)(l)(B), 
(m) ( 4), and 
1902(r)(2) of 
the Act 

(BPD) ATTACHMENT 2.6-A 
Page 9 
OMB No.: 093S-

Condition or Requirement 

Blind i~dividual~. In determining countable 
income for blind individuals, the following 

methods are used: 

The methods of the SSI program only. 

X SSI methods and/ or any more liberal methods 
described in ~~P~_!!l_ent Sa to ATTACHMENT 2.6-A. 

TN No. AL-91-36 
Supersedes 
TN No. AL-90-33 

For individuals other than optional State 
supplement recipients, more restrictive 
methods than SSI, applied under the 
provisions of section 1902(f) of the Act, as 
specified in Supplement 4 to ATTACHMENT 
2.6-A, and any more liberal methods 
described in ~'=1..PF_le~ent 8a to ATTACHMENT 2. 6-A. 

For institutional couples, the methods specified 
under section 16ll(e)(5) of the Act. 

For optional State supplement recipients under 
§435.230, income methods more liberal than SSI, 
as specified in Su~plement 4 to ATTACHMENT 
2.6-A. 

For optional State supplement recipients in 
section 1902(f) States and SSI criteria States 
without section 1616 or 1634 agreements--

SSI methods only. 

SSI methods and/ or any more liberal methods 
than SSI descr·ibed in Supplement Sa to 
ATTACHMENT 2.6- A. 

Methods more rest r ictiv e and/ or more liberal 
than SST. More restrictive methods are de-

scribed 
in §~22lement 4 to ATTACHMENT 2.6-A and more 
liberal methods are described in Supplement Sa 
to. ATTACHMENT 2.6-A. 

{ 

---- -- ----
Approval Date 10-02-92 Effective Date 01-01-92 



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.6-A 
Page 10 August 1991 

Citation 

42 CFR 435.721, 
and 435.831 
1902 ( m) ( 1) ( B) , 
(m) ( 4), and 
1902(r) (2) of 
the Act 

TN No. AL-91-36 
Supersedes 
TN No. AL-87-14 

OMB No.: 0938-

Condition or Requirement 

In determining relative responsibility, the agency 
considers only the income of spouses living in the 
same household as available to spouses and the income 
of parents as available to children living with 
parents until the children become 21. 

d. Disabled individuals. In determining 
countable income of disabled 

individuals, including individuals 
with incomes up to the Federal poverty 

level described in section 1902(m) of 
the Act the following methods are used: 

The methods of the SSI program. 

X SSI methods and/ or any more liberal methods 
described in Su lement 8a to ATTACHMENT 
2.6- A. 

For institutional couples: the methods specified 
under section 1611(e)(S) of the Act . 

For optional State supplement recipients under 
§435.230: income methods more liberal than SSI, 
as specified in §.QRplement 4 to ATTACHMENT 
2.6-A. 

For individuals other than optional State 
supplement recipients (except aged and disabled 
individuals described in section 1903(m)(l) of 
the Act): more r estrictive methods than SSI, 
applied unde r the provisions of section 1902(f) 
of the Act, as specj_fied in Supplement 4 to 
ATTACHMENT 2 . 6-Ai and any more liberal methods 
described in St-!_2.P_lement 8a to ATTACHMENT 2.6-A. 

Approval Date 10-02-92 Effective Date 01-01-92 



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.6-A 
August 1991 Page 11 

OMB No.: 093B-

State: Alabama 

Citation 

TN No. AL-91-36 
Supersedes 
TN No. AL-87-14 

Condition or Requirement 

For optional State supplement recipients in 
sec tion 1902(f) States and SSI criteria States 
without section 1616 or 1634 agreements--

SSI methods only . 

SSI methods and/ or any more liberal methods 
than SSI described in Supplement Ba to 
ATTACHMENT 2.6-A. 

Methods more restrictive and/ or more liberal 
than SSI, except for aged and disabled 
individuals described in section 1902(m){l) 
of the Act . More restrictive methods are 
described in Supplement 4 to ATTACHMENT 
2.6-A and more liberal methods are 
specified in §_~1212lement _Ba to ATTACHMENT 

2.6-A . 

In determining relat ive financial responsibility, the 
agency considers only the income of spouses living in 
the same household as available to spouses and the 
income of parents as available to children living 
with parents until the children become 21. 

Approval Date 10-02-92 Effective Date 01-01-92 



Revision: HCFA-PM-92-1 (MB) 
February 1992 

ATTACHMENT 2.6-A 
Page lla 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama 

Citation 

1902 ( l ) ( 3 ) ( E) 
and 1902(r)(2) 

of the act 

TN No. AL-91-36 
Supersedes 
TN No. 

e. 

Condition or Requirement 

Povert level re nant women, infants, and 
children. For pregnant women and infants 

or children covered under the provisions of 
sections 1902(a)(lO)(A)(i)(IV), (VI), and 
(VII), and 1902(a)(lO)(A)(ii)(IX) of the Act--

(1) The following methods are used in 
determining countable income: 

The methods of the State's approved 
AFDC plan. 

The methods of the approved title IV-E plan. 

X The methods of the approved AFDC State plan 
and/or any more liberal methods described 
in Supplement Ba to ATTACHMENT 2.6-A. 

The methods of the approved title IV-E plan 
and/ or any more liberal methods described 
in~l~~ent Sa to ATTACHMENT 2.6-A. 

Approval Date 10-02-92 Effective Date 01-01-92 



Revision: HCFA-PM-92 - 1 
February 1992 

(MB) ATTACHMENT 2.6- A 
Page 12 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama 

_______ . _ _ _ E_L_I_G_ I B_ I _L_I _T_Y CONDIT I 01'!§_}\_N_I) _ _Bfil)-"U-=I--=--R=E=-M=E=Nc...:.T'-"S'---------

Citation Condition or Requirement 

1902(e)(6) of 
the Act 

1905 ( p) ( 1) / 
1902(m) (4) I 

and l902(r)(2) of 
the Act 

TN No. AL-91-36 
Supersedes 
TN No. AL-90-13 

f. 

(2) In determining relative financial 
responsibility, the agency considers 
only the income of spouses living in 
the same household as available to 
spouses and the income of parents as 
available to children living with 
parents until the children become 21. 

(3) The agency continues to treat women 
eligible under the provisions of 

sections 1902(a)(l0) of the Act as 
eligible, without regard to any chang-

es 

is 

day 

in income of the family of which she 

a member, for the 60-day period after 
her pregnancy ends and any remaining 
days in the month in which the 60th 

falls. 

Qualified Medicare beneficiaries. In 
determining countable income for qualified 
Medicare beneficiaries covered under section 
1902(a)(lO)(E)(i) of the Act, the following 
methods are used: 

The methods of the SSI program only. 

X SSI methods and/ or any more liberal 
methods than SSI described in 
Suppl_em~ri_t. J3--9: to ATTACHMENT 2. 6-A. 

For institntj_onal couples, the methods 
specified under section 16ll(e)(S) of 
the Act. 

Approval Date 10-02-92 
--··--

Effective Date 01-01-92 



Revision: HCFA-PM (MB) 
AL-93 - 7 
ATTACHMENT 2.6-A 
Page 12a 

State: Alabama 

Citation 

1905(s) of the Act 

1905(p) of the Act 

TN No. AL-93-7 
Supersedes 
TN No. AL-91-36 

Condition or Requirement 

If an individual receives a title II benefit, 
any amounts attributable to the most recent 
increase in the monthly insurance benefit as a 
result of a title II COLA is not counted as 
income during a "transition period" beginning 
with January, when the title II benefit for 
December is received, and ending with the last 
day of the month following the month of publica­
tion of the revised annual federal poverty level. 

For individuals with title II income, the _re­
vised poverty levels are not effective until the 
first day of the month following the end of the 
transition period. 

For individuals not receiving title II income, 
the revised poverty levels are effective no 
later than the date of publication. 

For individuals not receiving title II income, 
the revised poverty levels are effective no 
later than the date of publication. 

g . (1) Qualified disabled and working 
individuals. 

In determining countable income for 
qualified disabled and working 
indivduals covered under 
1902(a)(10)(E)(ii) of the Act, the 
methods of the SSI program are used. 

(2) Specified low-income Medicare 
beneficiaries. 

In determining countable income for 
specified low- income Medicare 
beneficiaries covered under 
1902(a)(lO)(E)(iiii) of the Act, the 
same method as in f. is used. 

Approval Date 05/ 26L93 Effective Date 01 / 01/93 



Revision: HCFA-PM-91-8 
October 1991 

Citation 

1902(u) h. 
of the Act 

(MB) 

State: Alabama 

ATTACHMENT 2.6-A 
Page 12b 

OMB No. : 0938-

Condition or Requirement 

COBRA Continuation Beneficiaries - - . --·--

In determining countable income for COBRA contin­
uation benefi c iaries, the following disregards 
are applied: 

- - · The disregards of the SSI program; 

~~The agency uses methodologies for treatment 
of income more restrictive than the ssr 
program. These more restrictive 
methodologies are described in Supplement 4 
to Attachment 2.6-A. 

NOTE: For COBRA continuation beneficiaries 
specified at 1902(u)(4), costs incurred 
from medical care or for any other type of 
remedial care shall not be taken into 
account in determining income, except as 
provided in section 1612(b)(4)(B)(ii). 

TN No. AL-91-36 
Supersedes 

Approval Date 10-02-92 Effective Date 01-01-92 - - -
TN No. 



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.6-A 
Page 13 August 1991 

Citation 

1902(k) of the 
Act 

the 

to 

April 

ed 

1902(a)(10) 
of the Act 

TN No. AL-91-36 
Supersedes 
TN No. AL-90-30 

OMB No . : 0938-

Condition or Requirement 

2. Medicaid Qualifying Trusts 

In the case of a Medicaid qualifying trust 
described in section l902(k)(2) of the Act, the 

amount from the trust that is deemed available to 

individual who established the trust (or whose spouse 
established the trust) is the maximum amount that the 
trustee(s) is permitted under the trust to distribute 
to the individual. This amount is deemed available 

the individual, whether or not the distribution is 
actually made . This provision does not apply to any 
trust or initial trust decree established before 

7, 1986, solely for the benefit of a mentally retard-

individual who resides in an intermediate care 
facility for the mentally retarded. 

L_/ The agency does not count the funds in a trust 
as described above in any instance where the 
State determines that it would work an undue 
hardship . 

3. Medically needy income levels (MNILs) are 
based on family size. 

Supplement 1 to ATTACHMENT 2.6-A specifies the MNILs 
for all covered medically needy groups. If the 
agency chooses more restrictive levels under section 
1902(f) of the Act, Supplement 1 so indicates. 

Approval Date 1Q..=.Q~~ 92 Effective Date 01-01-92 



Revision: HCFA-PM-91-4 
August 1991 

State: Alabama 

Citation 

42 CFR 435.732, 
435.831 

4. 

(BPD) ATTACHMENT 2.6-A 
Page 14 
OMB No.: 0938-

Condition or Requirement 

Handling of Excess Income - Spend-down for the 
Medically Needy in All States and the 
Categorically Needy in 1902(f) States Only 

a. Medically Needy 

1902(a)(l7) of the 
Act 

TN No. AL-91-36 
Supersedes 
TN No. AL-90-33 

(1) Income in excess of the MNIL is considered 
as available for payment of medical care 
and services. The Medicaid agency measures 
available income for periods of ~~ 
month(s) (not to exceed 6 months) to deter­
mine the amount of excess countable income 
applicable to the cost of medical care and 
services. 

(2) If countable income exceeds the MNIL 
standard, the agency deducts the following 
incurred expenses in the following order: 

(a) Health insurance premiums, deductibles and 
coinsurance charges. 

(b) Expenses for necessary medical and remedial 
care not included in the plan. 

(c) Expenses for necessary medical and remedial 
care included in the plan. 

Reasonable limits on amounts of expenses 
expenses deducted from income under 
a.(2)(a) and (b) above are listed below. 

Incurred expenses that are subject to 
payment by a third party are not deducted 
unless the expenses are subject to payment 
by a third party that is a publicly funded 
program (other than Medicaid) of a State or 

local go v ernment. 

Approval Date 10-02-92 Effective Date 01-01-92 



Revision: HCFA-PM-91-8 
October 1991 

(BPD) ATTACHMENT 2.6-A 
Page 14a 
OMB No.: 

State: Alabama 

Citation 

1903(f)(2) of 
the Act 

TN No. AL-91-36 
Supersedes 
TN No. 

a. 

Condition or Requirement 

Medically Needy (Continuedt 

(3) If countable income exceeds the MNIL 
standard, the agency deducts spenddown 

payments made to the State by the 
individual. 

Approval Date 10-02- 92 Effective Date 01 - 01-92 



Revision: HCFA-PM-91-4 (BPD) 
August 1991 

ATTACHMENT 2.6-A 
Page 15 
OMB No.: 0938-

Citation Condition or Requirement 

42 CFR 
435.732 

1902(a)(l7) of the 
Act, P.L. 100-203 

TN No. AL-91-36 
Supersedes 
TN No. AL-88-11 

b. 

the' 

Categorically Ne~ - Section 1902 (f) States 

The agency applies the following policy under 

provisions of section 1902(f) of the Act. The 
following amounts are deducted from income to 
determine the individual's countable income: 

(1) Any SSI benefit received. 

(2) Any State supplement received that is 
within the scope of an agreement described 
in sections 1616 or 1634 of the Act, or a 
State supplement within the scope of sec­
tion 1902(a)(lO)(A)(ii)(XI) of the Act. 

(3) Increases in OASDI that are deducted under 
§§435.134 and 435.135 for individuals 
specified in that section, in the manner 
elected by the State under that section. 

(4) Other deductions from income described in 
this plan at Attachment 2.6-A, Supplement 4. 

(5) Incurred expenses for necessary medical and 
remedial services recognized under State 
law. 

Incurred expenses that are subject to payment 
by a third party are not deducted unless the 
expenses are subject to payment by a third 
party that is a publicly funded program (other 
than Medicaid) of a State or local government. 

Approval Date 10-02-92 Effective Date 01-01-92 



Revision: HCFA-PM-91-8 (MB) ATTACHMENT 2.6-A 
October 1991 Page 15a 

OMB No. : 0938-

Citation Condition or Requirement 

1903(f)(2) of 
the Act 

TN No. AL-91-36 
Supersedes 
TN No. 

4.b. Categorically Needy - Section 1902(f) States 
Continued 

~~(6) Spenddown payments made to the State by 
the individual. 

NOTE: FFP will be reduced to the extent a State is 
paid a spenddown payment by the individual. 

Approval Date 10-02-92 Effective Date 01-01-92 



Revision: HCFA-PM-91-4 
August 1991 

(BPD) ATTACHMENT 2.6-A 
Page 16 

Citation 

TN No. AL-91-36 
Supersedes 

5 . 

a . 

TN No . AL-87-14 

OMB No . : 0938-

State: Alabama 

Condition or Requirement 

Methods for Determining Resource s 

AFDC-related individuals (except f o r povert y level 
related re nant women infants and children). 

(1) In determining countable resources for AFDC-re­
lated individuals, the following methods are 
used: 

(a) The methods under the State's approved AFDC 
plan; and 

L__L (b) The methods under the Stat e's approved 
AFDC plan and/ or any more liberal 
methods described in Supplement 8b to 

ATTACHMENT 2.6-A. - - ·- ·· ·----- -- - ··· -----

(2) In determi ning relativ e financial re s ponsi­
bility, the agency considers only the 
resourc es of spouses living in the same 
household as available to spouses and the 
resources of parents as available to chil­
dren living with parents unti l the chi l dren 
become 21 . 

Approval Date 10-02- 92 Effective Date 01-01-92 



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.6-A 
Page 16a August 1991 
OMB No.: 0938-

State: Alabama 

Citation 

1902 (a) ( 10) (A), 
1902(a)(lO)(C), 
1902(m) (1) (B) 
and (C), and 
1902(r) of the Act 

Condition or Requirement 

5. Methods for Determinin Resources 

b. Aqed individuals. For aged individuals, 
including individuals covered under 
section 1902(a)(lO)(A)(ii)(X) of the Act, 
the agency used the following methods for 
treatment of resources: 

The methods of the SSI program. 

X SSI methods and/ or any more liberal methods 
described in Supplement 8b to ATTACHMENT 
2.6-A. 

Methods that are more restrictive 
(except for individuals described in 
section 1902(m)(l) of the Act) and/or more 
liberal than those of the SSI program. 
Supplement 5 to ATTACHMENT 2.6-A describes 
the more restrictive methods and Supplement 
8b to ATTACHMENr 2.6-A specifies the more 
liberal methods. 

TN No. AL-91-36 
Supersedes 

Approval Date 10-02-92 - ----- Effective Date 01-01-92 

TN No. 



Revision: HCFA-PM-91-4 (BPD) 
August 1991 

ATTACHMENT 2.6-A 
Page 17 
OMB No.: 0938-

State: Alabama 

Citation 

1902(a)(10)(A), 

1902(a)(10)(C), 

1902 ( m) ( 1) ( B) , and 
1902(r) of the 
Act 

Condition or Requirement 

In determining relative financial responsibili­
ty, the agency considers only the resources of 
spouses living in the same household as avail­
able to spouses. 

als 

for 

c. Blind individuals. For blind individu-

the agency uses the following methods 

treatment of resources: 

The methods of the SSI program. 

X SSI methods and/or any more liberal 
methods described in Supplement 8b to 
ATTACHMENT 2.6-A. 

Methods that are more restrictive 
and/or more liberal than those of the 
SSI program. Supplement 5 to 
ATTACHMENT 2.6-A describe the more 
restrictive methods and Supplement 8b 
to ATTACHMENT 2.6-A specify the more 
liberal methods. 

In determining relative financial responsibili­
ty, the agency considers only the resources of 
spouses living in the same household as avail­
able to spouses and the resources of parents as 
available to children living with parents until 
the children become 21. 

TN No. AL-91-36 
Supersedes 

Approval Date 10-02-92 Effective Date 01-01-92 

TN No. AL-90-33 



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.6-A 
Page 18 August 1991 
OMB No.: 0938-

State: Alabama 

Citation 

1902(a) (10) (A), 
1902 (a) ( 10) ( c) I 

1902(m) (1) (B) 
and (C), and 
l902(r)(2) of 
the Act 

1902(1)(3) 
and 1902(r)(2) 
of the Act 

TN No. AL-91-36 
Supersedes 
TN No. AL-90-33 

Condition or Requirement 

d. Disabled individuals, including individuals 
covered under section 1902(a)(10)(A)(ii)(X) of 

the Act. The agency uses the following 
methods for the treatment of resources: 

The methods of the SSI program. 

X SSI methods and/or any more liberal methods 
described in Supplement Ba to ATTACHMENT 2.6-A. 

the 

Methods that are more restrictive (except for 
individuals described in section 1902(m)(l) of 
the Act) and/or more liberal that those under 

SSI program. More restrictive methods are 
described in Supplement 5 to ATTACHMENT 2.6-A 
and more liberal methods are specified in 
Supplement Bb to ATTACHMENT 2.6-A. 

In determining relative financial responsibility, the 
agency considers only the resources of spouses living 
in the same household as available to spouses and the 
resources of parents as available to children living 
with parents until the children become 21. 

e. Poverty level pregnant women covered under 
sections 1902(a)(l0)(A_ll__i_)(IV) and 
1902(a)(l0)(_{\J_(ii)(IX)lllJ of the Act. 

The agency uses the following methods in 
the treatment of resources. 

The methods of the SSI program only. 

The methods of the SSI program and/or any 
more liberal methods described in 

Supplement Sa or Su_QRlement Bb to ATTACHMENT 
2.6-A. 

Approval Date 10-02-92 Effective Date 01-01-92 



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.6-A 
August 1991 Page 19 

OMB No.: 0938-

State: Alabama 

Citation 

1902 ( l ) ( 3 ) and 
1902(r)(2) of 
the Act 

1902 ( l) ( 3 ) ( c) 
of the Act 

1902(r)(2) 
of the Act 

TN No. AL-91-36 
Supersedes 
TN No. AL-91-33 

Condition or Requirement 

~-Methods that are more liberal than those of SSI. 
The more liberal methods are specified in 
Supplement Sa or Supplement Sb to ATTACHMENT 

2.6-A. 

X Not applicable. The agency does not consider 
resources in determining eligibility. 

In determining relative financial responsibility, the 
agency considers only the resources of spouses living 
in the same household as available to spouses and the 
resources of parents as available to children living 
with parents until the children become 21. 

f. Poverty level infants covered under section 
1902 a 10 Al_li_LUY_) of the Act. 

The agency uses the following methods for 
the treatment of resources: 

The methods of the State's approved AFDC 
plan. 

Methods more liberal than those in the 
State's approved AFDC plan (but not more 
restrictive), in accordance with section 
1902(1)(3)(C) of the Act, as specified in 

Su lement Sa of ATTACHMENT 2.6-A. 

Methods more liberal than those in the 
State's approved AFDC plan (but not more 
restrictive), as described in Supplement Sa 

9r S~lement ~p to A~TACHMENT 2.6-A. 

X Not applicable. The agency does not consider 
resources in determining eligibility. 

Approval Date 10-02-92 Effective Date 01-01-92 



Revision: HCFA-PM-92-1 (MB) ATTACHMENT 2.6-A 
Page 19a February 1992 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: 

Citation(s) 

1902(1)(3) and 
sections 

1902(r) (2) of 
the Act 

1902 ( 1) ( 3) ( c) 
of the Act 

1902 ( r) ( 2) 
of the Act 

TN No. AL-91-36 
Supersedes 
TN No. 

the 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

g. 

Condition or Requirement 

1. Poverty level children covered under 

1902(a)(10)(A)(i)(VI) of the Act. 

The agency uses the following methods for 

treatment of resources: 

The methods of the State's approved AFDC 
plan. 

Methods more liberal than those in the 
State's approved AFDC plan (but not more 

restrictive), in accordance with section 
1902(1)(3)(C) of the Act, as specified in Supple­
ment Sa of ATTACHMENT 2.6-A. 

Methods more liberal than those in the 
State's approved AFDC plan (but not more 
restrictive), as described in Supplement 8b 

to ATTACHMENT 2.6-A. 

X Not applicable. The agency does not consider 
resources in determining eligibility. 

In determining relative financial responsibility, the 
agency considers only the resources of spouses living 
in the same household as available to spouses and the 
resources of parents as available to children living 
with parents until the children become 21. 

01-01-92 Approval Date 10-02-92 ---- Effective Date 



Revision: HCFA-PM-92 -1 
FEBRUARY 1992 

(MB) ATTACHMENT 2.6-A 
Page 19b 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: 

Citation(s) 

1902(1) (3) and 
1902(r)(2) of 
the Act 

ALABAMA 
ELIGIBILITY CONDITIONS AND REQUIREMENTS 

g. 

Condition or Requirement 

2. Poverty level children under section 
1902(a) (10) (A) (i) (VII) 

The agency uses the fo l lowing methods for the 
treatment of resources: 

The methods of the State's approved AFDC 
plan. 

1902(1)(3)(C) Methods more liberal than those in the 
the Act State's approved AFDC plan (but not more 

restrictive) as specified in Suople~ent 
Sa of ATTACHMENT 2.6-A. 

1902(r) (2) Methods more liberal than those in the 
of the Act State's approved AFDC plan (but not more 

restrictive), as described in Suppl ement 
Sa to ATTACHMENT 2.6-A. 

TN No. AL -91-36 
Supersedes' 
TN No. 

X Not applicable. The agency does not 
consider resources in determining 
eligibility. 

In determining relative responsibility, the 
agency considers only the resources of spouses 
living in the same household as available to 
spouses and the resources of parents as 
available to children living with parents unti l 
the children become 21. 

Approval Date 10-2-9 2 Effective Date JAN Q 1 
. , ~L 
" " . ...... ... . 
·~ ~ 



Revision: HCFA-PM-91-8 (MB) ATTACHMENT 2.6-A 
Page 20 

OMB No.: 
October 1991 

State: 

Citation 

1905(p}(l) 
( C ) and ( D ) and 

1902(r) (2) of 
ment 

the Act 

1905(s) of the 

Act 

1902(u) of the 

Act 

TN No. AL-91-36 
Supersedes 
TN No. AL-91-33 

Alabama ---- -

5. 

the 

h . . 

Condition or Requirement 

For qualified Medicare beneficiaries covered 
under section l902(a)(l0)(E)(i) of the Act 

Agency uses the following methods for treat-

of resources: . 

The methods of the SSI program only. 

X The methods of the SSI program and/or more 
liberal methods as described in Supplement 8b to 
ATTACHMENT 2.6-A. 

als 
i. For qualified disabled and working individu-

covered under section l902(a)(lO)(E)(ii) of 
the Act, the agency uses SSI program methods 
for the treatment of resources . 

j. For COBRA continuation beneficiaries, the 
agency 

uses the following methods for treatment of 
resources: 

The methods of the SSI program only. 

More restrictive methods applied under section 
1902(f) of the Act as described in Supplement 5 
to Attachment 2.6-A. 

Approval Date 10-02-92 Effective Date 01-01-92 



Revision: HCFA-PM-93-5 (MB) ATTACHMENT 2.6-A 
Page 20a May 1993 

State: Alabama 

Citation 

1902(a)(10) 
(E)(iii) of 
the Act 

TN No. AL-93-29 
Supersedes 
TN No. AL-91-36 

Condition or Requirement 

k. Specified low-income Medicare beneficiaries 
covered under section 1902(a)(10)(E)(iii) of the 
Act--

The agency uses the same method as in 5.h. of 
Attachment 2.6-A. 

6. Resource Standard - Categorically Needy 

a. 1902(f) States (except as specified under items 
6.c. and d. below) for aged, blind and disabled 
individuals: 

Same as SSI resource standards. 

More restrictive. 

The resource standards for other individuals are 
the same as those in the related c ash assistance 
program. 

b. Non-1902(f) States (except as specified under 
items 6 . c. and d. below) 

The resource standards are the same as those in 
the related cash assistance progr am. 

Supplement 8 to ATTACHMENT 2.6-A specifies for 
1902(f) States the categorically needy resource 
levels for all covered categorically needy groups. 

Approval Date 12 / 29 / 93 Effective Date 01-01-93 



Revision: HCFA-PM-92-1 (MB) ATTACHMENT 2 . 6-A 
Page 21 February 1992 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: 

Citation 

1902 ( 1) ( 3) (A) I 

( B ) and ( C ) of 
the Act 

Alabama 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Condition or Requirement 

c. For pregnant women and infants 

of the 
Act, the 

covered under the provisions of section 
1902(a)(lO)(A)(i)(IV) and 1902(a)(lO)(A)(ii)(IX) 
agency applies a resource standard. 

Yes. Supplement 2 to ATTACHMENT 2.6-A 
specifies the standard which, for pregnant women, 

is no more restrictive than the standard under the SSI pro­
gram; and for infants is no more restrictive than the 
standard applied in the State's approved AFDC plan. 

X No. The agency does not apply a 
resource standard to these indiv iduals. 

d. For children covered under the provisions 1902 ( 1) ( 3 ) (A) 
and (C) of of section 1902(a)(lO)(A)(i)(VI) of the Act, the 

agency applies a resource standard. 

TN No . AL-91 - 36 
·upersedes 

Yes. Supplement 2 to ATTACHMENT 2.6-A 
specifies the standard which is no 

more restrictive than the standard 
applied in the State's approved AFDC 
plan. 

X No. The agency does not apply a 
resource standaru to these indiv iduals . 

Approval Date 10-02 - 92 Effective Date 01 - 01-92 

iN No . AL-90-33 



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.6-A 
August 1991 Page 2la 

OMB No.: 0938-

State: Alabama 

Citation 

1902(m)(l)(C) 
and ( m ) ( 2 ) ( B ) 
of the Act 

Condition or Requirement 

e. For aged and disabled individuals described in 
section 1902(m)(l) of the Act who are covered 

under section 1902(a)(lO)(A)(ii)(X) of the 
Act, the resource standard is: 

Same as SSI resource standards. 

Same as the medically needy resource 
standards, which are higher than the SSI 
resource standards (if the State covers the 
medically needy). 

Supplement 2 to ATTACHMENT 2.6-A specifies the resource levels 
for these individuals. 

TN No. AL-91-36 
Supersedes 
TN No. 

Approval Date 10-02-92 Effective Date 01-01-92 



Revision: 

Citation 

1902(a)(l O)(C)(i) 
of the Act 

State: Alabama 

AL-10-006 
ATTACHMENT 2.6-A 
Page 22 

Condition or Requirement 

7. Resource Standard - Medically Needy 
a. Resource standards are based on family size. 
b. A single standard is employed in determining 

resource eligibility for all groups. 
c. In 1902(£) States, the resource standards are 

more restrictive than in 7.b. above for-­
Aged 
Blind 
Disabled 

Supplement 2 to ATTACHMENT 2.6-A 
specifies the resource standards for all covered 
medically needy groups. If the agency chooses 
more restrictive levels under 7.c., Supplement 2 
to A TI ACHMENT 2.6-A so indicates. 

1902(a)(lO)(E), 8. Resource Standard - Qualified Medicare 
Beneficiaries, Specified Low-Income Medicare 
Beneficiaries and Qualifying Individuals 

1905(p)(l)(D), 1905(p)(2)(B) 
and 1860D-14(a)(3)(D) 
of the Act 

1902(a)(l O)(E)(ii), 1905(s) 
and 1860D-14(a)(3)(D) 
of the Act 

For Qualified Medicare Beneficiaries covered under 
section 1902( a)(l O)(E)(i) of the Act, Specified 
Low-Income Medicare Beneficiaries covered under 
section l 902(a)(lO)(E)(iii) of the Act, and 
Qualifying Individuals covered under 
1902(a)(l O)(E)(iv) of the Act, the resource standard 
is three times the SSI resource limit, adjusted 
annually since 1996 by the increase in the consumer 
price index. 

9. Resource Standard - Qualified Disabled and 
Working Individuals 

For qualified disabled and working individuals 
covered under section 1902(a)(l O)(E)(ii) of the Act, 
the resource standard for an individual or a couple 
(in the case of an individual with a spouse) is two 
times the SSI resource limit. 

TN No: AL-10-006 
Supersedes 

Approval Date: 06-25-10 Effective Date 01 /01 /2010 

TN No: AL-93-29 



Revision: HCFA-PM-91-8 (MB) ATTACHMENT 2.6-A 
Page 22a October 1991 

OMB No.: 

c State:Alabama 

Citation Condition or Requirement 

1902(u) of the 9.1 For COBRA continuation beneficiaries, the resource 
Act standard is: 

Twice the SSI resource standard for an 
individual. 

More restrictive standard as applied under 
section 1902(f) of the Act as described in 
Supplement 8 to Attachment 2.6-A. 

TN No. AL-91-36 
Supersedes 

Approval Date 10-02-92 Effective Date 01-01-92 

TN No. 



Revision: HCFA-PM-93-5 (MB) ATTACHMENT 2.6-A 
Page 23 May 1993 

Citation Condition or Requirement 

1902{u) of 
the Act 

J'.'N No. AL-93-29 
Supersedes 
TN No. AL-91-36 

10. Excess Resources 

a. Categorically Needy, Qualified Medicare 
Beneficiaries, Qualified Disabled and Working 
Individuals, and Specified Low-Income Medicare 
Beneficiaries. 

Any excess resources make the individual ineligible. 

b. Categorically Needy Only 

X This State has a section 1634 agreement 
with SSI. Receipt of SSI is provided for 
individuals while disposing of excess resources. 

c. Medically Needy 

Any excess resources make the individual ineligible. 

Approval Date 12/29/ 93 Effective Date 01-01-93 



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.6-A 
August 1991 Page 24 

OMB No.: 0938-

State:Alabama 

Citation Condition or Requirement 

42 CFR 
435.914 

11. Effective Date of Eligibility 

a. Groups Other Than Qualified Medicare Beneficiaries 

(1) For the prospective period. 

Coverage is available for the full month if the following 
individuals are eligible at any time during the month. 

X Aged, blind, disabled. 
X AFDC-related . 

Coverage is available only for the period during the month for 
which the following indi viduals meet the eligibili t y require­
ments. 

Aged, blind, disabled. 
AFDC-related . 

(2) For the retroactive period. 

Coverage is available for three months before the date of 
application if the following individuals would have been 
eligible had they applied: 

~-Aged, blind, disabled. 
AFDC-related. 

Coverage is available beginning the first day of the third 
month before the date of application if the following 
individuals would have been eligible at any time during that 
month, had they applied . . 

-~Aged, blind, disabled. 
X AFDC-related. 

TN No . AL-91-36 
Supersedes 

Approval Date 10-02 - 92 Effective Date 01-01 -92 

TN No . AL-90-33 



Revision: HCFA-PM-92-1 (MB) ATTACHMENT 2.6-A 
Page 25 February 1992 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: 

Citation 

1920(b)(l) of 
the Act 

1.902(e)(8) and 
JOS (a) of the 

Act 

... N No. AL-91-36 
Supersedes 
TN No. 

Alabama 

_(3) 

Condition or Requirement 

For a presumptive eligibility 
period for pregnant women only. 

Coverage is available for ambulatory prenatal care for the 
period that begins on the date a qualified provider 
determines that a woman meets any of the income eligibility 
levels specified in ATTACHMENT 2.6-A of this approved 
plan. If the woman files an application for Medicaid by 
the last day of the month following the month in which the 
qualified provider made the determination of presumptive 
eligibility, the period ends on the day that the State 
agency makes the determination of eligibility based on that 
application. If the woman does not file an application for 
Medicaid by the last day of the month following the month 
in which the qualified provider made the determination, the 
period ends on that last day. 

X b. For qualified Medicare beneficiaries 
defined in section 1905(p)(l) of the 

Act, coverage is available beginning 
with the first day of the month after 
the month in which the individual is 

first determined to be a qualified 
Medicare beneficiary under section 
1905(p)(l). The eligibility 
determination is valid for--

X 12 months 

6 months 

months (no less than 6 
months and no more than 12 months) 

Approval Date 10-02-92 Effective Date 01-01-92 



Revision: HCFA-PM-95-1 
March 1995 

(MB) 
AL-95-17 
ATTACHMENT 2.6-A 
Page 26 

-
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

Citation Condition or Requirement 

Section 
1902(a)(l8) 
and 1902(f) of 
the Act 

12. Pre-OBRA 93 Transfer of Resources -
Categorically and Medically Needy, Qualified Medicare 

Beneficiaries, and Qualified Disabled and Working 
Individuals. 

1917(c) 

1917(d) 

The agency complies with the provisions of section 1917 of the 
Act with respect to the transfer of 
resources. 

Disposal of resources at less than fair market value affects 
eligibility £or certain services as detailed in Supplement 9 
to Attachment 2.6-A. 

-
13. Transfer of Assets - All eligibility groups 

The agency complies with the provisions of section 
1917(c) of the Act, as enacted by OBRA 93, with regard to the 
transfer of assets. 

Disposal of assets at less than fair market value affects 
eligibility for certain services as detailed in Supplement 9(a) 
to ATTACHMENT 2.6-A, except in instances where the agency 
determines that the 
transfer rules would work an undue hardship. 

14. Treatment of Trusts - All eligibility groups 

The agency complies with the provisions of section 
1917(d) of the Act, as amended by OBRA 93, with regard 
to trusts. 

The agency uses more restrictive methodologies 
under section l902(f) of the Act, ' and applies 
those methodologies in dealing with trusts; 

__ll_ The agency meets the requirements in section 
1917(d)(f)(B) of the act for use of Miller 
trusts. 

The agency does not count the funds in a trust in any 
1nstance where the agency determines that the transfer 
would work an undue hardship, as described in 
Supplement 10 to ATTACHMENT 2.6-A. 

A No. AL-95-17 
Supersedes 

Approval Date 07-31-95 Effective Date 07/01/9~ 

TN No. AL-91-36 



Revision: 

Citation 

1924 ofthe 
Act 

HCFA-PM-97-2 
December 1997 

State: 

TN No. AL-98-07 
Supersedes 
TN No. AL-95-17 

15. 

Alabama 

Condition or Requirement 

AL-98-07 
ATIACHMENT 2.6-A 
Page 26a 
OMB No.: 0938-0673 

The Agency complies with the provisions of Section 1924 with 
respect to income and resource eligibility and posteligibility 
determinations for individuals who are expected to be institutionalized 
for at least 30 consecutive days and who have a spouse living in the 
community. 

When applying the formula used to determine the amount of resources 
in initial eligibility determinations, the State standard for community 
spouses is: 

_the maximum standard permitted by law. 

_the minimum standard permitted by law; or 

$25,000.00 a standard that is an amount between the 
minimum and the maximum. 

Approval Date 8/18/98 Effective Date 05101/98 



Revision: HCFA-PM-91-4 (BPD) 
August 1991 

AL-92-19 
SUPPLEMENT 1 to 
Attachment 2.6-A 
Page 1 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE: ALABAMA ---

INCOME ELIGIBILITY LEVELS 

A. MANDATORY CATEGORICALLY NEEDY 

1. AFDC-Related Groups Other Than Poverty Level Pregnant Women and Infants: 
Maximum 

Family Size Need Standard Payment Standard 
Payment 

Amounts 

1 457 111 

2 563 137 

3 673 164 

4 793 194 

* 5 921 225 

*For information regarding additional family sizes, see 
Supplement 1 to Attachment 2.6 - A, Page 1.1. 

2. Pregnant Women and Infants under Section 1902(a)((lO)(i)(IV) of the Act: 

Effective April 1, 1990, based on the foll owing percent of the official 
Federal Income p verty level--

/ Kl 133 percent / _ _/_ percent (no more than 185 percent) 
(specify) 

~.ami ly Size Income Level - - - --- ·----

1 
2 ---
3 
4 
5 

$-~~~~~~~­
$~-~~~~~~-
$ _ _______ ~ 
$~~~~~~~-. 
$ _______ _ ~ 

For this group, the income eligibility level is 133 percent of 
the Federal Poverty Level (as revised annually in the Federal 
Register) for t he size family involved. 

TN No. AL-92-19 
.ipersedes 

.tN No. AL-91-36 

Approval Date 92.LOS / 93 Effective Date 10-01-92 

HCFA ID: 7985E 



Effective: 
October 1, 1992 

AL-92-19 
SUPPLEMENT 1 to 
Attachment 2.6-A 
Page 1.1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE: ALABAMA 

TITLE IV-A AGENCY RESPONSIBLE FOR ELIGIBILITY DETERMINATION 

STANDARDS FOR AID TO FAMILIES WITH DEPENDENT CHILDREN 

BUDGET NEED PAYMENT INCOME CAP 
SIZE STANDARD STANDARD STANDARD 

1 457 111 845 

2 563 137 1042 

3 673 164 1245 

4 793 194 1467 

5 921 225 1704 

6 1032 252 1909 

7 1174 287 2172 

8 1289 315 2385 

9 1405 344 2599 

10 1520 372 2812 

11 1635 400 3025 

12 1751 428 3239 

13 1866 457 3452 

14 1981 485 3665 

15 2097 513 3879 

16 2212 541 4092 

TN No. AL-92-19 Approval Date 02/05L'.'..21_ Effective Date 10-01-92 
Supersedes 
TN No. AL-91-38 



Effective: 
Oct. 1, 1981 

Familv Needs Allowance 

Spouse Only 

Su~p l er.1ent 
Page 1.2 

AL-85-9 
to Attachment 2.6-A 

The current Federal Benefit Rate will be used as the needs allowance for the 
spouse at home. Any income of the spouse at home will be deducted from the 
standard to determine allocation. If the spouse at home has no income, the 
standard will be allocated. If the income of the institutionalized spouse 
is below the standard, the entire income will be allocated except for the 
protected personal needs allowance and the veterans aid and attendance allow­
ance. 

Other Family Members 

When there are other family members, the AFDC standard will be used. The 
total number of family members at home will be computed against this table. 
This standard will be used when there are other family members even though 
in some instances the needs allowance will be less than that of a spouse 
only. Any income of the family at home will be deducted from the standard 
to determine allocation. If the family at home has no income, the standard 
will be allocated. · If the income of the institutionalized spouse is below 
the standard, the entire income will be allocated except for the protected 
personal needs allowance and the veterans aid and attendance. The AFDC 
definition of family units will be used in determining who is a family member. 

Number of Family Member 
When No Spouse Only 

EFF. Date 
July 1, 1983 

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 

Family Needs Allowance 

59 
88 

118 
147 
177 
206 
236 
265 
295 
324 
354 
383 
413 
442 
472 



MORE 
PAYMENT CATEGORIES 

SKILLED NURSING 
FACILITY MENTAL 
HOSPITAL 
TUBERCULOSIS 

INTERMEDIATE CARE 
FACILITY & INTER­
MEDIATE CARE 
FACILITY FOR THE 

MENTALLY RETARDED 

TN# AL-04- 08 
Supersedes 
TN# AL-04-04 

AL-04-08 
SUPPLEMENT 1 to 
Attachment 2.6-A 
Page 1.3 

STA TE-ADMINISTERED OPTIONAL ST A TE SUPPLEMENT: PAYMENT GROUPS: 
INCOME LEVELS: ADDITIONAL DISREGARDS: ADDITIONAL ELIGIBILITY CRITERIA: 

2 

MEDICAL INSTITUTIONS SKILLED NURSING 
FACILITIES AND INTERMEDIATE CARE FACILITIES 

STATE: ALABAMA 

3 4 5 

INDIVIDUAL COUPLE 

Gross 

300% of 
SSI FBR 

300% of 
SSI FBR 

Net 

300% of 
SSI FBR 

300% of 
SSI FBR 

Approval Date 09/10/2004 

Gross 

300% of 
SSI FBRx 2 

300% of 
SSI FBRx 2 

Net 

300% of 
SSI FBR x 2 

300% of 
SSI FBR x 2 

Effective Date 07101/2004 

ADDITIONAL RESTRICTIVE 
DISREGARD ELIGIBILITY 

CRITERIA 

6 7 

None 

None 



Revision: HCFA-PM-92-1 
February 1992 

(MB) SUPPLEMENT 1 TO ATTACHMENT 2.6-A 
Page 2 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

INCOME ELIGIBILITY LEVELS 

A. MANDATORY CATEGORICALLY NEEDY (Continued) 

3. For children under Section 1902(a)(lO)(A)(i)(VI) of the Act 
(children who have attained age 1 but have not attained 
age 6), the income eligibility level is 133 percent of 
the Federal poverty level (as revised annually in the 

Federal Register for the size family involved. 

4. For children under Section 1902(a)(lO)(A)(i)(VII) of the Act 
(children who were born after September 30, 1983 and have 
attained age 6 but have not attained age 19), the income 
eligibility level is 100 percent of the Federal poverty 
level (as revised annually in the Federal Register) for 
the size family involved. 

1 No. AL-91-36 
_apersedes 
TN No. AL-92-6 

Approval Date 10-02-92 Effective Date 01-01-92 



Revision: HCFA-PM-91-4 
August 1991 

(BPD) SUPPLEMENT 1 TO ATTACHMENT 2.6-A 
Page 3 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

INCOME ELIGIBILITY LEVELS (Continue<U_ 

B. OPTIONAL CATEGORICALLY NEEDY GROUPS WITH INCOMES RELATED TO FEDERAL 
POVERTY LEVEL 

1. Pregnant Women and Infants 

The levels for determining income eligibility for optional 
groups of pregnant women and infants under the provisions of 
sections 1902(a)(lO)(A)(ii)(IX) and 1902(1)(2) of the Act are 
as follows: 

Based on percent of the official Federal income poverty 
level (more than 133 percent and no more than 185 percent). 

TN No. AL-91-36 
Supersedes 

l No. AL-87-14 

Family Size 

1 

2 

3 

4 ---

5 

Approval Date 10-01 - 92 

Income Level 

$ 

$ 

$ 

$ 

$ 

Effective Date 01-01-92 
HCFA ID: 7985E 



Revision: HCFA-PM-91-4 
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(BPD) SUPPLEMENT 1 TO ATTACHMENT 2.6-A 
Page 4 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

INCOME ELIGIBILITY LEVELS (Continued) 

B. MANDATORY CATEGORICALLY NEEDY GROUPS WITH INCOMES RELATED TO FEDERAL 
POVERTY LEVEL 

2. Children Under Age 19 

The levels for determining income eligibility for groups of 
children who are born after September 30, 1983 under the provisions 
of section 1902(1)(2) of the Act are as follows: 

Based on 
line. 

100 percent of the official Federal income poverty 

Family Size Income Level 

1 $ 
2 $ 
3 $ 
4 $ 

5 $ 
6 --- $ 

7 $ 
8 $ 
9 $ 

10 $ 

For this group, the income eligibility level is 100 percent of 
the Federal Poverty Level (as revised annually in the Federal 

Register) for the size family involved. 

TN No. AL-91-36 
Supersedes 
TN No. AL-91-2 

Approval Date 10-02-92 Effective Date 01-01-~2 
HCFA ID: 7985E 



Revision: HCFA-Region IV 
August 1991 

SUPPLEMENT 1 TO ATTACHMENT 2.6-A 
Page 4a 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

D. INCOME ELIGIBILITY LEVEL - MANDATORY GROUP OF QUALIFIED 
DISABLED WORKING INDIVIDUALS 

The income of Qualified Disabled Working Individuals will 
not exceed 200 percent of the Federal Poverty Level. 

The poverty levels by family size are published in the Federal 
Register annually and will be made effective upon publication. 

TN No. AL-90-33 
1persedes 
~ No. New 

Approval Date 05-22-91 Effective Date 10-01-90 
HCFA ID: 7985E 



Revision: HCFA-PM-92-1 
August 1991 

(BPD) SUPPLEMENT 1 TO ATTACHMENT 2.6-A 
Page 5 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

INCOME ELIGIBILITY LEVELS (Continued) 

3. Aged and Disabled Individuals 

The levels for determining income eligibility for groups of aged and 
disabled individuals under the provisions of section 1902(m)(l) of the 
Act are as follows: (as per P.M.93-5 5/93 

Based on percent of the official Federal income poverty line. 

Family Size Income Level 

1 $ 

2 $ 

3 $ 

4 $ 

5 $ 

In an individual receives a title II benefit, any amount 
attributable to the most recent increase in the monthly insurance 
benefit as a result of a title II COLA is not counted as income 
during a "transition period" beginning with January, when the title 
II benefit for December is received, and ending with the last day of 
the month following the month of publication of the revised annual 
Federal poverty level. 

For individuals with the title II income, the revised poverty levels 
are not effective until the first day of the month following the 
end of the transition period. 

For individuals not receiving title II income, the revised poverty 
levels are effective no later than the beginning of the month 
following the date of publication. 

TN No. AL-91-36 
Supersedes 
TN No. AL-87-14 

Approval Date 10-02-92 Effective Date 01-01-92 
HCFA ID: 7985E 



Revision: HCFA-PM-91-4 
August 1991 

(BPD) SUPPLEMENT 1 TO ATTACHMENT 2.6-A 
Page 6 
OMB No. : 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

INCOME ELIGIBILITY LEVELS (Continuedt 

C. QUALIFIED MEDICARE BENEFICIARIES WITH INCOMES RELATED TO FEDERAL 
POVERTY LEVEL 

The levels for determining income eligibility for groups of qualified 
Medicare beneficiaries under the provisions of section 1905(p)(2)(A) of 
the Act are as follows : 

1. NON-SEC~ION 1902(f) STATES 

a. Based on the following percent of the official Federal income 
poverty level: 

Eff. Jan. 1, 1989 ~/ 85 percent LI percent (no more 
than 100) 

Eff. Jan. 1, 1990: iK_L 100 percent L_! percent (no 
more than 100) 

Eff. Jan. 1, 1991: 100 percent 

Eff. Jan. l, 1992: 100 percent 

b. Levels: 

Family Size Income Levels 

$ _ _ _ _ _ 

$ _ _ _ _ 

For this group, the income eligibility level is 100 percent of the 
Federal Poverty Level (as revised annually in the Federal Register) 
for the size family involved. 

TN No. AL-91-36 
Supersedes 
TN No. 

Approval Date 10-02-92 Effective Date 01-01-92 
HCFA ID: 7985E 



Revision: HCFA-PM-91-4 
August 1991 

(BPD) SUPPLEMENT 1 TO ATTACHMENT 2.6-A 
Page 7 
OMB No. : 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama --- - --- -

C. QUALIFIED MEDICARE BENEFICIARIES WITH INCOMES RELATED TO FEDERA L 
POVERTY LEVEL 

2. SECTION 1902(f) STATES WHICH AS OF JANUARY 1, 19~9 USED INCOME 
STANDARDS MORE RESTRICTIVE THAN SSI 

a. Based on the following percent of the official Federal income poverty 
level : 

Eff. Jan. 1, 1989: LI 80 percent LI percent 
more 

than 100) 

Eff. Jan. 1, 1990: LI 85 percent L I percent 
more 

than 100) 

Eff. Jan. 1, 1991: L_/ 95 percent LI percent 
more 

than 100) 

Eff. Jan. 1, 1992: 100 percent 

b. Levels: 
Family Size Income Levels 

TN No. AL-91-36 
Supersedes 
TN No. 

1 
2 

$ ______ _ 
$ _ ____ _ 

Approval Date 10-02-92 Effective Date 01-01-92 
HCFA ID: 7985E 

(no 

(no 

(no 



Revision: HCFA-PM-91-4 (BPD) 
August 1991 

SUPPLEMENT 1 TO ATTACHMENT 2.6-A 
Page 8 
OMB No. : 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

INCOME LEVELS ( Contin,~_~_9_l 

D. MEDICALLY NEEDY 

Applicable to all groups. Applicable to all groups 
except those specified 
below. Excepted group 
income levels are also 
listed on an attached 
page 3. 

_Ll_L _____ <~ 2~> -------~-3~------< 4_ <.2L 

Family 
which 
Size 

Net income level Amount by which Net income level Amount by 

1 

protected for 
maintenance for 

months 

L I urban only 

L I urban & rural 

Column (2) for persons 
exceeds limits living in 

specified i n ri1ral areas for 
42 CER months 

435.10071:.7 

$ $ 

2 $ _______ $~-----~$~--·------$. 

3 _ _ _,___ _ _ ____ ___ $,___ _ _ ___ .$ 

4 $ 

For each 
additional 
person, 

$ ____ _ $ 

$ $ 

_____ $. 

$ 

Column (4) 
exceeds limits 

specified in 
42 CFR 

add
1

, $._ 
_/ The agency has methods for excluding f r om its claim for FFP 

payments made on behalf of indivi duals who se income exceeds 
these limit s . 

TN No. AL-91-36 
Supersedes 
TN No. 

Approval Date 10-02-92 Effective Date 01-01-92 - - -·--
HCFA ID: 7985E 



Revision: HCFA-PM-91-4 (BPD) 
August 1991 

SUPPLEMENT 1 TO ATTACHMENT 2.6-A 
Page 9 

OMB 
No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

INCOME LEVELS (Cont i nuedt 

D. MEDICALLY NEEDY 

_UJ _ ___ ~<-2~> - -----~~3-~ _______ (_4_) ___ ---'---'-5 --'---~--

Family 
Which 
Size 

Net income level Amount by whi c h Net income l e v el Amount by 

protected for 
maintenance for 

months 

i_/ urban only 

!__/ urban & rural 

Column (2) 
exc eeds limits 

specified in 

f or per s ons 
liv ing in 

rural area s for 
months 42 CFR 

435.1007 1/ 
---

Column (4) 
exc eeds limits 

specified in 
42 CFR 

435.10071/ 

5 $ $ $ $ 
- - 6- $ ~~~~~~-~~-~~-~~~$~~~-~~-~~~-~~~~~~-

- ------7------$------- -
----8 - - _..,_-

--w- $ 
- For each 
addi­
tional 
person, 
add: $ $ $ $ 

1/ The agency has methods for excluding from its claim for FFP 
payments made on behal.f of indiv iduals whose income exceeds 
these limits 

TN No. AL-91-36 
Supersedes 
TN No. 

Approval Date 10-02-92 Effective Date 01-01-92 
HCFA ID : 7985E 



Revision: CMS-Region IV 

August 1991 

AL-04-08 
SUPPLEMENT 1 TO 
ATTACHMENT 2.6-A 
Page 9a 

ST ATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURJTY ACT 

State: Alabama 

INCOME LEVELS (Continued) 

E. Optional Groups Other Than the Medically Needy 

1. Institutionalized Individuals Under Special Income Levels as 
follows: 

Individuals with income below 300% of the SSI Federal 
Benefit Rate for an individual living in his own home 
with no income. 

TN No. AL-04-08 
Supersedes 
TN No. AL-04-04 

Approval Date 09/ 10/2004 Effective Date 07/01/2004 



Revision: HCFA-PM-91-4 
August 1991 

(BPD) SUPPLEMENT 2 TO ATTACHMENT 2.6-A 
Page 1 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

RESOURCE LEVELS 

A. CATEGORICALLY NEEDY GROUPS WITH INCOMES RELATED TO FEDERAL POVERTY 
LEVEL 

1. Pregnant Women 

a. Mandatory Groups 

L_/ Sarne as SSI resources levels. 

L_/ Less restrictive than SSI resource levels and is as follows: 

Family Size Resource Level ----

1 

2 

b. QQtional Groups 

L_/ Same as SSI resources levels. 

L_/ Less restrictive than SSI resource J ~vels and is as follows: 

Family Size Resource Le vel 

TN llo. AL-91-36 
Supersedes 
TN No. AL-87-14 

1 - - -

2 · ·· ---

Approval Date 10- 02-92 Effective Date 01-01-92 
HCFA ID: 7985E 



Revision: HCFA-PM-91 - 4 
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(BPD) SUPPLEMENT 2 TO ATTACHMENT 2 .6-A 
Page 2 
OMB No . : 0938-

STATE PLAN UNDER TITLE XI X OF THE SOCIAL SECURITY ACT 

State: Alabama 
~~~~~~~~ 

2. Infants 

a. Mandatory~Q~ou of Infants 

/__/ Same as resource levels in the State's approved AFDC plan. 

[j Less r estrictive than the AFDC levels and a r e as follows: 

Family Size Resourc e Level 

TN No . AL- 9 1- 36 
Supersedes 
TN No. AL- 87- 14 

1 

2 

3 

4 

5 

6 

_ 7 --

8 

9 

10 

Approv al Date 10- 02 - 92 Effective Date 0 1 - 01-92 
HCFA ID : 7985E 



Revision: HCFA-PM-91-4 (BPD) 
Augtrnt 1991 

SUPPLEMENT 2 TO ATTACHMENT 2.6-A 
Page 3 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

b. Optional G_roup of ~_!1 fC1 :lts 

LI Same as resource levels jn the State's approved AFDC plan . 

LI Less restrictive than the AFDC levels and are as follows: 

TN No. AL-91-36 
Supersedes 
TN No. AL-87-14 - -···--

Family Size 

1 

2 

3 

4 

5 

6 

__ 7 _ _ 

8 

9 

10 

Approval Date 10-02-92 

Resource Level 

Effective Date 01-01-92 
HCFA ID: 7985E 



Revision: HCFA-PM-92-1 
February 1992 

(MB) SUPPLEMENT 2 TO ATTACHMENT 2.6-A 
Page 4 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

3. Children 

a. Mandatory Group of Children under Section }902(a)(lO)(A)(i)lYl1_ 
of the Act. (Children who have attained age 1 but have not 

attained age 6.) 

Same as resource levels in the State's approved AFDC plan. 

Less restrictive than the AFDC levels and are as follows: 

_f._9:1_1!ily Size 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 ---

TN No. AL-91-36 
Supersedes 
TN No. 

Resource Level 

Approval Date 10-02-92 Effective Date 01-01-92 
HCFA ID: 7985E 
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(BPD) SUPPLEMENT 2 TO ATTACHMENT 2.6-A 
Page 5 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOC IAL SECURITY ACT 

State: ~A=l~a=b~a=m=a=-~~~~~~~~~~~ 

b. Optional ___ Group ot Children 

L_/ Same as resource levels in the State's approved AFDC plan. 

L_/ Less restrictive than the AFDC levels and are as follows: 

Family 

TN No. AL-91-36 
Supersedes 
TN No. 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

Size Resource Level 

Approval Date 10- 02 - 92 Effective Date 01-01-92 
HCFA ID: 7985E 



Revision: HCFA-PM·-91-4 
August 1991 

(BPD) SUPPLEMENT 2 TO ATTACHMENT 2.6 - A 
Page 6 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

4. Aged and Disabled Individuals 

L _/ Same as SSI resource levels. 

L_/ More restrictive than SSI levels and are as follows: 

Family Size Resource Level 

1 ---

2 

3 

4 

5 

L / Sarne as medically needy resource levels (applicable only if 
State has a medically needy program) 

TN No. AL-91-36 
Supersedes 
TN No. 

Approval Date 10-02-92 Effective Date 01-01-92 
HCFA ID: 7985E 



Revision: HCFA-PM-91-4 (BPD) 
August 1991 

SUPPLEMENT 2 TO ATTACHMENT 2. f. A 
Page 7 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama - ------------------- ---------

B . MEDICALLY NEEDY 

Applicable to all groups -

LI Except those specified below under the provisions of section 
1902(f) of the Act. 

Famil Size Resource Level 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

For each additional person 

------ -~---·-------------

TN No. AL- 91-36 
Supersedes Approval Date 10-02-92 Effective Date 01-01-92 

--· ···· ····· ··-·-
TN No. HCFA ID: 7985E 



Revision: HCFA-PM-85-3 (BERC) 
August 1991 

AL-06-002 
SUPPLEMENT 3 TO 
ATTACHMENT 2.6-A 
Page 1 
OMB No.: 0938-0193 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama 

REASONABLE LIMITS ON AMOUNTS FOR NECESSARY MEDICAL OR 
RE.MEDIAL CARE NOT COVERED BY MEDICAID OR ANY THIRD PARTY 

CITATION 
435.725(C) (4) (ii) 

TN No.: 06-002 
Supersedes 
TN No.: 05-002 

A deduction will be allowed from an individual's income for 
incurred expenses for medical or remedial care that are not 
subject to payment by a third party, including (1) Medicare and 
other health insurance premiums, deductibles, or coinsurance 
charges; and (2) medically necessary medical or remedial care 
recognized under State law but not covered under the State's 
Medicaid plan, subject to reasonable limits the agency may 
establish on amounts of these expenses. 

The State sets reasonable limits as follows: 

A deduction for expenses incurred for medically 
necessary non-covered medical or remedial care will 
be allowed based on the lesser of the Medicaid rate, 
the Medicare rate, or reasonable and customary charges. 

A deduction for incurred medically necessary non-covered 
medical or remedial care expenses will be allowed when the 
bill is incurred during a period which is no more than three 
months prior to the month of current application. 

The deduction for medical and remedial care expenses that 
were incurred as the result of a transfer penalty period is 
limited to zero. 

A deduction for initial or replacement dentures will be 
allowed for those meeting Agency established medical 
necessity criteria. 

A deduction for hearing aids will be allowed for those 
meeting Agency established medical necessity criteria. 

Approval Date: 07/18/06 Effective Date: 04/01106 
HCFA ID: 4093E/0002P 
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Revision: HCP'A-AT···3!S-3 
FEBRUARY 1985 

St.at.e: 

(BERC) 

AL-85-9 

SUPPL!MEHT 3 TO ATTACHKEHT .2.6-A 

RESOURCE LEVELS FOR THE MEDICALLY HE!OY 

Applicable to all groups 

Family Size 

ror each 

TH Ho. AL-85-9 
Supersedes 
TH Ho. 

l 

2 

3 

• 
s 

6 

7 

B 

9 

10 

additional person 

Approval oati E p ~~ c· .. ... .) 

U. S. GOVl:RNMENT PRINTING OPPICZr 1915 461-292/20131 

Resource level 

!ffect.ive Date 4-30-85 

HCFA ID: 0004P/0102A 



Revision: HCFA-PM-91-4 (BPD) 
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SUPPLEMENT 4 TO ATTACHMENT 2.6-A 
Page 1 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama 

METHODS FOR TREATMENT OF INCOME THAT DIFFER FROM 
THOSE OF THE SSI PROGRAM 

(Section 1902(f) more restrictive methods and criteria and State supplement 
criteria in SSI criteria States without section 1634 agreements and in 
section 1902(f) States. Use to reflect more liberal methods only if you 
limit to State supplement recipients. DO NOT USE this supplement to reflect 
more liberal policies that you elect under the authority of section 
1902(r)(2) of the Act. Use Supplement 8a for section 1902(r)(2) methods.) 

TN No. AL-91-36 
Supersedes 
TN No. 

Approval Date 10-02-92 Effective Date 01-01-92 - ---
HCFA ID: 7985E 
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(BPD) SUPPLEMENT 5 TO ATTACHMENT 2.6-A 
Page 1 
OMB No . : 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: _A_l _a_b ...... a.._m.._.a~-----

MORE RESTRICTIVE METHODS OF TREATING RESOURCES 
THAN THOSE OF THE SSI PROGRAM - Sec tion l902(f) States only 

TN No . AL-91-36 
Supersedes 
TN No. AL-87-14 

Approval Date 10-02-92 Effec tive Date 01-01-92 
HCFA ID: 7985E 



Revision: HCFA-PM-91-4 
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0938-

(BPD) SUPPLEMENT 5a TO ATTACHMENT 2.6-A 
Page 1 

OMB No.: 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

METHODS FOR TREATMENT OF RESOURCES FOR INDIVIDUALS 
WITH INCOMES RELATED TO FEDERAL POVERTY LEVELS 

(Do not complete if you are electing more liberal methods under the 
authority of section 1902(r)(2) of the Act instead of the authority specific 
to Federal poverty levels. Use Supplement 8b for section 1902(r)(2) 
methods.) 

~ No. AL-91-36 
_ ..... persedes 

TN No. AL-87-14 
Approval Date 10-02-92 Effective Date 01-01-92 

HCFA ID: 7985E 



STA TE ALABAMA 
ST AND ARDS FOR OPTIONAL STA TE SUPPLEMENT ARY PAYMENTS 

Payment Category 
(Reasonable 
Classification) 

(1) 
*Living in home with 
personal or nursing care 

Living Arrangement "A" 
Individual--Level 1 

Level2 
Nursing Care 
Couple--Level 1 

Level2 
Nursing Care 

Living Arrangement "B" 
Individual--Level 1 

Level2 
Nursing Care 
Couple--Level 1 

Level2 
Nursing Care 

Living in Foster Care 
with personal or 
nursing care 

Individual 
Couple 

**Cerebral palsy 
treatment center 

Individual 
Couple 

Administered By 
Federal I State 

(2) 

x 
x 
x 
x 
x 
x 

x 
x 
x 
x 
x 
x 

x 
x 

x 
x 

*Needs considered and payment made are in addition to SSI FBR 
**Disabled only 
(Level 1 Bedfast & Chairfast) (Level 2 Ambulatory) 

1N # AL-04-08 

Gross Income 
Indivi- Couple 
dual 

(3) 

300% of 
SSI FBR 

300% of 
ssI FBR x 2 

300% of 
ssI FBR 

300% of 
ssI FBR x 2 

Payment Level 
Indivi- Couple 
dual 

(4) 

60 
56 
60 

120 
112 
120 

60 
56 
60 

120 
112 
120 

300% of 110 
SSI FBR 300% of 220 

SSI FBRx 2 

300% of 300% Of 196 
SSI FBR SSI FBR x 2 392 

AL-04-08 
SUPPLEMENT 6 to 
Attachment 2.6-A 

Income 
Disregards 
Employed 

(5) 
The disregard of 
the SSI Program 

Supersedes Approval Date 09/10/2004 Effective Date 07101/2004 
TN # AL-04-04 
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OMB No.: 0938-

ST A TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: ALABAMA 

MORE LIBERAL METHODS OF TREATING INCOME 
UNDER SECTION 1902(r)(2) OF THE ACT* 

I I Section l 902(f) State /XI Non-Section l 902(f) State 

The consideration of in-kind support and maintenance in the income 
calculation is waived for determining eligibility of individuals and couples 
as Qualified Medicare Beneficiaries and Specified Low Income Medicare 
Beneficiaries. 

Fluctuating income may be averaged for the past six months and projected 
for twelve months for determining eligibility of individuals and couples as 
Qualified Medicare Beneficiaries and Specified Low Income Medicare 
Beneficiaries. 

Income will not be deemed from parents to pregnant women in 
determining the eligibility of individuals as pregnant women, infants, and 
children with income under the Federal Poverty Level. 

For children under age 19 covered under the provisions of section 
1902(a)(l O)(A)(ii)(I), the following more liberal income methodologies 
are used to determine eligibility: 

- All applicants and recipients with earnings will receive the earned 
income disregard of $30 and a 113 of the remainder for 12 consecutive 
months. 

- Net income for self-employment and farming will be calculated using 
Schedule C and Schedule F respectively. 

- $1 will be disregarded for all applicants and recipients. 

*More liberal methods may not result in exceeding gross income limitations 
under section l 903(f). 

TN No. AL-03-05 
Supersedes 
TN No. AL-93-18 

Approval Date 9/29/2003 Effective Date 08/01/2003 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama 

MORE LIBERAL METHODS OF TREATING IN COME 
UNDER SECTI ON 1 902 (r ) (2) OF THE ACT* 

Se ct i on 1902 ( f ) State X Non-Section 1902 (f) State 

Federal and State tax refunds and refundable tax credits are excluded as income for the following 
eligibility groups: 

X Qualified children and pregnant women 1902(a)(l O)(A)(i)(III). 

X Poverty level pregnant women and infants (133 -185% FPL) under 
1902(a)( 1 O)(A)(i)(IV). 

X Poverty level children aged l up to age 6 (133% FPL) under 1902(a)(10)(A)(i)(VI). 

X Poverty level children aged 6 up to age 19 (100% FPL) under 1902(a)(l O)(A)(i)(VII) . 

__x_ Optional categorically needy groups under 1902(a)(l O)(A)(ii) as listed below. 

Children receiving adoption subsidy payments under 1902 (a)(l O)(A)(ii)(VIII) 

Adolescents in state foster care under 1902 (a)(l O)(A)(ii)(I) 

Individuals receiving state supplementary payment based on need under 1902 
(a)(l O)(A)(ii)(XI) 

NOTE: The Special Income Level Group under 1902(a)(l O)(A)(ii)(V), the 
Individuals Who Would be Eligible if In an Institution Group under 
J902(a)(JO)(A)(ii)(VI) and the Hospice Group under 1902(a)(JO)(A)(ii)(Vll) 
cannot be included in this disregard. 

Medically Needy under 1902(a)(l O)(C)(i)(III). 

All aged, blind or disabled groups in 209(b) states under 1902(f). 

____X_ QMBs, SLMBs and Qls under 1905(p), 

TN No. AL-10-005 
Supersedes 
TN No.New 

Approval Date 05-14-10 Effective Date 04/01/2010 
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         Page 3 
 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State: Alabama 
 

MORE LIBERAL METHODS OF TREATING INCOME 
UNDER SECTION 1902 (r)(2) OF THE ACT* 

 
__ Section 1902 (f) State   X   Non-Section 1902 (f) State 

 

The purpose of the State Plan Amendment is to use the authority of section 1902(r)(2) of the Act 
to have a block income disregard between the current net income standard of 100% FPL and a 
gross income standard of 141% for the mandatory poverty-level related group of children aged 6 
through 18 under section 1902(a)(10)(A)(i)(VII) of the Act.  The State Plan Amendment will 
allow for the alignment of income standards for all children regardless of age. 

 

 

 

 

 

 

 

 

 

 
______________________________________________________________________________ 
TN No: AL-13-019 
Supersedes            Approval Date: 11-19-13    Effective Date: 12/31/2013 
TN No. New          
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Attachment 2.6-A 
ADDENDUM 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State~:. _________ ~AL=AB~AM==A~--------~ 

LESS RESTRICTIVE METHODS OF TREATING INCOME 
UNDER SECTION 1902(r)(2) OF THE ACT 

. X . For all eligibility groups not subject to the limitations on payment 
explained in Section 1903(£) of the Act* : All wages paid by the Census 
Bureau for temporary employment related to Census 2000 activities 
are excluded. 

*Less restrictive methods may not result in exceeding gross income limitations under Section 1903(f). 

TN No. AL-00-01 
Supersedes 
TNNo. NEW 

Approval Date __ 0_5~/1~6~/0~0- Effective Date -"0""""1.....,/0=1'"""/0;.:,;._0 ___ _ 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

MORE LIBERAL rvIBTHODS OF TREATING RESOURCES 
UNDER SECTION 1902 (R) (2) OF THE ACT 

( ) Section 1902 (t) State (X) Non-Section 1902 (t) State 

The following are more liberal resource requirements than SSI for determining 
eligibility of individuals under the provision of 42-CFR 435.211 and 435 .236. 

All resources of the applicant and spouse of the applicant are excluded for 
the QMB, SLMB, QI-1 and QI-2 cases. 

Interest and dividend income is excluded for QMB, SLMB, QI-1 and QI-2 cases. 

The consideration of life estate interest in real property is waived for the 
institutional type cases. 

Personal effects such as clothing, jewelry, furniture, etc. are excluded up to 
$4000 for the institutional type cases. 

The required net annual income of 6 percent is waived for the excluded $6000 
in equity value in income-producing property essential to self-support for the 
institutional type cases. 

The cash value of life insurance policies with combined face value of $5000 or 
less is excluded for institutional type cases. 

The burial fund exclusion is $5000 for institutional type cases. 

Commingling of burial funds is allowed for institutional type cases. 

TN No. AL-99-07 
Supersedes 
TN No. AL-99-04 

Approval Date 07-28-99 Effective Date -'0=8'-'-0:....:::1_.:;-9..::;..9 ___ _ 
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OMB No. : 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama 

MORE LIBERAL METHODS OF TREATING RESOURCES 
UNDER SECTION l 902(r)(2) OF THE ACT 

Medicaid will not consider resources of a person equal to the amount of long-term care 
insurance benefit payments in determining Medicaid eligibility when the long-term care 
insurance policy covers at least the first three years of nursing home care and/or home 
health care services. 

The exclusion shall be for the life of the purchaser provided he or she maintains 
obligations pursuant to the long-term care insurance policy. 

Insurance benefit payments made on behalf of a claimant, for payment of long-term care 
services, shall be considered to be expenditures of resources as required for eligibility for 
medical assistance to the extend that the payments are all of the following: 

(I) For services Medicaid approves or covers for its recipients. 

(2) In an amount not in excess of the charges of the health services provider. 

(3) For nursing home care and/or home health care services. 

( 4) For services provided after the person meets the coverage requirements for 
long-term care benefits established by the agency for this program. 

For children under age 19 covered under the provisions of section 1902(a)(lO)(A)(ii)(I), 
all resources are excluded. 

TN No. AL-03-05 
Supersedes 

· TN No. AL-98-04 

Approval Date 9/29/2003 Effective 08/0112003 
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ST A TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE LONG-TERM CARE INSURANCE PARTNERSHIP 

l 902(r)(2) The following more liberal methodology applies to individuals who are 
l 9 l 7(b )( 1 )(C) eligible for medical assistance under one of the following eligibility 

groups: 

Institutionalized individuals 

An individual who is a beneficiary under a long-term care insurance 
policy that meets the requirements of a "qualified State long-term care 
insurance partnership" policy (partnership policy) as set forth below, is 
given a resource disregard as described in this amendment. The amount of 
the disregard is equal to the amount of the insurance benefit payments 
made to or on behalf of the individuaJ. The tenn "long-term care 
insurance policy" includes a certificate issued under a group insurance 
contract. 

_x_ The Alabama Medicaid Agency (Agency) stipulates that the following 
requirements will be satisfied in order for a long-tenn care policy to 
qualify for a disregard. Where appropriate, the Agency relies on 
attestations by the Alabama Department of Insurance Commissioner 
(Commissioner) or other State official charged with regulation and 
oversight of insurance policies sold in the state, regarding infonnation 
within the expertise of the Alabama Department of Insurance. 

• The policy is a qualified long-tenn care insurance policy as defined in 
section 7702B(b) of the Internal Revenue Code of 1986. 

• The policy meets the requirements of the long-term care insurance 
model regulation and long-term care insurance model Act promulgated 
by the National Association oflnsurance Commissioners (as adopted 
as of October 2000) as those requirements are set forth in section 
1917(b)(S)(A) of the Social Security Act. 

TN No: 08-005 
Supersedes 
TNNo: New 

Approval Date: 02/06/09 Effective Date: 03101109 
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ST A TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

ST A TE LONG-TERM CARE INSURANCE PARTNERSHIP 

• The policy was issued no earlier than the effective date of this State 
Plan amendment. 

• The insured individual was a resident of a Partnership State when 
coverage first became effective under the policy. If the policy is later 
exchanged for a different long-term care policy, the individual was a 
resident of a Partnership State when coverage under the earliest policy 
became effective. 

• The policy meets the inflation protection requirements set forth in 
section l 917(b )(1 )(C)(iii)(IV) of the Social Security Act. 

• The Commissioner requires the issuer of the policy to make regular 
reports to the Secretary that include notification regarding when 
benefits provided under the policy have been paid and the amount of 
such benefits paid, notification regarding when the policy otherwise 
terminates, and such other information as the Secretary determines 
may be appropriate to the administration of such partnerships. 

• Alabama does not impose any requirement affecting the terms or 
benefits of a partnership policy that the state does not also impose on 
non-partnership policies. 

• The Alabama Department of Insurance assures that any individual who 
sells a partnership policy receives training, and demonstrates evidence 
of an understanding of such policies and how they relate to other 
public and private coverage of long-term care. 

• The Agency provides information and technical assistance to the 
Alabama Department of Insurance regarding the training described 
above. 

TN No: 08-005 
Supersedes 
TNNo: New 

Approval Date: 02106109 Effective Date: 03/0I109 
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Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

TRANSFER OF ASSETS 

The agency provides for the denial of certain Medicaid services by 
reason of disposal of assets for less than fair market value. 

Institutionalized individuals may be denied certain Medicaid 
services upon disposing of assets for less than fair market value 
on or after the look-back date. 

The agency withholds payment to institutionalized individuals for 
the following services: 

Payments based on a level of care in a nursing facility; 

Payments based on a nursing facility level of care in a 
medical institution; 

Home ~nd community-based services under a 1915 waiver. 

2. Non-institutionalized individuals: 

The agency applies these provisions to the following non­
insti tutionalized eligibility groups. These groups can be 
no more restrictive than those set forth in section l905(a) 
of the Social Security Act: 

The agency withholds payment to non-institutionalized individuals 
for the following services: 

TN No. AL-95-17 
Supersedes 
TN No. NEW 

Home health services {section 1905(a)(7)} 

Home and community care for functionally disabled and 
elderly adults {section l905(a)(22)} ; 

Personal care services furnished to indiv iduals who are not 
inpatients in certain medical institutions, as recognized 
under agency law and specified in section 1905(a)(24). 

The following other long-term care serv ices for which 
medical assistance is otherwise under the agency plan : 

Approval Date 07-31-95 Effective Date 07/01/95 

--- - - -
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

TRANSFER OF ASSETS 

3. Penalty Date--The beginning date of each penalty period 
imposed for an uncompensated transfer of assets is: 

the first day of the month in which the asset was transferred; 

..JL the first day of the month following the month of transfer. 

4. Penalty Period - Institutionalized Individuals--
In determining the penalty for an institutionalized individual, 
the agency uses: 

X The average monthly cost of a private patient of nursing 
facility services in the agency; 

The average monthly cost to a private patient of nursing facility services in the 
community in which the individual is institutionalized. 

5. Penalty Period - Non-institutionalized Individuals--
The agency imposes a penalty period detennined by using the same method as is 
used for an institutionalized individual including the use of the average monthly cost 
of nursing facility services; 

TN No. AL 04-05 
Supersedes 
TN No. AL-95-17 

imposes a shorter penalty period than would be imposed for institutionalized 
individuals, as outlined below: 

Approval Date 05/17/2004 Effective Date 07/0112004 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

TRANSFER OF ASSETS 

6. Penalty period for amounts of transfer less than cost of nursing facility care--

a. Where the amount of the transfer is less than the monthly cost of nursing 
facility care, the agency: 

X does not impose a penalty; 

imposes a penalty for less than a full month, based on the proportion of 
the agency's private nursing facility rate that was transferred. 

b. Where an individual makes a series of transfers, each less than the private 
nursing facility rate for a month, the agency: 

X does not impose a penalty; 

imposes a series of penalties, each for less than a full month. 

7. Transfers made so that penalty periods would overlap-­
The agency: 

_x_ totals the value of all assets transferred to produce a 
single penalty period; 

__ calculates the individual penalty periods and imposes them sequentially. 

8. Transfers made so that penalty periods would not overlap-­
The agency: 

X assigns each transfer its own penalty period; 

TN No. AL 04-05 
Supersedes 
TN No. AL-95-17 

uses the method outlined below: 

Approval Date 05/17/2004 Effective Date 07/0112004 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

TRANSFER OF ASSETS 

9. Penalty periods - transfer by a spouse that results in a 
penalty period for the individual--

(a) The agency apportions any existing penalty period between 
the spouses using the method outlined below, provided the 
spouse is eligible for Medicaid. A penalty can be assessed 
against the spouse, and some portion of the penalty against 
the individual remains. 

* Any remaining penalty period will be divided equally 
between the two spouses beginning the month the Community 
Spouse becomes Medicaid eligible as an institutional or 
home and community based waiver services recipient. 

* If there is an odd number of months remaining in the 
penalty period the spouse institutionalized first will 
serve a penalty one month longer than the other spouse. 

* The total penalty imposed on both spouses cannot 
exceed the length of the penalty originally imposed on the 
individual. 

(b) If one spouse is no longer subject to a penalty, the 
remaining penalty period must be served by the remaining 
spouse. 

10. Treatment of income as an asset--
When income has been transferred as a lump sum, the agency will 
calculate the penalty period on the lump sum value. 

The agency will impose partial month penalty periods. 

When a stream of income or the right to a stream of income has 
been transferred, the agency will impose a penalty period for 
each income payment. 

For transfers of individual income payments, the agency 
will impose partial month penalty periods. 

X For transfers of the right to an income stream, the agency 
will use the actuarial value of all payments transferred. 

The agency uses an alternate method to calculate penalty 
periods, as described below: 

TN No. AL-95-17 
Supersedes 

Approval Date 07-31-95 Effective Date 07/01/95 

TN No. NEW - - - -
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURTIY ACT 

State: ALABAMA 
TRANSFER OF ASSETS 

11. Imposition of a penalty would work an undue hardship --
The agency does not apply the transfer of assets provisions in any case in which the agency 
determines that such an application would work an undue hardship. The agency will use the 
following procedures in making undue hardship determinations: 

Upon a determination of a transfer of assets for less than fair market value that requires 
imposition of a transfer penalty the Agency will: 

TN No. AL-13-012 
Supersedes 
TN No. AL-95-17 

1. Send written notices which informs the individual and authorized representative (if one) 
of the transfer penalty; and 

2. Send a copy of the Administrative Code Rule 560-X-25-.09 which informs the individual 
and authorized representative of the right to request an undue hardship exemption; and 

3. Send a copy of the notice which informs the individual and authorized representative (if 
one) of the right to appeal the decision made by the Alabama Medicaid Agency. 

4. The written request for an undue hardship exemption must be received by Medicaid 
within 60 days from the date the notice of action is mailed. The District Office will 
gather all pertinent information/documentation and forward to the Central Office with 
an interpretation request form. 

5. The appropriate Director of Beneficiary Services will review all pertinent 
information/documentation to determine ifthe criteria for an undue hardship exemption 
have been met. 

6. The individual and authorized representative (if one) will be notified in writing within 45 
days ofreceipt of the request for exemption of the Agency's determination of whether 
undue hardship criteria have been met. If the undue hardship exemption is denied, 
another copy of Administration Code Rule 560-X-25-.09 and another copy of the notice 
of appeal rights will be sent. 

Approval Date: 08-22-13 Effective Date: 09/13/13 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

TRANSFER OF ASSETS 

7. Upon notification by the individual or authorized 
representative (if one) of a request to appeal a denial of an 
undue hardship exemption a fair hearing will be scheduled in 
accordance with chapter three of the Alabama Medicaid Agency's 
Administrative Code. 

The following criteria will be used to determine whether the 
agency will not count assets transferred because the penalty 
would work an undue hardship: 

In situations where an individual has admitted that an 
asset has been transferred for less than fair market value for 
the purpose of obtaining Medicaid benefits the Agency may still 
grant an exemption from the transfer of asset penalty where the 
individual demonstrates by clear and convincing evidence that 
the imposition of such a penalty will cause the individual to 
suffer undue hardship. Undue hardship will only be considered 
in extreme cases where the individual has been denied admission 
to or discharged from an institutional facility or denied home 
and community based waiver services which are necessary to pre­
serve the individual's life. Undue hardship does not exist 
where a transfer penalty causes an individual to experience 
inconvenience or would cause an individual to restrict their 
lifestyle but would not place the individual at serious risk of 
being deprived of care of services necessary to sustain life. 

In determining the existence of undue hardship the Agency 
will consider all circumstances involving the transfer and the 
situation of the individual, including, but not limited to, the 
following: 

1. Whether the individual has been determined to be a 
person in need of care and protection pursuant to the Adult 
Protective Services Act, Code of Alabama 1975, section 38-9-1, 
et seq. 

2. Whether the individual or his representative has ex­
hausted all reasonable efforts to obtain a return of or compensa­
tion for the transferred asset, including voiding the transfer 
pursuant to Code of Alabama 1975, section 35-1-2 or section 
8-9-12, or pursuing any other criminal or civil action available 
to recover the asset; and 

Approval Date 07-31-95 Effective Date 07/01/95 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

TRANSFER OF ASSETS 

3. Whether the individua l was defr auded of the t r ans­
ferred asset, which is documented by a cour t action or an offi­
cial police report ; and 

4. Whether the individual or his representative has ex­
hausted all reasonable efforts to meet the individual's needs 
from other available sources. 

Approval Date 07-31-95 Effective Date Q]J_Ol/95 



1917(c) 

AL-06-005 
SUPPLEMENT 9(b) to 
ATTACHMENT 2.6-A 
Page 1 

ST ATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
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TRANSFER OF ASSETS 

FOR TRANSFERS OF ASSETS FOR LESS THAN FAIR MARKET VALUE 
MADE ON OR AFTER FEBRUARY 8, 2006, the agency provides for the denial of 
certain Medicaid services. 

1. Institutionalized individuals are denied coverage of certain Medicaid services 
upon disposing of assets for less than fair market value on or after the look­
back date. 

The agency does not provide medical assistance coverage for 
institutionalized individuals for the following services: 

Nursing facility services; 

Nursing facility level of care provided in a medical institution; 

Home and community-based services under a 1915(c) or (d) 
waiver. 

TNNo. AL-06-005 
Supersedes Approval Date 2/20/07 Effective Date 12/01/06 
TNNo. NEW 
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TRANSFER OF ASSETS 

2. Non-institutionalized individuals: 

The agency applies these provisions to the following non­
institutionalized eligibility groups. These groups can be no more 
restrictive than those set forth in section 1905(a) of the Social 
Security Act: 

The agency withholds payment to non-institutionalized individuals for the 
following services: 

Home health services (section 1905(a)(7)); 

Home and community care for functionally disabled elderly adults 
(section 1905(a)(22)); 

Personal care services furnished to individuals who are not 
inpatients in certain medical institutions, as recognized under 
agency law and specified in section 1905(a)(24). 

The following other long-term care services for which payment 
for medical assistance is otherwise made under the agency plan: 

TN No. AL-06-005 
Supersedes Approval Date 2/20/07 Effective Date 12/01/06 
TNNo. NEW 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: _____ ~AL~A_B_AMA~~---------------

TRANSFER OF ASSETS 

3. Penalty Date--The beginning date of each penalty period imposed for an 
uncompensated transfer of assets is the later of: 

• the first day of a month during or after which assets have 
been transferred for less than fair market value; 

_ The State uses the first day of the month in which the 
assets were transferred 

.JL The State uses the first day of the month after the 
month in which the assets were transferred 

or 

• the date on which the individual is eligible for medical 
assistance under the State plan and is receiving 
institutional level care services described in paragraphs 1 
and 2 that, were it not for the imposition of the penalty 
period, would be covered by Medicaid; 

AND 

which does not occur during any other period of 
ineligibility for services by reason of a transfer of assets 
penalty. 

TN No. AL-06-005 
Supersedes Approval Date 2/20/07 Effective Date 12/01/06 
TNNo. NEW 
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STA TE PLAN U1\1DER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: _____ -=A-=L=AB~~A1=1A=-----------------

TRANSFER OF ASSETS 

4. Penalty Period - Institutionalized Individuals--
In determining the penalty for an institutionalized individual, the agency 
uses: 

_x_ the average monthly cost to a private patient of nursing facility 
services in the State at the time of application; 

the average monthly cost to a private patient of nursing facility 
services in the community in which the individual is 
institutionalized at the time of application. 

5. Penalty Period - Non-institutionalized Individuals--
The agency imposes a penalty period determined by using the same method 
as is used for an institutionalized individual, including the use of the average 
monthly cost of nursing facility services; 

imposes a shorter penalty period than would be imposed for 
institutionalized individuals, as outlined below: 

6. Penalty period for amounts of transfer less than cost of nursing facility care--

TN No. AL-06-005 
Supersedes 
TNNo. NEW 

Where the amount of the transfer is less than the monthly cost of 
nursing facility care, the agency imposes a penalty for less than a 
full month, based on the option selected in item 4. 

The state adds together all transfers for less than fair market value 
made during the look-back period in more than one month and 
calculates a single period of ineligibility, that begins on the earliest 
date that would otherwise apply if the transfer had been made in a 
single lump sum. 

Approval Date 2/20/07 Effective Date 12/01/06 
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ST ATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: _____ ~A~L=AB~~AMA=='-=------------------

TRANSFER OF ASSETS 

7. Penalty periods - transfer by a spouse that results in a penalty period for the 
individual--

(a) The agency appo1tions any existing penalty period between the 
spouses using the method outlined below, provided the spouse is 
eligible for Medicaid. A penalty can be assessed against the 
spouse, and some portion of the penalty against the individual 
remams. 

(b) If one spouse is no longer subject to a penalty, the remaining 
penalty period must be served by the remaining spouse. 

8. Treatment of a transfer of income-

TN No. AL-06-005 
Supersedes 
TNNo. NEW 

When income has been transferred as a lump sum, the agency will calculate 
the penalty period on the Jump sum value. 

When a stream of income or the right to a stream of income has been 
transferred, the agency will impose a penalty period for each income 
payment. 

For transfers of individual income payments, the agency will 
impose partial month penalty periods using the methodology 
selected in 6. above. 

For transfers of the right to an income stream, the agency will 
base the penalty period on the combined actuarial value of all 
payments transferred. 

Approval Date 2/20/07 Effective Date 12/01 /06 
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ST ATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: _____ --'-'AL='--AB=-=AMA~=--=------------------

TRANSFER OF ASSETS 

9. Imposition of a penalty would work an undue hardship--

The agency does not impose a penalty for transferring assets for less than 
fair market value in any case in which the agency determines that such 
imposition would work an undue hardship. The agency will use the 
following criteria in making undue hardship determinations: 

Application of a transfer of assets penalty would deprive the individuaJ: 

(a) Of medical care such that the individual's health or life would be 
endangered; or 

(b) Of food, clothing, shelter, or other necessities of life. 

10. Procedures for Undue Hardship Waivers 

The agency has established a process under which hardship waivers may be 
requested that provides for: 

(a) Notice to a recipient subject to a penalty that an undue hardship 
exception exists; 

(b) A timely process for determining whether an undue hardship waiver 
will be granted; and 

(c) A process, which is described in the notice, under which an adverse 
determination can be appealed. 

These procedures shall permit the facility in which the institutionalized individual is 
residing to file an undue hardship waiver application on behalf of the individual 
with the consent of the individual or the individual's personal representative. 

TN No. AL-06-005 
Supersedes Approval Date 2/20/07 Effective Date 12/01106 
TNNo. NEW 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURJTY ACT 

State: ___ __ --"-'AL=AB=AMA'-=-'-~-----------------

TRANSFER OF ASSETS 

11. Bed Hold Waivers For Hardship Applicants 

The agency provides that while an application for an undue hardship waiver 
is pending in the case of an individual who is a resident of a nursing facility: 

Payments to the nursing facility to hold the bed for the individual 
will be made for a period not to exceed _ _ days (may not be 
greater than 30). 

TN No. AL-06-005 
Supersedes Approval Date 2/20/07 Effective Date 12/0 I /06 
TNNo. NEW 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

The agency does not apply the trust provisions in any case in which the agency 
determines that such an application would work an undue hardship. The agency 
will use the following procedures in making undue hardship determinations: 

Upon a determination that application of the trust provisions will 
result in the denial of eligibility , the agency will: 

1. Send written notices which inform the i ndividual and authorized 
representative (if one) of the denial; and 

2. Send a copy of Administrative Code Rules 560-X-25-.06 and 
560-X-25-.09 which informs the individual and authorized representative 
(if one) that an undue hardship exemption policy exists; and 

3. Send a copy of the notice which informs the individual and au­
thorized representative (if one) of the right to appeal the decision made 
by the Alabama Medicaid Agency. 

4. Upon receipt of a request (within 60 days after the date the 
agency's notice is received) from the individual or authorized representa­
tive (if one) for an exemption because of undue hardship, the agency will 
determine if an undue hardship exemption should be granted. The District 
Office will gather all pertinent information/documentation and forwa r d to 
the Central Office with an interpretation request form. 

5. The Central Office Certification Support Division Director, the 
Policy Unit Coordinator , and the Agency Legal Counsel will review all 
pertinent information/documentation to determine if the criteria for an 
undue hardship exemption has been me t . 

6. The individual and authorized representative (if one) will be 
notified in writing (within 45 days of receipt of the request for exemp­
tion) upon a determination of whether undue hardship criteria has been 
met. If the undue hardship exemption is denied, another copy of Adminis­
trative Code Rules 560-X-25-.06 and 560-X- 25-.09 , and another copy of the 
notice of appeal rights will be sent. 

7. Upon notification by the individual or authorized representative 
(if one) of a request to appeal a denial of an undue hardship exemption , a 
fair hearing will be scheduled in accordance with chapter three of the 
Alabama Medicaid Agency's Administrative Code. 

TN No. AL-95-17 
Supersedes 
TN No. AL-91-36 

Approval Date 07-31-95 Effective Date 07/01/95 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

The following criteria will be used to determine whether the agency will not 
apply the trust provisions because doing so would work an undue hardship: 

In situations where an individual has admitted that a trust has been 
established for the purpose of obtaining Medicaid benefits , the agency may 
still grant an exemption from the application of the trust provisions 
where the individual demonstrates by clear and convincing evidence that 
the imposition of such a penalty will cause the individual to suffer undue 
hardship. Undue hardship will only be considered in extreme cases where 
the individual has been denied admission to or discharged from an institu­
tional facility or denied home and community based waiver services which 
are necessary to preserve the individual's life. Undue hardship does not 
exist where a denial of eligibility causes an individual to experience 
inconvenience or would cause an individual to restrict their lifestyle but 
would not place the individual at serious risk of being deprived of care 
of services necessary to sustain life. 

In determining the existence of undue hardship the agency will consid­
er all circumstances involving the trust and the situation of the individu­
al, including, but not limited to, the following: 

1. Whether the individual has been determined to be a person 
in need of care and protection pursuant to the Adult Protective Ser­
vices Act, Code of Alabama 1975, section 38-9-1, et seq. 

2. Whether the individual or his representative has exhausted 
all reasonable efforts to obtain a return of the assets in the trust, 
including voiding the trust pursuant to Code of Alabama 1975 , section 
35-1-2 or section 8-9-12 , or pursuing any other criminal or civil 
action available to recover the asset in the trust; and 

3. Whether the individual was defrauded by the creation of the 
trust which is documented by a court action or an official police 
report; and 

4. Whether the individual or his representative has exhausted 
all reasonable efforts to meet the individual's needs from other 
available sources, including the beneficiaries of the trust. 

TN No. AL-95-17 
Supersedes 

Approval Date 07-31-95 Effective Date 07/01/95 

TN No. NEW - ---
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: 

Citation 

1902(u) of the 
Act 

TN No. AL-91-36 
Supersedes 
TN No. AL-90-30 

Alabama 

Condition or Requirement 

COST EFFECTIVENESS METHODOLOGY FOR 
COBRA CONTINUATION BENEFICIARIES 

Premium payments are made by the agency only if 
such payments are likely to be cost-effective . The 
agency specifies the guidelines used in determining 
cost effectiveness by selecting one of the following 
methods: 

Approval Date 

The methodology as described in SMM 
section 3598. 

Another cost-effective methodology as 
described below. 

10-02-92 Effective Date 
HCFA ID: 

01-01-92 
7985E 



AL-91-33 
SUPPLEMENT lla to 
Attachment 2.6-A 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE: ALABAMA 

INCOME DETERMINATION UNDER SECTION 1902(r)(2) OF THE ACT 
ALLOWS USE OF MORE LIBERAL POLICIES FOR PREGNANT WOMEN, INFANTS 
AND CHILDREN ELIGIBLE UNDER SPECIFIED FEDERAL POVERTY LEVELS. 

The following are more liberal income requirements for determining 
eligibility of individuals as pregnant women, infants and children 
under the federal poverty level. 

Income will not be deemed from parents to pregnant women. 

TN No. AL-91-33 
Supersedes 
TN No. _N_ew _ _ _ 

Approval Date 11 - 14 -91 Effective Date 09/01/91 



AL-91-27 
SUPPLEMENT 12 to 
Attachment 2.6-A 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE: ALABAMA 

RESOURCE DETERMINATION UNDER SECTION 190 2 (r) (2) OF THE ACT AS 
AMENDED BY THE MCCA OF 1988 AND SECTION 1905(P) OF THE ACT 
INCLUDED BY THE TAX TECHNICAL AMENDMENT TO THE MCCA ALLOWS USE 
OF MORE LIBERAL POLICIES FOR QUALIFIED MEDICARE BENEFICIARIES. 

The following are more liberal resource requirements than SSI for 
determining eligibility of individuals as Qualified Medicare Benefi­
ciaries only. 

The consideration of personal effects such as clothing, jewelry, 
furniture, etc., as a countable resource is waived. 

The consideration of a life interest and/or remainder interest 
in real property is waived. 

The required net annual income of 6 percent is waived for the 
excluded $6,000.00 in equity value in income-producing property 
essential to self-support. 

Two automobiles may be excluded regardless of value. 

Case value of life insurance policies with combined face value 
less tha n $ 2500 is excluded. 

Burial exclusion is increased from $1500 to $2500. 

Commingling of bur ial f unds is allowed. 

TN No . AL-9 1-27 
Supe r s e de s 
TN No. AL-90-3 0 

8/6/91 
Approva l Dat e Effective Dat e 0 7 /01 /91 



Revision: AL-10-004 
SUPPLEMEN T 12 TO 
ATTACHMENT 2.6-A 
ADDENDUM 

ST A TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama 

ELIGIBILITY--UNDER SECTION 1931 OF THE ACT 

X The agency uses less restrictive income and/or resource methodologies than those in 
effect as of July 16, 1996 as follows: 

All wages paid by the Census Bureau for temporary employment related to 
Census 2000 activities are excluded 

Federal and State tax refunds and refundable tax credits are excluded as income and 
resources for individuals eligible under 1931 authority . 

.l The income and/or resource methodologies that the less restrictive methodologies 
replace are as follows: 

Wages paid by the Census Bureau for temporary employments were budgeted as 
countable income. 

Federal and state tax refunds and refundable tax credits were countable income and 
resources. 

TN No. AL-10-004 
Supersedes 
TN No. AL-00-01 

Approval Date 05-14-10 Effective Date 04/01 /2010 



AL-91-27 
SUPPLEMENT 12a to 
Attachment 2.6-A 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE: ALABAMA 

RESOURCE DETERMINATION UNDER SECTION 1902(r) (2) OF THE ACT AS 
ALLOWS USE OF MORE LIBERAL POLICIES FOR AGED, BLIND AND 
DISABLED INDIVIDUALS ELIGIBLE UNDER THE PROVISIONS OF 42 CFR 
435.211 AND 435.231. 

The following are more liberal resource requirements than SSI for 
determining eligibility of individuals eligible under the provisions 
of 42 CFR 435.211 and 435.231: 

The required net annual income of six (6) percent is waived for 
the excluded $6,000.00 in equity value in income-producing 
property essential to self-support. 

Two automobiles may be excluded regardless of value. 

The consideration of a life estate interest and/or remainder 
interest in real property is waived. 

Personal effects such as clothing, jewelry , furniture, etc., are 
excluded up to $4,000. 

Case value of life insurance policies with combined face value 
less than $2500 is excluded. 

Burial exclusion is inc~eased from $1500 to $2500. 

Commingling of burial funds is allowed. 

TN No . AL- 91- 2 7 
Supersedes 
TN No. AL-90-30 

Approval Date 8/6/91 Effective Date 07/01/91 



TN No. AL-15-001   Approval Date  02-12-15  Effective Date 02/01/15 

Supersedes  

TN No. NEW 

Revision: CMS-10283       AL-15-001 

October 2009       SUPPLEMENT 12b to  

OMB No.: 0938-1070        ATTACHMENT 2.6-A 

           

 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT  

State: ALABAMA 

ELIGIBILITY UNDER SECTION 1925 OF THE ACT  

TRANSITIONAL MEDICAL ASSISTANCE 

The State covers low-income families and children for Transitional Medical Assistance (TMA) 

under section 1925 of the Social Security Act (the Act). This coverage is provided for families 

who no longer qualify under section 1931 of the Act due to increased earned income, or working 

hours, from the caretaker relative’s employment, or due to the loss of a time-limited earned 

income disregard. (1902(a)(52), 1902(e)(1)(B), and 1925 of the Act) 

The amount, duration, and scope of services for this coverage are specified in Section 3.5 of this 

State plan. 

For Medicaid eligibility to be extended through TMA, families must have been Medicaid eligible 

under section 1931 (months of retroactive eligibility may be used to meet this requirement): 

   X    During at least 3 of the 6 months immediately preceding the month in which the family 

became ineligible under section 1931. 

____ For fewer than 3 of the 6 previous months immediately preceding the month in which the 

family became ineligible under section 1931. Specify: 

 

The State extends Medicaid eligibility under TMA for an initial period of: 

____ 6 months. For TMA eligibility to continue into a second 6-month extension period, the 

family must meet the reporting, technical, and income eligibility requirements specified at 

section 1925(b) of the Act. 

   X    12 months. Section 1925(b) does not apply for a second 6-month extension period. 

The State collects and reports participation information to the Department of Health and Human 

Services as required by section 1925(g) of the Act, in accordance with the format, timing, and 

frequency specified by the Secretary and makes such information publicly available. 



Revision: HCFA-Region IV 
October 1989 

AL-90-21 
SUPPLEMENT 13 to ATTACHMENT 2.6-A 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE Alabama 

SECTION 1924 PROVISIONS 

A. Income and resource eligibility policies used to determine 
eligibili ty for institutionalized individuals who have spouses liv-
ing in the 

community are consistent with Section 1924. 

" B. In the determination of resource eligibility the State resource 
standard $ 12,000. Effective 10-1-89 thru 12-31-89. 

12,516 Effective 1-1-90. 
25,000 Effective 4 - 1 - 90. 

C. The definition of undue hardship for purposes of determining if 
institutionalized spouses receive Medicaid in spite of having excess 
countable resources is described below: 

Undue hardship exists when the Agency determines by clear and con­
vincing evidence that the institutionalized spouse lacks the right, 
authority, or power to access the excess countable resources attrib­
uted to such spouse under §1924 (c)(2), and ineligibility for Medi­
caid benefits will result in non- receipt of necessary medical servic­
es. 

In determining the existence of "undue hardship" Medicaid will con­
sider all circumstances involving the situation of the individual, 
including but not limited to the following: 

1. Whether the individual or his/ her repre s entative has exhausted all 
reasonable efforts to obtain and utilize the resources in question; 
or 

2. Whether the individual or his/ her representative has exhausted all 
reasonable efforts to meet his/ her n e eds from all other available 
sources; or 

3. Whether the individual has been determined to be a person in need of 
c a r e and protection pursuant to the Adult Protective Services Act, 
Alabama Code (1975) §38-9 - 1, et seq. 

TN No. AL-90-2 1 
Supersedes 
TN No. AL-90-4 

Approval Date 07 / 26/ 90 Effective Date 04/01/90 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

INCOME AND RESOURCE REQUIREMENTS FOR TUBERCULOSIS (TB) 
INFECTED INDIVIDUALS 

For TB infected individuals under section 1902(z)(l) of the Act, the income 
and resource eligibility levels are as follows: 

TN No. AL-96-05 Approval Date \.3-13-n;J Effective Date 01-01-96 
· oerse~i~ZJ-J;~ 1 . No . . - . . 
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ST ATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State: Alabama 

ELIGIBILITY UNDER SECTION 1931 OF THE ACT 

The State covers low-income families and children under section 1931 of the act. 

The following groups were included in the AFDC State Plan effect July 16, 1996: 

Pregnant women with no other eligible children. 

AFDC children age 18 who are full-time students in a secondary school or in the 
equivalent level of vocational or technical training. 

In determining eligibility for Medicaid, the agency uses the AFDC standards and 
methodologies in effect as of July 16, 1996, without modification. 

_X_ In determining eligibility for Medicaid, the agency uses the AFDC standards and 
methodologies in effect as of July 16, 1996, with the following modifications. 

TN No. AL-03-05 
Supersedes 
TN No. AL-97-05 

The agency applies lower income standards which are no lower than the 
AFDC standards in effect on May 1, 1988, as follows: 

The agency applies higher income standards than those in effect as of 
July 16, 1996, increased by no more than the percentage increases in the 
CPI-U ssince July 16, 1996, as follows: 

The agency applies higher resource standards than those in effect as of 
July 16, 1996, increased by no more than the percentage increases in the 
CPI-U since July 16, 1996, as follows: 

__K_ The agency uses less restrictive income and/or resource methodologies 
than those in effect as of July 16, 1996, as follows: 

All resources are excluded 

All applicants and recipients with earnings will receive the 
earned income disregard of $30 and a 1/3 of the remainder for 12 
consecutive months 

Net income for self-employment and farming will be calculated 
using Schedule C and Schedule F respectively 

Approval Date 9/29/2003 Effective Date 08/0112003 
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Supplement 15 to 
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Disregard $1 for all applicants and recipients 

_X~_ The income and/or resource methodologies that the less restrictive 
methodologies replace are as follows: 

Exclusion of one vehicle per licensed driver 

$1,000 disregard of the equity value of countable resources with 
a $1,000 resource limit 

The $30 and 1/3 of the remainder earned income disregard for 4 
months and the $30 disregard for 8 months is applicable for 
certain applicants and recipients with earnings 

Use the farm income report or 45% of the gross income as a 
standard expense figure to determine net income exception use 2 
cent per pound for net income from broilers and use the itemized 
expense method in determining net income 

Income limit for eligibility was less than the Medicaid Standard 

The agency terminates medical assistance (except for certain pregnant 
women and children) for individuals who fail to meet T ANF work 
requirements. 

The agency continues to apply the following waivers of provisions of 
Part A of Title IV in effect as of July 16, 1996, or submitted prior to 
August 22, 1996, and approved by the Secretary on or before July 1, 
1997. 

Approval Date 912912003 Effective Date 08/01/2003 
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 STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 

State:  ALABAMA   

 

ASSET VERIFICATION SYSTEM 

 

1940(a) 1. The agency will provide for the verification of assets for 

of the Act  purposes of determining or redetermining Medicaid eligibility for aged, blind and 

disabled Medicaid applicants and recipients using an Asset Verification System 

(AVS) that meets the following minimum requirements. 

 

A. The request and response system must be electronic: 

 

(1) Verification inquiries must be sent electronically via the internet or 

similar means from the agency to the financial institution (FI). 

(2) The system cannot be based on mailing paper-based requests. 

(3) The system must have the capability to accept responses 

electronically. 

 

B. The system must be secure, based on a recognized industry standard of 

security (e.g., as defined by the U.S. Commerce Department’s National 

Institute of Standards and Technology, or NIST). 

 

C. The system must establish and maintain a database of FIs that participate 

in the agency’s AVS. 

 

D. Verification requests also must be sent to FIs other than those identified 

by applicants and recipients, based on some logic such as geographic 

proximity to the applicant’s home address, or other reasonable factors 

whenever the agency determines that such requests are needed to 

determine or redetermine the individual’s eligibility. 

 

E. The verification requests must include a request for information on both 

open and closed accounts, going back up to 5 years as determined by the 

State. 

 

 

 

 

 

 

 

 

 

                                                                                                                                                                          

TN No.: AL 13-004    Approval Date:  05-28-13                     Effective Date: April 1, 2013               

Supersedes  

TN No.:  New  



Revision: SUPPLEMENT 16 TO ATTACHMENT 2.6-A 

 Page 2 

 

 

 

 

 

 STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 

State:  ALABAMA    

 

ASSET VERIFICATION SYSTEM 

 

 

2. System Development 

 

   A. The agency itself will develop an AVS.   

 

     In 3 below, provide any additional information the agency wants to 

include. 

 

 X  B.  The agency will hire a contractor to develop an AVS.  

 

     In 3 below provide any additional information the agency wants to 

include. 

 

   C. The agency will be joining a consortium to develop an AVS. 

 

     In 3 below, identify the States participating in the consortium.  Also, 

provide any other information the agency wants to include pertaining 

to how the consortium will implement the AVS requirements. 

 

   D. The agency already has a system in place that meets the requirements 

for an acceptable AVS. 

 

     In 3 below, describe how the existing system meets the requirements 

in Section 1. 

 

   E. Other alternative not included in A. – D. above. 

 

       In 3 below, describe this alternative approach and how it will meet 

the requirements in Section 1. 
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 STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 

State:  ALABAMA   

 

ASSET VERIFICATION SYSTEM 

 

 

3. Provide the AVS implementation information requested for the implementation 

approach checked in Section 2, and any other information the agency may want to 

include. 

  

 In order to implement the requirements of an Asset Verification System (AVS), the 

Alabama Medicaid Agency will select a contractor through the Request for Information 

(RFI) process.  The contractor will have the capacity, requisite experience and expertise 

to provide the AVS services for the state of Alabama, in accordance with the provisions 

and requirements set forth in Section 1040 of P.L. 110-252.  The contactor will ensure the 

quality of services provided, take necessary steps to make any corrections noted timely 

and will meet or exceed specific and measurable performance standards as outlined in the 

RFI. The system will comply with the national standards prescribed by the Health 

Insurance Portability and Accountability Act of 1996 and the Balanced Budget Act of 

1997 and will be kept in compliance with new and modified requirements.    

 

 Alabama will prepare and issue an RFI in July 2013 for the purpose of identifying 

qualified vendors and gaining an understanding of the cost and system changes that will 

be necessary to implement in AVS.   
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STA TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State ALABAMA 

DISQUALIFICATION FOR LONG-TERM CARE ASSISTANCE FOR INDIVIDUALS WITH 
SUBSTANTIAL HOME EQUITY 

1917(£) The State agency denies reimbursement for nursing facility services and other 
long-term care services covered under the State plan for an individual who does 
not have a spouse, child under 21 or adult disabled child residing in the 
individual's home, when the individual ' s equity interest in the home exceeds the 
following amount: 

x $500,000 (increased by the annual percentage increase in the urban 
component of the consumer price index beginning with 2011, 
rounded to the nearest $1,000). 

__ An amount that exceeds $500,000 but does not exceed $750,000 
(increased by the annual percentage increase in the urban component of 
the consumer price index beginning with 2011 , rounded to the nearest 
$1,000). 

The amount chosen by the State is - - - - - - --

__ This higher standard applies statewide. 

_ _ This higher standard does not apply statewide. It only 
applies in the following areas of the State: 

_ _ This higher standard applies to all eligibility groups. 

_ _ This higher standard only applies to the following 
eligibility groups: 

The State has a process under which this limitation will be waived in cases of 
undue hardship. 

TNNo. 06-006 
Supersedes 
TNNo. New 

Approval Date: 01124/07 Effective Date: 12/01 /06 



Revision: MSA-PI-75-3 
August 20, 1974 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Alabama 

STANDARDS FOR OPrIONAL STATE SUPPLEMENTARY PAYMENTS 

Attachment 2.6-B 

I. Aged, blind, and disabled recipients of optional State supplementary 
payments are eligible for medical assistance as categorically needy 
under this plan. The payments meet the four conditions specified in 
45 CFR 248.2(d), that is, they are: 

A. Regular, in cash, and based on need; 

B. Available on a Statewide basis; 

C. Made to reasonable classifications of individuals who, except for 
the level of their income, would be eligible for an SSI payment, 
as described in the supplement to this ATTACHMENT; and 

D. Equal to the difference between income and the financial standard 
used to determine eligibility for the supplement. 

:r. There are variations in the payment levels by political subdivisions. 

li/ No. 

~ Yes, as described below: 
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SUPPLEMENT TO ATTACHMENT 2.6-8 - STATE-ADMINISTERl:D OPTIONAL STATE SUPPLEMENT: PAYMENT GROUPS: 
NEED & PAYMENT LEVELS: ADDITIONAL DISREGARDS: ADDITIONAL ELIGIBILITY CRITERIA 

COVERAGE GROUPS 

I. 

Cerebral palsy treatment 
center -
Individual 
Couple 

*Living in home with per­
sonal care -
Individual 
Couple 

MAXIMUM NEEDS 
CONSIDERED 

$392 1/ 
784 II 

40 
80 . 

B in 

40 
80 

State A 1 abama 

$392 
784 

40 
80 . 

40 
80 

None 
None 

None 
None 

RE RESTRiCTIVE E IGIBILITY 
·_ .. .... - ·-·· ·-· - CRITERIA 

None 
None 

None 
None 

None 
None 

None 
None 

None 
None 

None 
None 

: **Living in home with per­
sonal care -
Individual 
Couple 

lf Disabled only 

60 
120 

60 
120 

60 
120 

60 
·120 

None 
None 

*Effective S/l/81 Needs considered and payment made are in addition to SSI FBR. 

**Effective 7/l/81 Needs considered an·d payment made are in addition to SSI FBR. 

None 
None 

None 
None 

None 
None 

- --- - ---~---·- - - · -'.----- .. - .. -· ---

l 

j 
. .._) 



SUPPLEMErn TO ATTACHMErH 2.6-B - STi-\TE-ADMiiHSTERED OPTIONAL STATE SUPPLEMENT: PAYHEIH GROUPS: 

I 

I 
I 
I 

INCOME LEVELS: ADDITIONAL DISREGARDS: ADDITIONAL ELIGIBILITY CRITERIA 

Payment Categories 

, 
I 

Aqed-Blind-Disabled 

Skilled Nursing Facility 
Mental Hospital 
Tuberculosis Hospital 

Intermediate Care F ac i l ity and 
Intermediate Care Facility for 
Mentally Retarded 

Effective October l, 1981 

Page 2 

MEDICAL INSTITUTIONS AND INTERMEDIATE CARE FACILITIES 
State: Alabama 

I 

2 3 4 
Individual Couple 

Gross Net Gross 

300% 
of SSI $794. 10 -SPA 

$794.10 

300% 
of SSI $794. 10 -

the SPA 
$794.10 

5 

Net 

-

-

--

Additional More Restrictive 
disregard Eligibility Criteria 

6 7 

none 

none 

I 

I 
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                 APRIL 1990                              Attachment 3.1-A 

            Page 1 

                                                     OMB NO: 0938-0193 

 

               State/Territory:  Alabama              

 

 

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL 

CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

 

1.   Inpatient hospital services other than those provided in an institution for mental diseases. 

                                              

     Provided:  /X / No limitations      /__/ With limitations* ** 

                 

2.a. Outpatient hospital services. 

                                              

     Provided:  /X  / No limitations      / / With limitations* ** 

                                                        

    b.  Rural health clinic services and other ambulatory services furnished by a rural health clinic.   

 (Which are otherwise included in the  

 State Plan). ## 

                                                

           / X/ Provided:  /  / No limitations   / X/ With limitations* ** 

                                                                 

           /  / Not provided. 

 

       c.  Federally qualified health center (FQHC) services and other ambulatory services 

that are covered under the plan and furnished by an FQHC in accordance with 

section 4231 of the State Medicaid Manual (HCFA-Pub. 45-4). 

                                              

     Provided:  /  / No limitations      / X/ With limitations* ** 

                                                              

    d.  This item deleted as per HCFA-PITN-MCD-4-92 

 

3. Other laboratory and x-ray services. 

                                              

     Provided:  /  / No limitations      / X/ With limitations* ** 

                                                             

##Via HCFA-PITN-MCD-4-02 

 #Limitations are the same as defined in 2.c above. 

 

**Additional medically necessary services beyond limitations are covered for children 

under 21 years of age referred through the E.P.S.D.T. Program. 

 

 *Description provided on attachment. 

 

 

___________________________________________________________________ 

TN No. AL-13-016 

Supersedes                 Date Approved:  December 2, 2014                     Effective Date 10/01/13 
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                        Limitation of Services 

 

 1. Inpatient Hospital Services other than those provided in an Institution for Mental 

Diseases. 
 

      Additional medically necessary services beyond limitations are covered for children 

under 21 years of age that are eligible for E.P.S.D.T. services. 

 

   

 Covered inpatient hospital services are inclusive of services performed by hospital 

based Certified Registered Nurse Anesthetists (CRNAs). 

 

 Inpatient Hospital services are provided without limitations and in accordance with  

 42 CFR 440.10. 
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Limitation of Services 

 

 

2.a. Outpatient Hospital Services 

 

Additional medically necessary services beyond limitations are covered for 

children under 21 years of age that are eligible for E.P.S.D.T. services 

 

Covered outpatient hospital services are inclusive of services performed by 
hospital based Certified Registered Nurse Anesthetists (CRNAs). 

 

Outpatient hospital services are provided in accordance with 42 CFR 440.20. 
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                        Limitations of Service 

 

 

2.b.   Rural Health Clinic Services 

 

       Additional medically necessary services beyond limitations are 

       covered for children under 21 years of age that are eligible 

       for E.P.S.D.T. services. 

 

       Effective Date:  10/01/93 

       Rural Health Clinic Services and Other Ambulatory Services 

       furnished by a Rural Health Clinic.  (Which are otherwise 

       included in the State Plan). 

 

       Services covered under the Rural Health Clinic Program 

  (Independent and Provider-Based Rural Health Clinics) are any 

  medical services typically furnished by a physician in an 

  office or in a physician home visit.  Services provided by a 

  Rural Health Clinic may be provided by a physician, physician 

  assistant, nurse practitioner, nurse midwife, specialized 

  nurse practitioner, clinical psychologist, or clinical social 

  worker.  Each recipient is limited to 14 medical visits per 

  calendar year as described in numbered item 5a of Attachment 

  3.1-A. 

 

  In Independent Rural Health Clinics, other ambulatory services 

  (dental services, eyeglasses, hearing aids, prescribed drugs, 

  prosthetic devises, and durable medical equipment are not defined 

  as Rural Health Clinic services but are covered separately under 

       the reimbursement practice utilized in other settings under the 

  State Plan. 

 

  Other ambulatory services provided in Provider-Based Rural 

  Health Clinics are covered as clinic services. 

 

 

 

 

 

 

 

 

 

_______________________________________________________________________ 
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                         Limitations of Services 

 

 

2.c.   Federally Qualified Health Center Services 
 

       Additional medically necessary services beyond limitations  

       are covered for children under 21 years of age that are eligible 

       for E.P.S.D.T. services. 
 

       Effective Date: 10/01/93 
       Federally Qualified Health Center (FQHC) Services and Other  

 Ambulatory Services that are covered under the plan and furnished by an  

 FQHC in accordance with section 4231 of the State Medicaid Manual  

 (HCFA-Pub. 45-4). 

 

  Services provided by an FQHC include services provided by a  

       physician, physician assistant, nurse practitioner, nurse  

       midwife, clinical psychologist, clinical social worker, and  

       services and supplies incidental to such services as would  

       otherwise be covered if furnished by a physician as an incidental 

       to a physician service.  Any other ambulatory services  

       offered by the center which are included in the State Plan are  

       covered.  Each recipient is limited to 14 medical visits per  

       calendar year as described in numbered item 5a of Attachment  

       3.1-A. 

 

  Dental services, family planning, prenatal, and EPSDT  

  encounters in FQHC's are limited as described in Attachment  

  3.1-A in the State Plan. 

 

  Inpatient services provided by FQHC's are limited as  

  described in numbered item 5b of Attachment 3.1-A. 

 

 

 

 

 

 

 

 

 

 

_________________________________________________________________________ 
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Limitation of Services 
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3. Other laboratory and x-ray services. 

 

  Effective Date:  01/01/94 
  Professional component of clinical lab services is  

  reimbursable only if ordinarily performed by the physician  

  and directly contributes to diagnosis or treatment of an  

  individual patient. 
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          AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL 

CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

 

4.a. Nursing facility services (other than services in an institution for mental diseases) for 

individuals 21 years of age or older. 

                                           

     Provided:  /  / No limitations   / X/ With limitations* ** 

 

  b. Early and periodic screening, diagnostic and treatment services for individuals under 21 

years of age, and treatment of conditions found. 

                                           

     Provided:  /  / No limitations   / X/ In excess of  

       Federal requirements* ** 

 

4.c. Family planning services and supplies for individuals of 

     child-bearing age. 

                                           

     Provided:  /  / No limitations   / X/ With limitations* ** 

  

5.a. Physicians' services whether furnished in the office, the patient's home, a hospital, a 

nursing## facility or elsewhere . 

                                           

     Provided:  /  / No limitations   / X/ With limitations* ** 

 

  b. Medical and surgical services furnished by a dentist (in 

     accordance with section 1905(a)(5)(B) of the Act). 

                                          

     Provided:  /  / No limitations  / X/ With limitations* ** 

 

6.   Medical care and any other type of remedial care recognized 

     under State law, furnished by licensed practitioners within 

     the scope of their practice as defined by State law. 

 

  a. Podiatrists' services. 

                                               

    / X/ Provided:/  / No limitations / X/ With limitations* ** 

          

    /  / Not provided. 

 

##Via HCFA-PITN-MCD-4-92 

**Additional medically necessary services beyond limitations are 

  covered for children under 21 years of age referred through the 

  E.P.S.D.T. Program. 

 

*Description provided on attachment. 
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4.   Nursing facility services (other than services in an  

 institution for mental diseases) for individuals 21 years of  

 age or older. 
 

  Effective Date: 04/01/91 
     a.  Nursing Facility Services for Individuals 21 years of Age  

  and Older must be prior authorized.  Prior Authorization  

  will be based on medical necessity. 

 

 Services included in basic (covered) nursing home charges. 

 

(1) All nursing services to meet the total needs of the patient including 

  treatment and administration of medications ordered by the physician. 

 

(2) Personal services and supplies for the comfort and cleanliness of the patient.   

 These include assistance with eating, dressing, toilet functions, baths, brushing 

 teeth, combing hair, shaving and other services and supplies necessary to permit  

 the resident to maintain a clean, well-kept personal appearance. 

 

(3) Room (semi-private or ward accommodations) and board, including special diets  

 and tubal feedings necessary to provide proper nutrition.  This includes feeding  

 residents unable to feed themselves. 

 

(4)   All services and supplies for incontinent residents. 

 

(5) Bed and bath linens, including linen savers such as cellupads, and diapers. 

 

(6) Nursing and treatment supplies as ordered by the resident's physician or as  

 required for quality nursing care.  These include, but are not limited to, needles, 

 syringes, catheters, catheter trays, drainage bags, indwelling catheters, enema bags, 

 sterile and non-sterile dressings, special dressings (such as ABD pads and  

 pressure dressings) intravenous administration sets, normal intravenous fluids  

 (such as glucose, D5W, D10W). 

 

(7) Safety and treatment equipment such as bed rails, standard walkers, standard  

 wheelchairs, intravenous administration stands, suction apparatus, and other items   

generally provided by nursing facilities for the general use of all residents. 

 

(8) Sterile and non-sterile dressings and medications for prevention and treatment 

  of bed sores. 

 

 

 

 

___________________________________________________________________ 
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4.    Nursing facility services (other than services in an  

  institution for mental diseases) for individuals 21 years  

  of age and older.  (Continued) 
 

      Effective Date:  10/01/93 
4.a. (9) Medically necessary Over-the-Counter (non-legend) drug  

 products prescribed or ordered by a physician. 

 

   (10) Personal apparel laundry services. 

 

4.b.       Early and periodic screening, diagnosis and treatment  

  services for individuals under 21 years of age, and  

  treatment of conditions found. 
 

      Effective Date:  04/01/90 
(1) Screening schedules will be in accordance with those described for well-child  

care in the Guidelines for Health Supervision of American Academy of Pediatrics.  

Periodic screenings are recommended at ages:  1 month, 2 months, 4 months,  

6 months, 9 months, 12 months, 15 months, 18 months, 2 years, 3 years, 4 years,  

5 years, 6 years, 8 years, 10 years, 12 years, 14 years, 16 years, 18 years, and 20 years. 

 

Interperiodic screenings will be covered when medically necessary for other necessary 

health care, diagnostic services and treatment to correct or ameliorate defects, and  

physical and mental illnesses and conditions. 

 

The State will inform all Medicaid eligible recipients under twenty-one (21) years  

of age about the EPSDT Program. 

 

     Effective Date: 04/01/90 
(2) Vision Services.  Periodic visual services shall include  

at least one comprehensive eye examination and eyeglasses  

each calendar year.  Additional subjective screenings and  

interperiodic examinations and eyeglasses are available as  

needed when medically necessary to diagnose, ameliorate  

and treat defects in vision. 

 

     Effective Date: 04/01/90 
(3) Dental Services.  A complete oral examination including prophylaxis and fluoride 

treatment are authorized every six calendar months.  Routine dental services are 

covered.  Additional subjective, standard, and interperiodic dental screenings are  

available as needed, and without limitations when medically necessary to diagnose, 

ameliorate, treat and correct abnormal oral conditions. 

 

___________________________________________________________________ 
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           4.b.   Early and periodic screening, diagnosis and treatment services for individuals 

under 21 years of age, and treatment of conditions found. --- (Continued) 
 

          Effective Date:  04/01/90 
     (4)   Hearing Services.  Periodic hearing services shall include at least one 

 comprehensive audiological test each calendar year.  Additional subjective 

 screenings and interperiodic examinations are available as needed when 

 medically necessary to diagnose, ameliorate and treat defects in hearing. 

 

          Effective Date:  01/01/92 
  (5)   Unlimited coverage is provided for medically necessary health care, diagnostic, 

treatment and/or other measures which are necessary to correct or ameliorate 

defects, physical and mental illnesses and conditions discovered during or as a 

result of an EPSDT screening, whether or not such services exceed benefit 

limits stated in the State Plan.  The following services are covered under the 

State plan if provided as a result of an EPSDT referral:  chiropractic, Christian 

Science, occupational therapy, physical therapy, podiatry, private duty nursing, 

psychology, speech-language-hearing therapy and transplants (heart-lung, 

pancreas-kidney and lung), air ambulance, and personal care services. 

 

          Effective Date:  01/01/90 
   (6)   Eyeglasses.  One pair of glasses per calendar year is authorized for recipients 

eligible for treatment under the Early and Periodic Screening, Diagnosis and 

Treatment (EPSDT) program.  Additional eyeglasses may be provided when 

medically necessary and supported by medical documentation. 

 

          Effective Date:  10/01/91 
   (7) Adolescent Pregnancy Prevention educational services are performed only by a 

  qualified provider to non-pregnant recipients of child bearing age who are     

  eligible for treatment under the Early and Periodic Screening Diagnosis and 

  Treatment (EPSDT) Program, regardless of sex or previous pregnancy.  There is  

  no limit on the number of visits. 

 

 Effective Date:  04/01/2012 

(8)   Medicaid Services Provided in Schools - Individuals receiving Medicaid services 

in schools have freedom of choice of qualified licensed providers as established in 

1902(a)(23) of the Act.  Individuals also have the right to receive Medicaid 

services outside of the school setting. 

 

 

 

 

 

 

 

 

_____________________________________________________________________ 

TN No. AL-12-003 

Supersedes  Approval Date:  08-02-13 Effective Date:  04/01/12 

TN No. AL-94-9                                             



  

  

     AL-12-003 

                                                Attachment 3.1-A 

                                                      Page 2.4b.1 

 

103.5.1 Audiology Services 

Service Description: Audiology services documented in the IEP include, but are 

not limited to evaluations, tests, tasks and interviews to identify hearing loss in a 

student whose auditory sensitivity and acuity are so deficient as to interfere with 

normal functioning.  

 

Professional Qualifications:  

Audiology services must be provided by: 

 A qualified audiologist who meets the requirements of, and in 

accordance with, 42 CFR §440.110(c), and other applicable state and 

federal law or regulation; 

 

 A licensed/certified audiology assistant when the services are provided 

in a school setting and when these providers are acting under the 

supervision or direction of a qualified Audiologist in accordance with 42 

CFR §440.110 and other applicable state or federal law. 

 

103.5.2 Occupational Therapy  

Service Description: Occupational Therapy services documented in the IEP 

include, but are not limited to:  

 

1. Evaluation of problems which interfere with the student's functional 

performance  

2. Implementation of a therapy program or purposeful activities which are 

rehabilitative, active or restorative as prescribed by a licensed 

physician.  

 

These activities are designed to:  

a. improve, develop or restore functions impaired or lost through illness, 

injury or deprivation,  

b. improve ability to perform tasks for independent functioning when 

functioning is impaired or lost, 

 

c. prevent, through early intervention, initial or further impairment or loss 

of function,  

d. correct or compensate for a medical problem interfering with age 

appropriate functional performance.  
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Professional Qualifications:  

 Must be licensed by the Alabama State Board of Occupational Therapy    

     and meet the requirements of, and in accordance with, 42 CFR    

     §440.110(b); 

 Occupational therapy assistants may assist in the practice of  

     occupational therapy only under the supervision of an OT.  

    Occupational therapy assistants must have an Associate of Arts degree  

    and must be licensed by the Alabama State Board of Occupational  

    Therapy. Supervision of certified OT assistants must include one-to-one  

    on-site supervision at least every sixth (6th) visit. Each supervisory visit  

    must be documented and signed by the OT making the visit.  

 

All services must be performed within the scope of services as defined by the 

licensing board.  

 

103.5.3 Physical Therapy  

Service Description: Physical Therapy services documented in the IEP include, 

but are not limited to:  

 

1.   Evaluations and diagnostic services  

2.   Therapy services which are rehabilitative, active,       

      restorative. These services are designed to correct or   

      compensate for a medical problem and are directed toward  

      the prevention or minimization of a disability, and may  

      include:  

   a. developing, improving or restoring motor  

                                       function  

   b. controlling postural deviations  

   c. providing gait training and using assistive  

                                       devices for physical mobility and dexterity  

   d. therapeutic exercises and procedures.  

 

Professional Qualifications: Must be licensed by the Alabama Board of Physical 

Therapy and meet the requirements of, and in accordance with, 42 CFR 

§440.110(a). Physical therapy assistants may provide services only under the 

supervision of a qualified physical therapist. PT assistants must be licensed by the 

Alabama Board of Physical Therapy. Supervision of licensed PT assistants must 

include one-to-one on-site supervision at least every sixth (6th) visit. Each 

supervisory visit must be documented and signed by the PT.  

 

All services must be performed within the scope of services as defined by the 

licensing board.  
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103.5.4 Counseling Services 

 

Service Description:   

Counseling services are available to Medicaid-eligible recipients under the age of 

21 years, who are eligible for Early and Periodic Screening, Diagnosis, and 

Treatment (EPSDT), and for whom the services are medically necessary.  

Medically necessary EPSDT services are health care, diagnostic services, 

treatment, and other measures described in section 1905(a) of Title XIX of the 

Social Security Act and, 42 CFR 440.130,  that are necessary to correct or 

ameliorate any defects and physical and mental illnesses and conditions. These 

services are intended for the exclusive benefit of the Medicaid eligible child, 

documented in the IEP, and include but are not limited to: 

                                                                                                                                                

1. Services may include testing and/or clinical observations as appropriate for 

chronological or developmental age. Such services are provided to:  

 

a. Assist the child and/or parents in understanding the nature of the 

child's disability; 

b.  Assist the child and/or parents in understanding the  special needs of 

the child; 

c.  Assist the child and/or parents in understanding the child's 

development 

 

2. Health and behavior interventions to identify the psychological, behavioral, 

emotional, cognitive, and social factors important to the prevention, treatment, 

or management of physical health problems.  Qualified professionals may 

incorporate the following examples as a form of service.   These examples are 

also recognized by the American Psychological Association as a therapeutic 

form of service. Qualified providers can determine the type of modalities that 

can be utilized based on the condition and treatment requirements of each 

individual and are not limited to these examples.   

 

A. Cognitive Behavior Modification- This is a therapeutic approach that 

combines the cognitive emphasis on the role of thoughts and attitudes 

influencing motivations and response with the behavioral emphasis on 

changing performance through modification of reinforcement contingencies. 

 

B.  Rational-emotive therapy- A comprehensive system of personality change 

based on changing irrational beliefs that cause undesirable, highly charged 

emotional reactions such as severe anxiety. 
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C. Pyschotherapy- Any of a group of therapies, used to treat psychological 

disorders, that focus on changing faulty behaviors, thoughts, perceptions, and 

emotions that may be associated with specific disorder.  Examples include. 

individual interactive psychotherapy using play equipment, physical devices, 

language interpreter or other mechanisms of non-verbal communication, 

family therapy and sensory integrative therapy. 

 

3. Assessing needs for specific counseling services. 

  

Professional Qualifications:   

Counseling services may be provided by:  

 

 Licensed Psychologist;  

 Licensed Psychological Associate; 

 Licensed Certified Social Worker; 

 Licensed Marriage and Family Therapist; 

 Licensed Professional Counselor; 

 Licensed Psychiatrist 

 Registered nurse who has completed a master’s degree in psychiatric 

nursing; 

 Licensed School Psychologist when the services are provided in a school 

setting; or 

 Licensed Specialist in School Psychology when the services are provided 

in a school setting. 

 

103.5.5 Personal Care Services 

Service Description:  

                                                                                                                            

EPSDT services are health care, diagnostic services, treatments, and other 

measures necessary to correct or ameliorate defects and physical and mental 

illnesses and conditions. 

 

Personal care services are support services furnished to a client who has physical, 

cognitive or behavioral limitations related to the client's disability or chronic 

health condition that limit the client's ability to accomplish activities of daily 

living ADLs), instrumental activities of daily living (IADLs), or health-related 

functions. Personal care services provided to students on specialized 

transportation vehicles are covered under this benefit. Services must be authorized 

by a physician in accordance with a plan of treatment or (at the State's option) in 

accordance with a service plan approved  
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by the State.  Personal care services may be provided in an individual or group 

setting, and must be documented in the IEP/IFSP.  

 

 

Professional Qualifications:   

 

Individuals providing personal care services must be a qualified provider in 

accordance with 42 CFR 5 440.167, who is 18 years or older, has a high school 

diploma or GED, and has been trained to provide the personal care-services 

required by the client. Training is defined as observing a trained employee on a 

minimum of three patients and verbalization of understanding the personal care 

service. When competence cannot be demonstrated through education and 

experience, individuals must perform the personal assistance tasks under 

supervision.  

 

Personal care services will not be reimbursed when delivered by someone who is 

a legally responsible relative or guardian.  Service providers include: individual 

attendants, attendants employed by agencies that meet the state requirements. 

Special education teachers and special education teacher's aides can qualify as 

personal care worker. They must demonstrate the services they are providing meet 

the personal care service definition that the personal care service is documented in 

the IEP, and their services are to assist the student is accomplishing ADL and 

IADL and not activities that support education or instruction.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

_____________________________________________________________________ 

TN No. AL-12-003 

Supersedes  Approval Date:  08-02-13 Effective Date:  04/01/12 

TN No. NEW                                             



  

  

          AL-12-003 

                                                Attachment 3.1-A 

                                                   Page 2.4b.6 

103.5.6 Speech/Language Services  

 

Service Description: Speech/language therapy services documented in the 

student's IEP include, but are not limited to:  

1. Diagnostic services  

2. Screening and assessment  

3. Preventive services  

4. Corrective services  

 

Speech therapy services may be provided in an individual, group or family 

setting. The number of participants in the group should be limited to assure 

effective delivery of service.  

 

Professional Qualifications:  

Speech and language services must be provided by: 

 

 A qualified speech/language pathologist (SLP) who meets the 

requirements of, and in accordance with, 42 CFR §440.110(c), and other 

applicable state and federal law or regulation; 

 

 American Speech-Language-Hearing Association (ASHA) certified 

SLP with Alabama license and ASHA-equivalent SLP (i.e., SLP with 

master's degree and Alabama license) when the services are provided in a 

school setting; or 

 

 A provider with a state education agency certification in speech 

language pathology or a licensed SLP intern when the services are 

provided in a school setting and when these providers are acting under the 

supervision or direction of a qualified SLP in accordance with 42 CFR 

§440.110 and other applicable state or federal law. 

 

 

All services must be performed within the scope of services as defined by the 

licensing board. 
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103.5.7  Nursing Services 
 

Service Description:   

Nursing services outlined in this section of the state plan are available to 

Medicaid eligible recipients under the age of 21 years, who are eligible for 

Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) services and 

for whom the service is medically necessary, and these services must be 

documented in the IEP/IFSP. 

 

Nursing services are defined as the promotion of health, prevention of illness, 

and the care of ill, disabled and dying people through the provision of services 

essential to the restoration of health. 

 

Professional Qualifications: 

The Licensed Practical Nurse and Registered Nurse shall be licensed but the 

State of Alabama to provide the services and practice within the Alabama 

Board of Nurse Examiners.  Nursing services must be provided by a qualified 

nurse who meets qualification requirements of, and in accordance with, 42 

CFR 440.60 and, on a restorative basis, under 42 CFR 440.130(d), including 

services delegated in accordance with the Alabama Board of Nurse Examiners 

to individuals who have received appropriate training from a RN , including 

nursing services delivered by advanced practice nurses (APNs) including 

nurse practitioners (NPs) and clinical nurse specialists (CNSs), registered 

nurses (RNs), licensed vocational nurses (LVNs), licensed practical nurses 

(LPNs).   
 

103.5.8 Specialized Transportation Services 
 

Service Description: 

Specialized transportation services include transportation to receive Medicaid 

approved school health services.  This service is limited to transportation of 

covered, authorized services in an IEP or IFSP. 

 

1) The special transportation is Medicaid reimbursable if: 

a. It is provided to a Medicaid eligible EPSDT child who is 

a student in a public school in Alabama; 
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b. It is being provided on a day when the child receives a 

prior authorized covered service; 

c. The student’s need for specialized transportation 

services is documented in the child’s plan of care, IEP or 

IFSP; and 

d. The driver has a valid driver’s license 

 

2) Specialized transportation services are defined as transportation  

that requires a specially equipped vehicle, or the use of 

specialized equipment to ensure a child is taken to and from the 

child’s residence to school or to a community provider’s office 

for prior authorized  related services: 

 

a. Medical Services provided in School: Transportation 

provided by or under contract with the school, to and 

from the students place of residence, to the school where 

the student receives one of the health related services 

covered by Title XIX; 

b. Medical Service provided off- site: Transportation 

provided by or under contract with the school from the 

students place of residence to the office of a medical 

provider who has a contract with the school to provide 

one of the health related services covered by the Title 

XIX; 

 

i. Transportation from school to the offsite 

service and back to school is 

reimbursable. No home to school 

transportation is reimbursed when the 

ride is from school to the medical 

service and back to school. 

ii. Transportation from school to the offsite 

medical service and to home is 

reimbursable if the offsite medical 

appointment takes place and it is not 

feasible to return to school in time for 

child to be transported back home. 

 

3) Specialized transportation services will not be Medicaid 

reimbursable if the child does not receive a Medicaid covered 

service on the same day.  When claiming these costs as direct 

services, each school district is responsible for maintaining 

written  
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documentation, such as a trip log, for individual trips provided.  

No payment will be made to, or for parents providing 

transportation. 

 

4) In cases where Personal Care Services are provided as part of 

the Specialized Transportation Service for a student, the cost of 

this service is covered under the Personal Care Services benefit 

described in Section 103.5.5; provided that the personal care 

service provider meets the qualifications defined in this section. 
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4.c. Family planning services and supplies for individuals of  

 child-bearing age. 
 

           Effective Date:  07/01/93 
(1) Family planning services are limited to those services and supplies that prevent or 

delay pregnancy. 

 

(2) The initial/annual physical examination visit is limited to one visit every 365 

days.  Lab services such as hemoglobin/hematocrit and urine check (dipstick) are 

included in the visit.  The initial family planning visit is limited to one per 

provider per recipient. 

 

(3) Routine laboratory screening tests such as syphilis, gonorrhea culture, and Pap 

smear tests are covered only when provided during the initial/annual physical 

examination visit. 

 

(4) Periodic revisits are limited to no more than four (4) visits in a calendar year. 

 

(5) The family planning home visit is limited to one visit during the 60-day post 

partum period. 

 

(6) For recipients selecting the implant method of contraception, one physical 

examination with counseling is authorized prior to the implant procedure. 

 

(7) Sterilization procedures are limited to recipients meeting federal requirements for 

coverage, including the requirement to be at least twenty-one (21) years of age at 

the time of informed consent. 
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Tobacco Cessation Counseling Services for Pregnant Women 

 

4. d   1) Face-to-Face Tobacco Cessation Counseling Services provided (by):   

  

  X   (i) By or under supervision of a physician; and 

     

  X   (ii) By any other health care professional who is legally authorized to furnish 

such services under State law and who is authorized to provide Medicaid coverable 

services other than tobacco cessation services; or* 

 

___ (iii) Any other health care professional legally authorized to provide tobacco 

cessation services under State law and who is specifically designated by the Secretary 

in regulations.  (None are designated at this time; this item is reserved for future use.) 

 

*describe if there are any limits on who can provide these counseling services 

 

2) Face-to-Face Tobacco Cessation Counseling Services Benefit Package for 

Pregnant Women  

  

  Provided: __⁪ No limitations ⁪   X   With limitations* 

 

*Any benefit package that consists of less than four (4) counseling sessions per quit 

attempt should be explained below.  

  

  Please describe any limitations: 

 

The State’s benefit package will consist of a minimum of four (4) face-to-face tobacco 

cessation counseling sessions to pregnant women per year. 
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5a. Physician's services whether furnished in the office, the patient's home, a hospital,  

         a nursing facility or elsewhere.  All physician services that an optometrist is legally 

         authorized to perform are included in physicians’ services under this plan and are  

         reimbursed whether furnished by a physician or an optometrist. 
 

Effective Date: 02/01/2010 
1.     Physician visits in offices, hospital outpatient settings, nursing facilities, via telemedicine 

services, Federally Qualified Health Centers and Rural Health Clinics.  Within each 

calendar year each recipient is limited to no more than a total of 14 physician visits in 

offices, hospital outpatient settings, nursing facilities, via telemedicine services, 

Federally Qualified Health Centers, or Rural Health Clinics.  Visits counted under this 

quota will include, but not be limited to, visits for:  prenatal care, postnatal care, family 

planning, second opinions, consultations, referrals, psychotherapy (individual, family, or 

group), and care by ophthalmologists for eye disease.  Physician visits provided in a 

hospital outpatient setting that have been certified as an emergency do not count against 

the physician benefit limit of 14 per calendar year.  Telemedicine Services are defined as 

contact between a recipient and a physician relating to the health care diagnosis or 

treatment of the recipient through electronic communication.  This service must include 

an interactive audio and video telecommunications system which permits two-way 

communication between the distant site physician and the recipient. This service does not 

include a telephone conversation, electronic mail message, or facsimile transmission 

between the physician and recipient, or a consultation between two physicians. 

 

Effective Date: 01/01/92 
2.     Physician visits to hospital inpatients.  In addition to the 14 physician visits referred to in 

paragraph a. above, Medicaid covers up to 16 inpatient dates of service per physician, 

per recipient, per calendar year.  For purposes of this limitation, each specialty within a 

group or partnership is considered a single provider. 

 

Effective Date: 10/01/94 
3. Psychiatric evaluations or testing.  These are covered services when medically necessary 

and given by a physician in person.  Psychiatric evaluations or tests are limited to one per 

recipient, per physician, per calendar year.  These visits are counted as part of the yearly 

quota of 14. 

4. Psychotherapy visits.  These are covered services when medically necessary and given 

by a physician in person.  These visits are counted as part of the yearly quota of 14. 

5. Group therapy.  This is a covered service when the patient has a psychiatric diagnosis 

and the therapy is prescribed and performed by a physician in person.  These visits are 

counted as part of the yearly quota of 14. 

6. Family therapy.  This is a covered service when medically necessary for a recipient with 

a psychiatric diagnosis.  These visits are counted as part of the yearly quota of 14 for the 

recipient with the psychiatric diagnosis. 
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5a.  Physician's services whether furnished in the office, the patient's home, a 
hospital, a nursing facility or elsewhere.  (Continued)  

Effective Date:   01/01/2021  
7. Eyecare. Two complete eye examinations and work-ups for refractive error are 

authorized per calendar year for recipients eligible for treatment under the 
Early and Periodic Screening, Diagnosis and Treatment (EPSDT) program. Additional 
examinations are provided by prior authorization from the Alabama Medicaid Agency 
based on medical necessity. Visits for complete eye examinations do not count under 
the current office visit limitation. 

One complete eye examination and work-up for refractive error every two calendar 
years is authorized for all other Medicaid recipients. Visits for these purposes will not 
be counted under the current visit limitation. Additional examinations are provided by 
prior authorization from the Alabama Medicaid Agency based on medical necessity. 
Visits for complete eye examinations do not count under the current office visit 
limitation. 

Effective Date:  11/01/75 
8. Orthoptics. Orthoptics may be prior authorized by the Alabama Medicaid Agency 

when medically necessary. 

9. Out-of-State-Care. Except for those services which require prior approval as stated 
elsewhere in this State Plan (i.e. transplants, and select surgeries) medical care outside 
the state of Alabama will not require prior authorization by the Alabama Medicaid 
Agency. 

Effective Date:  11/01/75 
11. Prior authorized services. These are subject to all limitations of the Alabama Medicaid 

Program.  

12. Ancillary services: When performed by the physician, or by his staff under his 
supervision, can be billed by the physician without an office visit.  (Example:  Drug 
injection, laboratory and X-ray.) 

5b.    Medical and surgical services furnished by a dentist (in accordance with 
section 1905(a)(5)(B) of the Act). 

Effective Date:  01/01/92 
Medical and surgical care not related to teeth which is provided by a dentist is included in 
the physician visit limits as state in 5a above. 
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TN No. AL-21-0001      Approval Date: 03/24/2021 
Supersedes TN No. AL-12-010            Effective Date 01/01/2021  



  

  

   

 

          AL-94-23 

                                              Attachment 3.1-A 

                                              Page 2.6 

 

 

6.  Medical care and any other type of remedial care recognized  

     under State law, furnished by licensed practitioners within the  

     scope of their practice as defined by State law. 
 

6.a Podiatrists Services 

 

Effective Date: 01/01/92 

           Podiatrists' Services are provided only for E.P.S.D.T.  

  eligible children under the age of 21. 
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                AMOUNT, DURATION AND SCOPE OF MEDICAL 

 AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

 

   b. Optometrists' services.                                                 

      / / Provided:  /  / No limitations   / / With limitations* 

           

      / X / Not provided. 

 

   c. Chiropractors' services.                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

           

      /  / Not provided. 

 

   d. Other practitioners' services.           

      / X/ Provided:   Identified on attached sheet with description of limitations, if any. 

           

      /  / Not provided. 

 

 7.   Home health services. 

 

      Effective Date:  01/01/92 
a. Intermittent or part-time nursing services provided by a home health agency or by a registered 

       nurse when no home health agency exists in the area. 

                                            

      Provided:  /  / No limitations   / X/ With limitations* 

                                                            ** 

      Effective Date:  01/01/92 
   b. Home health aide services provided by a home health agency. 

                                            

      Provided:  /  / No limitations   / X/ With limitations* 

                                                            ** 

      Effective Date:  01/01/92 
   c. Medical supplies, equipment, and appliances suitable for use in 

      the home. 

                                            

      Provided:  /  / No limitations   / X/ With limitations* 

                                                            ** 

**Additional medically necessary services beyond limitations are covered for children under 21years 

    of age referred through the E.P.S.D.T. Program. 

 

 *Description provided on attachment. 
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       AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE 

          AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

 

 

   d. Physical therapy, occupational therapy, or speech pathology 

      and audiology services provided by a home health agency or 

      medical rehabilitation facility. 

                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

           

      /  / Not provided. 

 

8.    Private duty nursing services. 

                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

           

      /  / Not provided. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 *Description provided on attachment. 
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Limitation of Services 

 
6. Medical care and any other type of remedial care recognized under State law,  

furnished by licensed practitioners within the scope of their practice as defined by 
State law. (Continued). 
 
b. Effective Date: 10/01/2011 
 Optometrists’ Services 
 
 Optometrists’ services are not provided. 

 
Effective Date: 01/01/92 

c. Chiropractors' services 
 

Chiropractors' services are provided only for E.P.S.D.T. referred children under 
the age of 21. 

 
Effective Date: 10/01/00 

d. Other Practitioners' Services 
 

(1) Anesthesia services provided by qualified Certified Registered Nurse 
Anesthetists (CRNAs) or Anesthesiology Assistants (AAs) are covered 
services. 
 

Effective Date: 10/01/18 
 
(2) Applied Behavior Analysis services provided by a Licensed Behavior 

Analyst, a Licensed Assistant Behavior Analyst under the supervision of a 
Licensed Behavior Analyst, or by an unlicensed Registered Behavior 
Technician under the supervision of a Licensed Behavior Analyst or 
Licensed Assistant Behavior Analyst within the scope of their practice as 
defined by state law are covered for E.P.S.D.T. referred children under the 
age of 21. The scope of practice defined by state law for a Licensed 
Behavior Analyst and a Licensed Assistant Behavior Analyst permits 
supervision of an unlicensed Registered Behavior Technician. The 
licensed practitioner assumes professional responsibility for the services 
provided by an unlicensed Registered Behavior Technician or an Assistant 
Behavior Analyst. Claims must be submitted by the Licensed Behavior 
Analyst. 
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                       Limitation of Services 

 

1905(a)(6): Other Licensed Practitioner  

 

6.   Medical care and any other type of remedial care recognized under State law, 

furnished by licensed practitioners within the scope of their practice as defined by 

State law. (Continued). 

 

 Effective Date:  11/01/2010 

  (3)      Neonatal and Women’s Health Care Nurse Practitioner Services:  Providers in  

 these programs are limited to Registered Nurses who are certified as neonatal, or women’s  

 health care nurse practitioners. 

 

  

 Effective Date:  07/01/19 

       (4) A nurse practitioner who is employed and reimbursed by a facility  

 that receives reimbursement from Alabama Medicaid Program for services provided  

 by the nurse practitioner shall not bill separately if these services are included  

 in the reimbursement made to that facility through its cost report (e.g.., hospitals,  

 rural health clinics, etc.). 

 

 Effective Date:  11/02/2009 

(5) Pharmacists:  The Alabama Medicaid Agency will make payment   

 for the administration of vaccine by a pharmacist who is employed by 

     a pharmacy participating in the Alabama Medicaid Program. 
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                       Limitation of Services 

 

7. Home Health Services 

 

 a. Intermittent or part-time nursing services provided by a home health 

agency or by a registered nurse when no home health agency exists in the 

area.  
   

  Initial teaching activities will be limited to four months.  

 

 Effective Date:  06/01/11 

 In-Home Monitoring 

 

 In-home nursing services are utilized to place telemetric equipment in the home for the 

monitoring and reporting to the attending physician of the status of diabetes, 

hypertension, and congestive heart failure.  Readings of blood pressure, pulse, glucose, 

and/or weight measurements are transmitted via telephone to a secure centralized 

database. 

 

 

 b. Home health aide services provided by a home health agency. 

 

  Effective Date:  02/09/89 
  Home health care benefits are increased to entitle eligible recipients to receive 

up to 104 home health visits per calendar year.  Skilled nurse and home health 

aide visits run concurrently. 

 

  Effective Date:  06/01/11 
  Additional skilled nursing visits and home health aide visits are limited to 

EPSDT and must be prior authorized once the recipient has exceeded 104 home 

health visits in a calendar year. 

 

  Effective Date:  01/01/88 

  Home health care services within the Alabama Medicaid program must meet 

requirements of Federal Regulations 42 CFR 440.70.  All records of home 

health services provided are subject to review for approval based on medical 

necessity and services limitations. 

 

  Aide visits are limited to two per week.  No additional visits will be authorized. 
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7. Home Health Services - Continued 

 

 c. Medical supplies, equipment, and appliances suitable for use in the home. 
 

 Effective Date:  10/01/90 
 Additional supplies, appliances, and medical equipment suitable for use in the home 

may be provided only after prior authorization by the Alabama Medicaid Agency is 

obtained.  The attending physician must submit a written request for medical items that 

would provide appropriate non-experimental services as a cost-effective alternative to 

institutional care. 

 

    Effective Date:  11/23/76 
 Medical supplies, equipment, and appliances (suitable for use in the home) as 

prescribed by the attending physician are limited to those items listed in the Alabama 

Medicaid Home Health Care Manual. 

 

     Effective Date:  10/01/86 
 Items of durable medical equipment require prior authorization from the Alabama 

Medicaid Agency.  Prior authorization will be based on medical necessity. 

 

 d. Physical therapy, occupational therapy, or speech audiology services 

provided by a home health agency or medical rehabilitation facility. 
 

 Effective Date:  06/01/11 
 Physical therapist and occupational therapist shall meet the licensing and certification 

requirements referenced in CFR 440.110. 

 

     Effective Date:  01/01/92 
     Physical therapy, occupational therapy, or speech pathology services provided by a 

home health agency are only for children under 21 through the EPSDT Program. 
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8.   Private Duty Nursing Services 

  

     Effective Date:  01/01/92 
     Private duty nursing services are provided only for children  

     under 21 referred through the EPSDT Program and prior  

     authorized through Alabama Medicaid Agency. 
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AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE 

          AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

 

 Effective Date:  01/01/84 
 9.   Clinic services. 

                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

           

      /  / Not provided. 

 

10.   Dental services. 

                                                 

      /X / Provided:  /  / No limitations   /X / With limitations* 

           

      /  / Not provided. 

 

11.   Physical therapy and related services. 

 

   a. Physical therapy. 

                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

           

      /  / Not provided. 

 

   b. Occupational therapy. 

                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

           

      /  / Not provided. 

 

c. Services for individuals with speech, hearing, and language 

 disorders (provided by or under the supervision of a speech  

   pathologist or audiologist). 

                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

           

      /  / Not provided. 

 

*Description provided on attachment. 
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                       Limitation of Services 

 

9.  Clinic Services 

 

     Effective Date: 01/01/84 
  a. Clinic Services provided by eligible Mental Health Service  Providers 

 

     Effective Date:  10/01/86 
(1) Mental Health Services will be provided only by qualified Mental Health Service 

Providers.  Participation will be based on the provider's proven ability to furnish 

the following complete range of Mental Health Services. 

 

(2) Counseling/Psychotherapy 

 

(a) Individual Therapy - a face-to-face contact between the Medicaid eligible 

client and one or more mental health professionals for the purpose of 

providing non-residential intake, diagnostic, and treatment services on both 

a scheduled and unscheduled basis. 

 

(b) Family Therapy - a face-to-face contact with one or more Medicaid eligible 

members of a family for the purpose of altering family influences that 

contribute to the disorder of one or more Medicaid eligible family 

members. 

 

(c) Group Therapy - a face-to-face contact with one or more Medicaid eligible 

clients and one or more mental health professionals for the purpose of 

resolving difficulties and effecting therapeutic changes through group 

interaction. 

 

(3) Medication Checkup - a face-to-face contact with a Medicaid eligible client by 

the appropriate staff team member for the purpose of reviewing the client's 

medication regimen and attendant overall functioning. 

 

(4) Prehospitalization Screening Services - Diagnostic and prognostic clinical 

screening when hospitalization is requested or definitely considered; to assure 

that less restrictive alternative services are also considered and made available, 

and utilized, when appropriate. 

 

(5) Diagnostic Assessment - A specialized service for intensive clinical evaluation 

and formal reports.  
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                       Limitation of Services 

 

9.  Clinic Services - (Continued) 

 

9.a. (6)  Day Treatment - A milieu treatment program which is  

  goal oriented and has the expectation that the client  

  will improve.  Clients must be actively involved in  

  individual or group therapy.  The day treatment      

           service must be available 20 hours per week in one  

  location, unless waived by DMH. 

 

 Effective Date:  07/01/88 
9.b. Clinic services provided by eligible prenatal clinic providers. 

 

    (1)  Participation will be based on the provider meeting one of  

  the following: 

  (a) Receives funds under: 

 

(i) The Migrant Health Centers or Community Health  

 Centers (_329 or _330 of the Public Health Service Act), or 

 

(ii)   The Maternal and Child Health Services Block Grant Programs 

(Title V of the  Social Security Act); or 

 

  (b) Participates in a state perinatal program. 

 

 (2) Prenatal Clinic services include antepartum care plus one  

  (1) postpartum visit {six (6)-week checkup}. 

 

 Effective Date:  01/01/92 
9.c. Clinic services provided by children's specialty clinic 

 providers.  Participation will be based on the provider's 

 proven ability to meet the following criteria: 
 

(1) Clinic services are specialty oriented and provided by an interdisciplinary team to 

children who are eligible for EPSDT services and are experiencing 

developmental problems. 

 

(2) Disciplines include at a minimum, specialty physicians, nurses, service 

coordinators/social workers, physical therapists, audiologists, nutritionists, 

speech/language pathologists. 

 

(3) Services offered must include a plan for medical and habilitative services to 

children with special health care needs as well as coordination and support 

services. 

 

___________________________________________________________________ 
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                       Limitation of Services 

 

9.(c)  Clinic Services - (Continued) 

 

(3) Children's speciality clinic providers must 

have a signed written agreement with the 

Alabama Medicaid Agency to provide services 

to children eligible for EPSDT services. 

 

 

                      (5) All children's speciality clinic services must be 

furnished by or under the direction of a 

physician. 
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                          Limitation of Services 

 

10.  Dental Services 

 

 Effective Date:  01/01/92 
      Dental services are provided only for E.P.S.D.T. eligible 

children under the age of 21. 
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11.   Physical Therapy and Related Services 

 

   Effective Date:  01/01/92 
    a. Physical therapy services are provided only for E.P.S.D.T. referred children 

under the age of 21. 

 

Effective Date:  01/01/92 

b. Occupational therapy services are provided only for E.P.S.D.T. referred 

children under the age of 21. 

 

Effective Date:  01/01/92 

c. Services for individuals with speech, hearing, and language disorders 

provided by or under the supervision of a speech pathologist are provided only 

for E.P.S.D.T.  

  referred children under the age of 21. 

 

Services for individuals with speech, hearing, and language disorders provided 

by or under the supervision of an audiologist, are provided only for E.P.S.D.T. 

eligible children under the age of 21. 

 

  Effective Date:  02/01/99 

Evaluation for use and/or fitting of voice prosthetics or augmentative 

communication devices to supplement oral speech when provided by or under 

the supervision of a speech pathologist is covered for recipients of any age. 
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                AMOUNT, DURATION AND SCOPE OF MEDICAL 

 AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

 

12.   Prescribed drugs, dentures, and prosthetic devices; and eye- 

      glasses prescribed by a physician skilled in diseases of the 

      eye or by an optometrist. 

 

   a. Prescribed drugs. 

                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

                                                                    ** 

      /  / Not provided. 

 

   b. Dentures. 

                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

           

      /  / Not provided. 

 

   c. Prosthetic devices. 

                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

           

      /  / Not provided. 

 

   d. Eyeglasses. 

                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

           

      /  / Not provided. 

 

 

 

 

 

 

**Additional medically necessary services beyond limitations are 

  covered for children under 21 years of age referred through the 

  E.P.S.D.T. Program. 

 

 *Description provided on attachment. 
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Limitation of Services 

 

12.    Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by  

 a physician skilled in diseases of the eye or by an optometrist. 
 

12.  a.  Prescribed Drugs 

           Effective Date:  07/01/91 
       (1)   General Coverage 

             Medicaid covers only drugs of participating manufacturers which have 

             entered into and comply with an agreement under Section 1927(a) of 

             the Act which are prescribed for a medically accepted condition.   

             Because of an extenuating circumstance waiver, drugs were covered 

             from non-participating manufacturers through 3-31-91.  Single source 

             or innovator multiple source drugs classified by the Food and Drug 

             Administration as 1A are covered if a rebate agreement has not been 

             signed with the manufacturer if the state has made a determination  

             that the availability of the drug is essential to the health of beneficiaries 

             under the State Plan for Medical Assistance and the physician has 

                       requested and received prior approval in advance of its dispensing.. 

 

           Effective Date:  01/01/06 

  (2) Medicaid will not cover any Part D drug for full-benefit dual eligible individuals  

   who are entitled to receive Medicare benefits under Part A or Part B. 

 

               Medicaid provides coverage, for all pharmacy eligible Medicaid recipients,  

               including full-benefit dual eligible beneficiaries under the Medicare Prescription  

               Drug Benefit (Part D), for the following excluded or otherwise restricted drugs  

               or classes of drugs, or their medical uses – with the exception of those covered by 

                               Part D plans as supplemental benefits through enhanced alternative coverage as  

                                                provided in 42 CFR 423.104 (f) (l) (ii) (A).  

  

 Excluded Drugs 

 The following outpatient drugs or classes of drugs, or their medical uses are 

     excluded from coverage or otherwise restricted, unless noted: 

    

(a) Agents when used for anorexia, weight loss, or weight gain except for  

               those specified by the Alabama Medicaid Agency.  

               ●Orlistat is covered under prior authorization with medical  

                  justification. 

 (b)  Agents when used to promote fertility except for those specified by the 

Alabama Medicaid Agency. 

   ●Drugs with fertility only FDA approved indications are not covered; 

drugs with fertility and non fertility FDA approved indications are 

covered. 

 (c)  Agents when used for cosmetic purposes or hair growth except for those 

specified by the Alabama Medicaid Agency. 

   ●Drugs with cosmetic only FDA approved indications are not covered; 

isotretinoin is covered for medical necessity with medical justification. 

 Effective Date:  10/01/13  

 (d)  Agents when used for the symptomatic relief of cough and cold.  
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Limitation of Services 

 

       Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by  

        a physician skilled in diseases of the eye or by an optometrist. 
 

12.       a.  Prescribed Drugs 

  

(e)        Prescription vitamins and mineral products, except prenatal vitamins and                                           

fluoride preparations and others as specified by the Alabama Medicaid Agency. 

           ● Legend renal vitamins and vitamin preparations used in Total Parenteral                                        

             Nutrition are covered. 

 

(f) Non-prescription drugs except for those specified by the Alabama Medicaid Agency. 

      ● Second generation antihistamines are covered 

 

(g) Covered outpatient drugs which the manufacturer seeks to require as a condition  

             of sale that associated tests or monitoring services be purchased exclusively  

             from the manufacturer or its designee.  
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                         Limitation of Services 

 

12.    Prescribed drugs, dentures, and prosthetic devices; and eyeglasses 

      prescribed by a physician skilled in diseases of the eye or by an optometrist. 

 

12. a.      Prescribed Drugs- Continued 

  

     (3)     Reduction in Coverage 

The number of outpatient pharmacy prescriptions for all recipients except as specified below is limited 

to four brand name/five total drugs per month per adult recipient effective October 1, 2013.  Anti-

psychotic, anti-retroviral, and anti-epileptic agents may be paid up to ten prescriptions per month.   

Drugs dispensed in the Long Term Maintenance Supply program are exempt from the monthly 

prescription limit. Prescriptions for Medicaid eligible recipients under age 21 in the Child Health 

Services/Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Program and prescriptions for 

Medicaid eligible nursing facility residents are excluded from these limitations. 

 

Overrides will be granted only in cases in which the prescribing physician documents medical necessity 

for the recipient to be switched from a product in one of the below named classes to a product within the 

same therapeutic class in the same calendar month.  The first product must have been covered by 

Medicaid.  State coverage may be allowed through overrides of up to ten prescriptions per month for 

drugs classified by American Hospital Formulary Services (AHFS) or First Data Bank (FDB) 

Therapeutic Class as Antineoplastic Agents, Antiarrhythmic Agents, Cardiotonic Agents, Miscellaneous 

Vasodilating Agents, Miscellaneous Cardiac Agents, Nitrates and Nitrites, Alpha Adrenergic Blocking 

Agents,  Beta Adrenergic Blocking Agents, Dihydropyridines, Miscellaneous Calcium Channel 

Blocking Agents, Diuretics, Angiotensin-Converting Enzyme Inhibitors, Angiotensin II Receptor 

Antagonists, Mineralocorticoid (Aldosterone) Receptor Antagonists, Central Alpha Agonists, Direct 

Vasodilators, Peripheral Adrenergic Inhibitors, Miscellaneous Hypotensive Agents, Hemostatics, 

Calcium Replacements, Electrolyte Depleters, Immunosuppresives, Alpha Glucosidase Inhibitors, 

Amylinomimetics, Biguanides, Dipeptidyl Peptidase-4 Inhibitors, Incretin Mimetics, Insulins, 

Meglitinides, Sulfonylureas, Thiazolidinediones, and Miscellaneous Diabetic Agents.   

 

     (4)     Coverage of New Drugs 

Except for excluded drugs listed in (2) above, Medicaid covers all new drugs after FDA approval and 

upon notification by the manufacturer of the new drug.   

 

     (5)     Confidentiality 

Medicaid regards information disclosed by the manufacturers or wholesalers as confidential and will not 

disclose such information in a form which discloses the identity of a specific manufacturer or wholesaler 

or prices charged for drugs as required in Section 1927 (b)(3)(D). 

 

     (6)     Reporting 

The state will report to each manufacturer not later than 60 days after the end of each calendar quarter 

and in a form consistent with the standard format established by the Secretary, utilization data on the 

total number of dosage units for each covered outpatient drug dispensed during a quarter and shall 

promptly transmit a copy of the report to the Secretary. 

 

 

 

 

 

 

 

 

 

 

____________________________________________________________________________ 

TN No. AL-13-008 

Supersedes                                 Approval Date   06-29-15                          Effective Date:  10/01/13 

TN No. AL-11-008 



12/17/2020



 

AL-13-008 

                                                           Attachment 3.1-A 

                                                           Page 5.12b.1 

 

12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a physician 

 skilled in diseases of the eye or by an optometrist. 

 

         a.    Prescribed Drugs - Continued 

               

  

(11)     Long Term Maintenance Supply 

The State reimburses for each three month supply of Agency designated maintenance medication 

dispensed to recipients. A maintenance medication is an ordered/prescribed medication generally 

used to treat chronic conditions or illnesses and taken regularly and continuously. The following 

criteria apply to the three month supply: 

 

a. The medications will be designated by the Agency. 

b. The three month supply medications listing(s) will be available to the public on the State’s 

website: www.medicaid.alabama.gov. 

c. The recipient will demonstrate 60 days of stable therapy prior to the State reimbursing the 

provider for dispensing a three month supply. 

d. An opt out program for recipients who may not be candidates for maintenance supplies will be 

available. 
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Page 5.12c  
12. Prescribed drugs, dentures, and prosthetic devices; and eye-glasses prescribed by a 

physician skilled in diseases of the eye or by an optometrist. 

Effective Date:  01/01/92 
12.b. Dentures prescribed as medically necessary are provided for children under 21 referred 

through the EPSDT Program.  

12.c. Prosthetic Devices  

(1) Internal life-supporting prostheses such as pacemaker and Smith-Peterson Nail are 
covered. 

Effective Date:  01/01/90  
(2) Contact lenses are provided only by prior authorization from the Alabama Medicaid 

Agency and based on medical necessity. 

(3) Prosthetic lenses and artificial eyes which are necessary in the treatment or diseases of the 
eye. 

(4) Prosthesis and the services of a qualified doctor of dentistry in connection with the 
fabrication of the prosthesis for closure of a space within the oral cavity created by 
removal of a lesion or congenital defect such as cleft palate. 

Effective Date:  01/01/92  
(5) Prosthetic devices prescribed as medically necessary are provided for children under 21 

referred through the EPSDT Program. 

Effective Date:  03/01/08  
(6) Basic level prosthetic, orthotic, and pedorthic devices are provided for adults between the 

ages of 21 and 65 only by prior authorization from the Alabama Medicaid Agency and 
based on medical necessity. 

12.d. Eyeglasses 
Effective Date:  01/01/21   
(1) Two pairs of glasses or more if medically necessary per calendar year for recipients 

eligible for treatment under the Early and Periodic Screening, Diagnosis and Treatment 
(EPSDT) program. These limitations also apply to prescribing, dispensing, fitting, and 
adjusting of eyeglasses.  All limitations can be exceeded by prior authorization for 
medical necessity when supported by medical documentation. 

(2) One pair of glasses per two calendar years for all recipients 21 years of age and older. 
These limitations also apply to prescribing, dispensing, fitting, and adjusting of 
eyeglasses. Additional eyeglasses and changes in lenses may be provided by prior 
authorization, when medically necessary and supported by medical documentation. 
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                  AMOUNT, DURATION AND SCOPE OF MEDICAL 

   AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

 

 13.  Other diagnostic, screening, preventive, and rehabilitative  services, i.e., other than 

 those provided elsewhere in the plan. 

 

   Effective Date:  01/01/92 
   a. Diagnostic services.                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

           

      /  / Not provided. 

 

   Effective Date:  01/01/92 
   b. Screening services.                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

           

      /  / Not provided. 

 

   Effective Date:  10/01/91 
   c. Preventive services.                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

           

      /  / Not provided. 

 

   Effective Date:  01/01/92 
   d. Rehabilitative services.                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

                                                                    ** 

      /  / Not provided. 

 

14.   Services for individuals age 65 or older in institutions for 

      mental diseases. 

 

Effective Date:  10/01/95 
   a.  Inpatient hospital services.                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

           

      /  / Not provided. 

 

**Additional medically necessary services beyond limitations are 

  covered for children under 21 years of age referred through the 

  E.P.S.D.T. Program. 

 *Description provided on attachment. 
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  Effective Date:  01/01/94 

13.  Other Diagnostic, screening, preventive, and rehabilitative services, i.e., other 

than those provided elsewhere in the plan. 

     Effective Date:  01/01/92 

                13.a.   Diagnostic Services 

 Other diagnostic services are provided only for children under 21 referred 

through the EPSDT Program. 

                13.b. Screening Services 

 Other screening services are provided only for children under 21 referred through 

the EPSDT Program. 

               13.c. Preventive Services 

 (1)  Other preventive services for children are provided only if children under 

21 are referred through the EPSDT Program. 

  Effective Date:  10/01/18 

13.d. Rehabilitative services will be provided to Medicaid recipients on the basis of 

medical necessity.  Although limits are provided for guidance, the limitation(s) 

noted can be exceeded based on medical necessity.  While it is recognized that 

involvement of the family in the treatment of individuals with mental illness or 

substance use disorders is necessary and appropriate, provision of services where 

the family is involved clearly must be directed to meeting the identified 

recipient's treatment needs.  Services provided to non-Medicaid eligible family 

members independent of meeting the identified recipient's treatment needs are 

not covered by Medicaid.  An asterisk denoting this restriction will appear in 

each service description that makes reference to a recipient's collateral defined as 

a family member, legal guardian or significant other.  Rehabilitation services that 

are delivered face to face can either be in person or via telemedicine/telehealth, 

as approved by the Alabama Medicaid Agency. 

 

 To participate in the Alabama Medicaid Program, rehabilitative services providers must 

meet the following requirements. Service providers must demonstrate that they meet the criteria 

in either (1), (2), or (3), and both (4) AND (5) below. 

1. A provider must be certified as a 310-board community mental health center by 

DMH and must have demonstrated the capacity to provide access to the following 

services through direct provision or referral arrangements:  

• Inpatient services through referral to community hospitals and through the 

attending physician for community hospitalizations 

• Substance abuse services including intensive outpatient services and 

residential services 

• Must submit an application to and receive approval from DMH to provide 

mental health rehabilitative services under the Medicaid Rehabilitative Option 

program.  
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2.          For the provision of Substance Abuse Rehabilitative Services an entity:          

• Must be an organization that is currently certified by the Alabama 

Department of Mental Health (DMH) to provide alcohol and other 

drug treatment services under the provisions of Chapter 580 of the 

Alabama Administrative Code; and 

• Must submit an application to and receive approval by DMH to 

provide Substance Abuse Rehabilitative Services under the Medicaid 

Rehabilitative Option program. 

                      3.       The Department of Human Resources (DHR), the Department of Youth   Services 

(DYS), Department of Mental Health (DMH) for ASD and the Department of 

Children’s Services (DCS) are eligible to be rehabilitative services providers for 

children under age 21 if they have demonstrated the capacity to provide an array 

of medically necessary services, either directly or through contract.  

Additionally, DHR may provide these services to adults in protective service 

status. At a minimum, this array includes the following: 

• Individual, group, and family counseling 

• Crisis intervention services 

• Consultation and education services 

• Case management services Assessment and evaluation 

 

4.         A provider must demonstrate the capacity to provide services off-site in a manner 

that assures the recipient's right to privacy and confidentiality and must 

demonstrate reasonable access to services as evidenced by service location(s), 

hours of operation, and coordination of services with other community resources. 

             5.  A provider must ensure that Medicaid recipients receive quality services in a 

coordinated manner and have reasonable access to an adequate array of services 

delivered in a flexible manner to best meet their needs. Medicaid does not cover 

all services listed above, but the provider must have demonstrated the capacity to 

provide these services. 

Services must be provided by practitioners who meet the following qualifications: 

 

Rehabilitative Services Professionals are defined as the following: 

• A psychologist licensed under Alabama law 

• A professional counselor licensed under Alabama law 

• A certified social worker licensed under Alabama law 

• A marriage and family therapist licensed under Alabama law 

• A registered nurse licensed under Alabama law who has completed a master’s degree in 

psychiatric nursing 

• A Masters Level Clinician is an individual possessing a master’s degree or above from a 

university or college with an accredited program for the respective degree in 

psychology, social work, counseling or other human service field areas who meets at 

least one of the following qualifications: 

- Has successfully completed a practicum as a part of the requirement for the 

degree OR 

- Has six months of post master’s level clinical experience AND 

- Has supervision by a master’s level or above clinician with two years of 

postgraduate clinical experience. 
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TN No. AL-18-0007 

Supersedes            Approval Date 05/17/19  Effective Date 10/01/18 

TN No. NEW                                                      



  

  

      AL-18-0007 

                                                    Attachment 3.1-A 

                                                    Page 6.13a 
   

•    QSAP I (Substance Abuse): A Qualified Substance Abuse Professional I (QSAP I) shall consist of: (i) An 

individual licensed in the State of Alabama as a: (I) Professional Counselor, Graduate Level Social 

Worker, Psychiatric Clinical Nurse Specialist, Psychiatric Nurse Practitioner, Marriage and Family 

Therapist, Clinical Psychologist, Physician’s Assistant, Physician; or (ii) An individual who: (I) Has a 

master’s Degree or above from a nationally or regionally accredited university or college in psychology, 

social work, counseling, psychiatric nursing, or other behavioral health area with requisite course work 

equivalent to that of a degree in counseling, psychology, social work, or psychiatric nursing, and *(II) Has 

successfully completed a clinical practicum or has six month’s post master’s clinical experience; and 

*(III) Holds a substance abuse counselor certification credential from the Alabama Association of 

Addiction Counselors, National Association of Alcoholism and Drug Abuse Counselors, Alabama 

Alcohol and Drug Abuse Association, or International Certification and Reciprocity Consortium/Alcohol 

and Other Drug Abuse, Inc. which shall be obtained within thirty (30) months of date of hire. 

•    Professional Autism Services Specialist I (PASS I) shall consist of: (i)An individual licensed in the State 

of Alabama as a (1) Professional Counselor, Graduate Level Social Worker, Registered Nurse, Marriage 

and Family Therapist, Clinical Psychologist, Physician; or (ii) An individual who (1) Has a Master’s 

Degree or above from a nationally or regionally accredited university or college in psychology, 

counseling, social work, or other behavioral health area with requisite course work equivalent to that 

degree in counseling, psychology, or social work. 

Other Eligible Service Providers: 

•    A physician licensed under Alabama law 

•    A physician assistant licensed under Alabama law and practicing within the guidelines as outlined by the 

Alabama Board of Medical Examiners  

•    A Certified Registered Nurse Practitioner (CRNP) licensed under Alabama law practicing within the 

scope as defined by the Joint Committee of the Alabama Board of Nursing and the Alabama Board of 

Medical Examiners for Advanced Practice Nurses 

•    Qualified Mental Health Provider – Bachelor’s – A person with a Bachelor’s Degree in a human services 

field.  

•    Qualified Mental Health Provider – Non-Degreed – A person with a high school diploma or GED 

supervised by a Rehabilitative Services Professional 

•    A Pharmacist licensed under Alabama state law. 

•    A Registered Nurse licensed under Alabama state law.  

•    A Practical Nurse licensed under Alabama state law.  

•    Occupational Therapist licensed under Alabama state law. 

•    Speech Therapist licensed under Alabama state law. 

•    Certified Autism Support Specialist (CASS) -Non-Degreed- A person with a high school diploma or GED 

supervised by a Professional Autism Services Specialist I or a Professional Autism Services Specialist II. 

•    Professional Autism Services Specialist II (PASS II) – An individual who has a Bachelor of Arts or 

Bachelor of Science in a human services related field from an accredited college or university with a 

minimum of one-year experience working with individuals with disabilities, families and/or service 

coordination   

•    A Nursing Assistant certified pursuant to Alabama State Law.  

•    Medication Assistant Certified (MAC) Worker – A person working under a Medication Assistance 

Supervising (MAS) nurse that meets the Alabama Board of Nursing requirements. 

•    A Mental Health Certified Youth Peer Specialist - Youth who has personal experience with children and 

adolescent’s mental health, who is willing to share his/her personal experiences, who has at least a high 

should diploma or GED, and who has satisfactorily completed a Mental Health Youth Peer Specialist 

training program approved by the state.  Certified Mental Health Peer Specialist must be supervised by a 

Rehabilitative Services Professional.  
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13.  Other Diagnostic, screening, preventive, and rehabilitative services, i.e., 

      other than those provided elsewhere in the plan. ---(Continued)  

 

13.d. Rehabilitative services --- Continued 

           Effective Date:  10/01/18 

 

• A Mental Health Certified Adult Peer Specialist who has personal experience 

with recovery from mental illness, who is willing to share his/her personal 

experiences, who has at least a high should diploma or GED, and who has 

satisfactorily completed a Mental Health Peer Specialist training program 

approved by the state. A Certified Mental Health Adult Peer Specialist must be 

supervised by a Rehabilitative Services Professional. 

• A Mental Health Parent Peer Support Specialist provider who is parenting or 

has parented a child experiencing a mental, emotional or behavioral health 

disorderand can articulate the understanding of their experience with another 

parent or family member. This individual may be a birth parent, adoptive 

parent, family member standing in for an absent parent, or other person chosen 

by the family or youth to have the role of parent. This individual has at least a 

high school diploma or GED, and has satisfactorily completed a Mental Health 

Parent Peer Support Provider training program approved by state. A Mental 

Health Parent Peer Support Specialist must be supervised by a Rehabilitative 

Services Professional. 

• A Parent Autism Peer Support Specialist provider who is parenting or has 

parented a child with Autism Spectrum Disorder and can articulate the 

understanding of their experience with another parent or family member. This 

individual may be a birth parent, adoptive parent, family member standing in 

for an absent parent, or other person chosen by the family or youth to have the 

role of parent. This individual has at least a high school diploma or GED, and 

has satisfactorily completed an Autism Parent Peer Support Provider training 

program approved by state. A Parent Autism Peer Support Specialist must be 

supervised by a Rehabilitative Services Professional or a Professional Autism 

Services Specialist II. 

• A Child/Youth Autism Peer Support Specialist serves children and youth 

ages 0-21 and uses his/her life experience with ASD and specialized 

training to promote resiliency. Child/Youth Autism Peer Support service 

can be provided in an individual, family, or group setting by a Certified 

Child/Youth Autism Peer Support Specialist. A Child/Youth Peer Support 

Specialist must be supervised by a Rehabilitative Services Professional or a 

Professional Autism Services Specialist II. 
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13.       Other Diagnostic, screening, preventive, and rehabilitative services, i.e., 

      other than those provided elsewhere in the plan. ---(Continued)  

 

13.d. Rehabilitative services --- Continued 

           Effective Date:  10/01/18 

 

• QSAP II shall consist of: (i) An individual who:  (I) Has a Bachelor’s Degree from 

a nationally or regionally accredited university or college in psychology, social 

work, community, rehabilitation, or pastoral counseling, family therapy, or other 

behavioral health area that requires equivalent clinical course work, and (II) Is 

licensed in the State of Alabama as a Bachelor Level Social Worker; or (III) Has a 

Bachelor’s Degree from a nationally or regionally accredited college or university in 

psychology, social work, community, rehabilitation, or pastoral counseling, family 

therapy, or other behavioral health area that requires equivalent clinical course work, 

and (IV) Holds a substance abuse counselor certification credential from the 

Alabama Association of Addiction Counselors, National Association of Alcoholism 

and Drug Abuse Counselors, Alabama Alcohol and Drug Abuse Association, or 

International Certification and Reciprocity Consortium. 

 

• QSAP III shall consist of: (i) An individual who:  (I) Has a Bachelor’s Degree 

from a nationally or regionally accredited university or college in psychology, social 

work, community, rehabilitation, or pastoral counseling, family therapy, or other 

behavioral health area that requires equivalent clinical course work, and (II) 

Participates in ongoing supervision by a certified or licensed QSAP I for a minimum 

of one (1) hour individual per week until attainment of a substance abuse counselor 

certification credential from the Alabama Association of Addiction Counselors, 

National Association of Alcoholism and Drug Abuse Counselors, or Alabama 

Alcohol and Drug Abuse Association, or International Certification and Reciprocity 

Consortium/Alcohol and Other Drug Abuse, Inc. which shall be obtained within 

thirty (30) months of hire. 

 

• Qualified Paraprofessionals (QPP) shall have the following minimum 

qualifications: (i) A high school diploma or equivalent, and (ii) One (1) year of work 

experience directly related to job responsibilities and (iii) Concurrent participation in 

clinical supervision by a licensed or certified QSAP I. 

 

• Certified Recovery Support Specialist (CRSS) must meet the following minimum 

qualifications: (i) Certified by ADMH as a Certified Recovery Support Specialist 

(CRSS) within six (6) months of date of hire, (ii) and has 2 years verified lived 

experience and (iii) Concurrent participation in clinical supervision by a licensed or 

certified QSAP I. 
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13.      Other Diagnostic, screening, preventive, and rehabilitative services, i.e., 

      other than those provided elsewhere in the plan. ---(Continued)  

 

13.d. Rehabilitative services --- Continued 

           Effective Date:  01/01/18 

 

• Senior Social Work Supervisor – Master’s degree in Social Work from a social 

work program accredited by the Council on Social Work Education. Two years of 

professional social work experience in child welfare and/or adult services in a public 

welfare agency. 

 

• Service Supervisor – Bachelor’s degree from an accredited* four year college or 

university in any major AND three (3) years of professional social work experience 

in child protective services, adult protective services, child/adult foster care, and/or 

adoption operations OR Bachelor’s degree from an accredited* four year college or 

university AND 30 semester or 45 quarter hours in social or behavioral science 

courses AND two (2) years of professional social work experience in child 

protective services, adult protective services, child/adult foster care, and/or adoption 

operations.  

• A Master’s Degree in Social Work from a social work program 

accredited* by the Council on Social Work Education will substitute for 

one year of the required professional experience in child protective 

services, adult protective services, child/adult foster care, and/or adoption 

operations. 

 

• Senior Social Worker - Master’s degree in Social Work from a social work 

program accredited by the Council on Social Work Education. Eligibility for 

Licensure as issued by the Alabama Board of Social Work Examiners. 

 

• Social Worker - Bachelor’s degree in Social Work from a social work program 

accredited by the Council on Social Work Education. Eligibility for Licensure as 

issued by the Alabama Board of Social Work Examiners 
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13.      Other Diagnostic, screening, preventive, and rehabilitative services, i.e., 

      other than those provided elsewhere in the plan. ---(Continued)  

 

13.d. Rehabilitative services --- Continued 

           Effective Date:  10/01/18 

 

• Social Service Caseworker- Bachelor’s degree from an accredited* college 

or university in a social science OR a Bachelor’s degree from an accredited* 

college or university with a degree in any major and at least 30 semester or 45 

quarter hours in social or behavioral science courses. 

Covered Rehabilitative Behavior Health Services are as follows: 

 

(1) Intake evaluation - An initial clinical evaluation of the recipient’s request for  

assistance, presenting psychological and social functioning status, physical and medical 

condition, need for additional evaluation and/or treatment, and appropriateness for 

treatment of mental health or substance use disorders.    

        

Eligible Provider Type: 

• Rehabilitative Services Professional (all types) 

• Social Services Caseworker  

Billing Unit:  Episode 

Max Unit Limitations:  Unlimited 

 

(2) Medical Assessment and Treatment - Face-to-face contact with a recipient during which a 

qualified practitioner provides psychotherapy and/or medical management services.  

Services may include physical examinations, evaluation of co-morbid medical conditions, 

development or management of medication regimens, the provision of insight oriented, 

behavior modifying, supportive, or interactive psychotherapeutic services, or the 

provision of educational services related to management of a physical, mental health, or 

substance use disorder. 

 

Eligible Provider Type: 

• Physician  

• Physician Assistant  

• Licensed Certified Registered Nurse Practitioner (CRNP)  

 

Billing Unit:  15 minutes 

 

Maximum Units:  6 per day, 52 per year 
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13.     Other Diagnostic, screening, preventive, and rehabilitative services, i.e., 

      other than those provided elsewhere in the plan. ---(Continued)  

 

13.d. Rehabilitative services --- Continued 

           Effective Date:  10/01/18 

 

 (3)   Diagnostic Testing - Administration of standardized objective and/or projective tests of 

an intellectual, personality, or related nature in a face-to-face interaction between the 

recipient and a qualified practitioner or through computer-administered test and 

interpretation of the test result to assist with a definitive diagnosis.  Once the diagnosis 

has been confirmed, this information is used to guide proper treatment by the 

development of an individualized, person-centered treatment plan. 

 

Eligible Provider Type: 

• Rehabilitative Services Professional (licensed) operating within their scope of practice. 
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Other Diagnostic, screening, preventive, and rehabilitative services, i.e., 

      other than those provided elsewhere in the plan. ---(Continued)  

13.d. Rehabilitative services --- Continued 

           Effective Date:  10/01/18 

 

(4) Crisis intervention - Immediate emergency intervention with a recipient, or the recipient’s 

collateral* (in person or by telephone) to ameliorate a maladaptive emotional/behavioral reaction 

by the recipient. Service is designed to resolve crisis and develop symptomatic relief, increase 

knowledge of resources to assist in mitigating a future crisis, and facilitate return to pre-crisis 

routine functioning.  Interventions include a brief, situational assessment; verbal interventions to 

de-escalate the crisis; assistance in immediate crisis resolution; mobilization of natural and formal 

support systems; and referral to alternate services at the appropriate level. 

 

Eligible Provider Type: 

• Rehabilitative Services Professional (all types) 

• Licensed Registered Nurse 

• Licensed Practical Nurse 

• Certified Nursing Assistant 

• Qualified Mental Health Provider – Bachelor’s 

• Social Service Caseworker 

• Certified Mental Health Peer Specialist (Youth, Peer, and Parent) 

• QSAP II 

• QSAP III  

• Certified Recovery Support Specialist (CRSS)   

• PASS I 

• PASS II 

 

Billing Unit: 15 minutes 

Maximum Units:  12 per day, 4380 per calendar year 

 

(5) Individual Counseling – The utilization of professional skills by a qualified practitioner to assist a 

recipient in a face-to-face, one-to-one psychotherapeutic encounter in achieving specific 

objectives of treatment or care for a mental health and/or a substance use disorder. Services are 

generally directed toward alleviating maladaptive functioning and emotional disturbances relative 

to a mental health and/or substance use disorder, and restoration of the individual to a level of 

functioning capable of supporting and sustaining recovery.  Individual Counseling may consist of 

insight oriented, behavior modifying, supportive, or interactive psychotherapeutic services.   

 

Eligible Provider Type: 

• Rehabilitative Services Professional (all types) 

• QSAP II  

 

Billing Unit:  1 unit/per hour 

Maximum Units:  1 per day, 52 per year 
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13. Other Diagnostic, screening, preventive, and rehabilitative services, i.e., 

 other than those provided elsewhere in the plan. --- (Continued) 

 

13.d. Rehabilitative services --- Continued 

 

Effective 10/01/18 

(6) Family counseling - A recipient focused intervention that may include the recipient, 

his/her collateral*, and a qualified practitioner.  This service is designed to maximize 

strengths and to reduce behavior problems and/or functional deficits stemming from 

the existence of a mental health and/or substance use disorder that interferes with the 

recipient’s personal, familial, vocational, and/or community functioning. 

Eligible Provider Type: 

• Rehabilitative Service Professional (all types) 

• QSAP II  

 

Billing Unit:  1 episode = minimum of 60 minutes 

Maximum Units:  1 episode per day, 104 per year  

 

Billing Unit/Maximum Unit (Multiple Family Group):  

 

MI:  Billing Unit:  1 episode per recipient = minimum of 60 minutes  

Maximum Units:   

1 episode per day, 104 per year  

 

SA:  Billing Unit:  1 episode = minimum of 90 minutes 

Maximum Units: 1 episode per day, 104 per year 

 

(7) Group Counseling – The utilization of professional skills by a qualified practitioner to 

assist two or more recipients in a group setting in achieving specific objectives of 

treatment or care for mental health or substance use disorder.  Services are generally 

directed toward alleviating maladaptive functioning and behavioral, psychological, and/or 

emotional disturbances, and utilization of the shared experiences of the group’s members 

to assist in restoration of each participant to a level of functioning capable of supporting 

and sustaining recovery. Group Counseling may consist of insight oriented, behavior 

modifying, supportive, or interactive psychotherapeutic service strategies. 

Eligible Provider Type: 

• Rehabilitative Services Professional (all types) 

• QSAP II 
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13. Other Diagnostic, screening, preventive, and rehabilitative services, i.e., 

 other than those provided elsewhere in the plan. --- (Continued) 

 

13.d. Rehabilitative services --- Continued 

 

Effective 10/01/18 

Billing Unit/Maximum Unit: 

MI:  Billing Unit:  1 episode per recipient = minimum of 60 minutes  

Maximum Units:   

1 episode per day, 104 per year  

 

SA:  Billing Unit:  1 episode per recipient = minimum of 90 minutes 

Maximum Units: 1 episode per day, 104 per year 

 

 

(8) Medication Administration - Administration of oral or injectable medication under the 

direction of a physician, physician assistant, or certified registered nurse practitioner. 

 

Eligible Provider Type: 

• Licensed Registered Nurse  

• Licensed Practical Nurse 

• MAC Worker 

 

Billing Unit:  Episode 

Maximum Units: 1 per day 

 

(9) Medication Monitoring - Face-to-face contact with a recipient for the purpose of 

reviewing medication efficacy, monitoring compliance with dosage instructions, 

educating the recipient and collateral* of the expected effect of specified medication, 

and/or identifying needed changes in the medication regimen. 

 

Eligible Provider Type: 

• Rehabilitative Services Professional (all types) 

• Qualified Mental Health Provider – Bachelor’s 

• QSAP II 

• QSAP III 

• Licensed Registered Nurse  

• Licensed Practical Nurse  

• Pharmacist 

Billing Unit:  15 minutes 

Maximum Units: 2 per day, 52 per year 
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13. Other Diagnostic, screening, preventive, and rehabilitative services, i.e., other than 

those provided elsewhere in the plan. --- (Continued) 

13.d. Rehabilitative services --- Continued 

 Effective 10/01/18 

(10) Partial Hospitalization Program - A physically separate and distinct organizational unit 

that provides intensive, structured, active, clinical treatment, less than 24 hours, with the 

goal of acute symptom remission, immediate hospital avoidance, and/or reduction of 

inpatient length of stay, or reduction of severe persistent symptoms and impairments that 

have not responded to treatment in a less intensive level of care. 

 

Component Services: 

• Initial screening to evaluate the appropriateness of the client’s participation in the 

program  

• Development of an individualized program plan  

• Individual, group, and family counseling  

• Coping skills training closely related to presenting problems (e.g., stress 

management, symptom management, assertiveness training, and problem solving; 

as opposed to basic living skills, such as money management, cooking, etc.)  

• Medication administration  

• Medication monitoring  

• Psychoeducational services 

Eligible Provider Type: 

 MI: The program must have a multi-disciplinary treatment team under the direction 

of a psychiatrist, certified registered nurse practitioner, or physician’s assistant. The 

program staff are required to follow the current Community Mental Health Program 

Standards Manual or subsequent revisions. 

At a minimum, the treatment team will include a: 

• Physician, Physician assistant, OR Licensed Certified Registered Nurse 

Practitioner (CRNP); and 

• Rehabilitative Services Professional (all types); and 

• Licensed practical nurse, and/or 

• Qualified Mental Health Provider- Bachelor’s OR Qualified Mental Health 

Provider – Non-Degreed OR Certified Adult Mental Health Peer Specialist 

SA:  The program must be staffed and have a program coordinator as specified in 

current and subsequent revisions of regulations established for this service by the Alabama 

Department of Mental Health Substance Abuse Services Administrative Code.   

• Rehabilitative Services Professional 

• QSAP II 

• QSAP III 

• Certified Recovery Support Specialist (CRSS) 

• QPP  

• Licensed Practical Nurse  

Billing Unit:  A minimum of 4 hours 

 Maximum Units:  1 per day, 130 days per year  
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13. Other Diagnostic, screening, preventive, and rehabilitative services, i.e., other than 

those provided elsewhere in the plan. --- (Continued) 

 

13.d. Rehabilitative services --- Continued 

  

 Effective 10/01/18 

 

 (11) Adult Mental Illness Intensive Day Treatment - An identifiable and distinct program that 

provides highly structured services designed to bridge acute treatment and less intensive 

services, such as Rehabilitative Day Program and outpatient services, with the goals of 

community living skills enhancement, increased level of functioning, and enhanced 

community integration. 

Component Services: 

• Individual, group, and family counseling  

• Psychoeducational services  

• Basic living skills  

• Coping skills training closely related to presenting problems (e.g., stress 

management, symptom management, assertiveness training, and problem solving) 

•   

 

Eligible Provider Type: 

The program staff are required to follow the current Community Mental Health Program 

Standards Manual or subsequent revisions.  

 At a minimum, there must be a program coordinator: 

• Rehabilitative Services Professional (all types) 

 As outlined in Community Mental Health Program Standards Manual, the multi-

disciplinary treatment team may also include the following practitioners: 

• Qualified Mental Health Provider – Bachelor’s 

• Qualified Mental Health Provider – Non-Degreed 

• Certified Mental Health Peer Specialist - Adult 

Billing Unit: One hour 

Maximum Units:  4 per day, 1040 hours per year 

 

(12) Adult Rehabilitative Day Program - An identifiable and distinct program that provides 

long term recovery services with the goals of improving functioning, facilitating 

recovery, achieving personal life goals, regaining feelings of self-worth, optimizing 

illness management, and helping to restore a recipient to productive participation in 

family and community life.  
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13. Other Diagnostic, screening, preventive, and rehabilitative services, i.e., other than 

those provided elsewhere in the plan. --- (Continued) 

13.d. Rehabilitative services --- Continued 

 Effective 10/01/18 

Component Services: 

• Psychoeducational services  

• Basic living skills  

• Coping skills training closely related to presenting problems (e.g., stress 

management, symptom management, assertiveness training, and problem solving)  

•    

Eligible Provider Type: 

The program staff are required to follow the current Community Mental Health Program 

Standards Manual or subsequent revisions.  

 At a minimum, there must be a program coordinator: 

• Qualified Mental Health Provider – Bachelor’s 

 As outlined in Community Mental Health Program Standards Manual, the multi-

disciplinary treatment team may also include the following practitioners: 

• Qualified Mental Health Provider – Bachelor’s 

• Qualified Mental Health Provider – Non-Degreed 

• Certified Peer Specialist - Adult 

Billing Unit:  15 minutes 

  Maximum Units:  16 per day, 4160 per year 

 

(13) Child and Adolescent Mental Illness Day Treatment - A combination of goal 

oriented rehabilitative services designed to improve the ability of a recipient to function 

as productively as possible in their regular home, school, and community setting when 

impaired by the effects of a mental health or emotional disorder.  Programs that provide 

an academic curriculum as defined by or registered with the State Department of 

Education and that students attend in lieu of a local education agency cannot bill 

Medicaid for the time devoted to academic instruction. 

Component Services: 

• Initial screening to evaluate the appropriateness of the client’s participation in the 

program 

• Development of an individualized program plan 

• Individual, group and family counseling 

• Psychoeducation Services 

• Basic living skills 

• Coping skills training closely related to presenting problems (e.g., stress 

management, symptom management, assertiveness training, and problem solving) 
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13. Other Diagnostic, screening, preventive, and rehabilitative services, i.e., other than 

those provided elsewhere in the plan. --- (Continued) 

13.d. Rehabilitative services --- Continued 

 Effective 10/01/18 

 

Eligible Provider Type: 

The program staff are required to follow the current Community Mental Health Program 

Standards Manual or subsequent revisions.  

 At a minimum, there must be a program coordinator: 

• Rehabilitative Services Professional (all types) 

 As outlined in Community Mental Health Program Standards Manual, the multi-

disciplinary treatment team may also include the following practitioners: 

• Qualified Mental Health Provider – Bachelor’s 

• Qualified Mental Health Provider – Non-Degreed 

• Certified Mental Health Peer Specialist - Youth 

• Certified Mental Health Peer Specialist - Parent 

 

Billing Unit: One hour 

Maximum Units:  4 per day, 1040 hours per year 
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13. Other Diagnostic, screening, preventive, and rehabilitative services, i.e., other than 

those provided elsewhere in the plan. --- (Continued) 

13.d. Rehabilitative services --- Continued 

 Effective 10/01/18 

(14) Treatment Plan Review - Review and/or revision of a recipient’s 

individualized mental health and/or substance use disorder treatment plan by a qualified 

practitioner who is not routinely directly involved in providing services to the recipient.  

This review will evaluate the recipient’s progress toward treatment objectives, the 

appropriateness of services provided, and the need for continued participation in 

treatment.  This service does not include those activities or costs associated with direct 

interaction between a recipient and his/her primary therapist regarding the recipient’s 

treatment plan.  That interaction shall be billed through an alternative service such as 

individual counseling. 

Eligible Provider Type: 

• Physician  

• Physician Assistant  

• Certified Registered Nurse Practitioner (CRNP)  

• Rehabilitative Services Professional (licensed only) 

• Service Supervisor  

• Senior Social Work Supervisor  

• PASS I or PASS II 

Billing Unit:  15 minutes 

Maximum Units:  1 event with up to 2 units per quarter, 8 per year 

 

(15) Mental Health Care Coordination – Services to assist an identified 

Medicaid recipient to receive coordinated mental health services from external agencies, 

providers or independent practitioners.   Key service functions include written or oral 

interaction in a clinical capacity in order to assist another provider in addressing the 

specific rehabilitative needs of the recipient, as well as to support continuation of care for 

the recipient in another setting.   

 

Eligible Provider Type:   

• Rehabilitative Services Professional (all types) 

• Licensed Registered Nurse 

• Licensed Practical Nurse 

• Certified Nursing Assistant 

• Qualified Mental Health Provider – Bachelor’s 

• Social Service Caseworker 

• PASS I or PASS II 

• CASS-Non-Degreed 

 

Billing Unit:  15 minutes 

 

Maximum Units:  24 per day, 312 per year 
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13. Other Diagnostic, screening, preventive, and rehabilitative services, i.e., other than 

those provided elsewhere in the plan. --- (Continued) 

13.d. Rehabilitative services --- Continued 

            Effective 10/01/18 
(16) Adult In-home intervention - Home based services provided by a treatment team (two-person 

team) to serve individuals who refuse other outpatient services and/or who need temporary 

additional support due to increased symptoms or transition from a more intense level of services, 

to defuse an immediate crisis situation, stabilize the living arrangement, and prevent out of home 

placement of the recipient. 

Component Services: 
Key service functions include the following when provided by a team composed of a 

Rehabilitative Services Professional (master’s level clinician) and either a Qualified Mental 

Health Provider – Bachelor’s or a Certified Mental Health Peer Specialist - Adult: 

• Individual or family counseling 

• Crisis intervention 

• Basic Living Skills 

• Psychoeducational Services 

• Case Management 

• Medication Monitoring 

• Peer Services (only when team member is a Certified Mental Health Peer 

Specialist – Adult) 

 

Key service functions include the following when provided by a team composed of a 

Registered Nurse and a Qualified Mental Health Provider – Bachelor’s or a Certified Mental 

Health Peer Specialist - Adult: 

• Crisis Intervention 

• Basic Living Skills 

• Psychoeducational Services 

• Case Management 

• Medication Monitoring 

• Medication Administration 

• Peer Services (only when team member is a Certified Peer Specialist - Adult)  

Eligible Provider Type: 

In-home intervention for mental illness clients are provided by a two-person team minimally 

composed of the following:  

• Rehabilitative services professional (master’s level) or  

• licensed registered nurse who must successfully complete an approved case management-

training program and either 

• a Qualified Mental Health Provider – Bachelor’s or 

• Certified Mental Health Peer Specialist - Adult  

All team members must successfully complete an approved case management-training 

program.  

 

Billing Unit: 15 minutes 

Maximum Units: 24 units per day, 2,016 per year 
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13. Other Diagnostic, screening, preventive, and rehabilitative services, i.e., other than 

those provided elsewhere in the plan. --- (Continued) 

 

13.d. Rehabilitative services --- Continued 

                       

 Effective 10/01/18  

(17) Child and Adolescent In-Home Intervention – Structured, consistent, strength-based 

therapeutic intervention provided by a team for a child or youth with a serious emotional 

disturbance (SED) and his or her family for the purpose of treating the child’s or youth’s 

behavioral health needs. In-Home Intervention also addresses the family’s ability to 

provide effective support for the child or youth, and enhances the family’s capacity to 

improve the child’s or youth’s functioning in the home and community. Services are 

directed towards the identified youth and his or her behavioral health needs and goals as 

identified in the treatment plan or positive-behavior support plan are developed by a 

qualified behavioral clinician where appropriate. Services include therapeutic and 

rehabilitative interventions, including counseling and crisis intervention services, with the 

individual and family to correct or ameliorate symptoms of mental health conditions and 

to reduce the likelihood of the need for more intensive or restrictive services.   These 

services are delivered in the family’s home or other community setting and promote a 

family-based focus in order to evaluate the nature of the difficulties, defuse behavioral 

health crises, intervene to reduce the likelihood of a recurrence, ensure linkage to needed 

community services and resources, and improve the individual child’s/adolescent’s 

ability to self-recognize and self-manage behavioral health issues, as well as the parents’ 

or responsible caregivers’ skills to care for their child’s or youth’s mental health 

conditions. The In-Home Intervention team provides crisis services to children and youth 

served by the team.  

Eligible Provider Type: 

• In-home intervention for mental illness recipients are provided by a two-person 

team minimally composed of the following:  

• A rehabilitative services professional staff (all types) AND either 

• A Qualified Mental Health Provider – Bachelor’s or 

• Certified Mental Health Peer Specialist - Parent  

All team members must successfully complete an approved Child and Adolescent 

In-Home Intervention - training program. 

 

Billing Unit: One day 

Maximum Units: One per day, 140 per year 

 

(18) Mental Health and Substance Use Disorders Assessment Update – A structured interview 

process that functions to evaluate a recipient’s present level of functioning and/or 

presenting needs. The assessment is used to establish additional or modify existing 

diagnoses, establish new or additional rehabilitation service goals, assess progress toward 

goals, and/or to determine the need for continued care, transfer, or discharge. 

 

Eligible Provider Type: 

• Rehabilitative Services Professional (all types)  
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13.      Other Diagnostic, screening, preventive, and rehabilitative services, i.e., other than 

those provided elsewhere in the plan. --- (Continued) 

 

13.d. Rehabilitative services --- Continued 

                       

 Effective 10/01/18 

 

  Billing Unit: 15 minutes 

 

  Maximum Units: 8 units per day, 32 units per year 

 

(19) Basic Living Skills – Psychosocial services provided to an individual or group to restore 

skills that enable a recipient to establish and improve community tenure and to increase 

his or her capacity for age-appropriate independent living.  This service also includes 

training about the nature of illness, symptoms, and the recipient’s role in management of 

the illness.   

 

Eligible Provider Type: 

• Rehabilitative Services Professional (all types), 

• Licensed Registered nurse,  

• Social Service Caseworker, 

• Qualified Mental Health Provider – Bachelor’s, or 

• Qualified Mental Health Provider – Non-Degreed 

• QSAP II 

• QSAP III 

• QPP 

• Certified Mental Health Peer Specialist – Adult, Youth, or Parent 

• Certified Recovery Support Specialist 

• PASS I or PASS II 

• CASS – Non-degreed 

 

Billing Unit:  15 minutes 

 

Maximum Units:  2080 units per year 

--20 per day (individual) 

--8 per day (group) 
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13. Other Diagnostic, screening, preventing, and rehabilitative services, i.e., 

 other than those provided elsewhere in the plan. ---(Continued) 

 

13.d. Rehabilitative services ---Continued 

           

       Effective Date:  10/01/18 

 

(20) Psychoeducational Services - Structured, topic specific educational services provided to 

assist the recipient and the families* of recipients in understanding the nature of the 

identified behavioral health disorder, symptoms, management of the disorder, how to 

help the recipient be supported in the community and to identify strategies to support 

restoration of the recipient to his/her best possible level of functioning.  

 

Eligible Provider Type: 

• Rehabilitative Services Professional (all types), 

• Social Service Caseworker, 

• Licensed Registered Nurse 

• Qualified Mental Health Provider – Bachelor’s, or 

• Qualified Mental Health Provider – Non-Degreed 

• QSAP II 

• QSAP III 

• Certified Mental Health Peer Specialist – Adult, Youth, or Parent 

• Certified Recovery Support Specialist 

• PASS I or PASS II 

• CASS – Non-degreed 

 

Billing Unit:  15 minutes 

Maximum Units:  416 per year (416 units per year for individual and 416 units per 

year   for group)    

8 units (unit = 15 minutes) per day, individual 

8 units (unit = 15 minutes) per day, group 

 

(22) Assertive Community Treatment (ACT)/Program for Assertive Community Treatment 

(PACT) - Treatment services provided primarily in a non-treatment setting by a member 

of an ACT or PACT team, staffed pursuant to ADMH regulations promulgated in the 

Alabama Administrative Code for adult recipients with serious mental illness or co-

occurring substance use and mental health disorders.   Recipients receiving ACT or 

PACT services are in a high-risk period due to an exacerbation of the behavioral health 

disorder, and/or are returning from an episode of inpatient/residential psychiatric care, or 

are consistently resistant to traditional clinic-based treatment interventions and are 

difficult to engage in an ongoing treatment program.  
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13. Other Diagnostic, screening, preventing, and rehabilitative services, i.e., 

 other than those provided elsewhere in the plan. ---(Continued) 

 

13.d. Rehabilitative services ---Continued 

           

       Effective Date:  10/01/18 

 

Component Services: 

• Intake  

• Medical assessment and treatment  

• Medication administration  

• Medication monitoring  

• Individual, group, and/or family counseling  

• Crisis intervention  

• Mental health care coordination  

• Case management  

• Psychoeducational Services 

• Basic living skills 

Eligible Provider Type:  The program must be staffed by an assigned team with a 

minimum of three FTE staff.  The program staff are required to follow the current 

Community Mental Health Program Standards Manual or subsequent revisions. 

Of the three FTE staff, it is required to have a least: 

• 1 full-time Rehabilitative Services Professional (master’s level clinician) 

• 1 full-time Qualified Mental Health Provider – Bachelor’s, and  

• .50 FTE of either an RN or LPN.  

Billing Unit: One day 

Maximum Units: 365 days per year 

 

(23) Opioid Use Disorder Treatment – The administration of medication, including the use of 

FDA approved medications for the use of opioid use disorders, to recipients who have a 

diagnosed opioid use disorder. Medication is administered to support the recipient’s 

efforts to restore adequate functioning in major life areas that have been debilitated as a 

result of opioid addiction. This service includes medication administration and concurrent 

related medical, clinical and case management services. 
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13. Other Diagnostic, screening, preventing, and rehabilitative services, i.e., 

 other than those provided elsewhere in the plan. ---(Continued) 

13.d. Rehabilitative services ---Continued 

      Effective Date:  10/01/18 

Eligible Provider Type: 

ADMH-SA: 

The program must be staffed as specified in current and subsequent revisions of:  

(1)  State regulations established for this service by the Alabama Department of 

Mental Health and published in the Alabama Administrative Code; and  

(2)  Federal regulations established for this service by the Substance Abuse and Mental 

Health Services Administration 

Eligible Provider Type for Administration of Medication: 

• Physician 

• Physician’s Assistant 

• CRNP 

• RN 

• LPN 

Billing Unit: One day 

 

(24) Peer Support Service (Adult/Child and Adolescent/Family/Recovery Support Specialist) – Peer 

Support services provides structured, scheduled activities that promote socialization, recovery, self-

advocacy, development of natural supports, and maintenance of community living skills, by 

Certified Peer Specialists (Adult, Youth, Family Peer Specialists, Recovery Support Specialist).   

Peer Support service actively engages and empowers an individual and his/her identified supports in 

leading and directing the design of the service plan and thereby ensures that the plan reflects the 

needs and preferences of the individual (and family when appropriate) with the goal of active 

participation in this process. Additionally, this service provides support and coaching interventions 

to individuals (and family when appropriate) to promote recovery, resiliency and healthy lifestyles 

and to reduce identifiable behavioral health and physical health risks and increase healthy behaviors 

intended to prevent the onset of disease or lessen the impact of existing chronic health conditions.  

Peer supports provide effective techniques that focus on the individual’s self-management and 

decision making about healthy choices, which ultimately extend the members’ lifespan.  Family peer 

specialists assist children, youth, and families to participate in the wraparound planning process, 

access services, and navigate complicated adult/child-serving agencies. 

Eligible Provider Type: 

DMH – MI:  Certified Mental Health Peer Specialist – Youth, Adult, Parent 

DMH – SA:  Certified Recovery Support Specialist (CRSS) 

DMH – DD:  Certified Autism Peer Specialist – Child/Youth 

          Certified Autism Peer Specialist – Family 

Component Services (DD Only): 

• Mentoring, advocacy, development of coping/problem solving skills 

• Promotion of socialization and development of natural supports 

• Engagement of community services 

Billing Unit: 15 minutes 

Maximum Units:  Limited to 20 units per day (individual) and 8 units per day (group).  2,080 

units per year for group services and 2,080 units per year for individual services. 
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13. Other Diagnostic, screening, preventing, and rehabilitative services, i.e., 

 other than those provided elsewhere in the plan. ---(Continued) 

13.d. Rehabilitative services ---Continued 

          

       Effective Date:  10/01/18 

 

(24) Psychosocial Rehabilitation Services – Working Environment – Psychosocial services 

that provide rehabilitative supports with the goal of restoring skills needed to be prepared 

for community-living activities that may result in employability, promote 

recovery/wellness, prevent the escalation of a mental health condition into a crisis 

situation or into a chronic/significantly disabling disorder, improve community-based 

functioning, alleviate symptoms, and decreasing isolation. The goal of the service is to 

help recipients be prepared for community-living/activities that may ultimately result in 

employability.  This service does not include educational, vocational or job training 

services. 

 

Eligible Provider Type: The program staff are required to follow the current Community 

Mental Health Program Standards Manual or subsequent revisions. 

 

• Rehabilitative Services Professional (all types) 

• Qualified Mental Health Provider – Bachelor’s 

• Qualified Mental Health Provider – Non-Degreed 

• Certified Mental Health Peer Specialist – Adult or Youth           

• QSAP II 

• QSAP III 

• QPP (Qualified Paraprofessionals) 

Billing Unit: 15 minutes. 

 

 Maximum Units: 32 units per day, 320 units per month 

 

(25) Screening – An encounter in which a brief, valid, questionnaire is administered by 

trained personnel to examine the context, frequency, and amount of alcohol or other 

drugs used by a recipient. This process seeks to identify recipients who have an alcohol 

or drug use disorder or are at risk for development of such. The service includes feedback 

on the screening results, and recommendations and referral for additional services, if 

indicated. This is a covered service for recipients whose use of alcohol and/or drugs has 

adversely impacted functioning in a major life area.  
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13.  Other Diagnostic, screening, preventing, and rehabilitative services, i.e., 

 other than those provided elsewhere in the plan. ---(Continued) 

13.d. Rehabilitative services ---Continued 

          

       Effective Date:  10/01/18 

 

Eligible Provider Type: 

• Rehabilitative Services Professional (all types) 

• QSAP II 

• QSAP III 

• QPP, with specialized training 

Billing Unit: Episode 

Maximum Units: 2 units per year 

 

(26) Brief Intervention – A brief motivational encounter conducted after a recipient has 

completed an approved alcohol and drug screening procedure in which a potential alcohol 

or drug use problem was identified. During this brief encounter, a trained clinician 

provides feedback on the recipient’s alcohol and/or drug use patterns, expresses concerns 

about the pattern of use as clinically indicated, provides advice in regard to strategies to 

eliminate or cut back in regard to destructive alcohol/drug use patterns, assists in 

development of an action plan, and initiates referrals as appropriate. 

Eligible Provider Type: 

• Rehabilitative Services Professional (all types) 

• QSAP II 

• QSAP III 

• QPP, with specialized training 

Billing Unit: 15 minutes 

Maximum Units: 8 units per year 
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13. Other Diagnostic, screening, preventing, and rehabilitative services, i.e., 

 other than those provided elsewhere in the plan. ---(Continued) 

13.d. Rehabilitative services ---Continued  

       Effective Date:  10/01/18 

(27) Nursing Assessment and Care – Nursing Assessment and Care services are face-to-face (in 

person or via telemedicine/telehealth) contacts with an individual to monitor, evaluate, assess, 

establish nursing goals, and/or carry out physicians' orders regarding treatment and 

rehabilitation of the physical and/or behavioral health conditions of an individual as specified 

in the individualized recovery plan. It includes providing special nursing assessments to 

observe, monitor and care for physical, nutritional and psychological issues or crises 

manifested in the course of the individual’s treatment; to assess and monitor individual’s 

response to medication to determine the need to continue medication and/or for a physician 

referral for a medication review; assessing and monitoring an individual’s medical and other 

health issues that are either directly related to the mental health or substance related disorder, 

or to the treatment of the disorder (e.g. diabetes, cardiac and/or blood pressure issues, 

substance withdrawal symptoms, weight gain and fluid retention, seizures, etc.); venipuncture 

required to monitor and assess mental health, substance disorders or directly related conditions, 

and to monitor side effects of psychotropic medication; consultation with the individual’s 

family and/or significant others for the benefit of the client about medical and nutritional 

issues; to determine biological, psychological, and social factors which impact the individual’s 

physical health and to subsequently promote wellness and healthy behavior and provide 

medication education and medication self-administration training to the individual and family.  

Eligible Provider Type: 

• Licensed Registered Nurse  

• Licensed Practical Nurse  

• Certified Nursing Assistant  

• MAC Worker (operating within their scope of practice) 

        Billing Unit: 15 minutes 

Maximum Units:  2 units per day in a specialized level of care; 732 units per year 

 

(28) Outpatient Detoxification – Face-to-face interactions with a recipient for the purpose 

of medically managing mild to moderate withdrawal symptoms from alcohol and/or other 

drugs in an ambulatory setting. Services are provided in regularly scheduled sessions under a 

defined set of policies, procedures, and medical protocols by authorized medical personnel. 

 

Eligible Provider Type: 

• Rehabilitative Services Professional (all types) 

• QSAP II 

• QSAP III 

• Certified Recovery Support Specialist (CRSS)                  

• QPP, with specialized training 

• Licensed Registered Nurse  

• Licensed Practical Nurse 
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13. Other Diagnostic, screening, preventing, and rehabilitative services, i.e., 

 other than those provided elsewhere in the plan. ---(Continued) 

13.d. Rehabilitative services ---Continued 

  Effective Date:  10/01/18 

The program must be staffed as specified in current and subsequent revisions of regulations 

established for this service by the Alabama Department of Mental Health Substance Abuse 

Services Administrative Code. 

Billing Unit: 1 day;   

Maximum Units: 100 days per year 

(29) Therapeutic Mentoring* – Therapeutic Mentoring Services provide a structured one on 

one intervention to a child or youth and their families that is designed to ameliorate behavioral 

health-related conditions that prevent age-appropriate social functioning. This service includes 

supporting and preparing the child or youth in age-appropriate behaviors by restoring daily living, 

social and communication skills that have been adversely impacted by a behavioral health 

condition. These services must be delivered according to an individualized treatment plan and 

progress towards meeting the identified goals must be monitored and communicated regularly to 

the clinician so that the treatment plan can be modified as necessary. Therapeutic mentoring may 

take place in a variety of settings including the home, school or other community settings.  The 

therapeutic mentor does not provide social, educational, recreational or vocational services. 

Component Services: 

• Basic Living Skills 

• Social Skills Training 

• Coping Skills Training 

• Assessment 

• Plan Review 

• Progress Reporting 

• Transition Planning 

Eligible Provider Type: 

• Rehabilitative Services Professional (all types) 

• Social Service Caseworker 

• Licensed Registered Nurse  

• Qualified Mental Health Provider – Bachelor’s  

• Qualified Mental Health Provider – Non-Degreed  

• PASS I or PASS II 

• CASS – Non-degreed 

Billing Unit:  15 minutes 

Maximum Units:  416 per year (416 units per year for individual and 416 units per year for group)    

8 units (unit = 15 minutes) per day, individual 

8 units (unit = 15 minutes) per day, group 

 

(30) Behavioral Health Placement Assessment – A structured face-to-face interview process 

conducted by a qualified professional for the purpose of identifying a recipient’s presenting 

strengths and needs and establishing a corresponding recommendation for placement in an 

appropriate level of care.  This process may incorporate determination of the appropriateness of 

admission/commitment to a state psychiatric hospital or a local inpatient psychiatric unit.   

Eligible Provider Type: 

• Rehabilitative Services Professional (all types) 

• Licensed registered nurse  

Billing Unit:  30 minutes 

Maximum Units:  4 units/day; 16 units/year  
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13. Other Diagnostic, screening, preventing, and rehabilitative services, i.e., 

 other than those provided elsewhere in the plan. ---(Continued) 

13.d. Rehabilitative services ---Continued 

  Effective Date:  10/01/18 

 

(31)  Behavioral Support – positive behavior support therapy and monitoring is designed 

to address challenging behaviors in the home and community for children and youth with 

ASD or ASD with co-occurring IDD. A behavioral therapist writes and monitors a 

behavioral management plan that includes specific behavioral objectives and interventions 

that are designed to diminish, extinguish, or improve specific behaviors related to the 

child’s or youth’s behavioral health condition. The behavioral therapist supervises and 

coordinates the interventions and trains others who works with the family to implement the 

plan in the home and in the community.  

 

Component Services: 

• Discrete Trial Training- PASS I, PASS II, CASS 

• Incidental Teaching- PASS I, PASS II, CASS 

• Pivotal Response Training- PASS I, PASS II, CASS 

• Verbal Behavior Intervention- PASS I, PASS II, CASS 

• Functional Communication Training- PASS I, PASS II, CASS 

• Coping Skills Training- PASS I, PASS II, CASS 

• Assessment- PASS I, PASS II 

• Reduction of Environmental Barriers to Learning- PASS I, PASS II, CASS 

• Maladaptive Behavior Reduction- PASS I, PASS II, CASS 

• Functional Behavior Assessment- PASS I, PASS II 

• Functional Analysis- PASS I 

• Crisis Intervention- PASS I, PASS II 

• Social Skills Therapy- PASS I, PASS II, CASS 

• Basic Living Skills- PASS I, PASS II, CASS 

• Psycho-educational Services- PASS I, PASS II, CASS 

• Sensory Integration- PASS I, PASS II, CASS 

• Development of Individual Program Plan- PASS I 

• Progress Reporting- PASS I 

• Treatment Plan Review- PASS I 

• Transition Planning- PASS I 

• Family Training- PASS I, PASS II, CASS 

• Augmentative Communication Training- PASS I, PASS II, CASS 

 

Eligible Provider Type: 

 

• PASS I or PASS II 

• CASS – Non-degreed 

 

Billing Units: 15 minutes 

Maximum Units:  16 units/day; 4,160 units/year (1040 hours annually) 
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13. Other Diagnostic, screening, preventing, and rehabilitative services, i.e., 

 other than those provided elsewhere in the plan. ---(Continued) 

13.d. Rehabilitative services ---Continued 

   

Effective Date:  10/01/18 

 (32) In-Home Therapy – A structured, consistent, strength-based therapeutic relationship 

between a licensed clinician and a child or youth with ASD or ASD and co-occurring 

IDD and his or her family for the purpose of treating the child’s or youth’s behavioral 

health needs. In-Home Therapy services are provided under a multidisciplinary team 

model. In-home therapy also addresses the family’s ability to provide effective support 

for the child or youth and enhances the family’s capacity to improve the child’s or 

youth’s functioning in the home and community. 

 

 

Component Services: 

• Psychoeducational Services- PASS I, PASS II 

• Individual counseling/therapy- PASS I, PASS II 

• Family counseling/therapy- PASS I, PASS II 

• Group counseling/therapy- PASS I, PASS II 

• Coping Skills Training (has further description in text of other services)- PASS I, 

PASS II 

• Assessment- PASS I 

• Therapeutic Treatment- PASS I, PASS II 

• Crisis Intervention- PASS I, PASS II 

• Basic Living Skills- PASS I, PASS II 

• Social Skills Therapy- PASS I, PASS II 

• In-Home Intervention- PASS I, PASS II 

• Treatment Plan Review- PASS I 

• Progress Reporting- PASS I 

• Development of Individual Program Plan- PASS I 

• Transition Planning- PASS I 

 

 

 

Eligible Provider Type: 

• PASS I or PASS II 

 

Billing Unit: 15 minutes 

Maximum Units: 8 units/day; 832 units/year (208 hours annually) 4hrs/wk 
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                       Limitation of Services  
 
14. Services for Individuals age 65 or older in institutions for mental diseases. 
  
Effective Date:  02/01/17 
 14.a. Inpatient psychiatric services: for recipients age 65 or older are unlimited if medically 
necessary and the admission and/or the continued stay reviews meet the approved psychiatric criteria.   
 
       In order to participate in the Title XIX Medicaid program and to receive Medicaid payment for 
inpatient services for individuals 65 or older, a provider must meet the following requirements: 
 
       (1)  Be certified for participation in the Medicare/Medicaid program; 
 
       (2)  Be licensed as a free-standing acute care geriatric,   psychiatric hospital in accordance with 

current rules contained in the Alabama Administrative Code Chapter 420-5-7.  State hospitals 
that do not require licensing as per state law are exempt from this provision (Alabama Code, 
Section 22-50-1, et.seq.); 

 
       (3)  Be accredited by the Joint Commission on Accreditation of Healthcare Organizations; 
 
       (4)  Specialize in the care and treatment of geriatric patients with serious mental illness; 
 
       (5)  Have on staff at least one full time board certified geriatric psychiatrist/geriatrician; or a full-

time board certified adult psychiatrist with a minimum of 3 years experience caring for geriatric 
patients 65 or older. 

 
       (6)  Employ only staff who meet training/ certification standards in the area of  adult psychiatry as 

defined by the State's Mental Health Authority; 
  

(7)  Be recognized as a teaching hospital, and affiliated with at least one four-year institution of 
higher education with a multi-disciplinary approach to the care and  

           treatment of geriatric patients with serious mental illness; 
 

(8)  Provide out-patient and community liaison services throughout the State of Alabama directly or 
through contract with qualified providers; 

 
(9)  Be in compliance with Title VI and VII of the Civil Rights Act of 1964, Section 504 of the 

Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and the Americans with 
Disabilities Act; 
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 (10) Execute an Alabama Medicaid Provider Agreement for  participation in the 

Medicaid program; 

 

 (11) Submit a written description of an acceptable utilization  

  review plan currently in effect; 

 

 (12) Submit a budget of cost for medical inpatient services for its initial cost reporting 

period, and 

 

 (13) Be under the jurisdiction of the State's mental health authority. 
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State/Territory Alabama 

AMOUNT, DURATION AND SCOPE OF MEDICAL  

AND REMEDIAL CARE AND SERVICES PROVIDED 

TO THE CATEGORICALLY NEEDY 

___________________________________________________________________________  

 

15.  a. Intermediate care facility services (other than such services in an institution for mental  

 diseases) for persons determined in accordance with section 1902(a)(31)(A) of the Act, 

 to be in need of such care.  

  [X] Provided [ ] No limitations 

  [X] With limitations* [ ]  Not Provided: 

 

 b.  Including such services in a public institution (or distinct part thereof) for the mentally 

  retarded or persons with related conditions. 

  [X] Provided [ ] No limitations 

 

  [X] With limitations* [ ]  Not Provided: 

 

16.  Inpatient psychiatric facility services for individuals under 22 years of age. 

 

  [X] Provided [ ] No limitations 

 

  [X] With limitations* [ ] Not Provided: 

 

17.  Nurse-midwife services 

 

  [X] Provided [ ] No limitations 

 

  [X] With limitations* [ ]  Not Provided: 

 

18.  Hospice care (in accordance with section 1905(o) of the Act). 

  

 

           [ ]Provided [ ] No limitations  

 

           [X]   Provided in accordance with section  

                    2302 of the Affordable Care Act 

 

           [X ]With limitations* [ ]  Not Provided: 

 

 

*Description provided on attachment 
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                       Limitation of Services 

 

14.   Services for individuals age 65 or older in institutions for  

 mental diseases. 
 

 Effective Date: 04/01/91 
14. b. Nursing Facility Services: for individuals age 65 or older  

  in institutions for mental diseases must be prior authorized.   

  Prior authorization is based on medical necessity. 
 

(1)   All nursing services to meet the total needs of the patient including  

 treatment and administration of medications ordered by the physician. 

 

(2)   Personal services and supplies for the comfort and cleanliness of the  

 patient.  These include assistance with eating, dressing, toilet functions,  

 baths, brushing teeth, combing hair, shaving and other services and  

 supplies necessary to permit the patient to maintain a clean, well-kept  

 personal appearance. 

 

(3)   Room (semiprivate or ward accommodations) and board, including  

 special diets and tubal feedings necessary to provide proper nutrition.   

 This includes feeding patients unable to feed themselves. 

 

(4)   All services and supplies for incontinent patients. 

 

(5)   Bed and bath linens, including linen savers such as cellupads, and diapers. 

 

(6)   Nursing and treatment supplies as ordered by the patient's physician or as  

 required for quality nursing care.  These include, but are not limited to,  

 needles, syringes, catheters, catheter trays, drainage bags, indwelling  

 catheters, enema bags, sterile and non-sterile dressings, special dressings  

 (such as ABD pads and pressure dressings) intravenous administration sets,  

 normal intravenous fluids (such as glucose, D5W, D10W). 

 

(7)   Safety and treatment equipment such as bed rails, standard walkers,  

 standard wheelchairs, intravenous administration stands, suction apparatus,  

 and other items generally provided by nursing homes for the general use  

 of all patients. 

 

(8)   Sterile and non-sterile dressings and medications for prevention and  

 treatment of bed sores. 
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                        Limitation of Services 

 

14.   Services for individuals age 65 or older in institutions for  

 mental diseases. 
 

14.  b.  Nursing Facility Services -- (Continued) 

 

  Effective Date:  10/01/93 
  (9)   Medically necessary Over-the-Counter (non-legend) drug  

   products prescribed or ordered by a physician. 

 

  (10)  Nursing and treatment supplies as ordered by the patient's  

   physician or as required for quality nursing care.  These  

   include, but are not limited to, needles, syringes,  

   catheters, catheter trays, drainage bags, indwelling  

   catheters, enema bags, sterile and non-sterile dressings,  

   special dressings (such as ABD pads and pressure dressings)  

   intravenous administration sets, normal intravenous fluids  

   (such as glucose, D5W, D10W). 

 

  (11) Personal apparel laundry services. 
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                      Limitation of Services 

 

15. Intermediate care facility services (other than such services in an institution  

for mental diseases) for persons determined, in accordance with section  

1902(a)(31)(A) of the Act, to be in need of such care. 
      

  Effective Date: 04/01/91 
      A. Services in a public institution for the mentally retarded or persons with  

  related conditions.  Must be prior authorized by Alabama Medicaid Agency  

  or the Department of Mental Health as applicable. 
 

B. Community mental retardation units providing 24-hour personal care to  

 at least four but no more than 15 mentally retarded persons or persons  

 with related conditions.  Must be prior authorized by the Department of  

 Mental Health. 
 

1.    Services included in basic (covered) nursing facility charges. 

 

2.    All nursing services to meet the total needs of the patient including  

 treatment and administration of medications ordered by the physician. 

 

3.    Personal services and supplies for the comfort and cleanliness of the  

 patient.  These include assistance with eating, dressing, toilet functions,  

 baths, brushing teeth, combing hair, shaving and other services and  

 supplies necessary to permit the patient to maintain a clean, well-kept  

 personal appearance. 

 

4.    Room (semiprivate or ward accommodations) and board, including  

 special diets.  This includes feeding patients unable to feed themselves. 

 

5.    All services and supplies for incontinent patients. 

 

6.    Bed and bath linens, including linen savers such as cellupads, and diapers. 

 

7.    Nursing and treatment supplies as ordered by the patient's physician or as  

 required for quality nursing care.  These include, but are not limited to,  

 needles, syringes, catheters, catheter trays, drainage bags, indwelling  

 catheters, enema bags, sterile and non-sterile dressings, special dressings  

 (such as ABD pads and pressure dressings) intravenous administration sets,  

 normal intravenous fluids (such as glucose, D5W, D10W). 
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                    Limitation of Services 

 

15. Intermediate care facility services (other than such services in an institution  

 for mental diseases) for persons determined, in accordance with section  

 1902(a)(31)(A) of the Act, to be in need of such care.  -- Continued 
 

15. B.  Community mental retardation units providing 24-hour 

   personal care to at least four but no more than 15  

   mentally retarded persons or persons with related  

   conditions.  Must be prior authorized by the Department  

   of Mental Health.  -- Continued 
 

8. Safety and treatment equipment such as bed rails, standard walkers,  

 standard wheelchairs, intravenous administration stands, suction  

 apparatus, and other items generally provided by nursing facilities for  

 the general use of all patients. 

 

9.    Sterile and non-sterile dressings and medications for prevention and  

 treatment of bed sores. 

 

  10.   Medically necessary Over-the-Counter (non-legend) drug products 

   prescribed or ordered by a physician. 

 

  11.  Personal apparel laundry services. 
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                       Limitations of Services  

 

16.  Inpatient psychiatric facility services for individuals under 21 years of age. 

 

 Effective Date:  01/01/02 
 Inpatient psychiatric facility services for individuals under 21 years of age are  

 unlimited if medically necessary and the admission and continued stay reviews 

 meet the approved psychiatric criteria.  These days do not count against the  

 inpatient benefit limitations for acute care hospitals.  Services may be provided in 

 a hospital or in a psychiatric residential treatment facility that meets the requirements 

 in 42 CFR, Part 441, Subpart D, and Part 483, Subpart G.  Detailed information 

 regarding covered services and provider eligibility appears in Chapter 41 of the 

 Alabama Medicaid Agency Administrative Code.  Services are limited to recipients 

 under 21 years of age, or if the recipient was receiving services immediately before 

 he reached age 21, to the earlier of the date the recipient no longer requires the  

 services, the date he reaches age 22, or the expiration of covered days. 
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                    Limitation of Services 

 

 

17.       Nurse-midwives Services 

 

           Effective Date:  10/01/93 
 Providers in this program are limited to persons who are licensed as Registered  

 Nurses and who are also licensed as "Certified Nurse Midwife." 

 

 Services provided may not exceed those for which a nurse midwife is authorized to  

 provide under state law and regulations. 

 

 Detailed information regarding covered services and provider eligibility appears in  

 Chapter 21 of the Alabama Medicaid Agency Administrative Code. 
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     Limitation of Services 

 

18. Hospice Care (In accordance with section 1905(o) of the Act.) 

 

           Effective Date:  09/09/98   
 

           Medicaid will utilize the most recent benefit periods established by the Medicare Program. 

 

 Effective Date:  10/01/90 
  

Hospice care is available under Medicaid for eligible recipients certified as being terminally ill 

with a medical prognosis that his or her life expectancy is six months or less.  Hospice care  

services within the Alabama Medicaid Program are governed by §1905(o) of the Social Security 

Act, 42 C.F.R. Part 418 and the Alabama Medicaid Agency Administrative Code.  Services  

must be provided by a Medicare certified hospice program. 

  

The individual must voluntarily elect hospice and file an election statement with a Medicaid 

participating hospice provider. 

 

Hospice Care is provided independent of standard Medicaid benefits.  Eligible individuals  

electing hospice care waive all rights to services covered under the Medicaid program that are 

also covered under the Medicare Program related to the treatment of the terminal illness or  

related condition for which hospice care was elected. 

  

Hospice coverage is available for unlimited days, subdivided into four election periods as  

follows:  two periods of ninety (90) days each, a subsequent period of thirty (30) days, and  

a subsequent extension period during the individual's lifetime.  A recipient may revoke the 

election of hospice care at any time during an election period.  The recipient forfeits coverage 

for any remaining days in that election period.  Medicaid coverage of benefits waived during  

the election period will be resumed. 

 

A Medicaid beneficiary who resides in a nursing facility may elect hospice services.  The 

hospice must have a contract with each nursing facility to clarify responsibilities. 

 

The following services are covered hospice services subject to limitations in accordance with  

42 C.F.R. -418.200 and §1905(o) of the Social Security Act: 

 

          (1)  Nursing care 

           (2)  Medical social services 

           (3)  Physicians services 

           (4)  Counseling services 

           (5)  Short-term inpatient care 
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                       Limitation of Services 

 

18.  Hospice Care - (In accordance with section 1905(o) of the Act.)  

          --- Continued  
 

 

          (6)  Medical appliances and supplies, including drugs 

               and biologicals 

          (7)  Home health aide services and homemaker services 

          (8)  Physical therapy, occupational therapy, and 

               speech-language pathology services 

          (9)  Nursing facility room and board 
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                    AMOUNT, DURATION AND SCOPE OF MEDICAL 

  AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

 

      Effective Date: 07/01/88 
19.   Case management services as defined in, and to the group 

      specified in, Supplement 1 to ATTACHMENT 3.1-A (in accordance 

      with section 1905(a)(19) or section 1915(g) of the Act). 

                           

      /X / Provided:  /X / With limitations* 

                                            ** 

      /  / Not provided. 

 

20.   Extended services to pregnant women. 

 

  a.  Pregnancy-related and postpartum services for a 60-day period  

      after the pregnancy ends and any remaining days in the month  

      in which the 60th day falls. 

                 +                       ++     

      / X/ Provided:   /X / Additional coverage  /X / With limitations* 

 

  b.  Services for any other medical conditions that may complicate 

      pregnancy. 

   +                       ++     

      / X/ Provided:   /__/ Additional coverage  /X / With limitations* 

      /  / Not provided. 

 

      Effective Date:  10/01/91 
  c.  Preventive Health Education services to include prenatal/ 

      postnatal parenting education. 

                                                    

      / X/ Provided:  /  / No Limitations      / X/ With limitations* 

           

      /  / Not provided. 

 

 +Attached is a list of major categories of services (e.g., inpatient hospital, physician, etc.) 

and limitations on them, if any, that are available as pregnancy-related services or services 

for any other medical condition that may complicate pregnancy. 

++Attached is a description of increases in covered services beyond limitations for all 

groups described in this attachment and/or any additional services provided to pregnant 

women only. 

**Additional medically necessary services beyond limitations are covered for children 

under 21 years of age referred through the  E.P.S.D.T. Program. 

 *Description provided on attachment. 
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                       Limitation of Services 

 

19.  Case Management Services as defined in, and to the group 

 specified in, Supplement 1 to ATTACHMENT 3.1-A (in accordance  

 with section 1905(a)(19) or section 1915(g) of the Act). 
 

 Effective Date:  07/01/88 
     1. Target Group 1 - Mentally Ill 

 

a. Services will be limited to chronically mentally ill (CMI) adults, 

seriously emotionally disturbed (SED) children and adolescents. 

 

b. Services shall be limited to 52 hours per client per calendar year. 

 

     2. Target Group 2 - Mentally Retarded 

 

a. Services shall be limited to individuals with a diagnosis of mental 

retardation 21 years of age or older or 18 years of age or older if the 

individual has received 12 years of education as documented by a 

statement or certificate from the appropriate local education agency or 

the State Department of Education. 

 

b. Services shall be limited to a maximum of 52 hours per client per 

calendar year. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

___________________________________________________________________ 

TN No. AL-94-9 

Supersedes           Approval Date 06/24/94    Effective Date 02/01/94 

TN No. AL-91-36 



  

  

 

AL-94-23 

Attachment 3.1-A 

Page 8.20 

 

                       Limitation of Services 

 

 

20.  Extended services to pregnant women. 

 

  Effective Date:  07/01/91 
a. Pregnancy-related and postpartum services for 60 days after the pregnancy ends 

are limited to Medicaid covered services that are certified as medically necessary 

by a physician. 

 

           Effective Date:  07/01/91 
Additional inpatient days for deliveries may be authorized upon request for 

recipients who have exhausted their initial covered benefit days.  Approval is 

limited to medically necessary days for deliveries (onset of active labor through 

discharge up to a maximum of eight days). 

 

b. Services for any other medical conditions that may complicate pregnancy are 

limited to Medicaid covered services that are certified as medically necessary by 

a physician. 

 

           Effective Date:  10/01/94 
 c.    Prenatal Education Services. 

 

Prenatal Education services performed only by a qualified provider to eligible 

pregnant women, consisting of no more than 12 visits during a two-year period 

beginning with the first date of service.  Qualified providers are physicians or 

other licensed practitioners of the healing arts practicing within the scope of their 

practice as defined by state law, or by specially trained individuals working under 

the personal supervision of an individual licensed under state law to practice 

medicine or osteopathy or if the service is one provided by a facility under the 

direction of a physician. 
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AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE AND 

SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

 

      Effective Date:  01/01/92 
21.   Ambulatory prenatal care for pregnant women furnished during a presumptive 

 eligibility period by an eligible# provider (in accordance with section 1920 of the 

 Act). 

                                                 

       /  / Provided:  /  / No limitations   /  / With limitations* 

           

       / X/ Not provided. 

 

      Effective Date:  01/01/92 
22.   Respiratory care services (in accordance with section 1902(e)(9)(A) through (C) of 

 the Act). 

                                                 

       /X / Provided:  /  / No limitations   /X / With limitations* 

           

       /  / Not provided. 

 

      Effective Date:  01/01/92 
23.   #Certified Pediatric or family nurse practitioners' services. 

                                                 

      / X/ Provided:  /  / No limitations   /X / With limitations* 

                                                                         ** 

 

 #VIA HCFA-PITN-MCD-4-92 

 

 + Attached is a list of major categories of services (e.g., inpatient 

   hospital, physician, etc.) and limitations on them, if any, that  

   are available as pregnancy-related services or services for any  

   other  medical condition that may complicate pregnancy. 

 

++ Attached is a description of increases in covered services beyond 

   limitations for all groups described in this attachment and/or any 

   additional services provided to pregnant women only. 

 

** Additional medically necessary services beyond limitations are 

   covered for children under 21 years of age referred through the 

   E.P.S.D.T. Program. 

 * Description provided on attachment. 
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22.  Respiratory care services (in accordance with section  

 1902(e)(9)(A) through (C) of the Act). 
 

       Effective Date:  01/01/92 
     Respiratory care services are provided only for children  

  under 21 years of age referred through the EPSDT Program. 
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23.  1905(a)(21): Certified Pediatric or family nurse practitioners' services. 

 

      Effective Date:  07/01/19 

Nurse-Practitioners Services - Providers in this program are limited to Registered Nurses 

who are also certified as a family nurse-practitioner, or pediatric nurse practitioner. 

   

      A nurse practitioner who is employed and reimbursed by a facility that receives 

reimbursement from Alabama Medicaid Program for services provided by the nurse 

practitioner shall not bill separately if these services are included in the reimbursement 

made to that facility through their cost report. (i.e., hospitals, FQHCs, rural health clinics, 

etc.) 

 

Services provided may not exceed those for which a nurse practitioner is authorized to 

provide under State regulations. 

   

Office visits provided by a nurse practitioner are counted in the recipient's physician's visit 

limitation as described in Attachment 3.1-A. 

   

 Work must be supervised by or associated with a physician. 
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AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE AND 

SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

 

24.   Any other medical care and any other type of remedial care 

      recognized under State law, specified by the Secretary. 

 

   a. Transportation. 

                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations*       

      /  / Not provided.                                 ** 

 

   b. Services of Christian Science nurses. 

                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

       /  / Not provided. 

 

   c. Care and services provided in Christian Science sanitoria. 

                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

      /  / Not provided. 

 

   d. Nursing facility services for patients under 21 years of age. 

                                                  

       / X/ Provided:  /  / No limitations   / X/ With limitations* 

      /  / Not provided.                                ** 

 

   e. Emergency hospital services. 

                                                 

      /  / Provided:  /  / No limitations   /  / With limitations*       

      / X/ Not provided. 

 

   f. Personal care services in recipient's home, prescribed in accordance with a plan of 

treatment and provided by a qualified person under supervision of a registered nurse. 

 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

      /  / Not provided. 

 

 

 

**Additional medically necessary services beyond limitations are 

   covered for children under 21 years of age referred through the 

   E.P.S.D.T. Program. 

 

 *Description provided on attachment. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

MEDICAL ASSISTANCE PROGRAM 

 

State/Territory:       Alabama   

 

SECTION 3 – SERVICES:  GENERAL PROVISIONS 

 

3.1 Amount, Duration, and Scope of Services 

 

 Medicaid is provided in accordance with the requirements of sections 1902(a), 1902(e), 1903(i), 1905(a),    

       1905(p), 1905(r), 1905(s), 1906, 1915, 1916, 1920, 1925, 1929, and 1933 of the Act; section 245(A)(h) of  

       the Immigration and Nationality Act; and 42 CFR Parts 431, 440, 441, 442, and 483. 

 

A.  Categorically Needy 

 

 

24.  Any other medical care, and any other type of remedial care recognized under State law, specified by the 

Secretary in accordance with section 1905(a)(28) of  the Social Security Act and 42 CFR 440.170. 

       X        Non-emergency transportation is provided in accordance with 42 CFR §431.53 as an administrative                

     service.  

       Without limitations                 X  With limitations (Describe limitations in either a Supplement to  

          3.1A a Supplement or in Attachment 3.1D) 

 

               Non-emergency transportation is provided without a broker in accordance with 42 CFR §440.170 as an                          

 optional medical service, excluding “school-based” transportation.         

                    Without limitations                        With limitations (Describe limitations in either a Supplement to       

                                                                             3.1A or in Attachment 3.1D) 
 

(If non-emergency transportation is provided without a broker as an optional medical service or as an 

administrative service, the state should describe in Attachment 3.1D how the transportation program 

operates including types of transportation and transportation related services provided and any 

limitations.  Describe emergency and non-emergency transportation services separately.  Include any 

interagency or cooperative agreements with other Agencies or programs.) 

 

             Non-emergency transportation is provided through a brokerage program as an optional medical service  

                in accordance with 1902(a)(70) of the Social Security Act and 42 CFR 440.170(a)(4). 

        
 

  

              The State assures it has established a non-emergency medical transportation program in accordance with 

1902(a)(70) of the Social Security Act in order to more cost-effectively  provide transportation, and can 

document, upon request from CMS, that the transportation broker was procured in compliance with the 

requirements of 45 CFR 92.36 (b)-(i). 
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(1) The State will operate the broker program without regard to the requirements of the  

       following paragraphs of section 1902(a);  

                         

                          (1) state-wideness (Please indicate the areas of State that are covered by the 

broker.  If the State chooses to  contract with more than one broker the State must 

provide a separate preprint for each broker)   

                                    

                            (10)(B) comparability 

  

                          (23) freedom of choice  

              

              (2)   Transportation services provided will include:  

                                           wheelchair van                   

                                           taxi 

                                           stretcher car 

                             bus passes  

                             tickets 

                             secured transportation  

                             other transportation (if checked describe below other types of transportation provided.)        

 

   (3)   The State assures that transportation services will be provided under a contract with  

           a broker who:       

                     (i)  is selected through a competitive bidding process based on the State’s  

evaluation of the broker’s experience, performance, references, resources, qualifications, and 

costs:  

                    (ii) has oversight procedures to monitor beneficiary access and complaints and 

ensures that transportation is timely and transport personnel are licensed qualified, competent 

and courteous:  

                    (iii) is subject to regular auditing and oversight by the State in order to ensure the 

quality and timeliness of the transportation services provided and the adequacy of beneficiary 

access to medical care and services: 

                   (iv) complies with such requirements related to prohibitions on referrals and 

conflict of interest as the Secretary shall establish (based on prohibitions on physician referrals 

under Section 1877 and such other prohibitions and requirements as the Secretary determines to 

be appropriate.) 

 

             (4)   The broker contract will provide transportation to the following categorically needy  

                     mandatory populations:                 

               Low-income families with children (section 1931) 

                Deemed AFCD-related eligibles 

                Poverty-level related pregnant women  

                Poverty-level infants 

                Poverty-level children 1 through 5 

                 Poverty-level children 6 – 18 
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                 Qualified pregnant women AFDC – related 

                 Qualified children AFDC – related 

                 IV-E foster care and adoption assistance children 

                 TMA recipients (due to employment) (section 1925) 

                 TMA recipients (due to child support) 

                 SSI recipients      

                                                      Individuals eligible under 1902(a)(10)(A)(i)-  new eligibility group VIII            

                                            (very-low income adults who are not otherwise eligible under any other    

                                              mandatory eligibility group) – Becomes effective January 1, 2014, but states  

                                              can elect to cover now as an early option.                        

            (5)    The broker contract will provide transportation to the following categorically needy  optional 

                     populations:    

                                                        Optional poverty-level - related pregnant women  

                                                        Optional poverty-level - related infants 

                                                        Optional targeted low income children 

                                                        Non IV-E children who are under State adoption assistance agreements 

                                                        Non IV-E independent foster care adolescents who were in foster care on 

                                                         their 18th birthday 

                                                        Individuals who meet income and resource requirements of AFDC or SSI 

                                                        Individuals who would meet the income & resource requirements of AFDC 

                                                        if child care costs were paid from earnings rather than by a State agency 

                                                              

                                                        Individuals who would be eligible for AFDC if State plan had been as broad    

                                                        as allowed under Federal law 

 

                                                        Children aged 15-20 who meet AFDC income and resource requirements 

                                                        Individuals who would be eligible for AFDC or SSI if they were not                                              

                                                        In a medical institution 

 

                                                        Individuals infected with TB 

                                                        Individuals screened for breast or cervical cancer by CDC program 

                                                        Individuals receiving COBRA continuation benefits 

                                                        Individuals in special income level group, in a medical institution for at least   

                                                        30 consecutive days, with gross income not exceeding 300% of SSI   

                                                        income standard 

 

                                                        Individuals receiving home and community based waiver services who would                

                                                         only be eligible under State plan if in a medical institution (please note that the  

                                                         broker may only provide transportation  to and from 1905 (a) services)   

               

                                                        Individuals terminally ill if in a medical institution and will receive hospice  

                                                          care 

                                                        Individuals aged or disabled with income not above 100% FPL 

                                                       Individuals receiving only an optional State supplement in a 209(b) State 
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                                                          Individuals working disabled who buy into Medicaid (BBA working 

                                                          disabled group) 

                                                           Employed medically improved individuals who buy into Medicaid WWIIA     

                                                           Medical Improvement Group 

                                                          Individuals disabled age 18 or younger who would require an institutional   

                                                          level of care (TEFRA 134 kids). 

 

                                                

            (6)     Payment Methodology 

(A) Please describe the methodology used by the State to pay the broker: 

 

   

(B) Please describe how the transportation provider will be paid: 

 

            

           (C)   What is the source of the non-Federal share of the transportation payments?   

                    Describe below the source of the non-Federal share of the transportation payments proposed 

                    under the State plan amendment.  If more than one source exists to fund the non-Federal share  

                    of the transportation payment, please separately identify each source of non-Federal share  

                     funding. 

 

  
                        (D)    The State assures that no agreement (contractual or otherwise) exists between the  

    State or any form of local government and the transportation broker to return or     

    redirect any of the Medicaid payment to the State or form of local government  

    (directly or indirectly).  This assurance is not intended to interfere with the ability of  

    a transportation broker to contract for transportation services at a lesser rate and  

    credit any savings to the program.   

 

 

           (E)    The State assures that payments proposed under this State plan amendment will be  

                  made directly to transportation providers and that the transportation provider payments  

                  are fully retained by the transportation providers and no agreement (contractual or  

                  otherwise) exists between the State or local government and the transportation provider 

                  to return or redirect any of the Medicaid payment to the State or form of local  

                  government (directly or indirectly).  

 

 

                           (F) The State has included Federal Medicaid matching funds as State match when drawing down 

                                    FTA SAFETEA–LU grants.   

       

       

             (7)   The broker is a non-governmental entity: 

                 The broker is not itself a provider of transportation nor does it refer to or  

     subcontract with any entity with which it has a prohibited financial relationship as described 

at  

     42 CFR 440.170(4)(ii).   
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      The broker is itself a provider of transportation or subcontracts with or  refers to an entity with  

                        which it  has a prohibited financial relationship and:   

                                      Transportation is provided in a rural area as defined at 42 CFR 412.62(f) and there is no  

                                          other available Medicaid participating provider or other provider determined by the       

                                          State to be qualified except the non-governmental broker.   

 

                                     ⁪  Transportation is so specialized that there is no other available Medicaid participating   

                                          provider or other provider determined by the State to be qualified except the non- 

                                          governmental broker    

                                      ⁪ The availability of other non-governmental Medicaid participating providers or other   

                                          Providers determined by the State to be qualified  is insufficient to meet the need for  

                                          transportation. 

                         

                            

    (8)  The broker is a governmental entity and provides transportation itself or refers to or subcontracts with 

              another governmental entity for transportation.  The governmental broker  will:               

  

      

                    

 

     (9) Please provide a complete description of how the NEMT brokerage program operates.  Include all services 

           provided by the broker ( call center, over-sight of providers, etc.).  If applicable, describe any 

           transportation services that will not be provided by the broker and how these services will be provided  
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                            Limitation of Services 

 

24.   Any Other Medical Care and any other type Remedial Care  

 Recognized under State law, specified by the Secretary. 
 

  Effective Date:  12/01/2014 

 

  24.a.    Transportation 

 

                    (1)   Emergency ambulance services are provided eligible recipients 

                            between: 

 

                    (a)   Scene (address) of emergency to hospital. 

                    (b)   Nursing facility to hospital. 

                    (c)   Local hospital to specialized hospital.  (Example:  From 

                                    Montgomery to University Hospital in Birmingham.) 

                                     

                       (2)   Medically necessary non-emergency ambulance service is 

                              provided to eligible recipients who must be bed-confined  

   or have debilitating physical condition(s) that require travel by  

   stretcher only and require ground transportation to receive medical services.  

                                 

                  (3)   Non-emergency ambulance services provided eligible recipients 

                         outside of local area over 100 miles one way, must be prior authorized 

                         by the Alabama Medicaid Agency. 

                                                 

                  (4)   Certification that medical condition warrants the use of ambulance 

                         service is required by the attending physician or facility nurse for 

                          both emergency and non-emergency use. 

 

  (5) Non-Emergency Medical Transportation for clients receiving allowable mental 

health services at Community Mental Health Centers are provided through 

contract with the Alabama Department of Mental Health (DMH). 
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Limitation of Services 

 

24.  Any other medical care and any other type of remedial care  

 recognized under State law, specified by the Secretary.  

 (Continued) 
 

 24.b. Services of Christian Science nurses are provided only for children under 21 

  referred through the EPSDT Program. 

 

 24.c. Services provided in Christian Science sanitoria are provided only for  

  children under 21 referred through the EPSDT Program. 

 

   Effective Date: 04/01/91 
 24.d. Nursing Facility Services for Patients Under 21 Years of Age 

 

(1) Must be prior authorized by the Alabama Medicaid Agency; 

 

(2) Services are limited to items of care specified by agreement between 

the Alabama Medicaid Agency and the nursing facility. 

 

   Effective Date:  04/01/91 
  Services included in basic (covered) nursing facility charges. 

 

(a) All nursing services to meet the total needs of the patient 

including treatment and administration of medications 

ordered by the physician. 

 

(b) Personal services and supplies for the comfort and cleanliness 

of the patient.  These include assistance with eating, dressing, 

toilet functions, baths, brushing teeth, combing hair, shaving 

and other services and supplies necessary to permit the patient 

to maintain a clean, well-kept personal appearance. 

 

(c) Room (semiprivate or ward accommodations) and board, 

including special diets and tubal feedings necessary to 

provide proper nutrition.  This includes feeding patients 

unable to feed themselves. 

 

(d) All services and supplies for incontinent patients. 

 

(e) Bed and bath linens, including linen savers such as cellu pads, 

and diapers. 

___________________________________________________________________ 
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                        Limitation of Services 

 

24.  Any other medical care and any other type of remedial care  

 recognized under State law, specified by the Secretary.  

 (Continued) 
 

24.d. Nursing Facility Services for Patients Under 21 Years of  

  Age.  (Continued) 
 

24.d (2)   (f) Nursing and treatment supplies as ordered by the patient's physician or 

  as required for quality nursing care.  These include, but are not limited 

  to, needles, syringes, catheters, catheter trays, drainage bags, indwelling 

  catheters, enema bags, sterile and non-sterile dressings, special  

  dressings (such as ABD pads and pressure dressings) intravenous  

  administration sets, normal intravenous fluids (such as glucose, D5W, 

  D10W). 

 

(g) Safety and treatment equipment such as bed rails, standard walkers, 

standard wheelchairs, intravenous administration stands, suction 

apparatus, and other items generally provided by nursing homes for the 

general use of all patients. 

 

(h) Sterile and non-sterile dressings and medications for prevention and 

treatment of bed sores. 

 

(i) Medically necessary Over-the-Counter (non-legend) drug products 

prescribed or ordered by a physician. 

 

      (j)  Personal apparel laundry services. 

 

24.f. Personal care services in recipient's home, prescribed in  

 accordance with a plan of treatment and provided by a  

 qualified person under supervision of a registered nurse. 
 

 Effective Date: 01/01/92 
      Personal Care Services are provided only for children under 21 referred through the 

EPSDT Program. 

 

 

 

 

 

 

 

 

___________________________________________________________________ 
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                                                     OMB NO:  0938-0193 

 

 

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE AND 

SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

 

 

   Effective Date:  01/01/92 
   g. Ambulatory Surgical Center Services 

                                                 

      / X/ Provided:  /  / No limitations   / X/ With limitations* 

      /  / Not provided.      ** 

 

25.    Home and Community Care for Functionally Disabled Elderly Individuals, as defined, 

described and limited in Supplement 2 to Attachment 3.1-A, and Appendices A-G to 

Supplement 2 to Attachment 3.1-A. 

 

             provided      X      not provided 

 

    Effective date:  01/01/95 
26. Personal care services furnished to an individual who is not an inpatient or resident of a 

hospital, nursing facility, intermediate care facility for the mentally retarded, or 

institution for mental disease that are (A) authorized for the individual by a physician in 

accordance with a plan of treatment, (B) provided by an individual who is qualified to 

provide such services and who is not a member of the individual's family, and (C) 

furnished in a home or in another location. 

 

 X   Provided:          State Approved (Not  

    Physician) Service Plan Allowed 

         Services Outside the Home Also Allowed 

 X   Limitations Described on Attachment* 

      Not Provided 

 

 

 

 

 

 

**Additional medically necessary services beyond limitations are 

  covered for children under 21 years of age referred through the 

  E.P.S.D.T. Program. 

 

 

 *Description provided on attachment. 

___________________________________________________________________ 
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Limitation of Services 

 

 

24.  Any other medical care and any other type of remedial care  

 recognized under State law, specified by the Secretary.   

 (Continued). 
 

 

          Effective Date:  01/01/92 
  24.g.   Ambulatory Surgical Center Services 

 

            Services are limited to three ambulatory surgical center visits per calendar year 

provided to patients not requiring hospitalization. 
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                        Limitation of Services 

 

 Effective Date:  01/01/95 
26. Personal Care Services that are (A) authorized for the individual by a physician in 

accordance with a plan of treatment, (B) provided by an individual who is qualified 

to provide such services and who is not a member of the individual's family, and (C) 

furnished in a home or in another location and are provided only for children under 

21 years of age referred through the EPSDT Program. 
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State of     Alabama   

Self-Directed Personal Assistance Services State Plan Amendment  
 

Citation 3.1(a)(1) Amount, Duration, and Scope of Services: Categorically Needy 

(Continued) 

 

1915(j) 

     X     Self-Directed Personal Assistance Services, as described and limited in 

Supplement     2     to Attachment 3.1-A. 

 

  ATTACHMENT 3.1-A identifies the medical and remedial services 

provided to the categorically needy.   
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State of    Alabama   

Self-Directed Personal Assistance Services State Plan Amendment  
 

Amount, Duration and Scope of Medical and Remedial Care Services Provided To the 

Categorically Needy 

 

    X  Self-Directed Personal Assistance Services, as described in Supplement    2   to 

Attachment 3.1-A. 

 

     X  Election of Self-Directed Personal Assistance Services:  By virtue of this 

submittal, the State elects Self-Directed Personal Assistance Services as a State Plan 

service delivery option. 

 

       No election of Self-Directed Personal Assistance Services: By virtue of this 

submittal, the State elects not to add Self-Directed Personal Assistance Services as a 

State Plan service delivery option.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

________________________________________________________________________ 

TN No. AL-07-002 

Supersedes             Approval Date: 05/24/07  

TN No.  New        Effective Date: 01/01/07 
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PRA Disclosure Statement The purpose of the PRA package is to provide a mechanism for states who voluntarily 
elect to provide medical assistance under Section 1934(a)(1) with respect to PACE program services to PACE 
program eligible individuals who are eligible for medical assistance under the State plan and who are enrolled in a 
PACE program under a PACE program agreement.  42 CFR 460.2 implements sections 1895, 1905(a), and 1934 of 
the Act, which authorizes the establishment of PACE as a State option under Medicaid to provide for Medicaid 
payment to, and coverage of benefits under, PACE.  Under the Privacy Act of 1974 any personally identifying 
information obtained will be kept private to the extent of the law. According to the Paperwork Reduction Act of 
1995, no persons are required to respond to a collection of information unless it displays a valid OMB control 
number. The valid OMB control number for this information collection is 0938-1027 (Expires: 06/30/2023). The 
time required to complete this information collection is estimated to average 20 hours per response, including the 
time to review instructions, search existing data resources, gather the data needed, and complete and review the 
information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for 
improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail 
Stop C4-26-05, Baltimore, Maryland 21244-1850. 

State of Alabama 
PACE State Plan Amendment Pre-Print 

Citation 3.1(a)(1) Amount, Duration, and Scope of Services: Categorically Needy 
(Continued) 

1905(a)(26) and 1934 
    X     Program of All-Inclusive Care for the Elderly (PACE) services, as described and 

limited in Supplement 3 to Attachment 3.1-A. 

ATTACHMENT 3.1-A identifies the medical and remedial services provided to 
the categorically needy.  (Note:  Other programs to be offered to Categorically 
Needy beneficiaries would specify all limitations on the amount, duration and 
scope of those services. As PACE provides services to the frail elderly population 
without such limitation, this is not applicable for this program.  In addition, other 
programs to be offered to Categorically Needy beneficiaries would also list the 
additional coverage -that is in excess of established service limits- for 
pregnancy-related services for conditions that may complicate the pregnancy.  As 
PACE is for the frail elderly population, this also is not applicable for this 
program.) 

_____________________________________________________________________________ 
TN No. AL-21-0003 
Supersedes    Approval Date:05/13/21  Effective Date:  03/01/21 
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State of  Alabama 
PACE State Plan Amendment Pre-Print 

Citation 3.1(a)(2) Amount, Duration, and Scope of Services: Medically Needy (Continued) 
1905(a)(26) and 1934 

    X      Program of All-Inclusive Care for the Elderly (PACE) services, as described and 
limited in Supplement 3 to Attachment 3.1-A. 

ATTACHMENT 3.1-B identifies services provided to each covered group of the 
medically needy. (Note:  Other programs to be offered to Medically Needy 
beneficiaries would specify all limitations on the amount, duration and scope of 
those services. As PACE provides services to the frail elderly population without 
such limitation, this is not applicable for this program.  In addition, other 
programs to be offered to Medically Needy beneficiaries would also list the 
additional coverage -that is in excess of established service limits- for 
pregnancy-related services for conditions that may complicate the pregnancy.  As 
PACE is for the frail elderly population, this also is not applicable for this 
program.) 

_____________________________________________________________________________ 
TN No. AL-21-0003 
Supersedes    Approval Date:05/13/21  Effective Date:  03/01/21 
TN No. AL-10-019
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State of Alabama 
PACE State Plan Amendment Pre-Print 

Amount, Duration and Scope of Medical and Remedial Care Services Provided To the 
Categorically Needy 

27. Program of All-Inclusive Care for the Elderly (PACE) services, as described in
Supplement 3 to Attachment 3.1-A.

    X      Election of PACE:  By virtue of this submittal, the State elects PACE as an 
optional State Plan service. 

____ No election of PACE: By virtue of this submittal, the State elects to not add 
PACE as an optional State Plan service.  

_____________________________________________________________________________ 
TN No. AL-21-0003 
Supersedes    Approval Date:05/13/21  Effective Date:  03/01/21 
TN No. NEW
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Coverage Template for Freestanding Birth Center Services  

 

 

 

Attachment 3.1A:  Freestanding Birth Center Services 

 

28. (i)   Licensed or Otherwise State-Approved Freestanding Birth Centers  

  

⁪     Provided    ⁪     No limitations    ⁪     With limitations     X  None licensed or approved 

  

  Please describe any limitations:  

 

28. (ii)  Licensed or Otherwise State-Recognized covered professionals providing services 

in the Freestanding Birth Center 

 

  ⁪     Provided    ⁪     No limitations    ⁪     With limitations (please describe below) 

   

X   Not Applicable (there are no licensed or State approved Freestanding Birth 

Centers) 

 

Please describe any limitations:     
 

Please check all that apply: 

  ⁭   (a) Practitioners furnishing mandatory services described in another benefit 

category and otherwise covered under the State plan (i.e., physicians and certified 

nurse midwives). 

      (b) Other licensed practitioners furnishing prenatal, labor and delivery, or 

postpartum care in a freestanding birth center within the scope of practice under State 

law whose services are otherwise covered under 42 CFR 440.60 (e.g., lay midwives, 

certified professional midwives (CPMs), and any other type of licensed midwife). * 

 

      (c) Other health care professionals licensed or otherwise recognized by the State to 

provide these birth attendant services (e.g., doulas, lactation consultant, etc.).* 

 

 

*For (b) and (c) above, please list and identify below each type of professional who 

will be providing birth center services: 
 

 

 

 

TN No. AL-11-013 

Supersedes         Approval Date:  10/14/11    Effective Date:  9/1/11   

TN No.  New         
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_____________________________________________________________________________________ 
TN No.  AL-22-0001 
Supersedes Approval Date: 04/07/2022 Effective Date: 01/01/2022 
TN No.  NEW 

State/Territory: Alabama 
AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 

CATEGORICALLY NEEDY GROUP(S)  

29. Coverage of Routine Patient Cost in Qualifying Clinical Trials

*The state needs to check each assurance below.

Provided: __X___ 

I. General Assurances:

Routine Patient Cost – Section 1905(gg)(1) 

   X   Coverage of routine patient cost for items and services as defined in section 1905(gg)(1) that are 
furnished in connection with participation in a qualified clinical trial. 

Qualifying Clinical Trial – Section 1905(gg)(2) 

   X    A qualified clinical trial is a clinical trial that meets the definition at section 1905(gg)(2). 

Coverage Determination – Section 1905(gg)(3) 

   X    A determination with respect to coverage for an individual participating in a qualified clinical 
trial will be made in accordance with section 1905(gg)(3). 

PRA Disclosure Statement - This information is being collected to assist the Centers for Medicare & Medicaid Services in implementing Section 
210 of the Consolidated Appropriations Act of 2021 amending section 1905(a) of the Social Security Act (the Act), by adding a new mandatory 
benefit at section 1905(a)(30).  Section 210 mandates coverage of routine patient services and costs furnished in connection with participation by 
Medicaid beneficiaries in qualifying clinical trials effective January 1, 2022.  Section 210 also amended sections 1902(a)(10)(A) and 1937(b)(5) of 
the Act to make coverage of this new benefit mandatory under the state plan and any benchmark or benchmark equivalent coverage (also referred 
to as alternative benefit plans, or ABPs).  Under the Privacy Act of 1974 any personally identifying information obtained will be kept private to 
the extent of the law. An agency may not conduct or sponsor, and a person is not required to respond to, a collection of information unless it displays 
a currently valid Office of Management and Budget (OMB) control number. The OMB control number for this project is 0938-1148 (CMS-10398 
#74). Public burden for all of the collection of information requirements under this control number is estimated to take about 56 hours per response. 
Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden, to 
CMS, 7500 Security Boulevard, Attn: Paperwork Reduction Act Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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State Plan under Title XIX of the Social Security Act 

State/Territory:  _Alabama__ 
 

TARGETED CASE MANAGEMENT SERVICES  
Targeted Group 1 Mentally Ill Adults 

 
Target Group (42 Code of Federal Regulations 441.18(8)(i) and 441.18(9)):   
Mentally Ill Adults 
The population to be served consists of functionally limited individuals 18 years of age or older with multiple needs 
who have been assessed by a qualified professional and have been found to require mental health case management.  
Such persons have a diagnosis included in the ICD-10 as appropriate to date of service (other than 
developmental/intellectual disabilities, autism spectrum disorder, organic mental disorder, traumatic brain injury, or 
substance abuse), impaired role functioning, and a documented lack of capacity for independently accessing, and 
sustaining involvement with needed services. 
 
   
 
 Medicaid recipients may receive TCM services in more than one target group, or case management services from 
another program if the Agency determines this would not present a duplication of services. 
 
_X__Target group includes individuals transitioning to a community setting. Case-management services will be 
made available for up to 180 consecutive days of a covered stay in a medical institution. The target group does not 
include individuals between ages 22 and 64 who are served in Institutions for Mental Disease or individuals who are 
inmates of public institutions. (State Medicaid Directors Letter (SMDL), July 25, 2000)  
 

Areas of State in which services will be provided (§1915(g)(1) of the Act): 
_X__ Entire State 
___ Only in the following geographic areas:  

 
Comparability of services (§§1902(a)(10)(B) and 1915(g)(1))  
___ Services are provided in accordance with §1902(a)(10)(B) of the Act. 
_X__ Services are not comparable in amount duration and scope (§1915(g)(1)). 
 
Definition of services (42 CFR 440.169):  Targeted case management services are defined as services furnished to 
assist individuals, eligible under the State Plan, in gaining access to needed medical, social, educational and other 
services.  Targeted Case Management includes the following assistance: 
 
• Comprehensive assessment and periodic reassessment of individual needs, to determine the need for any 

medical, educational, social or other services. These assessment activities include: 
• taking the individual’s history; 

 
 
 
 
 
 
 
 
 
 
 
_____________________________________________________________________ 
TN No. AL-18-0005 
Supersedes  Approval Date:  05/24/19  Effective Date:  11/01/18 
TN No. AL-18-0002 
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State Plan under Title XIX of the Social Security Act 

State/Territory:  _Alabama__ 
 

TARGETED CASE MANAGEMENT SERVICES  
Targeted Group 1 Mentally Ill Adults 

 
• identifying the individual’s needs and completing related documentation; and  
• gathering information from other sources such as family members, medical providers, 

social workers, and educators (if necessary), to form a complete assessment of the 
eligible individual;  

 
 Reassessment/follow-up - The case manager shall evaluate  through interviews and 
observations the progress of the client toward accomplishing the goals listed in the case plan at intervals 
of six months or less.  In addition, the persons and/or agencies  providing services to the client will be 
contacted and the results of these contacts, together with the changes in need shown in the reassessments, 
will be utilized to accomplish any needed revisions to the case plan. 
 
 Development (and periodic revision) of a specific care plan that is based on the information 

collected through the assessment that  
• specifies the goals and actions to address the medical, social, educational, and other 

services needed by the individual; 
• includes activities such as ensuring the active participation of the eligible individual, and 

working with the individual (or the individual’s authorized health care decision maker) 
and others to develop those goals; and  

• identifies a course of action to respond to the assessed needs of the eligible individual; 
 
 Referral and related activities (such as scheduling appointments for the individual) to help the eligible 

individual obtain needed services including 
• activities that help link the individual with medical, social, educational providers, or other 

programs and services that are capable of providing needed services to address identified needs 
and achieve goals specified in the care plan; and 

 
 Monitoring and follow-up activities: 

• activities and contacts that are necessary to ensure the care plan is implemented and adequately 
addresses the eligible individual’s needs, and which may be with the individual, family members, 
service providers, or other entities or individuals and conducted as frequently as necessary, and 
including at least one annual monitoring, to determine whether the following conditions are met: 

o services are being furnished in accordance with the individual’s care plan; 
o services in the care plan are adequate; and 

 
 
 
 
__________________________________________________________________________ 
TN# AL-11-012 
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State Plan under Title XIX of the Social Security Act 

State/Territory:  _Alabama__ 
 

TARGETED CASE MANAGEMENT SERVICES  
Targeted Group 1 Mentally Ill Adults 

 
o changes in the needs or status of the individual are reflected in the care plan. Monitoring 

and follow-up activities include making necessary adjustments in the care plan and 
service arrangements with providers. 

 
Monitoring - The case manager will ascertain on an ongoing basis what services 
have been delivered and whether they are adequate to meet the needs of the 
client.  Adjustments in the plan of care may be required as a result of monitoring. 
 
____Case management includes contacts with non-eligible individuals that are directly related to 
identifying the eligible individual’s needs and care, for the purposes of helping the eligible individual 
access services; identifying needs and supports to assist the eligible individual in obtaining services; 
providing case managers with useful feedback, and alerting case managers to changes in the eligible 
individual’s needs.  
(42 CFR 440.169(e)) 
 
Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 

1. Target Group 1:  Mentally Ill Adults 
The case management provider will be either Regional Boards incorporated under 
Act 3l0 of the l967 Alabama Act who have demonstrated ability to provide  
targeted case management services directly, or the Alabama Department of Mental Health (AMDH). 
Providers. Providers must be certified by the Alabama Department of Mental Health and provide services 
through a contract with ADMH.  Act 310 provides for the formation of public corporation to contract with 
the Alabama  
Department of Mental Health in constructing facilities and operating programs for 
mental health services.  A 310 Board has the authority to directly provide: planning, studies and services 
for mental illness. 
 
Individual case managers must meet the following qualifications: 
 (A) At a minimum, a Bachelor of Arts or a Bachelor of Science degree  
 preferably in a human services related field, or 
 (B) A registered nurse, and 
 (C) Training in a case management curriculum provided or approved by the  Department of 
Mental Health and the Alabama Medicaid Agency. 
 
Freedom of choice (42 CFR 441.18(a)(1): 
The State assures that the provision of case management services will not restrict an individual’s free 
choice of providers in violation of section 1902(a)(23) of the Act. 

1. Eligible individuals will have free choice of any qualified Medicaid provider within the specified 
geographic area identified in this plan. 
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2. Eligible individuals will have free choice of any qualified Medicaid providers of other medical 

care under the plan. 
 
Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)): 
__X___Target group consists of eligible individuals with developmental disabilities or with chronic 
mental illness. Providers are limited to qualified Medicaid providers of case management services capable 
of ensuring that individuals with developmental disabilities or with chronic mental illness receive needed 
services: 
 
Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6): 
The State assures the following: 

• Case management (including targeted case management) services will not be used to restrict an 
individual’s access to other services under the plan. 

• Individuals will not be compelled to receive case management services, condition receipt of case 
management (or targeted case management) services on the receipt of other Medicaid services, or 
condition receipt of other Medicaid services on receipt of case management (or targeted case 
management) services; and 

• Providers of case management services do not exercise the agency’s authority to authorize or 
deny the provision of other services under the plan. 

 
Payment (42 CFR 441.18(a)(4)): 
Payment for case management or targeted case management services under the plan 
does not duplicate payments made to public agencies or private entities under other 
program authorities for this same purpose. 
 
Case Records (42 CFR 441.18(a)(7)): 
Providers maintain case records that document for all individuals receiving case management as follows: 
(i)The name of the individual; (ii) The dates of the case management services; (iii)The name of the 
provider agency (if relevant) and the person providing the case management service; (iv) The nature, 
content, units of the case management services received and whether goals specified in the care plan have 
been achieved; (v) Whether the individual has declined services in the care plan; (vi) The need for, and 
occurrences of, coordination with other case managers; (vii) A timeline for obtaining needed services; 
(viii) A timeline for reevaluation of the plan. 
 
Limitations: 
Case management does not include, and Federal Financial Participation (FFP) is not available in 
expenditures for, services defined in §441.169 when the case management activities are an integral and 
inseparable component of another covered Medicaid service (State Medicaid Manual (SMM) 4302.F). 
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Case management does not include, and Federal Financial Participation (FFP) is not available in 
expenditures for, services defined in §441.169 when the case management  
activities constitute the direct delivery of underlying medical, educational, social, or other services to 
which an eligible individual has been referred, including for foster care programs, services such as, but 
not limited to, the following: research gathering and completion of documentation required by the foster 
care program; assessing adoption placements; recruiting or interviewing potential foster care parents; 
serving legal papers; home investigations; providing transportation; administering foster care subsidies; 
making placement arrangements. (42 CFR 441.18(c)) 
 
FFP only is available for case management services or targeted case management services if there are no 
other third parties liable to pay for such services, including as reimbursement under a medical, social, 
educational, or other program except for case management that is included in an individualized education 
program or individualized family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 
1905(c)) 
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Target Group (42 Code of Federal Regulations 441.18(8)(i) and 441.18(9)):   
Intellectually Disabled Adults 
 
The population to be served consists of individuals 18 years of age or older with a diagnosis of mental 
retardation, as defined by the American Association of Mental Retardation (formerly AAMD).   
 
The individual's diagnosis must be determined by a Qualified Mental Retardation Professional (QMRP) 
and must include a primary determination of both intellectual and adaptive behaviors indicating the 
individual's primary problems are due to an intellectual disability.  Such persons may have other or 
secondary disabling conditions. 
 
A person in this target group may reside in his/her own home, the household of another, or a supervised 
residential setting and in total care environments, such as nursing facilities, ICFs/MR, ICFs/MR 15 bed or 
less, hospitals, and residential programs.  Targeted case management services will not be provided to 
clients receiving case management through a waiver. 
 
_X__Target group includes individuals transitioning to a community setting. Case management services 
will be made available for up to 180 consecutive days of a covered stay in a medical institution. The 
target group does not include individuals between ages 22 and 64 who are served in Institutions for 
Mental Disease or individuals who are inmates of public institutions. (State Medicaid Directors Letter 
(SMDL), July 25, 2000)  
 
Areas of State in which services will be provided (§1915(g)(1) of the Act): 
_X__ Entire State 
__  _ Only in the following geographic areas:  
 
Comparability of services (§§1902(a)(10)(B) and 1915(g)(1))  
__  _ Services are provided in accordance with §1902(a)(10)(B) of the Act. 
_X__ Services are not comparable in amount duration and scope (§1915(g)(1)). 
 
Definition of services (42 CFR 440.169):  Targeted case management services are defined as services 
furnished to assist individuals, eligible under the State Plan, in gaining access to needed medical, social, 
educational and other services.  Targeted Case Management includes the following assistance: 
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 Comprehensive assessment and periodic reassessment of individual needs, to determine the need 

for any medical, educational, social or other services. These assessment activities include: 
 

• taking client history; 
• identifying the individual’s needs and completing related documentation; and  
• gathering information from other sources such as family members, medical providers, 

social workers, and educators (if necessary), to form a complete assessment of the 
eligible individual;  

 
 Reassessment/follow-up - The case manager shall evaluate  through interviews and 
observations the progress of the client toward accomplishing the goals listed in the case plan at intervals 
of six months or less.  In addition, the persons and/or agencies providing services to the client will be 
contacted and the results of these contacts, together with the changes in need shown in the reassessments, 
will be utilized to accomplish any needed revisions to the case plan. 
 
 Development (and periodic revision) of a specific care plan that is based on the information 

collected through the assessment that 
• specifies the goals and actions to address the medical, social, educational, and other 

services needed by the individual; 
• includes activities such as ensuring the active participation of the eligible individual, and 

working with the individual (or the individual’s authorized health care decision maker) 
and others to develop those goals; and 

• identifies a course of action to respond to the assessed needs of the eligible individual; 
 
 Referral and related activities (such as scheduling appointments for the individual) to help the eligible 

individual obtain needed services including 
• activities that help link the individual with medical, social, educational providers, or other 

programs and services that are capable of providing needed services to address identified needs 
and achieve goals specified in the care plan; and 

 
 Monitoring and follow-up activities: 
• activities and contacts that are necessary to ensure the care plan is implemented and adequately 

addresses the eligible individual’s needs, and which may be with the individual, family members, 
service providers, or other entities or individuals  
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and conducted as frequently as necessary, and including at least one annual monitoring, to determine 
whether the following conditions are met: 

o services are being furnished in accordance with the individual’s care plan; 
o services in the care plan are adequate; and 
o changes in the needs or status of the individual are reflected in the care plan. Monitoring 

and follow-up activities include making necessary adjustments in the care plan and 
service arrangements with providers.  

 
Monitoring - The case manager will ascertain on an ongoing basis what services have been delivered and 
whether they are adequate to meet the needs of the client.  Adjustments in the plan of care may be 
required as a result of monitoring. 
 
___Case management includes contacts with non-eligible individuals that are directly related to 
identifying the eligible individual’s needs and care, for the purposes of helping the eligible individual 
access services; identifying needs and supports to assist the eligible individual in obtaining  services; 
providing case managers with useful feedback, and alerting case managers to changes in the eligible 
individual’s needs. (42 CFR 440.169(e)) 
 
Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 
1. Target Group 2:  Intellectually Disabled Adults 
The Alabama Department of Mental Health (ADMH) case management provider will be Regional Boards 
incorporated under Act 3l0 of the l967 Alabama Acts who have demonstrated ability to provide targeted 
case management services directly, by ADMH employees, or other contractors of ADMH.   Act 310 
provides for the formation of public corporation to contract with the Alabama Department of Mental 
Health in constructing facilities and operating programs for mental health services.  A 310 Board has the 
authority to directly provide: planning, studies and services for mental illness, mental retardation, and 
substance abuse populations.  
 
Individual case managers must meet the following qualifications: 
(A) At a minimum, a Bachelor of Arts or a Bachelor of Science degree, or 
(B) A registered nurse, and 
(C) Training in a case management curriculum provided or approved by the Department of Mental 

Health and the Alabama Medicaid Agency. 
 
 
 
 
 
 
 
 
__________________________________________________________________________ 
TN# AL-19-0017 
Supersedes   Approval Date:  01/23/20  Effective Date:  01/01/20 _ 
TN# AL-11-012 



Supplement 1 to Attachment 3.1-A 
Page _9_ 

 
State Plan under Title XIX of the Social Security Act 

State/Territory:  _Alabama_ 
 

TARGETED CASE MANAGEMENT SERVICES  
Targeted Group 2 Intellectually Disabled Adults 

 
Freedom of choice (42 CFR 441.18(a)(1): 
The State assures that the provision of case management services will not restrict an individual’s free 
choice of providers in violation of section 1902(a)(23) of the Act. 
 

1. Eligible individuals will have free choice of any qualified Medicaid provider within the specified 
geographic area identified in this plan. 

2. Eligible individuals will have free choice of any qualified Medicaid providers of other medical 
care under the plan. 

 
Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)): 
_X__ Target group consists of eligible individuals with developmental disabilities or with chronic mental 
illness. Providers are limited to qualified Medicaid providers of case management services capable of 
ensuring that individuals with developmental disabilities or with chronic mental illness receive needed 
services. 
 
Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6): 
The State assures the following: 

• Case management (including targeted case management) services will not be used to restrict an 
individual’s access to other services under the plan. 

• Individuals will not be compelled to receive case management services, condition receipt of case 
management (or targeted case management) services on the receipt of other Medicaid services, or 
condition receipt of other Medicaid services on receipt of case management (or targeted case 
management) services; and 

• Providers of case management services do not exercise the agency’s authority to authorize or 
deny the provision of other services under the plan. 

 
Payment (42 CFR 441.18(a)(4)): 
Payment for case management or targeted case management services under the plan does not duplicate 
payments made to public agencies or private entities under other program authorities for this same 
purpose.  
 
Case Records (42 CFR 441.18(a)(7)): 
Providers maintain case records that document for all individuals receiving case management as follows: 
(i)The name of the individual; (ii) The dates of the case management services; (iii)The name of the 
provider agency (if relevant) and the person providing the case management service; (iv) The nature, 
content, units of the case management services received and whether goals specified in the care plan have 
been achieved; (v) Whether the individual has declined services in the care plan; (vi) The need for, and 
occurrences of, coordination with other case managers; (vii) A timeline for obtaining needed services; 
(viii) A timeline for reevaluation of the plan. 
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Limitations: 
Case management does not include, and Federal Financial Participation (FFP) is not available in 
expenditures for, services defined in §441.169 when the case management activities are an integral and 
inseparable component of another covered Medicaid service (State Medicaid Manual (SMM) 4302.F). 
 
Case management does not include, and Federal Financial Participation (FFP) is not available in 
expenditures for, services defined in §441.169 when the case management activities constitute the direct 
delivery of underlying medical, educational, social, or other  
 
services to which an eligible individual has been referred, including for foster care programs, services 
such as, but not limited to, the following: research gathering and completion of documentation required 
by the foster care program; assessing adoption placements; recruiting or interviewing potential foster care 
parents; serving legal papers; home investigations; providing transportation; administering foster care 
subsidies; making placement arrangements. (42 CFR 441.18(c)) 
 
 
FFP only is available for case management services or targeted case management services if there are no 
other third parties liable to pay for such services, including as reimbursement under a medical, social, 
educational, or other program except for case management that is included in an individualized education 
program or individualized family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 
1905(c)) 
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Target Group (42 Code of Federal Regulations 441.18(8)(i) and 441.18(9)):   
Disabled Children 
The population to be served consists of individuals age 0-20 or until the individual reaches age 21 considered to be disabled as 
defined in the following six subgroups: 
(A) Intellectually Disabled/related conditions:  (Individuals in this subgroup will be age 0-17.) 
(1) Intellectually Disabled - diagnosis must be determined and must include a primary determination of both intellectual and 
adaptive behaviors indicating the individual's primary problems are due to mental retardation. 
(2) Related conditions - individuals who have a severe chronic disability that meets all of the following conditions: 
   (a) It is attributable to: 
    (i) Cerebral palsy or epilepsy; or 
(ii) Any other condition, other than mental illness, found to be closely related to intellectual disability because this condition 
results in impairment of general intellectual functioning or adaptive behavior similar to that of intellectually disabled persons, and 
requires treatment or services similar to those required for these persons. 
(b) It is manifested before the person reaches age 22. 
(c) It is likely to continue indefinitely. 
(d) It results in substantial functional limitations in three or more of the following areas of major life activity: 
    (i) Self-care, 
     (ii) Understanding and use of language, 
    (iii) Learning, 
    (iv) Mobility, 
    (v) Self-direction, 
    (vi) Capacity for independent living. 
(B) Seriously emotionally disturbed: 

I. In order to meet the definition of seriously emotionally disturbed, the recipient must meet the following criteria for (I & 
II) or (I & III): Diagnosis: 

a. Must have a DSM/ICD diagnosis. A primary diagnosis of a “Z” code, substance use, autism spectrum disorder, 
developmental/intellectual disability, organic mental disorder, or traumatic brain injury does not meet the 
criteria.  

II. Jeopardy of being Separated from Family (Out-of-Home Placement): 
a. Still residing in the community but in jeopardy of being separated from family as the result of a serious 

emotional disturbance.  
III. Functional Impairments/Symptoms/Risk of Separation – Must have a. or b. or c. as the result of a serious emotional 

disturbance: 
a. Functional Impairment – Must have substantial impairment in one of the following capacities to function 

(corresponding to expected developmental level): 
i. Autonomous Functioning: Performance of the age appropriate activities of daily living, e.g., personal 

hygiene, grooming, mobility; 
ii. Functioning in the community – e.g., relationships with neighbors, involvement in recreational 

activities;  
iii. Functioning in the Family or Family Equivalent – e.g., relationships with parents/parent surrogates, 

siblings, relatives; 
iv. Functioning in School/work – e.g., relationships with peers/teachers/co-workers, adequate 

completion of school work.  
b. Symptoms – Must have one of the following: 

i. Features associated with Psychotic Disorders 
ii. Suicidal or Homicidal Gesture or Ideation 

c. Risk of Separation: 
Without treatment, there is imminent risk of separation from the family/family equivalent or placement in a more 
restrictive treatment setting. 
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(b) Has experienced structured, supportive residential treatment, other than hospitalization, for a total 
of at least two months in their lifetime; 
(c) Has been assigned to a program of psychotropic medication; or 
(d) Has received mental health outpatient care for a period of at least six (6) months, or for more than 
twenty (20) sessions, or has been admitted for treatment on two or more occasions. 
   (2) Indicators of Mental Health Treatment Needs: 
(a) Family history of alcohol or drug abuse, 
(b) Family history of mental health treatment, 
(c) Failure to thrive in infancy or early development indicated in medical records, 
(d) Victim of child abuse, neglect or sexual abuse, 
(e) Pervasive or extreme acts of aggression against self, others, or property (homicidal or suicidal 
gestures, fire setting, vandalism, theft, etc.), or 
(f) Runaway episode(s) of at least twenty-four (24) hours duration. 
(3) Current Functioning - problem areas of one year duration or substantial risk of over one year 
duration. 
   (a) Is not attending school (and has not graduated), is enrolled in a special 
education curriculum, or has poor grades; 
    (b) Dysfunctional relationship with family and/or peers; 
    (c) Requires help in basic, age-appropriate living skills; 
    (d) Exhibits inappropriate social behavior; or 
   (e) Experiences serious discomfort from anxiety, depression, irrational fears, 
and concerns (indicated by serious eating or sleeping disorders, extreme sadness, social isolation, etc.). 
(C) Sensory impaired: 
  (1) Blind - One who after the best possible correction has no usable vision; therefore, 
must rely upon tactile and auditory senses to obtain information. 
  (2) Partially sighted - One who has a visual acuity of 20/70 or less in the better eye 
with the best possible correction, has a peripheral field so restricted that it affects the child's ability to 
learn, or has 
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   a progressive loss of vision which may in the future affect the child's ability to 
learn. 
  (3) Deaf - A hearing impairment which is so severe that the child is impaired in 
processing linguistic information through hearing, with or without amplification which adversely affects 
educational performance. 
 
  (4) Blind multi-need - One who has a visual impairment (as defined in (C)(l) and 
(C)(2) above) and a concomitant disabling condition. 
  (5) Deaf multi-need - One who has a hearing impairment (as defined in (C)(3) above) 
and a concomitant disabling condition. 
  (6) Deaf-blind - One who has concomitant hearing and visual impairments, the 
combination of sensory impairments causing such severe communication and other developmental and 
educational problems that they cannot be properly accommodated in the educational programs by the 
Alabama School for the Blind or the Alabama School for the Deaf. 
 
(D) Disabling health condition(s) - One which is severe, chronic and physical in nature, requiring 
extensive medical and habilitative/rehabilitative services: 
  (1) Central nervous system dysraphic states, (such as spina bifida, hydranencephaly, 
encephalocele); 
  (2) Cranio-facial anomalies, (such as cleft lip and palate, Apert's syndrome, Crouzon's 
syndrome); 
  (3) Pulmonary conditions, (such as cystic fibrosis); 
  (4) Neuro-muscular conditions, (such as cerebral palsy, arthrogryposis, juvenile 
rheumatoid arthritis); 
  (5) Seizure disorders, (such as those poorly responsive to anticonvulsant therapy and 
those of mixed seizure type); 
  (6) Hematologic/immunologic disorders, (such as hemophilia, sickle cell disease, 
aplastic anemia, agammaglobulinemia); 
  (7) Heart conditions, (such as aortic coarctation, transposition of the great vessels); 
  (8) Urologic conditions, (such as extrophy of bladder); 
  (9) Gastrointestinal conditions, (such as Hirschprung's Disease, omphalocele, 
gastroschisis); 
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  (10) Orthopedic problems, (such as clubfoot, scoliosis fractures, poliomyelitis); 

   (11) Metabolic disorders, (such as panhypopituitarism); 
   (12) Neoplasms, (such as leukemia, retinoblastoma); and 

  (13) Multisystem genetic disorders, (such as tuberosclerosis, neurofibromatosis). 
  (14)     Autism Spectrum Disorder for a child or youth ages 0 to 21. 
 (E) Developmentally delayed - 
  (1) A child age birth to three years who is experiencing developmental delays equal to greater 

than 25 percent as measured by appropriate diagnostic instruments and procedures in one 
or more of the following areas: 

 
    (a) Cognitive development; 
    (b) Physical development (including vision and hearing); 
    (c) Language and speech development; 
    (d) Psychosocial development; and 
    (e) Self-help skills. 

  (2) One who has a diagnosed physical or mental condition which has a high probability of 
resulting in a developmental delay. 

 (F) Multi-need - An individual who has a combination of two or more disabling conditions.  Each 
condition, if considered separately, might not be severe enough to warrant case management, but a 
combination of the conditions would be of such severity to adversely affect development. 

 
A person in this target group may reside in his/her own home, the household of another, or a supervised residential 
setting and in total care environments, such as nursing facilities and, hospitals.   
Medicaid recipients may receive TCM services in more than one target group, or case management services from 
another program if the Agency determines this would not present a duplication of services. 
 
 
_X__ Target group includes individuals transitioning to a community setting. Case-management services will be 
made available for up to 180 consecutive days of a covered stay in a medical institution. The target group does not 
include individuals between ages 22 and 64 who are served in Institutions for Mental Disease or individuals who are 
inmates of public institutions). (State Medicaid Directors Letter (SMDL), July 25, 2000).  Also excluded are 
individuals receiving services in an Institution for Mental Disease (IMD). 

Areas of State in which services will be provided (§1915(g)(1) of the Act): 
_X__ Entire State 
___ Only in the following geographic areas:  
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Comparability of services (§§1902(a)(10)(B) and 1915(g)(1))  
___ Services are provided in accordance with §1902(a)(10)(B) of the Act. 
_X__ Services are not comparable in amount duration and scope (§1915(g)(1)). 
 
Definition of services (42 CFR 440.169):  Targeted case management services are defined as services 
furnished to assist individuals, eligible under the State Plan, in gaining access to needed medical, social, 
educational and other services.  Targeted Case Management includes the following assistance: 
 
 Comprehensive assessment and periodic reassessment of individual needs, to determine the need 

for any medical, educational, social or other services. These assessment activities include: 
• taking client history; 
• identifying the individual’s needs and completing related documentation; and  
• gathering information from other sources such as family members, medical providers, 

social workers, and educators (if necessary), to form a complete assessment of the eligible 
individual;  

 
Reassessment/follow-up - The case manager shall evaluate through interviews and observations the 
progress of the client toward accomplishing the goals listed in the case plan at intervals  of six months or 
less.  In addition, the persons and/or agencies providing services to the client will be contacted and the 
results of these contacts, together with the changes in need shown in the reassessments, will be utilized to 
accomplish any needed revisions to the case plan. 
 
 Development (and periodic revision) of a specific care plan that is based on the information 

collected through the assessment that 
• specifies the goals and actions to address the medical, social, educational, and other services 

needed by the individual; 
• includes activities such as ensuring the active participation of the eligible individual, and 

working with the individual (or the individual’s authorized health care decision maker) and 
others to develop those goals; and  

• identifies a course of action to respond to the assessed needs of the eligible individual; 
 
 Referral and related activities (such as scheduling appointments for the individual) to help the 

eligible individual obtain needed services including 
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activities that help link the individual with medical, social, educational providers, or other programs and 
services that are capable of providing needed services to address identified needs and achieve goals 
specified in the care plan; and 

 
 Monitoring and follow-up activities: 

• activities and contacts that are necessary to ensure the care plan is implemented and 
adequately addresses the eligible individual’s needs, and which may be with the individual, 
family members, service providers, or other entities or individuals and conducted as 
frequently as necessary, and including at least one annual monitoring, to determine whether 
the following conditions are met: 

o services are being furnished in accordance with the individual’s care plan; 
o services in the care plan are adequate; and 
o changes in the needs or status of the individual are reflected in the care plan. 

Monitoring and follow-up activities include making necessary adjustments in the care 
plan and service arrangements with providers.  

 
Monitoring - The case manager will ascertain on an ongoing basis what services have been delivered and 
whether they are adequate to meet the needs of the client. Adjustments in the plan of care may be required 
as a result of monitoring. 
 
___Case management includes contacts with non-eligible individuals that are directly related to 
identifying the eligible individual’s needs and care, for the purposes of helping the eligible individual 
access services; identifying needs and supports to assist the eligible individual in obtaining  services; 
providing case managers with useful feedback, and alerting case managers to changes in the eligible 
individual’s needs.  
(42 CFR 440.169(e)) 
 
Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 
Target Group 3:  Disabled Children 
Case management providers must be certified as a Medicaid provider meeting the following criteria: 
 (A) Demonstrated capacity to provide all core elements of case    
 management: 
  (1) assessment, 
  (2) care/services plan development, 
  (3) linking/coordination of services, and 
  (4) reassessment/follow-up. 
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 (B) Demonstrated case management experience in coordinating and linking such community resources as required 
by the target population. 
 (C) Demonstrated experience with the target population. 
 (D) An administrative capacity to insure quality of services in accordance with state and federal requirements. 
 (E) A financial management system that provides documentation of services and costs. 
 (F) Capacity to document and maintain individual case records in accordance with state and federal requirements. 
 (G) Demonstrated ability to assure a referral process consistent with Section 1902a(23), freedom of choice of 
provider. 
 (H) Demonstrated capacity to meet the case management service needs of the target population. 
 
 Individual case managers must meet the following minimum qualifications: 
  (A) A Bachelor of Arts or a Bachelor of Science degree, or 
  (B) A registered nurse, and 
  (C) Training in a case management curriculum approved by the Alabama Medicaid Agency. 
 
The Alabama Department of Mental Health (ADMH) case management provider for Disabled Children (Target 3, Subgroup B -
SED) must be Regional Boards incorporated under Act 310 of Comprehensive Community Health Centers who have demonstrated 
the ability to provide targeted case management directly, or the ADMH. TCM providers for Disabled Children through ADMH 
must be certified and provide services through a contract with “ADMH”. Act 310 provides for the formation of for the formation 
of public corporation to contract with ADMH in constructing facilities and operating programs for mental health services. A 310 
Board has the authority to directly provide: planning, studies and services for mental illness. 
 
The ADMH case management provider for Disabled Children (Target Group 3, Subgroup A- Intellectually Disabled and  Target 3, 
Subgroup D14- Children with Autism Spectrum Disorder) must be Regional Boards incorporated under Act 310 of the 1967 
Alabama Act who have demonstrated ability provide targeted case management services directly, be ADMH employees, or other 
contractors of ADMH. Act 310 provides for the formation of public corporation to contract with ADMH in constructing facilities 
and operating programs for mental health services. A 310 Board has the authority to directly provide: planning, studies and 
services for mental illness.  
 
Freedom of choice (42 CFR 441.18(a)(1): 
The State assures that the provision of case management services will not restrict an individual’s free choice of providers in 
violation of section 1902(a)(23) of the Act. 

1. Eligible individuals will have free choice of any qualified Medicaid provider within the specified geographic area 
identified in this plan. 

2. Eligible individuals will have free choice of any qualified Medicaid providers of other medical care under the plan. 
 
Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)): 
____ Target group consists of eligible individuals with developmental disabilities or with chronic mental illness. Providers 
are limited to qualified Medicaid providers of case management services capable of ensuring that individuals with developmental 
disabilities or with chronic mental illness receive needed services 
 
Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6): 
The State assures the following: 

• Case management (including targeted case management) services will not be used to restrict an individual’s access to 
other services under the plan. 
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• Individuals will not be compelled to receive case management services, condition receipt of case 

management (or targeted case management) services on the receipt of other Medicaid services, or 
condition receipt of other Medicaid services on receipt of case management (or targeted case 
management) services; and 

• Providers of case management services do not exercise the agency’s authority to authorize or 
deny the provision of other services under the plan. 

 
Payment (42 CFR 441.18(a)(4)): 
Payment for case management or targeted case management services under the plan does not duplicate 
payments made to public agencies or private entities under other program authorities for this same 
purpose.  
 
Case Records (42 CFR 441.18(a)(7)): 
Providers maintain case records that document for all individuals receiving case management as follows: 
(i)The name of the individual; (ii) The dates of the case management services; (iii)The name of the 
provider agency (if relevant) and the person providing the case management service; (iv) The nature, 
content, units of the case management services received and whether goals specified in the care plan have 
been achieved; (v) Whether the individual has declined services in the care plan; (vi) The need for, and 
occurrences of, coordination with other case managers; (vii) A timeline for obtaining needed services; 
(viii) A timeline for reevaluation of the plan. 
 
Limitations: 
Case management does not include, and Federal Financial Participation (FFP) is not available in 
expenditures for, services defined in §441.169 when the case management activities are an integral and 
inseparable component of another covered Medicaid service (State Medicaid Manual (SMM) 4302.F). 
 
Case management does not include, and Federal Financial Participation (FFP) is not available in 
expenditures for, services defined in §441.169 when the case management activities constitute the direct 
delivery of underlying medical, educational, social, or other services to which an eligible individual has 
been referred, including for foster care programs, services such as, but not limited to, the following: 
research gathering and completion of documentation required by the foster care program; assessing 
adoption placements; recruiting or interviewing potential foster care parents; serving legal papers; home 
investigations; providing transportation; administering foster care subsidies; making placement 
arrangements. (42 CFR 441.18(c)) 
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FFP only is available for case management services or targeted case management services if there are no 
other third parties liable to pay for such services, including as reimbursement under a medical, social, 
educational, or other program except for case management that is included in an individualized education 
program or individualized family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 
1905(c)) 
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Target Group (42 Code of Federal Regulations 441.18(8)(i) and 441.18(9)):   
Foster Children (Children in the Care, Custody, or Control of the State or Receiving State Agencies).  The 
population to be served consists of children age 0-20 or until the individual reaches age 21 who are 
receiving preventive, protective, family preservation or family reunification services from the State, or any 
of its agencies as a result of State intervention or upon application by the child's parent (s), custodian(s), or 
guardian(s);or children age 0-20 or until the individual reaches age 21 who are in the care, custody or 
control of the State of Alabama, or any of its agencies due to: 
 (A) The judicial or legally sanctioned determination that the child must be protected by the 
State as dependent, delinquent, or a child in need of supervision as those terms are defined by the Alabama 
Juvenile Code, Title 12, Chapter 15, Code of Alabama 1975; or 
 (B) The judicial determination or statutorily authorized action by the State to protect the child 
from actual or potential abuse under the Alabama Juvenile Code, Title 26, Chapter l4, Code of Alabama 
1975, or other statute; or 
  (C) The voluntary placement agreement, voluntary boarding home agreement, or an agreement 
for foster care, between the State and the child's parent(s), custodian(s), or guardian. 
 
A person in this target group may reside in his/her own home, the household of another, or a supervised 
residential setting and in total care environments, such as nursing facilities, hospitals, and residential 
programs.  Targeted case management services will not be provided to clients receiving case management 
through a waiver. 
 
_X__Target group includes individuals transitioning to a community setting. Case-management services 
will be made available for up to 180 consecutive days of a covered stay in a medical institution. The 
target group does not include individuals between ages 22 and 64 who are served in Institutions for 
Mental Disease or individuals who are inmates of public institutions). (State Medicaid Directors Letter 
(SMDL), July 25, 2000)  
 
Areas of State in which services will be provided (§1915(g)(1) of the Act): 
_X_ Entire State 
___ Only in the following geographic areas:  
 
Comparability of services (§§1902(a)(10)(B) and 1915(g)(1))  
___ Services are provided in accordance with §1902(a)(10)(B) of the Act. 
_X__ Services are not comparable in amount duration and scope (§1915(g)(1)). 
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Definition of services (42 CFR 440.169):  Targeted case management services are defined as services 
furnished to assist individuals, eligible under the State Plan, in gaining access to needed medical, social, 
educational and other services.  Targeted Case Management includes the following assistance: 
 
 Comprehensive assessment and periodic reassessment of individual needs, to determine the need 

for any medical, educational, social or other services. These assessment activities include 
• taking client history; 
• identifying the individual’s needs and completing related documentation; and  
• gathering information from other sources such as family members, medical providers, social 

workers, and educators (if necessary), to form a complete assessment of the eligible 
individual;  

 
Reassessment/follow-up - The case manager shall evaluate through interviews and observations the 
progress of the client toward accomplishing the goals listed in the case plan at intervals of six months or 
less.  In addition, the persons and/or agencies providing services to the client will be contacted and the 
results of these contacts, together with the changes in need shown in the reassessments, will be utilized to 
accomplish any needed revisions to the case plan. 
 
 Development (and periodic revision) of a specific care plan that is based on the information 

collected through the assessment that 
• specifies the goals and actions to address the medical, social, educational, and other services 

needed by the individual; 
• includes activities such as ensuring the active participation of the eligible individual, and 

working with the individual (or the individual’s authorized health care decision maker) and 
others to develop those goals; and  

• identifies a course of action to respond to the assessed needs of the eligible individual; 
 
 Referral and related activities (such as scheduling appointments for the individual) to help the 

eligible individual obtain needed services including 
• activities that help link the individual with medical, social, educational providers, or other 

programs and services that are capable of providing needed services to address identified 
needs and achieve goals specified in the care plan; and 
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 Monitoring and follow-up activities: 

• activities and contacts that are necessary to ensure the care plan is implemented and 
adequately addresses the eligible individual’s needs, and which may be with the individual, 
family members, service providers, or other entities or individuals and conducted as 
frequently as necessary, and including at least one annual monitoring, to determine whether 
the following conditions are met: 
o services are being furnished in accordance with the individual’s care plan; 
o services in the care plan are adequate; and 
o changes in the needs or status of the individual are reflected in the care plan. Monitoring 

and follow-up activities include making necessary adjustments in the care plan and 
service arrangements with providers.  

 
Monitoring - The case manager will ascertain on an ongoing basis what services have been delivered and 
whether they are adequate to meet the needs of the client.  Adjustments in the plan of care may be required 
as a result of monitoring. 
 
___Case management includes contacts with non-eligible individuals that are directly related to 
identifying the eligible individual’s needs and care, for the purposes of helping the eligible individual 
access services; identifying needs and supports to assist the eligible individual in obtaining  services; 
providing case managers with useful feedback, and alerting case managers to changes in the eligible 
individual’s needs.  
(42 CFR 440.169(e)) 
 
Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 
Target Group 4:  Foster Children 
Case management providers must be certified as a Medicaid provider meeting the following criteria: 
 (A) Demonstrated capacity to provide all core elements of case    
 management: 
  (1) assessment, 
  (2) care/services plan development, 
  (3) linking/coordination of services, and 
  (4) reassessment/follow-up. 
 (B) Demonstrated case management experience in coordinating and linking such community 
resources as required by the target population. 
 (C) Demonstrated experience with the target population. 
 (D) An administrative capacity to insure quality of services in accordance with state and 
federal requirements. 
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 (E) A financial management system that provides documentation of services and costs. 
 (F) Capacity to document and maintain individual case records in accordance with state and 
federal requirements. 
 (G) Demonstrated ability to assure a referral process consistent with Section 1902a(23), 
freedom of choice of provider. 
 (H) Demonstrated capacity to meet the case management service needs of the target 
population. 
 
Individual case managers must meet the following minimum qualifications: 
 (A) A Bachelor of Arts or a Bachelor of Science degree, preferably in a human services field, 
or 
 (B) A registered nurse, and 
 (C) Training in a case management curriculum approved by the Alabama Medicaid Agency. 
 
Freedom of choice (42 CFR 441.18(a)(1): 
The State assures that the provision of case management services will not restrict an individual’s free 
choice of providers in violation of section 1902(a)(23) of the Act. 

1. Eligible individuals will have free choice of any qualified Medicaid provider within the specified 
geographic area identified in this plan. 

2. Eligible individuals will have free choice of any qualified Medicaid providers of other medical 
care under the plan. 

 
Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)): 
____ Target group consists of eligible individuals with developmental disabilities or with chronic 
mental illness. Providers are limited to qualified Medicaid providers of case management services capable 
of ensuring that individuals with developmental disabilities or with chronic mental illness receive needed 
services. 
 
Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6): 
The State assures the following: 

• Case management (including targeted case management) services will not be used to restrict an 
individual’s access to other services under the plan. 

• Individuals will not be compelled to receive case management services, condition receipt of case 
management (or targeted case management) services on the receipt of other Medicaid services, or 
condition receipt of other Medicaid services on receipt of case management (or targeted case 
management) services; and 

• Providers of case management services do not exercise the agency’s authority to authorize or 
deny the provision of other services under the plan. 
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Payment (42 CFR 441.18(a)(4)): 
Payment for case management or targeted case management services under the plan does not duplicate 
payments made to public agencies or private entities under other program authorities for this same 
purpose.  
 
Case Records (42 CFR 441.18(a)(7)): 
Providers maintain case records that document for all individuals receiving case management as follows: 
(i)The name of the individual; (ii) The dates of the case management services; (iii)The name of the 
provider agency (if relevant) and the person providing the case management service; (iv) The nature, 
content, units of the case management services received and whether goals specified in the care plan have 
been achieved; (v) Whether the individual has declined services in the care plan; (vi) The need for, and 
occurrences of, coordination with other case managers; (vii) A timeline for obtaining needed services; 
(viii) A timeline for reevaluation of the plan. 
 
Limitations: 
Case management does not include, and Federal Financial Participation (FFP) is not available in 
expenditures for, services defined in §441.169 when the case management activities are an integral and 
inseparable component of another covered Medicaid service (State Medicaid Manual (SMM) 4302.F). 
 
Case management does not include, and Federal Financial Participation (FFP) is not available in 
expenditures for, services defined in §441.169 when the case management activities constitute the direct 
delivery of underlying medical, educational, social, or other services to which an eligible individual has 
been referred, including for foster care programs, services such as, but not limited to, the following: 
research gathering and completion of documentation required by the foster care program; assessing 
adoption placements; recruiting or interviewing potential foster care parents; serving legal papers; home 
investigations; providing transportation; administering foster care subsidies; making placement 
arrangements. (42 CFR 441.18(c)) 
 
 
FFP only is available for case management services or targeted case management services if there are no 
other third parties liable to pay for such services, including as reimbursement under a medical, social, 
educational, or other program except for case management that is included in an individualized education 
program or individualized family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 
1905(c)) 
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Target Group (42 Code of Federal Regulations 441.18(8)(i) and 441.18(9)):   

The population to be served consists of Medicaid-eligible women in need of maternity and perinatal 

services. 

A person in this target group may reside in her own home, the household of another, or a supervised 

residential setting and in total care environments, such as nursing facilities, hospitals, and residential 

programs. Targeted case management services will not be provided to clients receiving case management 

through a waiver. 

  X  Target group includes individuals transitioning to a community setting. Case-management services 

will be made available for up to 180 consecutive days of a covered stay in a medical institution. The 

target group does not include individuals between ages 22 and 64 who are served in Institutions for 

Mental Disease or individuals who are inmates of public institutions). (State Medicaid Directors Letter 

(SMDL), July 25, 2000)  

Areas of State in which services will be provided (§1915(g)(1) of the Act): 

  X  Entire State 

Only in the following geographic areas: 

Comparability of services (§§1902(a)(10)(B) and 1915(g)(1)) 

Services are provided in accordance with §1902(a)(10)(B) of the Act. 

  X   Services are not comparable in amount duration and scope (§1915(g)(1)). 

Definition of services (42 CFR 440.169):  Case management services are those services which will assist 

Medicaid-eligible pregnant women of any age in need of maternity services in gaining access to needed 

medical, social, educational, and other services. 

Case management services are those services which will assist program eligible perinatal women in 

gaining access to needed medical, social, educational and other services. Perinatal is defined as the period 

inclusive of pregnancy through two years postpartum, to the child’s second birthday. Services to the 

parent (primary caregiver) could be available during this same two year period following the birth of the 

child.  

❖ Comprehensive assessment and periodic reassessment of individual needs, to determine the need

for any medical, educational, social or other services. These assessment activities include

• taking client history;

• identifying the individual’s needs and completing related documentation; and

• gathering information from other sources such as family members, medical providers, social

workers, and educators (if necessary), to form a complete assessment of the eligible

individual;
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Reassessment/follow-up - The case manager shall evaluate through interviews and observations the 

progress of the client toward accomplishing the goals listed in the case plan at intervals of three months or 

less.  In addition, the persons and/or agencies providing services to the client will be contacted and the 

results of these contacts, together with the changes in need shown in the reassessments, will be utilized to 

accomplish any needed revisions to the case plan. 

❖ Development (and periodic revision) of a specific care plan that is based on the information

collected through the assessment that

• specifies the goals and actions to address the medical, social, educational, and other services

needed by the individual;

• includes activities such as ensuring the active participation of the eligible individual, and

working with the individual (or the individual’s authorized health care decision maker) and

others to develop those goals; and

• identifies a course of action to respond to the assessed needs of the eligible individual;

❖ Referral and related activities (such as scheduling appointments for the individual) to help the

eligible individual obtain needed services including

• activities that help link the individual with medical, social, educational providers, or other

programs and services that are capable of providing needed services to address identified

needs and achieve goals specified in the care plan; and

❖ Monitoring and follow-up activities:

• activities and contacts that are necessary to ensure the care plan is implemented and

adequately addresses the eligible individual’s needs, and which may be with the individual,

family members, service providers, or other entities or individuals and conducted as

frequently as necessary, and including at least one annual monitoring, to determine whether

the following conditions are met:

o services are being furnished in accordance with the individual’s care plan;

o services in the care plan are adequate; and

o changes in the needs or status of the individual are reflected in the care plan. Monitoring

and follow-up activities include making necessary adjustments in the care plan and

service arrangements with providers.
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Monitoring - The case manager will ascertain on an ongoing basis what services have been delivered and 

whether they are adequate to meet the needs of the client.  Adjustments in the plan of care may be required 

as a result of monitoring. 

___Case management includes contacts with non-eligible individuals that are directly related to 

identifying the eligible individual’s needs and care, for the purposes of helping the eligible individual 

access services; identifying needs and supports to assist the eligible individual in obtaining services; 

providing case managers with useful feedback, and alerting case managers to changes in the eligible 

individual’s needs.  

(42 CFR 440.169(e)) 

Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 

Case management providers must be certified as a Medicaid provider meeting the following criteria: 

(A) Demonstrated capacity to provide all core elements of case management:

(1) assessment,

(2) care/services plan development,

(3) linking/coordination of services, and

(4) reassessment/follow-up.

(B) Demonstrated case management experience in coordinating and linking such community

resources as required by the target population. 

(C) Demonstrated experience with the target population.

(D) An administrative capacity to ensure quality of services in accordance with state and

federal requirements. 

(E) A financial management system that provides documentation of services and costs.

(F) Capacity to document and maintain individual case records in accordance with state and

federal requirements. 

(G) Demonstrated ability to assure a referral process consistent with Section 1902a(23),

freedom of choice of provider. 

(H) Demonstrated capacity to meet the case management service needs of the target

population. 

(I) Credentialed by appropriate certifying agency(ies).

Individual case managers must meet the following minimum qualifications: 
(A) A Bachelor of Arts or a Bachelor of Science degree in social work from a school

accredited by the Council on Social Work Education, or 

(B) A registered nurse, and

(C) Training in a case management and/or nurse home visiting curriculum approved by the

Alabama Medicaid Agency. 
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Freedom of choice (42 CFR 441.18(a)(1): 
The State assures that the provision of case management services will not restrict an individual’s free 
choice of providers in violation of section 1902(a)(23) of the Act. 
 

1. Eligible individuals will have free choice of any qualified Medicaid provider within the specified 
geographic area identified in this plan. 

 
2. Eligible individuals will have free choice of any qualified Medicaid providers of other medical 

care under the plan. 
 
Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)): 
____ Target group consists of eligible individuals with developmental disabilities or with chronic 
mental illness. Providers are limited to qualified Medicaid providers of case management services capable 
of ensuring that individuals with developmental disabilities or with chronic mental illness receive needed 
services.  
 
Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6): 
The State assures the following: 

• Case management (including targeted case management) services will not be used to restrict an 
individual’s access to other services under the plan. 

• Individuals will not be compelled to receive case management services, condition receipt of case 
management (or targeted case management) services on the receipt of other Medicaid services, or 
condition receipt of other Medicaid services on receipt of case management (or targeted case 
management) services; and 

• Providers of case management services do not exercise the agency’s authority to authorize or 
deny the provision of other services under the plan. 

 
Payment (42 CFR 441.18(a)(4)): 
Payment for case management or targeted case management services under the plan does not duplicate 
payments made to public agencies or private entities under other program authorities for this same 
purpose.  
 
Case Records (42 CFR 441.18(a)(7)): 
Providers maintain case records that document for all individuals receiving case management as follows: 
(i)The name of the individual; (ii) The dates of the case management services; (iii)The name of the 
provider agency (if relevant) and the person providing the case management service; (iv) The nature, 
content, units of the case management services received and whether goals specified in the care plan have 
been achieved; (v) Whether the individual has declined services in the care plan; (vi) The  
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need for, and occurrences of, coordination with other case managers; (vii) A timeline for obtaining 
needed services; (viii) A timeline for reevaluation of the plan. 
 
Limitations: 
Case management does not include, and Federal Financial Participation (FFP) is not available in 
expenditures for, services defined in §441.169 when the case management activities are an integral and 
inseparable component of another covered Medicaid service (State Medicaid Manual (SMM) 4302.F). 
 
Case management does not include, and Federal Financial Participation (FFP) is not available in 
expenditures for, services defined in §441.169 when the case management activities constitute the direct 
delivery of underlying medical, educational, social, or other services to which an eligible individual has 
been referred, including for foster care programs, services such as, but not limited to, the following: 
research gathering and completion of documentation required by the foster care program; assessing 
adoption placements; recruiting or interviewing potential foster care parents; serving legal papers; home 
investigations; providing transportation; administering foster care subsidies; making placement 
arrangements. (42 CFR 441.18(c)) 
 
 
FFP only is available for case management services or targeted case management services if there are no 
other third parties liable to pay for such services, including as reimbursement under a medical, social, 
educational, or other program except for case management that is included in an individualized education 
program or individualized family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 
1905(c)) 
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Target Group (42 Code of Federal Regulations 441.18(8)(i) and 441.18(9)):   
AIDS/HIV-Positive Individuals 
The population to be served consists of Medicaid-eligible individuals who have been diagnosed as having 
AIDS or being HIV-positive as evidenced by laboratory findings. 
 
 A person in this target group may reside in his/her own home, the household of another, or a 
supervised residential setting and in total care environments, such as nursing facilities, hospitals, or 
residential programs. Targeted case management services will not be provided to clients receiving case 
management through a waiver. 
 
__X_ Target group includes individuals transitioning to a community setting. Case-management 
services will be made available for up to 180 consecutive days of a covered stay in a medical institution. 
The target group does not include individuals between ages 22 and 64 who are served in Institutions for 
Mental Disease or individuals who are inmates of public institutions). (State Medicaid Directors Letter 
(SMDL), July 25, 2000)  
 
Areas of State in which services will be provided (§1915(g)(1) of the Act): 
_X__ Entire State 
__  _ Only in the following geographic areas:  
 
Comparability of services (§§1902(a)(10)(B) and 1915(g)(1))  
_  __ Services are provided in accordance with §1902(a)(10)(B) of the Act. 
_X__ Services are not comparable in amount duration and scope (§1915(g)(1)). 
 
Definition of services (42 CFR 440.169):  Case management services are those services which will assist 
Medicaid-eligible individuals of any age who have been diagnosed as having AIDS or being HIV-positive 
as evidenced by laboratory findings in gaining access to needed medical, social, educational, and other 
services. 
 
 Comprehensive assessment and periodic reassessment of individual needs, to determine the need 

for any medical, educational, social or other services. These assessment activities include 
• taking client history; 
• identifying the individual’s needs and completing related documentation; and  
• gathering information from other sources such as family members, medical providers, 

social workers, and educators (if necessary), to form a complete assessment of the eligible 
individual;  
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 Reassessment/follow-up - The case manager shall evaluate through interviews and observations 
the progress of the client toward accomplishing the goals listed in the case plan at intervals of six months 
or less.  In addition, the persons and/or agencies providing services to the client will be contacted and the 
results of these contacts, together with the changes in need shown in the reassessments, will be utilized to 
accomplish any needed revisions to the case plan. 
 
 Development (and periodic revision) of a specific care plan that is based on the information 

collected through the assessment that 
• specifies the goals and actions to address the medical, social, educational, and other services 

needed by the individual; 
• includes activities such as ensuring the active participation of the eligible individual, and 

working with the individual (or the individual’s authorized health care decision maker) and 
others to develop those goals; and  

• identifies a course of action to respond to the assessed needs of the eligible individual; 
 
 Referral and related activities (such as scheduling appointments for the individual) to help the 

eligible individual obtain needed services including 
• activities that help link the individual with medical, social, educational providers, or other 

programs and services that are capable of providing needed services to address identified 
needs and achieve goals specified in the care plan; and 

 
 Monitoring and follow-up activities: 

• activities and contacts that are necessary to ensure the care plan is implemented and 
adequately addresses the eligible individual’s needs, and which may be with the individual, 
family members, service providers, or other entities or individuals and conducted as 
frequently as necessary, and including at least one annual monitoring, to determine whether 
the following conditions are met: 
o services are being furnished in accordance with the individual’s care plan; 
o services in the care plan are adequate; and 
o changes in the needs or status of the individual are reflected in the care plan. Monitoring 

and follow-up activities include making necessary adjustments in the care plan and 
service arrangements with providers. 

 
Monitoring - The case manager will ascertain on an ongoing basis what services have been delivered and 
whether they are adequate to meet the needs of the client.  Adjustments in the plan of care may be 
required as a result of monitoring. 
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___Case management includes contacts with non-eligible individuals that are directly related to 
identifying the eligible individual’s needs and care, for the purposes of helping the eligible individual 
access services; identifying needs and supports to assist the eligible individual in obtaining  services; 
providing case managers with useful feedback, and alerting case managers to changes in the eligible 
individual’s needs.  
(42 CFR 440.169(e)) 
 
Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 
Target Group 6:  AIDS/HIV-positive individuals 
Case management providers must be certified as a Medicaid provider meeting the following criteria: 
(A) Demonstrated capacity to provide all core elements of case management: 
  (1) assessment, 
  (2) care/services plan development, 
  (3) linking/coordination of services, and 
  (4) reassessment/follow-up. 
(B) Demonstrated case management experience in coordinating and linking such community 
resources as required by the target population. 
(C) Demonstrated experience with the target population. 
(D) An administrative capacity to insure quality of services in     
 accordance with state and federal requirements. 
(E) A financial management system that provides documentation of services and costs. 
(F) Capacity to document and maintain individual case records in accordance with state and federal 
requirements. 
(G) Demonstrated ability to assure a referral process consistent with Section 1902a(23), freedom of 
choice of provider. 
(H) Demonstrated capacity to meet the case management service needs of the target population. 
 
Individual case managers must meet the following minimum qualifications: 
 
(A) A Bachelor of Arts or a Bachelor of Science Degree in social work from a school accredited by 
the Council on Social Work Education, or 
(B) A registered nurse, and 
(C) Training in a case management curriculum approved by the Alabama Medicaid Agency. 
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Freedom of choice (42 CFR 441.18(a)(1): 
The State assures that the provision of case management services will not restrict an individual’s free 
choice of providers in violation of section 1902(a)(23) of the Act. 
 

1. Eligible individuals will have free choice of any qualified Medicaid provider within the specified 
geographic area identified in this plan. 

2. Eligible individuals will have free choice of any qualified Medicaid providers of other medical 
care under the plan. 

 
Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)): 
____ Target group consists of eligible individuals with developmental disabilities or with chronic 
mental illness. Providers are limited to qualified Medicaid providers of case management services capable 
of ensuring that individuals with developmental disabilities or with chronic mental illness receive needed 
services. 
 
Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6): 
The State assures the following: 

• Case management (including targeted case management) services will not be used to restrict an 
individual’s access to other services under the plan. 

• Individuals will not be compelled to receive case management services, condition receipt of case 
management (or targeted case management) services on the receipt of other Medicaid services, or 
condition receipt of other Medicaid services on receipt of case management (or targeted case 
management) services; and 

• Providers of case management services do not exercise the agency’s authority to authorize or 
deny the provision of other services under the plan. 

 
Payment (42 CFR 441.18(a)(4)): 
Payment for case management or targeted case management services under the plan does not duplicate 
payments made to public agencies or private entities under other program authorities for this same 
purpose.  
 
Case Records (42 CFR 441.18(a)(7)): 
Providers maintain case records that document for all individuals receiving case management as follows: 
(i)The name of the individual; (ii) The dates of the case management services; (iii)The name of the 
provider agency (if relevant) and the person providing the case management service; (iv) The nature, 
content, units of the case management services received and whether goals specified in the care plan have 
been achieved; (v) Whether the individual has declined services in the care plan; (vi) The need for, and 
occurrences of, coordination with other case managers; (vii) A timeline for obtaining needed services; 
(viii) A timeline for reevaluation of the plan. 
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Limitations: 
Case management does not include, and Federal Financial Participation (FFP) is not available in 
expenditures for, services defined in §441.169 when the case management activities are an integral and 
inseparable component of another covered Medicaid service (State Medicaid Manual (SMM) 4302.F). 
 
Case management does not include, and Federal Financial Participation (FFP) is not available in 
expenditures for, services defined in §441.169 when the case management activities constitute the direct 
delivery of underlying medical, educational, social, or other services to which an eligible individual has 
been referred, including for foster care programs, services such as, but not limited to, the following: 
research gathering and completion of documentation required by the foster care program; assessing 
adoption placements; recruiting or interviewing potential foster care parents; serving legal papers; home 
investigations; providing transportation; administering foster care subsidies; making placement 
arrangements. (42 CFR 441.18(c)) 
 
FFP only is available for case management services or targeted case management services if there are no 
other third parties liable to pay for such services, including as reimbursement under a medical, social, 
educational, or other program except for case management that is included in an individualized education 
program or individualized family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 
1905(c)) 
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Target Group (42 Code of Federal Regulations 441.18(8)(i) and 441.18(9)):   
Adult Protective Service Individuals 
The population to be served consists of individuals 18 years of age or older who are: 
 

(A) At risk of abuse, neglect, or exploitation as defined in Section 38-9-2 
Code of Alabama, 1975; or mentally incapable of adequately caring for himself or herself and his or her 
interests without serious consequences to himself or herself or others, or who, because of physical or 
mental impairment, is unable to protect himself or herself from abuse, neglect, exploitation, sexual abuse, 
or emotional abuse by others, and who has no guardian, relative, or other appropriate personable, willing, 
and available to assume the kind and degree of protection and supervision required under the 
circumstances 

(B) At risk of institutionalization due to his/her inability or his/her caretaker's inability to 
provide the minimum sufficient level of care in his/her own home. 
 

A person in one of these targeted groups may reside in his/her own home, the household of another, or a 
supervised residential setting and in total care environments, such as nursing facilities, hospitals, 
residential programs.  Targeted case management services may be provided to clients receiving case 
management through a waiver so long as both case managers are performing different types of activities 
and functions based upon the case managers’ distinct focus.  The case manager’s documentation must 
provide a clear distinction between waiver case management and targeted case management activities. 
 
_X__ Target group includes individuals transitioning to a community setting. Case-management 
services will be made available for up to 180 consecutive days of a covered stay in a medical institution. 
The target group does not include individuals between ages 22 and 64 who are served in Institutions for 
Mental Disease or individuals who are inmates of public institutions). (State Medicaid Directors Letter 
(SMDL), July 25, 2000)  
 
Areas of State in which services will be provided (§1915(g)(1) of the Act): 
_X__ Entire State 
__  _ Only in the following geographic areas:  
 
Comparability of services (§§1902(a)(10)(B) and 1915(g)(1))  
__  _ Services are provided in accordance with §1902(a)(10)(B) of the Act. 
_X__ Services are not comparable in amount duration and scope (§1915(g)(1)). 
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Definition of services (42 CFR 440.169):  Targeted case management services are defined as services 
furnished to assist individuals, eligible under the State Plan, in gaining access to needed medical, social, 
educational and other services.  Targeted Case Management includes the following assistance: 
 
 Comprehensive assessment and periodic reassessment of individual needs, to determine the need 

for any medical, educational, social or other services. These assessment activities include 
• taking client history; 
• identifying the individual’s needs and completing related documentation; and  
• gathering information from other sources such as family members, medical providers, 

social workers, and educators (if necessary), to form a complete assessment of the eligible 
individual;  

 
 Reassessment/follow-up - The case manager shall evaluate through interviews  and 
observations the progress of the client toward accomplishing the goals listed  in the case plan at 
intervals of six months or less.  In addition, the persons and/or  agencies providing services to the client 
will be contacted and the results of  these contacts, together with the changes in need shown in the 
reassessments,  will be utilized to accomplish any needed revisions to the case plan. 
 
 Development (and periodic revision) of a specific care plan that is based on the information 

collected through the assessment that 
• specifies the goals and actions to address the medical, social, educational, and other services 

needed by the individual; 
• includes activities such as ensuring the active participation of the eligible individual, and 

working with the individual (or the individual’s authorized health care decision maker) and 
others to develop those goals; and  

• identifies a course of action to respond to the assessed needs of the eligible individual; 
 
 Referral and related activities (such as scheduling appointments for the individual) to help the 

eligible individual obtain needed services including 
• activities that help link the individual with medical, social, educational providers, or other 

programs and services that are capable of providing needed services to address identified 
needs and achieve goals specified in the care plan; and 
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 Monitoring and follow-up activities: 
• activities and contacts that are necessary to ensure the care plan is implemented and 

adequately addresses the eligible individual’s needs, and which may be with the individual, 
family members, service providers, or other entities or individuals and conducted as 
frequently as necessary, and including at least one annual monitoring, to determine whether 
the following conditions are met: 
o services are being furnished in accordance with the individual’s care plan; 
o services in the care plan are adequate; and 

 
o changes in the needs or status of the individual are reflected in the care plan. Monitoring 

and follow-up activities include making necessary adjustments in the care plan and 
service arrangements with providers.  

 
Monitoring - The case manager will ascertain on an ongoing basis what services have been delivered and 
whether they are adequate to meet the needs of the client.  Adjustments in the plan of care may be required 
as a result of monitoring. 
 
___Case management includes contacts with non-eligible individuals that are directly related to 
identifying the eligible individual’s needs and care, for the purposes of helping the eligible individual 
access services; identifying needs and supports to assist the eligible individual in obtaining  services; 
providing case managers with useful feedback, and alerting case managers to changes in the eligible 
individual’s needs.  
  (42 CFR 440.169(e)) 
 
Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 
Target Group 7:  Adult Protective Service Individuals 
 
 Individual case managers must meet the following minimum qualifications: 
  (A) A Bachelor of Arts or a Bachelor of Science Degree, preferably in a human 
services field, and  
  (B) Eligible for state social work licensure or exempt from licensure. 
  (C) Training in a case management curriculum approved by the Alabama Medicaid 
Agency. 
 
Freedom of choice (42 CFR 441.18(a)(1): 
The State assures that the provision of case management services will not restrict an individual’s free 
choice of providers in violation of section 1902(a)(23) of the Act. 
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1. Eligible individuals will have free choice of any qualified Medicaid provider within the specified 

geographic area identified in this plan. 
2. Eligible individuals will have free choice of any qualified Medicaid providers of other medical 

care under the plan. 
 
Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)): 
____ Target group consists of eligible individuals with developmental disabilities or with chronic mental 
illness. Providers are limited to qualified Medicaid providers of case management services capable of 
ensuring that individuals with developmental disabilities or with chronic mental illness receive needed 
services. 
 
Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6): 
The State assures the following: 

• Case management (including targeted case management) services will not be used to restrict an 
individual’s access to other services under the plan. 

• Individuals will not be compelled to receive case management services, condition receipt of case 
management (or targeted case management) services on the receipt of other Medicaid services, or 
condition receipt of other Medicaid services on receipt of case management (or targeted case 
management) services; and 

• Providers of case management services do not exercise the agency’s authority to authorize or 
deny the provision of other services under the plan. 

 
Payment (42 CFR 441.18(a)(4)): 
Payment for case management or targeted case management services under the plan does not duplicate 
payments made to public agencies or private entities under other program authorities for this same 
purpose.  
 
Case Records (42 CFR 441.18(a)(7)): 
Providers maintain case records that document for all individuals receiving case management as follows: 
(i)The name of the individual; (ii) The dates of the case management services; (iii)The name of the 
provider agency (if relevant) and the person providing the case management service; (iv) The nature, 
content, units of the case management services received and whether goals specified in the care plan have 
been achieved; (v) Whether the individual has declined services in the care plan; (vi) The need for, and 
occurrences of, coordination with other case managers; (vii) A timeline for obtaining needed services; 
(viii) A timeline for reevaluation of the plan. 
 
Limitations: 
Case management does not include, and Federal Financial Participation (FFP) is not available in 
expenditures for, services defined in §441.169 when the case management  
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activities are an integral and inseparable component of another covered Medicaid service (State Medicaid 
Manual (SMM) 4302.F). 
 
Case management does not include, and Federal Financial Participation (FFP) is not available in 
expenditures for, services defined in §441.169 when the case management activities constitute the direct 
delivery of underlying medical, educational, social, or other services to which an eligible individual has 
been referred, including for foster care programs, services such as, but not limited to, the following: 
research gathering and completion of documentation required by the foster care program; assessing 
adoption placements; recruiting or interviewing potential foster care parents; serving legal papers;  
home investigations; providing transportation; administering foster care subsidies; making placement 
arrangements. (42 CFR 441.18(c)) 
 
FFP only is available for case management services or targeted case management services if there are no 
other third parties liable to pay for such services, including as reimbursement under a medical, social, 
educational, or other program except for case management that is included in an individualized education 
program or individualized family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 
1905(c)) 
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Target Group (42 Code of Federal Regulations 441.18(8)(i) and 441.18(9)):   
Individuals who meet the eligibility criteria for the HCBS Technology Assisted (TA) 
Waiver for Adults.  
The target group for the TA waiver is individuals who are 21 years of age or older with  
complex medical conditions.  These individuals are ventilator-dependent or have a 
tracheostomy. 
 
A person in this target group may reside in his/her own home, the household of another, or a supervised 
residential setting and in total care environments, such as nursing facilities, hospitals, and residential 
programs.  Targeted case management services will not be provided to clients receiving case management 
through a waiver. 
 
_X__ Target group includes individuals transitioning to a community setting. Case-management 
services will be made available for up to 180 consecutive days of a covered stay in a medical institution. 
The target group does not include individuals between ages 22 and 64 who are served in Institutions for 
Mental Disease or individuals who are inmates of public institutions). (State Medicaid Directors Letter 
(SMDL), July 25, 2000)  
 
Areas of State in which services will be provided (§1915(g)(1) of the Act): 
_X__ Entire State 
__  _ Only in the following geographic areas 
 
Comparability of services (§§1902(a)(10)(B) and 1915(g)(1))  
_  __ Services are provided in accordance with §1902(a)(10)(B) of the Act. 
_X__ Services are not comparable in amount duration and scope (§1915(g)(1)). 
 
Definition of services (42 CFR 440.169):  Targeted case management services are defined as services 
furnished to assist individuals, eligible under the State Plan, in gaining access to needed medical, social, 
educational and other services.  Targeted Case Management includes the following assistance: 
 
 Comprehensive assessment and periodic reassessment of individual needs, to determine the need 

for any medical, educational, social or other services. These assessment activities include 
• taking client history; 
• identifying the individual’s needs and completing related documentation; and  
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• gathering information from other sources such as family members, medical providers, social 
workers, and educators (if necessary), to form a complete assessment of the eligible 
individual;  

 
 Reassessment/follow-up – The case manager shall evaluate through interviews and observations 
the progress of the client toward accomplishing the goals listed in the case plan at intervals of six months 
or less.  In addition, the persons and/or agencies providing services to the client will be contacted and the 
results of these contracts, together with the changes in need shown in the reassessments, will be utilized to 
accomplish any needed revisions to the case plan. 
 
 Development (and periodic revision) of a specific care plan that is based on the information 

collected through the assessment that 
• specifies the goals and actions to address the medical, social, educational, and other services 

needed by the individual; 
• includes activities such as ensuring the active participation of the eligible individual, and 

working with the individual (or the individual’s authorized health care decision maker) and 
others to develop those goals; and  

• identifies a course of action to respond to the assessed needs of the eligible individual; 
 
 Referral and related activities (such as scheduling appointments for the individual) to help the 

eligible individual obtain needed services including 
• activities that help link the individual with medical, social, educational providers, or other 

programs and services that are capable of providing needed services to address identified 
needs and achieve goals specified in the care plan; and 

 
 Monitoring and follow-up activities: 

• activities and contacts that are necessary to ensure the care plan is implemented and 
adequately addresses the eligible individual’s needs, and which may be with the individual, 
family members, service providers, or other entities or individuals and conducted as 
frequently as necessary, and including at least one annual monitoring, to determine whether 
the following conditions are met: 
o services are being furnished in accordance with the individual’s care plan; 
o services in the care plan are adequate; and 
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o changes in the needs or status of the individual are reflected in the care plan. Monitoring 
and follow-up activities include making necessary adjustments in the care plan and 
service arrangements with providers.  

 
 Monitoring - The case manager will ascertain on an ongoing basis what services have been 
delivered and whether they are adequate to meet the needs of the client.  Adjustments in the plan of care 
may be required as a result of monitoring. 
 
___Case management includes contacts with non-eligible individuals that are directly related to 
identifying the eligible individual’s needs and care, for the purposes of helping the eligible individual 
access services; identifying needs and supports to assist the eligible individual in obtaining services; 
providing case managers with useful feedback, and alerting case managers to changes in the eligible 
individual’s needs.  
(42 CFR 440.169(e)) 
 
Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 
Target Group 8:  Individuals who meet the eligibility criteria for the HCBS Technology Assisted Waiver 
for Adults. 
 
Targeted case management providers for the individuals who meet the eligibility criteria for the HCBS 
Technology Assisted Waiver for Adults, must demonstrate experience with the target population in 
completing medical psychosocial assessments and case plans, coordination of services, provision of 
referral and follow-up services and be employed in a non-institutional health care setting and must be 
certified as a Medicaid provider meeting the following criteria: 
 (A) Demonstrated capacity to provide all core elements of case management: 
  (1) assessment, 
  (2) care/services plan development, 
  (3) linking/coordination of services, and  
  (4) reassessment/follow-up 
 (B) Demonstrated case management experience in coordinating and linking such community 
resources as required by the target population. 
 (C) Demonstrated case management experience with the target population. 
 (D) An administrative capacity to ensure quality of services in accordance with state and 
federal requirements. 
 (E) A financial management system that provides documentation of services and costs. 
 (F) Capacity to document and maintain individual case records in accordance with state and 
federal requirements. 
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 (G) Demonstrated ability to assure a referral process consistent with Section 1902(a)(23), 
freedom of choice of provider. 
  (H) Demonstrated capacity to meet the case management service needs of the target population 
 
Individual case managers must meet the following minimum qualifications: 
 (A) A Bachelor of Arts or Bachelor of Science, or 
 (B) A Registered Nurse, and 
 (C) Training in a case management curriculum approved by the Alabama Medicaid Agency. 
 
Freedom of choice (42 CFR 441.18(a)(1): 
The State assures that the provision of case management services will not restrict an individual’s free 
choice of providers in violation of section 1902(a)(23) of the Act. 

1. Eligible individuals will have free choice of any qualified Medicaid provider within the specified 
geographic area identified in this plan. 

2. Eligible individuals will have free choice of any qualified Medicaid providers of other medical 
care under the plan. 

 
Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)): 
____Target group consists of eligible individuals with developmental disabilities or with chronic mental 
illness. Providers are limited to qualified Medicaid providers of case management services capable of 
ensuring that individuals with developmental disabilities or with chronic mental illness receive needed 
services:  
 
Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6): 
The State assures the following: 

• Case management (including targeted case management) services will not be used to restrict an 
individual’s access to other services under the plan. 

• Individuals will not be compelled to receive case management services, condition receipt of case 
management (or targeted case management) services on the receipt of other Medicaid services, or 
condition receipt of other Medicaid services on receipt of case management (or targeted case 
management) services; and 

• Providers of case management services do not exercise the agency’s authority to authorize or 
deny the provision of other services under the plan. 
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Payment (42 CFR 441.18(a)(4)): 
Payment for case management or targeted case management services under the plan does not duplicate 
payments made to public agencies or private entities under other program authorities for this same 
purpose.  
 
Case Records (42 CFR 441.18(a)(7)): 
Providers maintain case records that document for all individuals receiving case management as follows: 
(i)The name of the individual; (ii) The dates of the case management services; (iii)The name of the 
provider agency (if relevant) and the person providing the case management service; (iv) The nature, 
content, units of the case management services received and whether goals specified in the care plan have 
been achieved; (v) Whether the individual has declined services in the care plan; (vi) The need for, and 
occurrences of, coordination with other case managers; (vii) A timeline for obtaining needed services; 
(viii) A timeline for reevaluation of the plan. 
 
Limitations: 
Case management does not include, and Federal Financial Participation (FFP) is not available in 
expenditures for, services defined in §441.169 when the case management activities are an integral and 
inseparable component of another covered Medicaid service (State Medicaid Manual (SMM) 4302.F). 
 
Case management does not include, and Federal Financial Participation (FFP) is not available in 
expenditures for, services defined in §441.169 when the case management activities constitute the direct 
delivery of underlying medical, educational, social, or other services to which an eligible individual has 
been referred, including for foster care programs, services such as, but not limited to, the following: 
research gathering and completion of documentation required by the foster care program; assessing 
adoption placements; recruiting or interviewing potential foster care parents; serving legal papers; home 
investigations; providing transportation; administering foster care subsidies; making placement 
arrangements. (42 CFR 441.18(c)) 
 
FFP only is available for case management services or targeted case management services if there are no 
other third parties liable to pay for such services, including as reimbursement under a medical, social, 
educational, or other program except for case management that is included in an individualized education 
program or individualized family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 
1905(c)) 
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Target Group (42 Code of Federal Regulations 441.18(8)(i) and 441.18(9)):   
The target group to be served consists of Medicaid-eligible individuals who have a diagnosed substance use disorder 
or substance induced disorder, in accordance with criteria set forth by the most recent edition of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM) published by the American Psychiatric Association, and who meet 
the following additional criteria.   
 
       (1)  Individuals who: 

(a) Have been unable to independently maintain a sustained period of recovery after repeated 
treatment episodes; or 

(b) Have little or no access to community resources necessary to support sustained recovery 
efforts; or 

(c) Have co-morbid conditions, as mental illness, emotional disorders, intellectual disabilities, 
medical conditions, sensory impairments, or mobility impairments; or 

(d) Have significant responsibility for the care of dependents, as well as themselves. 
 

(2) Individuals who are residing in a supervised residential setting, transitioning to an approved 
community setting following an institutional stay, residing in his/her own home, or the household of 
another are eligible for Target Group 9. 

 
The target group does not include individuals who are inmates of public institutions. Also excluded are individuals 
receiving services in an Institution for Mental Disease (IMD).  
 
Medicaid recipients may receive TCM services in more than one target group or case management services from 
another program if the Agency determines this would not present a duplication of services. 
 
 
Areas of State in which services will be provided (§1915(g)(1) of the Act): 
_ X__ Entire State 
___ Only in the following geographic areas 
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Comparability of services (§§1902(a)(10)(B) and 1915(g)(1))  
___ Services are provided in accordance with §1902(a)(10)(B) of the Act. 
_X__ Services are not comparable in amount duration and scope (§1915(g)(1)). 
 
Definition of services (42 CFR 440.169):  Targeted case management services are defined as services 
furnished to assist individuals, eligible under the State Plan, in gaining access to needed medical, social, 
educational and other services.  Targeted Case Management includes the following assistance: 
 
• Comprehensive assessment and periodic reassessment of individual needs, to determine the need for 

any medical, educational, social or other services. These assessment activities include 
•       taking individuals history; 

• identifying the individual’s needs and completing related documentation; and  
• gathering information from other sources such as family members, medical providers, social 

workers, and educators (if necessary), to form a complete assessment of the eligible individual;  
 
• Reassessment/follow-up – The case manager shall evaluate through interviews and 

 observations the progress of the individuals toward accomplishing the goals listed in the 
       case plan at intervals of six months or less.  In addition, the persons and/or agencies  
       providing services to the individuals will be contacted and the results of these contacts,  
       together with the changes in need shown in the reassessments, will be utilized to 
       accomplish any needed revisions to the case plan. 

 
 Development (and periodic revision) of a specific case plan that is based on the information collected 

through the assessment that 
• specifies the goals and actions to address the medical, social, educational, and other services 

needed by the individual; 
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• includes activities such as ensuring the active participation of the eligible individual, and working 

with the individual (or the individual’s authorized health care decision maker) and others to 
develop those goals; and  
• identifies a course of action to respond to the assessed needs of the eligible individual; 

 
 Referral and related activities (such as scheduling appointments for the individual) to help the eligible 

individual obtain needed services including 
• activities that help link the individual with medical, social, educational providers, or other 

programs and services that are capable of providing needed services to address identified needs 
and achieve goals specified in the case plan; and 

 
 Monitoring and follow-up activities: 

• Ongoing activities and contacts that are necessary to ensure the case plan is implemented and 
adequately addresses the eligible individual’s needs, and which may be with the individual, 
family members, service providers, or other entities or individuals and conducted as frequently as 
necessary, and including at least one annual monitoring, to determine whether the following 
conditions are met: 

o services are being furnished in accordance with the individual’s case plan; 
o services in the case plan are adequate; and 
o changes in the needs or status of the individual are reflected in the case plan. Monitoring 

and follow-up activities include making necessary adjustments in the case plan and 
service arrangements with providers.  

 
 
___Case management includes contacts with non-eligible individuals that are directly related to 
identifying the eligible individual’s needs and care, for the purposes of helping the eligible individual 
access services; identifying needs and supports to assist the eligible individual in obtaining services; 
providing case managers with useful feedback, and alerting case managers to changes in the eligible 
individual’s needs.  
(42 CFR 440.169(e)) 
 
Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 
Target Group 9: Individuals who meet the eligibility criteria for Substance Use Disorders. 
 
Case management providers for the target group must be certified by and provide services through a 
contract with the Alabama Department of Mental Health and have the following qualifications: 
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(A) Demonstrated capacity to provide all core elements of case   

management: 
 

   (1) assessment, 
   (2) care/services plan development, 
   (3) linking/coordination of services, and 
   (4) reassessment/follow-up. 
 
  (B) Demonstrated case management experience in coordinating and linking such 

community resources as required by the target population. 
 
  (C) Documented work experience with the target population. 
 
  (D) An administrative capacity to insure quality of services in accordance with state 

and federal requirements. 
 
  (E) A functional financial management system that provides documentation of 

services and costs. 
 
  (F) Capacity to document and maintain individual case records in accordance with 

state and federal requirements. 
 
  (G) Demonstrated ability to assure a referral process consistent with Section 1902a(23) 

of the Social Security Act, freedom of choice of provider. 
 
  (H) Demonstrated capacity to meet the case management service    
 needs of the target population. 
 
 
Individual case managers must meet the following minimum qualifications: 
 

(A) A Bachelor of Arts or Bachelor of Science, or 
(B) A Registered Nurse, and 

  (C) Training in a case management curriculum approved by the Alabama Medicaid 
Agency and the Alabama Department of Mental Health. 
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Freedom of Choice (42 CFR 441.18(a)(1): 
The State assures that the provision of case management services will not restrict an individual’s free 
choice of providers in violation of section 1902(a)(23) of the Act. 
 

3. Eligible individuals will have free choice of any qualified Medicaid provider within the specified 
geographic area identified in this plan. 
 

4. Eligible individuals will have free choice of any qualified Medicaid providers of other medical 
care under the plan. 

 
Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)): 
__X__ Target group consists of eligible individuals with substance use disorders.  Providers are limited to 
qualified Medicaid providers of case management services capable of ensuring that individuals with 
substance use disorders receive needed services:  

 
Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6): 
The State assures the following: 

• Case management (including targeted case management) services will not be used to restrict an 
individual’s access to other services under the plan. 

• Individuals will not be compelled to receive case management services, condition receipt of case 
management (or targeted case management) services on the receipt of other Medicaid services, or 
condition receipt of other Medicaid services on receipt of case management (or targeted case 
management) services; and 

• Providers of case management services do not exercise the agency’s authority to authorize or 
deny the provision of other services under the plan. 

 
Payment (42 CFR 441.18(a)(4)): 
Payment for case management or targeted case management services under the plan does not duplicate 
payments made to public agencies or private entities under other program authorities for this same 
purpose.  
 
Case Records (42 CFR 441.18(a)(7)): 
Providers maintain case records that document for all individuals receiving case management as follows: 
(i)The name of the individual; (ii) The dates of the case management services; (iii)The name of the 
provider agency (if relevant) and the person providing the case management service; (iv) The nature, 
content, units of the case management services received and whether goals specified in the case plan have 
been achieved; (v) Whether the individual has declined services in the case plan; (vi) The need for, and 
occurrences of, coordination with other case managers; (vii) A timeline for obtaining needed services; 
(viii) A timeline for reevaluation of the plan. 
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Limitations: 
Case management does not include, and Federal Financial Participation (FFP) is not available in 
expenditures for, services defined in §441.169 when the case management activities are an integral and 
inseparable component of another covered Medicaid service (State Medicaid Manual (SMM) 4302.F). 
 
Case management does not include, and Federal Financial Participation (FFP) is not available in 
expenditures for, services defined in §441.169 when the case management activities constitute the direct 
delivery of underlying medical, educational, social, or other services to which an eligible individual has 
been referred, including for foster care programs, services such as, but not limited to, the following: 
research gathering and completion of documentation required by the foster care program; assessing 
adoption placements; recruiting or interviewing potential foster care parents; serving legal papers; home 
investigations; providing transportation; administering foster care subsidies; making placement 
arrangements. (42 CFR 441.18(c)) 
 
FFP only is available for case management services or targeted case management services if there are no 
other third parties liable to pay for such services, including as reimbursement under a medical, social, 
educational, or other program except for case management that is included in an individualized education 
program or individualized family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 
1905(c)) 
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Target Group (42 Code of Federal Regulations 441.18(8)(i) and 441.18(9)):   
A. The population to be served consists of individuals age 0-20 or until the individual reaches age 21 considered to be 

disabled as defined in the following two subgroups and who require a multi-disciplinary service team from more 
than one child-serving agency or who have one or more co-occurring diagnoses: 
(1) Autism Spectrum Disorder (ASD) 

a. children/youth requiring a multi-disciplinary service team from more than one child-serving 
agency or who have one or more co-occurring diagnoses.   

(2) Seriously Emotionally Disturbed (SED); and 
In order to meet the definition of seriously emotionally disturbed, the recipient must meet the following criteria 
for (I & II) or (I & III): 

I. Diagnosis: 
a. Must have a DSM/ICD diagnosis. A primary diagnosis of a “Z” code, substance use, autism spectrum 

disorder, developmental/intellectual disability, organic mental disorder, or traumatic brain injury does 
not meet the criteria.  

II. Jeopardy of being Separated from Family (Out-of-Home Placement): 
a. Still residing in the community but in jeopardy of being separated from family as the result of a serious 

emotional disturbance.     
III. Functional Impairments/Symptoms/Risk of Separation – Must have a. or b. or c. as the result of a serious 

emotional disturbance: 
a. Functional Impairment – Must have substantial impairment in one of the following capacities to function 

(corresponding to expected developmental level): 
i. Autonomous Functioning: Performance of the age appropriate activities of daily living, e.g., 

personal hygiene, grooming, mobility; 
ii. Functioning in the community – e.g., relationships with neighbors, involvement in recreational 

activities;  
iii. Functioning in the Family or Family Equivalent – e.g., relationships with parents/parent 

surrogates, siblings, relatives; 
iv. Functioning in School/work – e.g., relationships with peers/teachers/co-workers, adequate 

completion of school work.  
b. Symptoms – Must have one of the following: 

i. Features associated with Psychotic Disorders 
ii. Suicidal or Homicidal Gesture or Ideation 

c. Risk of Separation: 
i. Without treatment, there is imminent risk of separation from the family/family equivalent or 

placement in a more restrictive treatment setting.  
B. The population to be served consists of individuals age 18 and older considered to be disabled as defined in the 

following subgroup and who require a multi-disciplinary service team from more than one agency or who have 
one or more co-occurring diagnosis: 

a. Severely Mentally Ill (SMI):  
 The population to be served consists of functionally limited individuals 18 years of age or older with 
multiple needs who have been assessed by a qualified professional and have been found to require 
mental health case management.  Such persons have a diagnosis included in the ICD-10 as appropriate to 
date of service (other than primary developmental/intellectual disabilities, autism spectrum disorder, 
organic mental disorder, traumatic brain injury, or substance abuse), impaired role functioning, and a 
documented lack of capacity for independently accessing, and sustaining involvement with needed 
services. 
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Medicaid recipients may receive TCM services in more than one target group, or case management services from another program if the Agency 
determines this would not present a duplication of services. 
 
_X__ Target group includes individuals transitioning to a community setting. Case-management services will be made available for up to 
180 consecutive days of a covered stay in a medical institution. The target group does not include individuals between ages 22 and 64 who are 
served in Institutions for Mental Disease or individuals who are inmates of public institutions). (State Medicaid Directors Letter (SMDL), July 
25, 2000).  Also excluded are individuals receiving services in an Institution for Mental Disease (IMD). 

Areas of State in which services will be provided (§1915(g)(1) of the Act): 
_X__ Entire State 
___ Only in the following geographic areas:  

 
Comparability of services (§§1902(a)(10)(B) and 1915(g)(1))  
___ Services are provided in accordance with §1902(a)(10)(B) of the Act. 
_X__ Services are not comparable in amount duration and scope (§1915(g)(1)). 
 
Definition of services (42 CFR 440.169):  Targeted Case Management services are defined as services furnished to assist individuals, eligible 
under the State Plan, in gaining access to needed medical, social, educational and other services.  Targeted Case Management includes the 
following assistance: 
 

 Comprehensive assessment and periodic reassessment of individual needs, to determine the need for any medical, educational, social 
or other services. These assessment activities include: 

• taking client history; 
• identifying the individual’s needs and completing related documentation; and  
• gathering information from other sources such as family members, medical providers, social workers, and educators (if 

necessary), to form a complete assessment of the eligible individual;  
 
Reassessment/follow-up - The case manager shall evaluate through interviews and observations the progress of the client toward accomplishing 
the goals listed in the case plan at intervals of six months or less.  In addition, the persons and/or agencies providing services to the client will be 
contacted and the results of these contacts, together with the changes in need shown in the reassessments, will be utilized to accomplish any 
needed revisions to the case plan. 
 

 Development (and periodic revision) of a specific care plan that is based on the information collected through the assessment that 
• specifies the goals and actions to address the medical, social, educational, and other services needed by the individual; 
• includes activities such as ensuring the active participation of the eligible individual, and working with the individual (or 

the individual’s authorized health care decision maker) and others to develop those goals; and  
• identifies a course of action to respond to the assessed needs of the eligible individual; 

 
Referral and related activities (such as scheduling appointments for the individual) to help the eligible individual obtain needed services including 
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activities that help link the individual with medical, social, educational providers, or other programs and services that are capable of providing 
needed services to address identified needs and achieve goals specified in the care plan; and 

 Monitoring and follow-up activities: 
• activities and contacts that are necessary to ensure the care plan is implemented and adequately addresses the eligible 

individual’s needs, and which may be with the individual, family members, service providers, or other entities or individuals and 
conducted as frequently as necessary, and including at least one annual monitoring, to determine whether the following 
conditions are met: 

o services are being furnished in accordance with the individual’s care plan; 
o services in the care plan are adequate; and 
o changes in the needs or status of the individual are reflected in the care plan. Monitoring and follow-up activities 

include making necessary adjustments in the care plan and service arrangements with providers.  
 
Monitoring - The case manager will ascertain on an ongoing basis what services have been delivered and whether they are adequate to meet the 
needs of the client. Adjustments in the plan of care may be required as a result of monitoring. 
 
_X  Case management includes contacts with non-eligible individuals that are directly related to identifying the eligible individual’s needs and 
care, for the purposes of helping the eligible individual access services; identifying needs and supports to assist the eligible individual in 
obtaining services; providing case managers with useful feedback, and alerting case managers to changes in the eligible individual’s needs.  
(42 CFR 440.169(e)) 
 
Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 
Target Group 10:  Autism Spectrum Disorder (ASD) Children, Serious Emotional Disturbance (SED) Children, and Severely Mentally Ill (SMI) 
Adults. 
Case management providers must be certified as a Medicaid provider meeting the following criteria: 
 (A) Demonstrated capacity to provide all core elements of case management: 
  (1) assessment, 
  (2) care/services plan development, 
  (3) linking/coordination of services, and 
  (4) reassessment/follow-up. 
 
(B) Demonstrated case management experience in coordinating and linking such community resources as required by the target population. 
 (C) Demonstrated experience with the target population. 
 (D) An administrative capacity to insure quality of services in accordance with state and federal requirements. 
 (E) A financial management system that provides documentation of services and costs. 
 (F) Capacity to document and maintain individual case records in accordance with state and federal requirements. 
 (G) Demonstrated ability to assure a referral process consistent with Section 1902a(23), freedom of choice of provider. 
 (H) Demonstrated capacity to meet the case management service needs of the target population. 
 
 Individual case managers must meet the following minimum qualifications: 
  (A) A Bachelor of Arts or a Bachelor of Science degree, or 
  (B) A registered nurse, and 
  (C) Training in a case management curriculum approved by the Alabama Medicaid Agency. 
 
The Alabama Department of Mental Health (ADMH)  case management provider (for Target 10, ASD) must be Regional Boards incorporated 
under Act 310 of the 1967 Alabama Act who have demonstrated ability to provide targeted case management services directly,  be ADMH 
employees, or other contractors of ADMH.  Providers must be certified by the Alabama Department of Mental Health and provide services 
through a contract with ADMH.  Act 310 provides for the formation of public corporation to contract with the Alabama Department of Mental 
Health in constructing facilities and operating programs for mental health services.  A 310 Board has the authority to directly provide: planning, 
studies and services for mental illness. 
 
The ADMH case management provider (for Target 10, SED and SMI) must be either Regional Boards incorporated under Act 310 of the 1967 
Alabama Act who have demonstrated ability to provide targeted case management services directly, or the Alabama Department of Mental 
Health. Providers must be certified by the Alabama Department of Mental Health and provide services through a contract with ADMH.  Act 310 
provides for the formation of public corporation to contract with the Alabama Department of Mental Health in constructing facilities and 
operating programs for mental health services.  A 310 Board has the authority to directly provide: planning, studies and services for mental 
illness. 
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Freedom of choice (42 CFR 441.18(a)(1): 
The State assures that the provision of case management services will not restrict an individual’s free choice of providers in violation of section 
1902(a)(23) of the Act. 

1. Eligible individuals will have free choice of any qualified Medicaid provider within the specified geographic area identified in this 
plan. 

2. Eligible individuals will have free choice of any qualified Medicaid providers of other medical care under the plan. 
 
Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)): 
_____ Target group consists of eligible individuals with developmental disabilities or with chronic mental illness. Providers are limited to 
qualified Medicaid providers of case management services capable of ensuring that individuals with developmental disabilities or with chronic 
mental illness receive needed services 
 
Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6): 
The State assures the following: 

• Case management (including targeted case management) services will not be used to restrict an individual’s access to other services 
under the plan. 

 
• Individuals will not be compelled to receive case management services, condition receipt  

of case management (or targeted case management) services on the receipt of other Medicaid services, or condition receipt of other 
Medicaid services on receipt of case management (or targeted case management) services; and 

• Providers of case management services do not exercise the agency’s authority to authorize or deny the provision of other services 
under the plan. 

 
Payment (42 CFR 441.18(a)(4)): 
Payment for case management or targeted case management services under the plan does not duplicate payments made to public agencies or 
private entities under other program authorities for this same purpose.  
 
Case Records (42 CFR 441.18(a)(7)): 
Providers maintain case records that document for all individuals receiving case management as follows: (i) The name of the individual; (ii) The 
dates of the case management services; (iii)The name of the provider agency (if relevant) and the person providing the case management service; 
(iv) The nature, content, units of the case management services received and whether goals specified in the care plan have been achieved; (v) 
Whether the individual has declined services in the care plan; (vi) The need for, and occurrences of, coordination with other case managers; (vii) 
A timeline for obtaining needed services; (viii) A timeline for reevaluation of the plan. 
 
Limitations: 
Case management does not include, and Federal Financial Participation (FFP) is not available in expenditures for, services defined in §441.169 
when the case management activities are an integral and inseparable component of another covered Medicaid service (State Medicaid Manual 
(SMM) 4302.F). 
 
Case management does not include, and Federal Financial Participation (FFP) is not available in expenditures for, services defined in §441.169 
when the case management activities constitute the direct delivery of underlying medical, educational, social, or other services to which an 
eligible individual has been referred, including for foster care programs, services such as, but not limited to, the following: research gathering and 
completion of documentation required by the foster care program; assessing adoption placements; recruiting or interviewing potential foster care 
parents; serving legal papers; home investigations; providing transportation; administering foster care subsidies; making placement arrangements. 
(42 CFR 441.18(c)) 
 
 
FFP only is available for case management services or targeted case management services if there are no other third parties liable to pay for such 
services, including as reimbursement under a medical, social, educational, or other program except for case management that is included in an 
individualized education program or individualized family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 1905(c)). 
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Notwithstanding anything else in this State Plan provision, the coverage will be subject to such other requirements 
that are promulgated by CMS through interpretive issuance or final regulation. 

State of Alabama 

Self-Directed Personal Assistance Services State Plan Amendment 

l. Eligibility

The State determines eligibility for Self-Directed Personal Assistance Services:

A. __ In the same manner as eligibility is determined for traditional State Plan personal care
services, described in Item 24 of the Medicaid State Plan.

B. _x__1n the same manner as eligibility is determined for services provided through a 1915(c)
Home and Community-Based Services Waiver.

ii. Service Package

The State elects to have the following included as Self-Directed Personal Assistance Services:

A. __ State Plan Personal Care and Related Services, to be self-directed by individuals eligible
under the State Plan.

B. X Services included in the following Section 1915(c) Home and Community-Based
Services waiver(s) to be self-directed by individuals eligible under the waiver(s). The State
assures that all services in the impacted waiver(s) will continue to be provided regardless of
service delivery model. Please list waiver names and services to be included.

The following are the 1915(c) Home and Community-Based Waiver Services to be self-directed: 
Elderly and Disabled Waiver: Personal Care, Homemaker, Unskilled Respite, and Companion. 
State ofAlabama Independent Living Waiver: Personal Care, Personal Assistance, and Unskilled Respite 
Alabama Community Transition Waiver: Personal Care, Homemaker, Unskilled Respite, and Companion 
Technology Assisted Waiver for Adults: Personal Care/Attendant 

iii. Payment Methodology

__x_ The State will use the same payment methodology for individuals self-directing their PAS under
section 19150) than that approved for State plan personal care services or for section 1915(c) Home and
Community-Based waiver services.
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A. _____The State will use a different payment methodology for individuals self-
directing their PAS under section 1915(j) than that approved for State plan 
personal care services or for section 1915(c) Home and Community-Based waiver 
services.  Amended Attachment 4.19-B page(s) are attached. 
 

iv. Use of Cash 
A.     X  The State elects to disburse cash prospectively to participants self-

directing personal assistance services. The State assures that all Internal Revenue 
Service (IRS) requirements regarding payroll/tax filing functions will be 
followed, including when participants perform the payroll/tax filing functions 
themselves. 

B. _____ The State elects not to disburse cash prospectively to participants self-
directing personal assistance services. 

 
v. Voluntary Disenrollment 

 
 The State will provide the following safeguards in place to ensure continuity of services 

and assure participant health and welfare during the period of transition between self-
directed and traditional service delivery models. 

 
 A program participant may elect to discontinue participation in the Personal Choices 

program at any time. 
 
 The following procedures serve as safeguards to ensure that the reasons for disenrollment 

are not related to abuse or similar concerns and that services are not interrupted during 
the transfer from Personal Choices to the participant’s traditional waiver program.  

 
 It is the responsibility of the participant to initiate voluntary disenrollment by notifying his 

Counselor of such a decision. The participant may notify the Counselor of his desire to 
disenroll by phone or e-mail.  The Counselor will document in the participant’s record, the 
date of notification by the participant of their decision to disenroll.  The Counselor will 
begin the disenrollment process within 5 business days from the date of notification.  A 
face-to-face contact is required to discuss the following: 

 
 To provide an opportunity for the Counselor to determine if  the participant’s 

health, safety, and welfare has been jeopardized during their enrollment 
 To minimize unnecessary disenrollment if the Counselor can identify and resolve 

any problems that would enable continued enrollment and satisfaction with the 
program or confirm that the reasons for disenrollment cannot be resolved 

 To obtain the signature of the participant to attest to his desire to disenroll 
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 To explain the processes and timeline for transfer back to the traditional service 
delivery option 

 To ascertain the participant’s choice of direct service providers 
 To discuss the conversion of the individual budget back to traditionally authorized 

services and make necessary decisions related to accumulated funds 
 

 From the receipt of the request for voluntary disenrollment, the timeline for transfer from 
Personal Choices to the traditional waiver, when the participant’s health and safety is not 
in jeopardy, may be from fifteen to forty-five days.  The Counselor will have 5 days to 
begin the process of disenrollment and the transition to the traditional waiver program.  
The timeline may be extended up to 45 days if requested by the participant. 

 
 Personal Choices services will continue until transition to the traditional waiver is 

complete. 
  
 Once disenrolled, the participant must continue to receive traditional waiver services for 

a minimum of three months before re-enrollment in Personal Choices can be considered. 
 

vi. Involuntary Disenrollment 
 

A. The circumstances under which a participant may be involuntarily disenrolled 
from self-directing personal assistance services, and returned to traditional service 
delivery model are noted below. 

 
 At any time that it is determined that the health, safety and well-being of the participant is 

compromised by continued participation in the Personal Choices program, the participant 
may be returned to the traditional waiver program.  Participants will be given an advance 
notice in writing of their return to the traditional waiver service.   Although the decision 
to involuntarily disenroll the participant from the Personal Choices program may be 
appealed, the participant will begin to receive traditional waiver services until a decision 
is made on their appeal. The participant/representative has 15 days from the date of 
notification of disenrollment to file a request for an informal review of this decision. The 
ADSS or ADRS, respectively, depending upon the traditional waiver the participant is 
enrolled in, will make a decision within 30 days from receipt of the request for an 
informal review.  If the informal review decision is unfavorable, the participant may 
appeal the decision within 60 days from the date of the written decision to disenroll the 
participant from the Personal Choices Program based in accordance with established 
Medicaid Fair Hearings Policy. 
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 Program participants may be involuntarily disenrolled from the program for the following 

reasons:   
1. Health, Safety and Well-being 

  At any time that the Counselor, the traditional waiver case manager, or the operating 
agencies determine that the health, safety and well-being of the program participant is 
compromised or threatened by continued participation in the Personal Choices program, 
the participant will be disenrolled. 

2.Change in Condition 
 If the participant’s ability to direct his/her own care diminishes to a point where they 

can no longer do so and there is no responsible representative available to direct the 
care, then the individual will be involuntarily disenrolled from the program.   

3.Misuse of Monthly Allocation 
 If the Personal Choices participant/representative choose the cash option and uses the 

monthly budgeted allocation to purchase items unrelated to personal care needs, fail to 
pay the salary of an employee, or fail to pay related state and federal payroll taxes, the 
participant/representative will receive a written warning notifying them that   
exceptions to the agreed upon conditions of participation are not allowed.  The 
participant will be permitted to remain on the Personal Choices program, but will be 
assigned to a Financial Management Services Agency (FMSA), who will provide 
bookkeeping services for the participant.  The participant/representative will be notified 
in writing that further failure to misuse funds allocated through the Personal Choices 
program will result in involuntary disenrollment from the program.  

4.Under-utilization of Budget Allocation 
 The FMSA is responsible for monitoring on a monthly basis the use of funds received 

on behalf of program participants.  If the participant is underutilizing the monthly 
allocation or is not using the allocation according to their Personal Support Plans, the 
FMSA and Counselor will discuss the issues of utilization with the 
participant/representative.  If the health and safety of the participant may be in jeopardy 
because of the under-utilization of the budget allocation, the participant will be returned 
to traditional waiver services. 

5.Failure to Provide Required Documentation 
 If a program participant/representative fails to provide required documentation of 

expenditures and related items as prescribed in the Personal Choices Roles and 
Responsibility tool, a written reminder will be sent from the FMSA to the 
participant/representative.  If the participant/representative continues to fail to provide 
required documentation after a written notice is given, the individual will be disenrolled 
from the program.   
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 The participant/representative will receive written advance notification of disenrollment 
and the reasons for the actions.  After disenrollment, the participant/representative 
cannot utilize funds allocated by the Personal Choices program.   

 
B. The State will provide the following safeguards in place to ensure continuity of 

services and assure participant health and welfare during the period of transition 
between self-directed and traditional service delivery models.  

 
A program participant may be involuntarily disenrolled as a participant in the Personal 
Choices program if the circumstances specified by the State occur.   
It is the responsibility of the Counselor to notify the waiver case manager immediately 
when the participants’ health and safety may be jeopardized by their continued 
enrollment in the Personal Choices program. The Counselor will begin the disenrollment 
process as soon as practicable to ensure the health and safety of the participant and a 
seamless transition to the traditional waiver. 
 
The waiver case manager must ensure that traditional services are reinstated prior to the 
discontinuance of the Personal Choices program.  The waiver case manager will perform 
a re-assessment of the participant’s level of care needs in order to resolve any identified 
health and safety issues.  
 
The Counselor must make a face-to-face visit to gather the following information in 
support of the involuntary disenrollment of the participant: 
 The extent of the health and safety issue which necessitates the need for 

involuntary disenrollment 
 To identify and resolve any problems that may enable continued enrollment or 

confirm that the reasons for involuntary disenrollment cannot be resolved 
 To obtain the participant’s signature acknowledging that they understand that they 

will no longer be participating in the Personal Choices program  
 To explain the processes and timeline for transfer back to the traditional waiver 

program 
 To determine the participant’s choice of direct service provider agencies 
 To discuss the conversion of the individual budget back to the traditional waiver 

services and make necessary decisions related to accumulated funds 
 
 Personal Choices services will continue until transition to the traditional waiver is 

complete. 
 
 Once disenrolled, the participant must continue to receive traditional waiver services for 

a minimum of three months before re-enrollment in Personal Choices can be considered. 
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vii. Participant Living Arrangement 

 
 Any additional restrictions on participant living arrangements, other than homes or 

property owned, operated, or controlled by a provider of services, not related by blood or 
marriage to the participant are noted below.  

 
 The State places no additional restrictions on participant living arrangements. 
 
viii. Geographic Limitations and Comparability 
 

A.     X  The State elects to provide self-directed personal assistance services on a 
statewide basis. 

 
 The targeted population for statewide self-directed personal assistance services are 

participants enrolled in the Alabama Community Transition (ACT) Waiver. 
 

B.     X  The State elects to provide self-directed personal assistance services on a 
targeted geographic basis.  Please describe:   

 
 The targeted geographic areas for Medicaid-eligible beneficiaries from the Elderly and 

Disabled (E&D) Waiver are the following ten counties in Alabama: Baldwin, Bibb, 
Escambia, Fayette, Greene, Hale, Lamar, Mobile, Pickens and Tuscaloosa. 

 
 The targeted geographic areas for Medicaid-eligible beneficiaries from the State of 

Alabama Independent Living (SAIL) Waiver are the following seven counties in West 
Alabama:  Bibb, Fayette, Greene, Hale, Lamar, Pickens, and Tuscaloosa.   

 
C. _____ The State elects to provide self-directed personal assistance services to all 

eligible populations. 
 

D.   The State elects to provide self-directed personal assistance services to 
targeted populations.  Please describe: Marguerite’s comment: This is checked 
only if the State is targeting a sub-population within the 1915(c) waivers. 

   
 To be eligible for Personal Choices, the individual must: 
 

 Be currently enrolled in either the E&D, SAIL, or the ACT waiver and meet the 
medical and financial requirements for participation in those waivers 

 Reside in one of the counties served by the E&D or SAIL waivers. 
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 To be a participant in Personal Choices, the individual/representative must: 
 

 Give informed consent to participate 
 Be able to understand the rights, risks, and responsibilities of managing their own 

care or if unable to make decisions independently have a willing representative 
who understands the rights, risks and responsibilities of managing the care of the 
participant with a cash allowance 

 Be willing to complete a Personal Support Plan with the help of a counselor. 
 

E. ____ The State elects to provide self-directed personal assistance services to an 
unlimited number of participants. 

 
F.    X   The State elects to provide self-directed personal assistance services to    

1,734   (insert number of) participants, at any given time.   
 
 This number represents the approximate number of available slots in the E&D and SAIL 

waivers in the counties. This number will allow participation in Personal Choices by 
enrollees of both the EDW and the SAIL waivers.  The number of participants enrolled is 
limited by the number of slots allocated to the counties. 

 
 This number also represents 200 statewide participants from the ACT Waiver. 
 
ix. Assurances 

 
A. The State assures that there are traditional personal assistance services, 

comparable in amount, duration and scope, to self-directed personal assistance 
services. 

B. The State assures that there are necessary safeguards in place to protect the health 
and welfare of individuals provided services under this State Plan Option, and to 
assure financial accountability for funds expended for self-directed personal 
assistance services. 

C. The State assures that an evaluation will be performed of participants’ need for 
personal assistance services for individuals who meet the following requirements: 

i. Are entitled to medical assistance for personal care services under the 
Medicaid State Plan; or 

ii. Are entitled to and are receiving home and community-based services 
under a Section 1915(c) waiver; or  

iii. May require self-directed personal assistance services; or 
iv. May be eligible for self-directed personal assistance services. 
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D. The State assures that individuals are informed of all options for receiving self-
directed and/or traditional State Plan personal care services or personal assistance 
services provided under a Section 1915(c) waiver, including information about 
self-direction opportunities that is sufficient to inform decision-making about the 
election of self-direction and provided on a timely basis to individuals or their 
representatives. 

E. The State assures that individuals will be provided with a support system meeting 
the following criteria: 

i. Appropriately assesses and counsels individuals prior to enrollment;  
ii. Provides appropriate counseling, information, training and assistance to 

ensure that participants are able to manage their services and budgets; 
iii. Offers additional counseling, information, training or assistance, including 

financial management services: 
1. At the request of the participant for any reason; or 
2. When the State has determined the participant is not effectively 

managing their services identified in their service plans or budgets.  
 
F. The State assures that an annual report will be provided to CMS on the number of 

individuals served through this State Plan Option and total expenditures on their 
behalf, in the aggregate. 

G. The State assures that an evaluation will be provided to CMS every three years, 
describing the overall impact of this State Plan Option on the health and welfare 
of participating individuals, compared to individuals not self-directing their 
personal assistance services.  

H. The State assures that the provisions of Section 1902(a)(27) of the Social Security 
Act, and Federal regulations 42 CFR 431.107, governing provider agreements, are 
met. 

I. The State assures that a service plan and service budget will be developed for 
each individual receiving self-directed PAS.  These are developed based on the 
assessment of needs. 

J. The State assures that the methodology used to establish service budgets will meet 
the following criteria: 

i. Objective and evidence based. 
ii. Applied consistently to participants. 

iii. Open for public inspection. 
iv. Includes a calculation of the expected cost of the self-directed PAS and 

supports if those services and supports were not self-directed. 
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v. Includes a process for any limits placed on self-directed services and 
supports and the basis/bases for the limits. 

vi. Includes any adjustments that will be allowed and the basis/bases for the 
adjustments. 

vii. Includes procedures to safeguard participants when the amount of the limit 
on services is insufficient to meet a participant’s needs. 

viii. Includes a method of notifying participants of the amount of any limit that 
applies to a participant’s self-directed PAS and supports. 

ix. Does not restrict access to other medically necessary care and services 
furnished under the plan and approved by the State but not included in the 
budget.  

x. Service Plan  
 
 The State has the following safeguards in place, to permit entities providing other 

Medicaid State Plan services to be responsible for developing the self-directed personal 
assistance services service plan, to assure that the service provider’s influence on the 
planning process is fully disclosed to the participant and that procedures are in place to 
mitigate that influence. 

 
 The State delegates the responsibility for developing the self-directed personal assistance 

service plan to the counselors employed by the designated Operating Agency and does 
not delegate any portion of that authority to any other Medicaid State Plan service 
provider. 

 
xi. Quality Assurance and Improvement Plan 

 
 The State’s quality assurance and improvement plan is described below, including: 

i. How it will conduct activities of discovery, remediation and quality 
improvement in order to ascertain whether the program meets assurances, 
corrects shortcomings, and pursues opportunities for improvement; and 

ii. The system performance measures, outcome measures and satisfaction 
measures that the State will monitor and evaluate.  

 
 Personal Choices has been designed to promote quality in operations.  The Center for 

Medicare/Medicaid Services’ (CMS) Quality Framework is the cornerstone for 
monitoring and improving the quality of the program.  The CMS Quality Framework 
focuses on a participant-centered foundation that supports access, choice, and the health 
and safety of the participant.  The Personal Choices Quality Management Plan integrates 
the Quality Framework with the Scripps Center Guide to Quality in Participant Directed 
Services, and the Cash and Counseling Performance Indicators.  
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 The essence of this Plan is to identify quality strategies as described in the CMS Quality 

Framework and then to monitor the status and the effectiveness of the processes through 
the discovery of problems or concerns; remediation or resolutions of problems identified; 
and improvement within the program or a reevaluation of program strategies. 

  
Design Elements of the Quality Management Plan for Personal Choices 
 
 Accountability 
 The Alabama Medicaid Agency will maintain administrative oversight responsibilities 

for the Quality Management Plan.  The Alabama Department of Senior Services (ADSS) 
and the ADRS will be responsible for the actual management of quality activities defined 
in the plan. 

 
 The ADSS and ADRS will maintain primary oversight of the following activities and 

will: 
 

 Monitor the Counselor/FMSA to the degree necessary to ensure compliance with 
participant direction of their care and appropriate fiscal and programmatic 
procedures 

 Identify modifications and apply edits to the Personal Choices data system to 
 create reports, prevent erroneous billing and allow a continual system of  review 
 Provide support to the Counselor and FMSA to enable effective training. 
 Monitor the cost of the Personal Choices program by reviewing the Medicaid 

 HCFA-64 report on a quarterly basis. 
 Establish a quality improvement process under the leadership of the Personal 

 Choices Project Director. 
 Develop and submit an annual quality assurance report to CMS.  

 
 Each of the stakeholders also has an integral role to play in quality management.  

These include the participant, the participant’s employees, the Counselor and the 
FMSA as well as the administering and operating agencies.   

 
 Quality Improvement Committee 
 The Quality Improvement Committee (QIC) will monitor all aspects of quality in the 

Personal Choices program. The QIC includes the participants/representative, the 
participant’s employees, the Counselor, the FMSA as well as representatives from 
Medicaid, the ADSS, and ADRS staff.  This committee will set performance indicators, 
review program operations and results make recommendations for program changes and 
develop strategies for program improvement.  This committee will meet monthly for the 
first 6 months and quarterly thereafter. 
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 To achieve an optimal level of quality within this program, substantial involvement from 

participants and family members is necessary.  Therefore, a Local Quality Improvement 
Committee will be established in the pilot area that will include the Personal Choices 
participants/representatives, family members, employees, Counselors, and FMSA 
representatives.  The ADSS and ADRS staff will attend meetings as needed.  The Local 
Quality Improvement Committee will meet monthly for the first 6 months and quarterly 
thereafter.  The meetings will be “open meetings” that will involve the above committee 
members as appropriate. 

 
 Education and Training  
 Counselors are required to receive comprehensive, competency-based training from 

ADSS and ADRS staff or a designee.  Once trained, the Counselor will provide a 
comprehensive, competency-based training to all participants/representative before the 
individual budget is developed.  Outreach and participant/representative education 
activities will also be provided on an as needed. 

 
 Training materials will be developed and modified as needed, based upon the 

participant’s level of competency.  The Quality Improvement Committee will review 
training materials and revise as indicated. 

  
 Peer Support Group 
 Personal Choices recognizes the importance of relationships as a measure of quality. A 

Peer Support Group is offered to allow participants the opportunity to share their 
experiences and meet other individuals in their community.    

 
 Discovery Elements of the Quality Management Plan for Personal Choices 
 
 Accountability 
 ADSS and ADRS will monitor all aspects of the Personal Choices demonstration project 

to assure compliance with the project design.  The operating agencies will conduct 
participant surveys to monitor the level and quality of participant direction and the 
adequacy of the training curriculum to enable successful participant direction.  The 
Project Director or designee will respond to possible quality problems identified through 
any channel by establishing a Project Team to examine the available data, study the work 
process in question, and develop a corrective action plan. The Project Team will include a 
representative from the Medicaid Agency Long Term Care Quality Assurance Division.  
The Project Director or designee, along with the Project Team will monitor 
implementation of changes and subsequent data collection to determine whether 
problems have been resolved.  
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 Performance Indicators 
 The Performance Indicators will be used to measure program performance that may occur 

at the service or provider level.  The Performance Indicators are the tools utilized to 
monitor and track program activities and processes to ensure that participant choice and 
satisfaction in services and service delivery is achieved.  The Performance Indicators are 
person-centered and focus on positive outcomes for the participants.   

 
 The Performance Indicator Reports will describe the results of data gathered using the 

Performance Indicators, the source of the data, the frequency in which the data is 
reviewed, and who assists in analyzing the data.  
 

 The Performance Indicator Reports will ensure the following key components: 
 

 Enrollment processes are proceeding as planned 
 Enrollees receive their first allowance payment timely  
 Number of disenrollments are minimized 
 Costs of providing Personal Choices services are comparable with the cost of 

providing the EDW, SAIL, and ACT Waiver services. 
 Participants are satisfied with their care arrangements and paid caregivers  
 Unmet needs of participants are reduced 
 Participants’ health is not adversely affected 
 Reports provide indicators which support the reduction or delay of clients’ 

admissions to nursing homes.  
 
Remediation and Improvement Elements of the Quality Management Plan for 
Personal Choices 
Quality Improvement Committee (QIC) 
 
Incident Management and Abuse Prevention 
The plan for the Personal Choices program is defined in policy and is the responsibility 
of the operating agencies and the Project Director. The procedures are consistent with 
current Alabama State law and reporting procedures.  To further ensure the participants’ 
health and safety, criminal background checks of providers at no cost to the participant 
will be required. 
 
The Quality Improvement Committee will serve as the Incident Management Review 
team and will be tasked with the monthly review of all incident reports, develop 
recommendations or changes to the program, and monitor the program changes to ensure 
implementation. 
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All participants, family members, and Counselors will receive training in incident 
reporting and management before receiving or providing services.  The core elements of 
the training will provide information on reporting abuse, neglect, and exploitation, how 
participants can report incidents, and to whom to report incidents.   
 

xii. Risk Management 
A. The risk assessment methods used to identify potential risks to participants are 

described below. 
 

Participant Protections  
The Personal Choices program will provide participant protections to include: 
information to participants, participant training and skills assessment, counseling 
services, financial management services, development of emergency Back-up plans, 
development of an incident reporting system and access to program staff. Participants are 
required to use counseling and financial management services in order to assume 
responsibility for their care and financial management. The Counselor will train, coach, 
and provide technical assistance to participants as needed. The training and technical 
assistance will help participants use the budget to effectively meet their care needs, avoid 
overspending as well as prevent the under-utilization of their allocated budget.  
 
The FMSA, as the employer agent, will assist participants to pay their employees and 
assure compliance with state and federal labor and tax laws. The FMSA will provide a 
method of receiving funds from the state and making the funds available for the 
participants’ budgets.  

 
 Orientation 
 An orientation to the Personal Choices Role and Responsibilities tool is required for all 

participants prior to the disbursement of the initial monthly budget.  The intent of the 
orientation is to provide participants with the tools they need to effectively and safely 
manage their services.  Counselors will be responsible for providing this mandatory 
training session for participants enrolled in the program.  Participants will receive a 
program manual to provide additional information to support the training objectives. 

 
 During this orientation, risks are identified and risk mitigation plans are developed 

through the use of three primary tools: 1) the Personal Choices Roles and 
Responsibilities, 2) the Self-Assessment and 3) the Health and Safety Planning Checklist. 
In addition, participants are provided the Support Network Checklist tool, to assist them 
in identifying others resources who may be able to provide help and support and thereby 
also mitigate risk.  One of the most important uses of this tool is in the development of a 
back-up plan but the tool may also be used to address other risk issues.   
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 Back-up Plan 
 Personal Support Plans must include an emergency backup plan identifying the 

arrangements that have been made for the provision of services and/or supplies in the 
absence of critical planned services and supports.  Each Personal Choices participant is 
required to develop a Back-up plan as part of his Personal Support Plan. The Back-up 
plan should describe the alternative service delivery methods that will be used under 
either of the following circumstances: 1) if the primary employees fail to report for work 
or otherwise cannot perform the job at the time and place required, 2) if the participant 
experiences a personal emergency, or 3) if there is a community-wide emergency (e.g., 
requiring evacuation).  The personal emergency portion of the Back-up plan will allow 
the participant to identify circumstances that would cause an emergency for him based 
upon his unique needs.  The Back-up plan must also address ways to assure that the needs 
of the individual are met should an unexpected shortage of funds occur.  The Back-up 
Plan should also address if the representative is no longer able to serve as the 
participant’s representative. The Counselor must attest to the viability of the Back-up 
plan before services can begin and the budget is released.  

 
 In the event of a disaster, the Personal Choices participant will have access to assistance 

from the Alabama Emergency Management Agency (EMA).  Data will be shared with 
EMA on all Personal Choices participants who are high risk or participants with special 
needs in order to assure that EMA has expedient access to the participant in a threatening 
situation.  

 
 Peer Supports 
 Personal Choices participants are encouraged to identify a peer and/or become affiliated 

with a Peer Group. The Counselor will facilitate linkages to Peer Group.  It is the 
responsibility of the participant to make contact and foster the relationship with a peer 
group. 

 
 Representatives  
 Participants may choose to manage their own personal support plans, or may appoint a 

representative to assist them.  Counselors and outreach staff will provide and/or make 
available education and information to enable either model. All participants have the 
option of choosing one individual to act as a representative (friend, caregiver, family 
member, or other person) to assume budget and care management responsibilities.   

 
 Representatives may not work for the participant or be paid by the participant with 

monthly budget funds.  Participants may also receive assistance with their Personal 
Choices responsibilities without appointing a friend, caregiver, family member, or other 
person as a representative, but these individuals cannot sign documents, speak for or 
otherwise act on behalf of the participant.   
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B. The tools or instruments used to mitigate identified risks are described below. 
 

 There are three levels of risk assessment used to identify potential risks to participants. 
 
 Level 1: HCBS Waiver Assessment 
 Participants in the Personal Choices program must be participants in the E&D, SAIL, or 

ACT waivers.  Therefore, prior to enrollment in the Personal Choices program, each 
participant will receive an HCBS waiver plan of care based on an assessment of need as 
determined by the HCBS Waiver Assessment tool that includes an identification of risks 
and potential mitigation strategies.  The waiver case manager will continue to play a role 
in the participant’s overall plan of care through the HCBS traditional waiver, and will 
continue to assess needs and risks as required by the respective waiver protocol. 

 
 Level 2: Orientation Self Assessment 
 All participants in Personal Choices must take part in an initial orientation prior to the 

release of the budget.  This orientation begins with a self-assessment process, using three 
tools.   

 
 The first tool is the Personal Choices Roles and Responsibilities, which provides a 

detailed description of the roles and responsibilities of the participant in the program 
including a detailed description of the roles, responsibilities and support functions of the 
Counselor and FMSA.  This document will be thoroughly reviewed with the participant 
and/or the representative to ensure that there is a clear understanding of the 
responsibilities related to the health and safety and mitigation of risks to be assumed by 
the participant.   

 
 The second tool is the Self-Assessment, which asks participants to indicate their 

understanding and ability to implement each of the roles and responsibilities detailed in 
the Personal Choices Roles and Responsibilities tool.  Depending on the responses, the 
Counselor and participant will formulate a plan for ensuring the participant can 
effectively manage each of the roles and responsibilities.  Other potential strategies may 
include additional training and/or the use of an informal or formal representative. 

 
 The third tool is the Health and Safety Planning Checklist.  This instrument lists many 

common risk factors, ranging from physical and cognitive disabilities to social issues 
such as isolation.  For each identified risk, the participant is alerted to the nature of the 
potential risk and prompted with examples to develop a plan to mitigate that potential 
risk. 
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 Level 3: Ongoing Monitoring by Counselor and FMSA 
 The Counselor will monitor the Personal Support Plan to ensure that participation in the 

program does not compromise the health and well being of the participant.  The 
Counselor will initiate contacts to the participant as needed to monitor the quality of self-
directed care, to provide support and assistance, and to assure that essential needs are 
met.  These contacts will be conducted as needed, but not less than monthly during the 
first six months of participation.   

 
 The FMSA will document at least monthly amounts spent for each 

participant/representative receiving an allowance to assure that money is spent on 
appropriate items identified in the Personal Support Plan, or for items related to personal 
care needs when discretionary funds are spent.  Monitoring may be performed more 
frequently whenever problems or potential problems are identified.  Problems associated 
with the monthly allowance such as misuse or under-utilization of the funds, failure to 
pay assistants as required, failure to comply with applicable state and federal employer 
laws, failure to submit documentation of expenditures, theft of checks mailed to 
participant/representative or other problems will be reported in writing to the operating 
agencies immediately. 

 
C. The State’s process for ensuring that each service plan reflects the risks that an 

individual is willing and able to assume, and the plan for how identified risks will 
be mitigated, is described below.  

 
 Individuals who choose to participate in the Personal Choices program will be provided 

with individualized supports to enable them to manage their own services to the largest 
extent possible.   

 
 These supports, and the manner in which they will be delivered, will be generated from a 

person-centered planning process facilitated by the Counselor utilizing the Self 
Assessment tool. 

 
 The participant/representative will develop a Personal Support Plan to specify how the 

monthly budget will be used to meet the participant’s care needs, and how other 
identified needs might be met through generic and community supports.  Information 
from the Self Assessment tool that takes place during orientation will serve as a primary 
source of information regarding potential risks and the plans that are developed to 
mitigate the risk.  The results of this process will be documented in the service plan and 
updated annually or more frequently if needed. 
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D. The State’s process for ensuring that the risk management plan is the result of 
discussion and negotiation among the persons designated by the State to develop 
the service plan, the participant, the participant’s representative, if any, and others 
from whom the participant may seek guidance, is described below.  

 
 Counselors will provide support for technical assistance in order to facilitate the 

development of the risk management plan by the participant/representative, if any, and 
others from whom the participant may seek guidance.   

 
 Counselors will not assume responsibility for developing the risk management plan, but 

will review and approve the plan to ensure that proposed services are adequate, purchases 
are cost-effective and related to the participant’s needs, and that an emergency Back-up 
Plan is in place.  Additionally, the Counselor will assess the overall Personal Support 
Plan for potential risks and risk mitigation strategies.  The Counselor reviews the 
proposed personal support plan with the participant/representative and others identified 
by the participant as a method to assess the participant/representative’s ability to assume 
service management responsibilities and to further generate discussion around risk 
management. 

 
xiii. Qualifications of Providers of Personal Assistance 

 
A.    X   The State elects to permit participants to hire legally liable relatives, as paid 

providers of the personal assistance services identified in the service plan and 
budget. 

 
B. _____ The State elects not to permit participants to hire legally liable relatives, as 

paid providers of the personal assistance services identified in the service plan and 
budget. 

 
xiv. Use of a Representative 

 
A.    X   The State elects to permit participants to appoint a representative to direct 

the provision of self-directed personal assistance services on their behalf. 
 

i. _____ The State elects to include, as a type of representative, a State-
mandated representative.  Please indicate the criteria to be applied. 

 
B. _____ The State elects not to permit participants to appoint a representative to 

direct the provision of self-directed personal assistance services on their behalf. 
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xv. Permissible Purchases 

 
A.    X   The State elects to permit participants to use their service budgets to pay for 

items that increase a participant’s independence or substitute for a participant’s 
dependence on human assistance. 

 
B. _____ The State elects not to permit participants to use their service budgets to 

pay for items that increase a participant’s independence or substitute for a 
participant’s dependence on human assistance. 

 
xvi. Financial Management Services 
 

A.    X   The State elects to employ a Financial Management Entity to provide 
financial management services to participants self-directing personal assistance 
services, with the exception of those participants utilizing the cash option and 
performing those functions themselves. 

 
i. ____ The State elects to provide financial management services through a 

reporting or subagent through its fiscal intermediary in accordance with 
Section 3504 of the IRS Code and Revenue Procedure 80-4 and Notice 
2003-70; or  

 
ii.    X   The State elects to provide financial management services through 

vendor organizations that have the capabilities to perform the required 
tasks in accordance with Section 3504 of the IRS Code and Revenue 
Procedure 70-6.  (When private entities furnish financial management 
services, the procurement method must meet the requirements set forth 
Federal regulations in 45 CFR Section 74.40 – Section 74.48.) 
 

iii. ____ The State elects to provide financial management services using 
“agency with choice” organizations that have the capabilities to perform 
the required tasks in accordance with the principles of self-direction and 
with Federal and State Medicaid rules.   

 
B. _____ The State elects to directly perform financial management services on 

behalf of participants self-directing personal assistance services, with the 
exception of those participants utilizing the cash option and performing those 
functions themselves. 
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State of Alabama 
PACE State Plan Amendment Pre-Print 

Name and address of State Administering Agency, if different from the State Medicaid Agency. 
____________________________________________________________________________ 
____________________________________________________________________________ 

Regular Post Eligibility 

The state applies post-eligibility treatment of income rules to PACE participants who are eligible 
under section 1902(a)(10)(A)(ii)(VI) of the Act (42 C.F.R. §435.217 of the regulations).    
Yes ____ No    X  .       
Post-eligibility for states that have elected to apply the rules to PACE participants 

Note:  Section 2404 of the Affordable Care Act mandated that, for the five-year period beginning 
January 1, 2014, the definition of an “institutionalized spouse” in section 1924(h)(1) of the 
Social Security Act include all married individuals eligible for certain home and community-
based services (HCBS), including HCBS delivered through 1915(c) waivers.  As of this writing, 
the ACA provision has been extended through December 31, 2019.  This means that married 
individuals eligible in the eligibility group described at 42 C.F.R. §435.217 must have their post-
eligibility treatment-of-income rules determined under the rules described in section 1924(d).  
Because states that elect to apply post-eligibility treatment-of-income rules to PACE participants 
may only do so to the same extent the rules are applied to individuals eligibility under 42 C.F.R. 
§435.217, application of the post-eligibility treatment-of-income rules must be applied to
married individuals receiving PACE services consistent with the provisions described herein
under “Spousal post-eligibility” so long as the amendment to section 1924 of the Act made by
the ACA remains in effect.

1. 1634 and SSI States

The State applies the post-eligibility rules to individuals who are receiving PACE 
services and are eligible under 42 C.F.R. §435.217 consistent with the rules of 
42 C.F.R. §435.726, and, where applicable, section 1924 of the Act.  Payment 
for PACE services is reduced by the amount remaining after deducting the 
following amounts from the PACE enrollee’s income. 
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1. Allowances for the maintenance needs of the individual (check one):
1.The amount deducted is equal to:

(a) _____The SSI federal benefit rate
(b) _____Medically Needy Income Level (MNIL)
(c) _____The special income level standard for the
institutionalized individuals eligible under section
1902(a)(10)(A)(ii)(V) of the Act

(d) _____Percentage of the Federal Poverty Level:
______%
(e) _____Other (specify):________________________

2._____The following dollar amount: $________ 
Note: If this amount changes, this item will be revised. 

3._____The following formula is used to determine the needs 
allowance: 
___________________________________________________ 
___________________________________________________ 

Note: If the amount protected for a PACE enrollee in item 1 is equal to, or greater than, the 
PACE enrollee’s income, enter N/A in items 2 and 3. 

2. Allowance for the maintenance needs of the spouse:
The amount deducted for the PACE enrollee’s spouse is equal to: 

1.____ The SSI federal benefit rate 
2.____ Optional State Supplement Standard 
3.____ Medically Needy Income Level Standard 
4.____ The following dollar amount (provided it does not 

exceed the amount(s) described in 1-3): $________ 
5 .____ The following percentage of the following standard 

that is not greater than the standards above: _____% of 
______ standard. 

6.____ Not applicable (N/A) 

3. Allowance of the maintenance needs of the family (check one):
1.____ AFDC need standard 
2.____ Medically needy income standard 

The amount specified below cannot exceed the higher of the need standard for a family of 
the same size used to determine eligibility under the State’s approved AFDC plan or the 
medically needy income standard established under 435.811 for a family of the same size. 
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3.____ The following dollar amount: $_______ 
Note: If this amount changes, this item will be revised. 

4.____ The following percentage of the following standard 
that is not greater than the standards above:______% 
of______ standard. 

5.____ The amount is determined using the following formula: 
__________________________________________________ 
__________________________________________________ 
6.____ Other 
7.____ Not applicable (N/A) 

4. Allowance for medical and remedial care expenses, as described in 42 CFR
435.726(c)(4).

2. 209(b) States,

The State applies the post-eligibility rules to individuals who are receiving 
PACE services and are eligible under 42 C.F.R. §435.217 consistent with the 
rules of 42 C.F.R. §435.735, and, where applicable, section 1924 of the Act.  
Payment for PACE services is reduced by the amount remaining after 
deducting the following amounts from the PACE enrollee’s income. 

1. Allowances for the maintenance needs of the individual (check one):
1.The amount deducted is equal to:

(a) _____The SSI federal benefit rate
(b) _____Medically Needy Income Level (MNIL)
(c) _____The special income level standard for the
institutionalized individuals eligible under section
1902(a)(10)(A)(ii)(V) of the Act
(d) _____Percentage of the Federal Poverty Level:
______%
(e) _____Other (specify):________________________

2._____The following dollar amount: $________ 
Note: If this amount changes, this item will be revised. 

3._____The following formula is used to determine the needs 
allowance: 
___________________________________________________ 
___________________________________________________ 
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Note: If the amount protected for a PACE enrollee in item 1 is equal to, or greater than, the 
PACE enrollee’s income, enter N/A in items 2 and 3. 

2. Allowance for the maintenance needs of the spouse:
The amount deducted for the PACE enrollee’s spouse is equal to: 

1.____ The more restrictive income standard established under 
42 C.F.R. §435.121  

2.____ Optional State Supplement Standard 
3.____ Medically Needy Income Level Standard 
4.____ The following dollar amount (provided it does not 

exceed the amount(s) described in 1-3): $________ 
5 .____ The following percentage of the following standard 

that is not greater than the standards above: _____% of 
______ standard. 

6.____ Not applicable (N/A) 

3. Allowance of the maintenance needs of the family (check one):
1.____ AFDC need standard 
2.____ Medically needy income standard 

The amount specified below cannot exceed the higher of the need standard for a family of 
the same size used to determine eligibility under the State’s approved AFDC plan or the 
medically needy income standard established under 435.811 for a family of the same size. 

3.____ The following dollar amount: $_______ 
Note: If this amount changes, this item will be revised. 

4.____ The following percentage of the following standard 
that is not greater than the standards above:______% 
of______ standard. 

5.____ The amount is determined using the following formula: 
__________________________________________________ 
__________________________________________________ 
6.____ Other 
7.____ Not applicable (N/A) 

4. Allowance for medical and remedial care expenses, as described in 42
CFR 435.735 (c)(4). 
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Spousal Post Eligibility 

State uses the post-eligibility rules of Section 1924 of the Act (spousal impoverishment 
protection) to determine the individual’s contribution toward the cost of PACE services if it 
determines the individual’s eligibility under section 1924 of the Act.  There shall be 
deducted from the individual’s monthly income a personal needs allowance (as specified 
below), and a community spouse’s allowance consistent with the minimum monthly 
maintenance needs allowance described in section 1924(d), a family allowance, for each 
family member, calculated as directed by section 1924(d)(1)(C), and an amount for incurred 
expenses for medical or remedial care, as specified in the State Medicaid plan.   
Yes ____ No __X__ 

Note: states must elect the use the post-eligibility treatment-of-income 
rules in section 1924 of the Act in the circumstances described in the 
preface to this section.   

(a.) Allowances for the needs of the: 
1. Individual (check one)

(A).____The following standard included under the State plan
(check one):

1. _____SSI
2. _____Medically Needy
3. _____The special income level for the institutionalized
4. _____Percent of the Federal Poverty Level: ______%
5. _____Other (specify):________________________

(B)._____The following dollar amount: $________ 
Note: If this amount changes, this item will be revised. 

 (C)_____The following formula is used to determine the needs       
allowance: 

___________________________________________________ 
___________________________________________________ 

If this amount is different than the amount used for the individual’s 
maintenance allowance under 42 CFR 435.726 or 42 CFR 435.735, 
explain why you believe that this amount is reasonable to meet the 
individual’s maintenance needs in the community: 
______________________________________________________ 
______________________________________________________ 
______________________________________________________ 
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II. Rates and Payments

A. The State assures CMS that the capitated rates will be less than the cost to the agency of
providing State plan approved services to an equivalent non-enrolled population group
based upon the following methodology.  Please attach a description of the negotiated
rate setting methodology and how the State will ensure that rates are less than the
amount the state would have otherwise paid for a comparable population.

1. X Rates are set at a percent of the amount that would otherwise been paid for 
a comparable population. 

2.___ Experience-based (contractors/State’s cost experience or encounter 
date)(please describe) 

3.___ Adjusted Community Rate (please describe) 
4.___ Other (please describe) 

RATE METHOD 

Program of All-inclusive Care for the Elderly (PACE) 
For Sites Operating Under Medicare and Medicaid Capitation 

Alabama uses an actuarial firm to calculate the AWOP. 

Alabama’s monthly capitation rate for PACE services is set at less than 100% of the 
AWOP for an equivalent non-enrolled population group. 

The AWOP is established by evaluating populations that are at least 55 years old who 
meet nursing home level of care, and include: 
a. Individuals who are residing in nursing homes on a long-term basis, and
b. Individuals who meet the nursing home level of care but are receiving services in
a home and community-based setting

The projected nursing home and home and community-based service components plus 
state plan services are blended to establish an AWOP for Medicaid Only and Dual 
Eligible populations. 

And 

State Plan Services 
State plan services are covered Medicaid services authorized through the State Plan 
(excluding nursing facility and home-and community-based services). 

B. The State Medicaid Agency assures that the rates were set in a reasonable and
predictable manner.

______________________________________________________________________________ 
TN No. AL-21-0003 
Supersedes    Approval Date: 05/13/21 Effective Date:  03/01/21 TN No. 
AL-10-019 



AL-21-0003 
Supplement 3 to 
Attachment 3.1-A 
Page 7 

C. The State will submit all capitated rates to the CMS Regional Office for prior approval,
and will include the name, organizational affiliate of any actuary used, and
attestation/description of the capitation rates.

III. Enrollment and Disenrollment
The State assures that there is a process in place to provide for dissemination of enrollment and 
disenrollment data between the State and the State Administering Agency. The State assures that 
it has developed and will implement procedures for the enrollment and disenrollment of 
participants in the State’s management information system, including procedures for any 
adjustment to account for the difference between the estimated number of participants on which 
the prospective monthly payment was based and the actual number of participants in that month. 
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State of Alabama 

1905(a)(29) Medication-Assisted Tre atme nt (MAT) 

Amount, Duration, and Scope of Medical and Remedial Care Services Provided to the 
Categorically Needy (continued) 

TN No. AL 21-0006 
Supersedes 
TN No. NEW 

Approval Date: 09/13/21 Effective Date: 10/01/20  

 

 

 
1905(a)(29) Medication-Assisted Tre atme nt (MAT) 

 
 

Citation: 3.1(a)(1) Amount, Duration, and Scope of Services: Categorically Needy 
(Continued) 

 
 

1905(a)(29) X MAT as described and limited in Supplement 4 to Attachment 3.1-A. 
 
 

ATTACHMENT 3.1-A identifies the medical and remedial services provided to 
the categorically needy. 

i. General Assurance 

MAT is covered under the Medicaid state plan for all Medicaid beneficiaries who meet 
the medical necessity criteria for receipt of the service for the period beginning October 
1, 2020, and ending September 30, 2025. 

 
ii. Assurances 

a. The state assures coverage of Naltrexone, Buprenorphine, and Methadone and all of 
the forms of these drugs for MAT that are approved under section 505 of the Federal 
Food, Drug, and Cosmetic Act (21 U.S.C. 355) and all biological products licensed 
under section 351 of the Public Health Service Act (42 U.S.C. 262). 

 
b. The state assures that Methadone for MAT is provided by Opioid Treatment 

Programs that meet the requirements in 42 C.F.R. Part 8. 
 

c. The state assures coverage for all formulations of MAT drugs and biologicals for 
OUD that are approved under section 505 of the Federal Food, Drug, and Cosmetic 
Act (21 U.S.C. 355) and all biologica l products licensed under section 351 of the 
Public Health Service Act (42 U.S.C. 262). 

 
 

iii. Service Package 

The state covers the following counseling services and behavioral health therapies as part of 
MAT. “For the period of October 1, 2020, through September 30, 2025 Medication Assisted 
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State of Alabama 

1905(a)(29) Medication-Assisted Tre atme nt (MAT) 

Amount, Duration, and Scope of Medical and Remedial Care Services Provided to the 
Categorically Needy (continued) 
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Treatment (MAT) to treat Opioid Use Disorder (OUD) is covered exclusively under section 
1905(a)(29).” 

a) Please set forth each service and components of each service (if applicable), along 
with a description of each service and component service. 

 
Intake Evaluation 
Initial clinical evaluation of the recipient’s request for assistance. Substance abuse 
recipients undergo standardized psychosocial assessment. The intake evaluation 
presents psychological and social functioning, recipient’s reported physical and 
medical condition, the need for additional evaluation and/or treatment, and the 
recipient’s fitness for Medication Assisted Treatment (MAT) services. 

 
Medical Assessment and Tre atme nt 
Face-to-face contact with a recipient during which a qualified practitioner 
provides psychotherapy and/or medical management services. Services may 
include physical examinations, evaluation of co-morbid medical conditions, 
development or management of medication regimens, the provision of insight 
oriented, behavior modifying, supportive, or interactive psychotherapeutic 
services, or the provision of educational services related to management of an 
opioid use disorder. 

 
Individual Counse ling 
The utilization of professional skills by a qualified practitioner to assist a recipient 
in a face-to-face, one-to-one psychotherapeutic encounter in achieving specific 
objectives of treatment or care for a mental health and/or an opioid use disorder. 
Services are generally directed toward alleviating maladaptive functioning and 
emotional disturbances relative to a mental health and/or opioid use disorder, and 
restoration of the individua l to a level of functioning capable of supporting and 
sustaining recovery. Individual Counseling may consist of insight oriented, 
behavior modifying, supportive, or interactive psychotherapeutic services. 

 
Family Counse ling 
A recipient focused intervention that may include the recipient, his/her collateral* 
and a qualified practitioner. This service is designed to maximize strengths and to 
reduce behavior problems and/or functional deficits stemming from the existence 
of an opioid use disorder that interferes with the recipient’s personal, familial, 
vocational, and/or community functioning. Family counseling that involves the 
participation of a non-Medicaid eligible is for the direct benefit of the beneficiary. 
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The service must actively involve the beneficiary in the sense of being tailored to 
the beneficiary’s individua l needs. There may be times when, based on clinical 
judgment, the beneficiary is not present during the delivery of the service, but 
remains the focus of the service. 

 
Group Counse ling 
The utilization of professional skills by a qualified practitioner to assist two or 
more unrelated recipients in a group setting in achieving specific objectives of 
treatment or care for an opioid use disorder. Services are generally directed 
toward alleviating maladaptive functioning and behavioral, psychological, and/or 
emotional disturbances, and utilization of the shared experiences of the group’s 
members to assist in restoration of each participant to a level of functioning 
capable of supporting and sustaining recovery. Group Counseling may consist of 
insight oriented, behavior modifying, supportive, or interactive psychotherapeutic 
service strategies. 

 
Tre atme nt Plan Review 
Review and/or revision of a recipient’s individua lized opioid use disorder 
treatment plan by a qualified practitioner who is not routinely directly involved in 
providing services to the recipient. This review will evaluate the recipient’s 
progress toward treatment objectives, the appropriateness of services being 
provided, and the need for a recipient’s continued participation in treatment. 

 
Opioid Use Disorde rs Update 
A structured interview process that functions to evaluate a recipient’s present 
level of functioning and/or presenting needs. The assessment is used to establish 
additional or modify existing diagnoses, establish new or additional goals, assess 
progress toward goals, and/or to determine the need for continued care, transfer, 
or discharge. 

 
Psychoe ducational Services 
Structured, topic specific educational services provided to assist the recipient and 
the families* of recipients in understanding the nature of the identified opioid use 
disorder, symptoms, management of the disorder, how to help the recipient be 
supported in the community and to identify strategies to support restoration of the 
recipient to his/her best possible level of functioning. Services that involve the 
participation of a non-Medicaid eligible are for the direct benefit of the 
beneficiary. The service must actively involve the beneficiary in the sense of 
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being tailored to the beneficiary’s individual needs. There may be times when, 
based on clinical judgment, the beneficiary is not present during the delivery of 
the service, but remains the focus of the service. 

 
Medication Administration 
The administration of medication, including the use of FDA approved 
medications for the use of opioid use disorders, to recipients who have a 
diagnosed opioid use disorder. Medication is administered to support the 
recipient’s efforts to restore adequate functioning in major life areas that have 
been debilitated as a result of opioid addiction. This service includes medication 
administration and concurrent related medical and clinical services. 

 
Peer Support Services 
Peer Support services provides structured, scheduled activities that promote 
socialization, recovery, self-advocacy, development of natural supports, and 
maintenance of community living skills, by Certified Recovery Support 
Specialists. Peer Support service actively engages and empowers an individual 
and his/her identified supports in leading and directing the design of the service 
plan and thereby ensures that the plan reflects the needs and preferences of the 
individua l (and family when appropriate) with the goal of active participation in 
this process. Additionally, this service provides support and coaching 
interventions to individua ls (and family when appropriate) to promote recovery, 
resiliency and healthy lifestyles and to reduce identifiable and increase healthy 
behaviors intended to prevent relapse and promote long-term recovery. Peer 
supports provide effective techniques that focus on the individual’s self- 
management and decision making about healthy choices, which ultimately extend 
the members’ lifespan. 

 
b) Please include each practitioner and provider entity that furnishes each service 

and component service. 

See information listed below under c). 

c) Please include a brief summary of the qualifications for each practitioner or 
provider entity that the state requires. Include any licensure, certification, 
registration, education, experience, training and supervisory arrangements that the 
state requires. 
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The eligible practitioners, the qualifications required and services furnished for 
those who may provide MAT services under the Rehabilitation Option Program 
are as follows: 

• A physician licensed under Alabama law to practice medicine or 
osteopathy; Medical Assessment and Treatment; Intake Evaluation; Crisis 
Intervention; Individua l Counseling; Family Counseling; Group 
Counseling; Treatment Plan Review; Mental Health and Opioid Use 
Disorders Assessment Update; Psychoeducational Services; Medication 
Administration. 

• A physician assistant licensed under Alabama law and practicing within 
the guidelines as outlined by the Alabama Board of Medical Examiners; 
Medical Assessment and Treatment; Intake Evaluation; Crisis 
Intervention; Individua l Counseling; Family Counseling; Group 
Counseling; Treatment Plan Review; Mental Health and Opioid Use 
Disorders Assessment Update; Psychoeducational Services; Medication 
Administration. 

• A Certifie d Registere d Nurse Practitione r (CRNP) licensed under 
Alabama law practicing within the scope as defined by the Joint 
Committee of the Alabama Board of Nursing and the Alabama Board of 
Medical Examiners for Advanced Practice Nurses; Medical Assessment 
and Treatment; Treatment Plan Review; Medication Administration. 

• A Certifie d Registered Psychiatric Nurse Practitione r (CRNP) licensed 
under Alabama law practicing within the scope as defined by the Joint 
Committee of the Alabama Board of Nursing and the Alabama Board of 
Medical Examiners for Advanced Practice Nurses; Intake Evaluation; 
Crisis Intervention; Individua l Counseling; Family Counseling; Group 
Counseling; Treatment Plan Review; Mental Health and Opioid Use 
Disorders Assessment Update; Psychoeducational Services; Medication 
Administration. 

• A psychologist licensed under Alabama law; Intake Evaluation; Crisis 
Intervention; Individua l Counseling; Family Counseling; Group 
Counseling; Treatment Plan Review; Mental Health and Opioid Use 
Disorders Assessment Update; Psychoeducational Services. 

• A profe ssional counse lor licensed under Alabama law; Intake Evaluation; 
Crisis Intervention; Individua l Counseling; Family Counseling; Group 
Counseling; Treatment Plan Review; Mental Health and Opioid Use 
Disorders Assessment Update; Psychoeducational Services. 
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• A certifie d social worker licensed under Alabama law; Intake 

Evaluation; Crisis Intervention; Individua l Counseling; Family 
Counseling; Group Counseling; Treatment Plan Review; Mental Health 
and Opioid Use Disorders Assessment Update; Psychoeducational 
Services. 

• A marriage and family therapist licensed under Alabama law; Intake 
Evaluation; Crisis Intervention; Individua l Counseling; Family 
Counseling; Group Counseling; Treatment Plan Review; Mental Health 
and Opioid Use Disorders Assessment Update; Psychoeducational 
Services. 

• A re gistered nurse licensed under Alabama law who has completed a 
master’s degree in psychiatric nursing; Intake Evaluation; Medication 
Administration. 

• A re giste red nurse licensed under Alabama state law; Psychoeducational 
Services; Medication Administration. 

• A practical nurse licensed under Alabama state law; Medication 
Administration. 

• Qualifie d Substance Abuse Professional (QSAP) I: A Qualified 
Substance Abuse Professional I shall consist of: (i) An individua l licensed 
in the State of Alabama as a: (I) Professional Counselor, Graduate Level 
Social Worker, Psychiatric Clinical Nurse Specialist, Psychiatric Nurse 
Practitioner, Marriage and Family Therapist, Clinical Psychologist, 
Physician’s Assistant, Physician; or (ii) An individua l who: (I) Has a 
master’s Degree or above from a nationally or regionally accredited 
university or college in psychology, social work, counseling, psychiatric 
nursing, and * (II) Has successfully completed a clinical practicum or has 
six month’s post master’s clinical experience; and * (III) Holds a 
substance abuse counselor certification credential from the Alabama 
Association of Addiction Counselors, National Association of Alcoholism 
and Drug Abuse Counselors, Alabama Alcohol and Drug Abuse 
Association, or International Certification and Reciprocity 
Consortium/Alcohol and Other Drug Abuse, Inc. which shall be obtained 
within thirty (30) months of date of hire. ; Intake Evaluation. 

• QSAP II shall consist of: (i) An individua l who: (I) Has a Bachelor’s 
Degree from a nationally or regionally accredited university or college in 
psychology, social work, community-rehabilitation, pastoral counseling, 
family therapy, or other behavioral health area that requires equivalent 
clinical course work, and (II) Is licensed in the State of Alabama as a 
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Bachelor Level Social Worker; or (III) Has a Bachelor’s Degree from a 
nationally or regionally accredited college or university in psychology, 
social work, community-rehabilitation, pastoral counseling, family 
therapy, or other behavioral health area that requires equivalent clinical 
course work, and (IV) Holds a substance abuse counselor certification 
credential from the Alabama Association of Addiction Counselors, 
National Association of Alcoholism and Drug Abuse Counselors, 
Alabama Alcohol and Drug Abuse Association, or International 
Certification and Reciprocity Consortium. 

• QSAP III shall consist of: (i) An individua l who: (I) Has a Bachelor’s 
Degree from a nationally or regionally accredited university or college in 
psychology, social work, community-rehabilitation, pastoral counseling, 
family therapy, or other behavioral health area that requires equivalent 
clinical course work, and (II) Participates in ongoing supervision by a 
certified or licensed QSAP I for a minimum of one (1) hour individual per 
week until attainment of a substance abuse counselor certification 
credential from the Alabama Association of Addiction Counselors, 
National Association of Alcoholism and Drug Abuse Counselors, or 
Alabama Alcohol and Drug Abuse Association, or International 
Certification and Reciprocity Consortium/Alcohol and Other Drug Abuse, 
Inc. which shall be obtained within thirty (30) months of hire; 
Psychoeducational Services. 
• Certified Recovery Support Specialist (CRSS) must meet the 

following minimum qualifications: (i) Certified by ADMH as a 
Certified Recovery Support Specialist (CRSS) within six (6) months of 
date of hire, (ii) and has 2 years verified lived experience and (iii) 
Concurrent participation in clinical supervision by a licensed or 
certified QSAP I; Peer Support Services. 

 
iv. Utilization Controls 

  X The state has drug utilization controls in place. (Check each of the 
following that apply) 

   Generic first policy 

   X Preferred drug lists 

   X Clinical criteria 
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   X Quantity limits 

 
 

   The state does not have drug utilization controls in place. 

v. Limitations 
 

Describe the state’s limitations on amount, duration, and scope of MAT drugs, 
biologicals, and counseling and behavioral therapies related to MAT. 

 
All of forms of drugs for MAT that are approved under section 505 of the Federal Food, Drug, 
and Cosmetic Act (21 U.S.C. 355) and all biologica l products licensed under section 351 of the 
Public Health Service Act (42 U.S.C. 262) are covered. These drugs may be/are included in the 
scope of the Preferred Drug List, may require clinical criteria, and may have quantity limitations. 

 
 
 

The state’s limitations on amount, duration, and scope of MAT drugs, biologicals, and 
counseling and behavioral therapies related to MAT may be overridden based on medical 
necessity, and are as follows: 

The limits for Medication Administration are hard coded and is only overridden every seven 
years for “leap year” when there is a day 366. The remaining MAT related services have soft 
limits that can be overridden for medical necessity. Medical necessity will be established from 
the recipient’s condition at the time of the request, not the diagnosis alone. 

Intake Evaluation 
 

Billing Unit: Episode 
Maximum Units: Unlimited 
Billing Restrictions: May not be billed in combination with Treatment Plan Review (H0032) 

 

Medical Assessment and Treatment 
 

Billing Unit: 15 minutes 
Maximum Units: 6 per day, 52 per year 
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Billing Restrictions: May not be billed in combination with Partial Hospitalization (H0035), Outpatient 
Detoxification – Ambulatory Detoxification With Extended On-Site Monitoring (II- 
D) (H0013), Outpatient Detoxification – Ambulatory Detoxification Without 
Extended On-Site Monitoring (I-D) (H0014). 

Individual Counseling 
 

Billing Unit: 1 unit 
Maximum Unit: 1 per day, 52 per year 
Billing Restrictions: May not be billed in combination with Partial Hospitalization 

(H0035), Medication Administration (H0020), Outpatient 
Detoxification – Ambulatory Detoxification With Extended On-Site 
Monitoring (II-D) (H0013), Outpatient Detoxification – Ambulatory 
Detoxification Without Extended On-Site Monitoring (I-D) (H0014). 

 
Family Counseling 

 
Billing Unit: 1 episode=minimum of 60 minutes (90846-HF/ 90847HF) 

1 episode=minimum of 90 minutes (90849-HF) 
Maximum Units: 1 episode per day, 104 per year 
Billing Restrictions: May not be billed in combination with Partial Hospitalization (H0035), 

Medication Administration (H0020), Outpatient Detoxification – 
Ambulatory Detoxification With Extended On-Site Monitoring (II-D) 
(H0013), Outpatient Detoxification – Ambulatory Detoxification 
Without Extended On-Site Monitoring (I-D) (H0014). 

 

Group Counseling 
 

Billing Unit: 1 episode=minimum of 90 minutes 
Maximum Units: 1 episode per day, 104 per year 
Billing Restrictions: May not be billed in combination with Partial Hospitalization 

(H0035), Medication Administration (H0020), Outpatient 
Detoxification – Ambulatory Detoxification With Extended On- 
Site Monitoring (II-D) (H0013), Outpatient Detoxification – 
Ambulatory Detoxification Without Extended On-Site 
Monitoring (I-D) (H0014). 
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Treatment Plan Review 

Billing Unit: 15 minutes 
Maximum Units: 1 event with up to 2 units per quarter, 1 event per day, 8 per year (for DMH- 

MI providers) 
1 event with up to 2 units per quarter, 1 event per day, 8 per year (for DMH- 
SASD providers) 

Billing Restrictions: None 

 
Mental Health and Opioid Use Disorders Update 

Billing Unit: 15 minutes 
Maximum Units: 8 units per day, 56 units per year 
Billing Restrictions: May not be billed in combination with Intake Evaluation 

(90791) 
 
Psychoeducational Services 

Billing Unit: 15 minutes 
Maximum Units: 416 units per year 

8 per day for services provided to an individual recipient’s family 
8 per day for services provided to a group of recipients’ families 

Billing Restrictions: May not be billed in combination with Medication Administration (H0020), 
Outpatient Detoxification – Ambulatory Detoxification With Extended On-Site 
Monitoring (II-D) (H0013), Outpatient Detoxification – Ambulatory 
Detoxification Without Extended On-Site Monitoring (I-D) (H0014) and H0035- 
HF Partial Hospitalization. 

Medication Administration 
Billing Unit: One day 
Maximum Units: 365 per year for H0020 (oral Methadone, Buprenorphine). 1 per month for J2315 

(injectable Vivitrol) 
 
Peer Support Services 

Billing Unit: 15 minutes 
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Maximum Units: Limited to 20 units per day (individua l) and 8 units per day (group). 2,080 units 
per year for group services and 2,080 units per year for individual services. 

Billing Restrictions: None 
 
 
 
 
 
 

PRA Disclosure Statement - This information is being collected to assist the Centers for 
Medicare & Medicaid Services in implementing section 1006(b) of the SUPPORT for Patients 
and Communities Act (P.L. 115-271) enacted on October 24, 2018. Section 1006(b) requires 
state Medicaid plans to provide coverage of Medication-Assisted Treatment (MAT) for all 
Medicaid enrollees as a mandatory Medicaid state plan benefit for the period beginning October 
1, 2020, and ending September 30, 2025. Under the Privacy Act of 1974 any personally 
identifying information obtained will be kept private to the extent of the law. An agency may 
not conduct or sponsor, and a person is not required to respond to, a collection of information 
unless it displays a currently valid Office of Management and Budget (OMB) control number. 
The OMB control number for this project is 0938-1148 (CMS-10398 # 60). Public burden for all 
of the collection of information requirements under this control number is estimated to take 
about 80 hours per response. Send comments regarding this burden estimate or any other aspect 
of this collection of information, including suggestions for reducing this burden, to CMS, 7500 
Security Boulevard, Attn: Paperwork Reduction Act Reports Clearance Officer, Mail Stop C4- 
26-05, Baltimore, Maryland 21244-1850. 



Revision: HCFA-AT-81-37 (BPP) 

( State ALAf3At~A 

A"'la.JNI', DURATICN AND SCOPE OF SERVICES POCJ'i/IDED 

Attachment 3.1-B 
Page 1 

MEDICALLY NEEDY GFDUP (S) : ________ _ 

· ,_;;<·,·j The follo..;ing ambulatory services are provided. 

( 

~roval Date /- !- 9A. . . n 
Effective Date_ //, - 1- {f / 

P,1-19 



( 

Rev is ion: HCFA-AT-81-3 7 (BPP) 

ALJ\BAMA 

81-19 

Attachment 3.1-B 
Pa92 2 

AMCUNI' I [XJ~WICN AND SCOPE OF SERVICES P?CJVIDED 

1. Inpatient hospital services other L_J Provided 
than t..~s9 provided in an institution 
for me~tal diseases or tuberculosis L_J No limitations 

2.a.Outpatient hospital services. 

2.b.Rural health clinic services 
and othe: ambulatory services 
furnished by a rural health 
clinic 

3. Other laboratory ard X-ray 
services. 

4.a. Skilled nursing fccility services 
(ott.er than services in an insti­
tution for tuberculosis or mental 
dise!:s2s) for indivic~3ls 21 years 
of c~e or older. 

* Description provided on attachment. 

'IN # ();· , /'i 
/ - ' ~I 

Supersedes 
'IN # ----

At=Proval Date / - F- ?2 

L_J With limitations* 

L_J Provided 

L_J No limitations 

L_J With limitations* 

L_J Provided 

L_J No liJd tat ions 

L_J With limitations* 

L_J Provided 

L_J No 1L11i ta ti ens 

LI With limitations* 

L_J Provided 

D No lL-ni tations 

L_J i.;ith li.mitatio;;.s ... 

Effective Dcte / (! - / - ~-;; 



( 

' \ 

Revision: HCFh-AT-81-37(BPP) 

Attachment 3.1-B 
Page 3 

AMa.Ji','I', D:.;?..::..TIJ.l AND SCOPE OF SERVICES PROJIDill 

4.b. Early an::3 pericdic screening ard 
dias:10sis of individuals W1der 
21 ye2rs of age, ard treatment of 
c;onditions found. 

4.c. Family planning services ard 
sup9lies for individuals of 
child-bearing age. 

U Provided 

U No limitations 

U With limitations* 

U Provided 

U No limitations 

U With limitations* 

5. Physicians' services whether furnished U Provided 
in the of: ice, the patient's home, a 
hospital, a skilled nursing facility U No limitations 
or elsewhere. 

6. Medical care ard any other type of 
remedial care recognized W1der State 
law, furnished by licensed practi­
tioners within the sc;ope of their 
practice as defined by State law. 

a. Pcdiatrists' Services 

* Description provided on attachment. 

U With limitations* 

U Provided 

U No limitations 

U Witl-1 limitations* 

'IN # :/>/_ / :; 
Superseues 
'IN # 

AWrova l Date __ / -_:_7 _- '---?-'-:_=-, _ £ffective Date / ( - /_ ,;) / 

----

81-19 



Tobacco Cessation Counseling Services for Pregnant Women 

AL 13-015 
Attachment 3.1-B 

Page 3.a 

4. d 1) Face-to-Face Tobacco Cessation Counseling Services provided (by): 

(i) By or under supervision of a physician; and 

(ii) By any other health care professional who is legally authorized to furnish such 
services under State law and who is authorized to provide Medicaid coverable services 
other than tobacco cessation services; or* 

(iii) Any other health care professional legally authorized to provide tobacco cessation 
services under State law and who is specifically designated by the Secretary in 
regulations. (None are designated at this time; this item is reserved for future use.) 

*describe if there are any limits on who can provide these counseling services 

2) Face-to-Face Tobacco Cessation Counseling Services Benefit Package for 
Pregnant Women 

Provided: No limitations With limitations* 

*Any benefit package that consists of less than four ( 4) counseling sessions per quit 
attempt should be explained below. 

Please describe any limitations: 

TN No. AL-13-015 
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TN No. NEW 

Approval Date: 02-28-14 Effective Date: 1/1/2014 
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12. Prescribed drugs, dentures, and 
prosthetic devices; and eyeglasses 
prescribE<::'l by a physician skilled 
in diseases of the eye or try an 
optometrist. 

a. Prescribed dru:is . 

* D2scription provided on attac~~ent. 

'IN# y/- /(1 
supersedes 
'IN # ----

Awroval Date /_ P - ?.-1. 

LJ Provided 

U No limitations 

U \'Ii th li.mi tations* 

Effective Date //! - /- /' / 



/ 
' 
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MEDID.LLY NEEDY GFU.J"P ( S ) : ________ _ 

b. Dentures. U Provided 

U No limitations 

U With limitations* 

c. Prosthetic devices. U Provided 

U No limitations 

U With limitations* 

d. Eyeglasses. U Provided 

13. Other diagnostic, screening, preventive, 
and rehabilitative services, i.e. other 
than those provided elsewhere in this 
plan. 

a. ..... .! ----.-.J....: -
LJl.O':;jllV.::OLL'-' 

_ ..... _ .................... ,.... 
.:>C:l. v .L\...A...:~. 

* Description provided on attachment. 

u 

™ # <7/-/<j 
Supersedes / 

IJ {,? /) Afproval Date - c: - .: ....._ 
™ # 

------'---___.;.-
----

U No limitations 

U With limitati ons* 

U No limi tatioos 

U With Jimitations* 

Effective Date / / - . 1
- l / 
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N1CUNI', DURATICN AND SCOPE OF SER./ICT.S PRCNIDill 

b. Screening services. 

c. Preventive services. 

d. Rehabilitative services. 

14.a. Servi02s for irxlividuals age 65 or 
older in institutions for 
tuberculosis. 

* D=scription provided on attad'.ment. 

™ # r//-1 9 
Supersedes 
'rn# ----

U Provided 

U No limitations 

U With limitations* 

U Provided 

U No limitations 

U With limitations* 

U Provided 

U No limitations 

U With limitations* 

U No limitations 

U With limitations* 

Effective Date It~ - I-// 
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Af~aJNI' I IXJRATICN AND SCOPE OF SERVICES PR0.11DED 

~DICALLY NEEDY GFOJP(S) : _ _____ __ _ 

(2) S~illed nursing facility 
services. 

(3) Intermediate care facility 
services. 

14.b. Services for in:Jividuals age 65 or 
olcer i n institutions for mental 
diseases . 

(1) Inpatient hospita l services. 

(2) Skilled nursing fac i lity 
ser'.1i~s. 

* Descr i?tion provided on attachment. 

'"'' " (I I /(/ "' r. ."/ ·- : I 

U Provided 

U t-..10 limitations 

U With limitations* 

U Provided 

U No limitations 

U With limitations* 

U Provided 

U No limitaticns 

L_J With limitations* 

LI Provided 

U No limitations 

U With limitations* 

Supersedes 
'IN # 

Af:proval Date /-- ?- /::2 
----~-=--

Effec tive Date /(-/_ f/ 
----
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15. 

SEPTEMBER 1986 

Stateff erritory: -------------

AMOUNT, DURATION At~D SCOPE OF MEDICAL 
At~D REMEDIAL CARE AND SERVICES PROVIDED 

TO THE MEDICALLY NEEDY 

c. Intermediate care facility services. 

a. 

I I Provided I I No limitation I I With limitations* 

Intermediate care facility services (other than such services in an institution 
for mental diseases) for persons determined in accordance with section 
1902(a)(31)(A) of the Act, to be in need of such care. 

I I Provided I I No limitation I I With limitations* 

b. Including such services in a public institution (or district part thereof) for 
the mentally retarded or persons with related conditions. 

11 Provided 11 No limitation 11 With limitations* 

16. Inpatient psychiatric facility services for individuals under 22 years of age. 

11 Provided I I No limitation I I With limitations* 

17. Nurse-midwife services. 

I I Provided I I No limitation I I With limitations* 

18. Hospice care (in accordance with section 1905(0) of the Act). 

I I Provided //No limitation 

II With limitations* 

*Description provided on attachment-

TN No. AL 12-017 

11 Provided in accordance with section 2302 of the 
Affordable Care Act 

Supercedes Approval Date 01-29-13 Effective Date: 12101112 
TN No. AL 81-19 
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AMa.JNI', OORATIOO AND SCOPE OF SERJICE.S PRO!IOCD 

MEDICALLY NEEDY GRXJP(S): 
~-~~~~~-~~ 

17. Nurse-midwife services. 

18. Any other medical care ard any other 
type of remedial care recognized under 
State law, specified by the Secretary. 

* 

a. 

b. 

c. 

Tra.'lsportation 

Servi02s of Christian Science 
Nurses 

Care an:l services provided in 
Christian Science sani.toria 

Description provided on attachment. 

TN # 9/- /C) 
Supersedes 
TI"J # ----

Approval Date / _ .P- ? "'-:;:.__ 

LJ Provided 

U No limitations 

U With limitations* 

U Provided 

L_/ No limitations 

L_/ With limitations* 

U Provided 

L_/ No limitations 

L_/ With limitations* 

LJ Provided 

L_/ No limitations 

L_/ With limitations* 

Effective Date I! - /- t// 



( 
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A.>..!~'T I IXJRATIO'-J AND SCOPE OF SERVI GS PFO!IDED 

MEDICALLY NEEDY GIDJP (S): 
--~-~--~~-

* 

d. 

e. 

f. 

Skilled nursing facility 
services provided for patients 
urder 21 years of age. 

Emergency hospital services 

Personal care services 
in recipient's home, prescrib2d 
in accordance with a plan of 
treatment and furnished by a 
qualified person under supervision 
of an R.N. 

Description provided on attachment. 

U Provided 

U No limitations 

~ With limitations* 

U Provided 

U No limitations 

U With limitations* 

U Provided 

U No limi taticos 

U . With limitations* 

rn..1 # //- /0 J.l.'1 (... . ,I / 

Superseees 
'IN # 

A[:proval Date / - P_ ? 1 Effective Date /// - /- ,P / 
----
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State of Alabama 
PACE State Plan Amendment Pre-Print 

Amount, Duration and Scope of Medical and Remedial Care Services Provided To the Medically 
Needy 

27. Program of All-Inclusive Care for the Elderly (PACE) services, as described in
Supplement 3 to Attachment 3.1-A.

    X    Election of PACE:  By virtue of this submittal, the State elects PACE as an 
optional State Plan service. 

____ No election of PACE: By virtue of this submittal, the State elects to not add 
PACE as an optional State Plan service.  

_____________________________________________________________________________ 
TN No. AL-21-0003 
Supersedes    Approval Date:05/13/21 Effective Date:  03/01/21 TN No. 
NEW 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE OF ALABAMA 

Methods For Assuring High Quality of Care 

The following methods shall be used by the Alabama Medicaid Agency 
in administering the Medical Assistance Program to ensure that 
medical, remedial care, and service provided are of high quality, 
properly utilized and based on acceptable professional medical 
standards, State and Federal laws and regulations. 

l. Fiscal agent will perform quality review and utilization proce­
dures consistent with good business practices to meet Alabama 
Medicaid requirements. The activities of the fiscal agent will 
be regularly reviewed through an Alabama Medicaid audit and in 
depth quality assurance case review on a sample basis. 

2. Peer Review Committees have been established in Alabama for the 
purpose of settling disputes related to charges made for profes­
sional and other medical assistance services. Problems submit­
ted to Peer Review Committees may originate with the Alabama 
Medicaid Agency, its fiscal agent, providers and recipients. 
Additional Peer Review Committees may be established as needed. 

a. Peer Review Committees act independently of the fiscal 
agent and representativ~s of Alabama Medicaid Agency. 

b. No member of a Peer Review Committee who has an ownership 
interest in a facility under review will participate in 
committee action for the facility. 

c. A member of a Peer Review Committee shall not review a case 
on which he or a partner or associate is the attending 
physician or dentist or in which he has had professional 
responsibility. 

d. Medical peer review is the responsibility of the Medical 
Association of the State of Alabama. They sponsor a 
statewide peer review system for resolution of physician 
provider problems referred to them by the Alabama Medicaid 
Agency and others. 

e. Dental Peer Review Committees shall be maintained in the 
state according to the districts established by the Alabama 
Dental Association. These committees shall function as 
appeal bodies on requests from the Alabama Medicaid Agency, 
Utilization Review Committees, and patients. Matters not 
resolved by these committees shall be referred, where 
possible malpractice is involved, to the State Board of 
Dental Examiners . 

TN No. AL-87-9 
Supersedes 
TN No. AL-86-20 

Approval Date 06/ 01 / 87 Effective Date 04/ 01 / 87 
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f. Pharmacy Peer Review Committees are maintained in several 
districts to ensure adequate coverage of the entire state. 
Each committee shall have registered active pharmacists who 
are participants in the state Medicaid drug program, 
selected by the Alabama Medicaid Agency Pharmaceutical 
Program Administrator. The committees shall determine 
whether established drug standards and accepted principles 
are being followed and aid in monitoring proper drug 
utilization within the Medicaid pharmacy program. Unusual 
findings detected by the fiscal agent or the Alabama 
Medicaid Agency in cost, frequency of service, and volume 
or quality of drug service, shall be referred to a Pharma­
ceutical Review Committee, if a satisfactory solution 
cannot be reached with a pharmacy provider. 

g. An Optometric Peer Review Committee will be maintained in 
the state by the Alabama Medicaid Agency. The committee 
shall meet at least twice each calendar year to discuss 
problems and complaints relative to optometric services 
within the Alabama Medicaid Program. It shall also func­
tion as an appeal body on request of the Alabama Medicaid 
Agency, optometric providers, and Medicaid recipients. 
Prior authorization requests from optometrists denied by 
Alabama Medicaid shall be submitted for consultation to the 
peer review committee before a final determination is made. 

3. Each agency, organization, or institution providing care or 
services in the Alabama Medicaid program, must have a utiliza­
tion review plan approved by the Alabama Medicaid Agency or its 
designated agent. 

a. The Alabama Medicaid Agency shall have a Utilization Review 
Committee to examine problems brought before it that are 
related to medical care and ~ervices rendered to Medicaid 
recipients by providers. 

Effective Date: 01/01/86 
b. The Bureau of Licensure and Certification, Department of 

Public Health, has been designated, through an agreement 
with the Agency, to monitor facility utilization review 
activities on extended care services. 

c. Utilization review for dental services is a part of the 
dental professional review program. 

d. The Alabama Medicaid Agency monitors utilization review 
activities concerned with evaluation and supervision of 
nursing and other services provided by home health 
agencies. 

e. Utilization review for pharmaceutical services is a part of 
the pharmacy professional review program or monitored by 

TN No. AL-87-9 
Supersedes 
TN No. AL-86-20 

Approval Date 06/01/87 Effective Date 04/01/87 
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SUPERSEDES 
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the Alabama Medicaid Pharmacy Program in cooperation with 
the fiscal agent. Other monitoring activities are carried 
out by the Alabama Medicaid Agency in cooperation with the 
fiscal agent. 

Effective Date: 01/01/86 
f. Hospital inpatient utilizational review will be the respon­

sibility of the Agency and/or its designated agent. 

Effective Date: 10/01/82 
g. Medical review for Skilled and Intermediate Care nursing 

facilities to include ICF/MR and ICF/MD is the responsibil­
ity of the Alabama Medicaid Agency. Independent profes­
sional utilization review for Free-Standing ICF/MR and 
ICF/MD is the responsibility of the Alabama Medicaid Agency. 

4. Additional procedures for assuring high quality care include the 
following: 

a. 

b. 

~-

d. 

e. 

Patient and provider profiles and other pertinent data will 
be developed through data processing for the Alabama 
Medicaid Agency by the fiscal agent. The profiles will be 
used for program control and reporting purposes. 

Members of the Alabama Medicaid Agency staff shall make 
scheduled and unscheduled visits, us necessary, to approved 
Medicaid providers to evaluate medical care and resolve 
problems that may arise. 

Fiscal agent provider relations personnel will help resolve 
provider claim processing problems. 

A liberal drug formulary published as the Alabama Drug Code 
Index (ADCI) shall be used. Thi~ publication will permit 
adequate pharmaceutical selections of drugs and their 
utilization without precipitating undesirable restrictions 
in the practice of medicine. 

Evaluation and supervision of nursing and other services 
provided by State Home Health Agencies will be carried out 
by the Bureau of Public Health Nursing, Alabama Department 
of Public Health, under an agreement with the Alabama 
Medicaid Agency. Consultation evaluation and supervision 
of nursing and other services provided by all other home 
health agencies will be carried out by the Alabama Medi­
caid Agency. 

Effective Date: 01/01/88 
f. All home health records are subject to on-site audits and 

in-house reviews by representatives of the Alabama Medicaid 
Agency. 

5 • . The Alabama Medicaid Agency Quality Control unit is responsible 
for monitoring Medicaid program effectiveness. Through its 
findings, administrators may identify nnd eliminute dollar 
losses b•; effc c ti!:o correc ti ve C'lCtlon in ,,~ r. r;r .1•n """'""r ,, t- ;nnc:c 
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a. Alabama Medicaid Agency shall for~ a Corrective Action 
Committee to monito~ the Medicaid program eligibility, 
claims processing, and third party liability procedures to 
identify and eliminate deficiencies in these functions. 

b. The committee shall by July 31st of each year prepare and 
submit to the Federal Regional Medicaid Director, a report 
on its error anulysis and a corrective action plan. 

6. A state Medical Care Advisory Committee shall participate with 
the Commissioner of Medicaid in policy development and program 
administration, including the seeking of recipient participation 
in the Alabama Medicaid Program. 

a. The Commissioner, Alab2.ma Medicaid Agency, shall arrange 
for committee representation from licensed physicians and 
others from the health and medical care professions famil­
iar with the medical needs of low income population groups. 
Representatives of consumer groups and of the public shall 
be included on the committee. 

b. The State Health Officer and the Commissioner, Department 
of Human Resources shall be permanent ex-officio members of 
the corrmi t tee. 

c. The Medical Care Advisory Committee shall meet semi-annual­
ly and ~t other tir.es as required to advise the Corr~ission­
er of Medicaid on medical assistance matters brought before 
it. 

TN No. AL-87-26 
Supersec".es 
TN No. AL-86-20 

Approval Date 11-30-87 Effective Date 01-01-88 
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            STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

                                                 STATE OF ALABAMA 

                            METHODS OF PROVIDING TRANSPORTATION 

 

Effective Date:   02/01/09 
The Alabama Medicaid Agency assures that necessary transportation of recipients to and 

from sources of medical care will be provided as follows: 

 

I. Non-emergency Transportation Services - Ambulance: 

 

A. All non-emergency ambulance services rendered to eligible Alabama 

Medicaid recipients for trips over 100 miles one way, where medical care is 

received requires prior authorization.  Certification that medical conditions 

warrant the use of ambulance services are required by the attending 

physician. 

B.   Non-emergency ambulance service is provided to eligible recipients who 

must be bed-confined or have debilitating physical condition(s) that require 

travel by stretcher only and require ground transportation to receive medical 

services.   

 

Effective Date :_12/01/14 
II. Non-emergency Transportation Services: 

Any appropriate means of transportation which can be obtained without charge through 

volunteer groups, nonprofit organizations, public services, relatives or other persons is 

the preferred method of transportation.  If transportation is not available without charge, 

the Alabama Medicaid Agency will make reimbursement for non-emergency 

transportation, with the exception of ambulance transports, directly to the recipient 

through an Electronic Benefit Transfer (EBT) system.  The state will have on file the 

rates charged by the major transporters across the state.  When a recipient requests 

assistance, the reimbursements will be issued based on the most cost-effective rate for the 

appropriate mode of transportation, considering the rates for the particular area and the 

options available to the requesting recipient. 

 

The NEMT Program provides necessary non-ambulance transportation services to 

Medicaid recipients. Medicaid pays for rides to a doctor or clinic for medical care or 

treatment that is covered by Medicaid. The types of transportation being provided are: a) 

automobile (volunteer driver); b) friends; c) Medicaid recipient’s/relative’s vehicle; d) 

wheelchair van services;  e) bus (commercial or city transit); f) airplane; and g) train 

service. Medicaid will not reimburse services if recipient has access to free 

transportation, except in the case of evident hardship. 

 

NEMT – Call Center and NEMT staff are responsible for screening beneficiaries for 

eligibility for a ride.  

 
______________________________________________________________________ 

TN No: AL-14-011 

Supersedes         Approval Date:  02-13-15     Effective Date: 12/01/14  

TN. No: AL-13-009                                         
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Escorts are covered if their presence is required to assist a recipient during transport 

while at the place of treatment. Only one escort is covered per recipient in need and the 

recipient must prove an identifiable need for the escort. The escort cannot be an 

employee of a NEMT transporter.  Medicaid allows escorts for recipients under the age 

of 21.  Escort services are utilized in-state or out of state for recipients over 21 years of 

age when a physician’s statement documents that an escort is required because the 

recipient is blind, deaf, intellectually disabled  or mentally ill or physically handicapped 

to such a degree personal assistance is necessary. 

 

The recipient or his/her representative arranges the ride by calling the Medicaid toll free 

number in advance of the need for the ride. Rides can also be arranged through a facility 

social worker. 

 

A maximum of one round trip may be reimbursed per date of service per recipient, 

without prior authorized exception. The most inexpensive mode of transportation that 

meets the recipient’s needs must be used. The recipient must be traveling to a Medicaid 

covered service with a Medicaid provider. Recipients must contact the Agency to request 

transportation assistance five days prior to the needed transportation or within 24 hours 

after urgent care appointments. Medicaid does not pay for ride to the emergency room for 

a problem that can wait until the doctor’s office or clinic is open. 

 

For out-of-state transportation, the recipient’s physician must provide a statement that 

justifies the need for out-of-state services and assure that such services cannot be 

obtained in-state. The NEMT Coordinator requests this information from the recipient’s 

physician. The Coordinator then provides this information to their supervisor who 

submits it for review to Alabama Medicaid’s Medical Review Team who will approve or 

deny the need for out of state transportation.  For long distance travel, the recipient’s 

physician must certify that the treatment is not available locally and the location of the 

closest available treatment. When overnight travel is necessary, Medicaid pays for meals 

and lodging for the recipient and one escort (when authorized). Medicaid must receive  

receipts or confirmation of expenses before reimbursement can be made. Reimbursement 

will not exceed $50 per person, per day. NEMT reimbursements will be issued for 

transportation costs to and from covered necessary medical services for which the 

recipient has benefits available. 

 

The NEMT system verifies eligibility, appointments, mode of transportation, calculates 

and issues reimbursements for the trip. NEMT reimburses ambulatory and wheelchair 

transportation. The least costly mode of transportation appropriate to the needs of the 

recipient must be used. A tiered fee payment structure is utilized based upon factors such 

as: mileage; clients physical, mental or medical condition; whether the beneficiary is 

ambulatory or recumbent; prevailing rates in the region; availability of transportation 

resources; level of appropriate transportation required; and whether they are transported 

by a family member, commercial carrier, or ambulance provider. 

Internal audits are performed by NEMT Staff. 

 

NEMT is provided under the administrative option and is matched at 50%. 

 
______________________________________________________________________ 

TN No: AL-14-011 

Supersedes         Approval Date: 02-13-15     Effective Date: 12/01/14  

TN. No: NEW                                         
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____________________________________________________________________________ 
TN No: AL-21-0007 

Supersedes   Approval Date:  02/03/2022 Effective Date: 12/27/2021  

TN. No: AL-14-011 

III. Non-emergency Transportation Services – Other:

Non-Emergency Medical Transportation for clients receiving allowable mental

health services at Community Mental Health Centers are provided through contract

with the Alabama Department of Mental Health (DMH).

Medicaid reimburses DMH as stated in Attachment 4.19-B, Page 14.a, Section 27. 

The Alabama Medicaid Agency attests that all minimum requirements that ensure any provider 

(including a transportation network company) or individual driver of non-emergency 

transportation to medically necessary services receiving payments under such plan (but 

excluding any public transit authority), outlined in 1902(a)(87) of the Consolidated 

Appropriations Act, 2021 are met. 
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IV.  Emergency Transportation Services - Ambulance: 

 

All emergency ambulance transportation must be medically necessary and 

reasonable.  No payment may be made for emergency ambulance services  

if some other means of transportation could be utilized without endangering  

the recipient's health.  

 

A. Emergency ambulance services are provided to eligible recipients between: 

 

 (1) Scene or address of emergency and hospital. 

 (2) Nursing home and hospital. 

 (3) Local hospital and specialized hospital.             

  Example:  From Montgomery to University of Alabama Hospital in  

  Birmingham. 

      

B. Certification that medical conditions warrant the use of ambulance services  

 are required by the attending physician. 

 

V. Air Transportation Services: 

 

 A. Air Transportation services are covered for adults and children. 

 

B. Air transportation may be rendered only when basic and advanced life  

 support land ambulance services are not appropriate. 

 

C. All air transportation services must be approved by Alabama Medicaid  

 prior to payment. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

___________________________________________________________________ 

TN NO. AL-14-011 

Supersedes                           Approval Date:  02-13-15           Effective Date 12/01/14 

TN NO. AL-02-03                                       
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STAl"\lDARDS FOR THE COVERAGE OF ORGAN TRANSPLANT SERVICES 

Effective Date: 02/01/01 

Transplant services and associated immunosuppressive drugs are covered by the Alabama Medicaid 
Agency as defined below: 

Group I includes medically necessary corneal transplants and does not require prior approval. These 
services are limited to routine benefit and payment limitations. 

Group II includes medically necessary heart, lung, heart/lung, liver, liver/small bowel, small bowel, 
kidney, pancreas, and pancreas/kidney transplants. All transplants in this group require prior approval 
based on medical criteria contained in the Alabama Medicaid Transplant Manual. In order to be 
approved, transplants must be therapeutically proven effective and considered nonexperimental, and 
are limited to within the geographic boundaries of the State of Alabama. If there is no instate 
transplant facility that has the medical expertise/staffing to perform the transplant, Medicaid may 
approve the transplant to be performed out of state. 

Group III includes medically necessary bone marrow transplants which require prior approval. 
Approval is based on medical criteria contained in the Alabama Medicaid Transplant Manual. Bone 
marrow transplants must be therapeutically proven effective and considered nonexperimental, and are 
limited to within the geographic boundaries of the State of Alabama. If there is no instate transplant 
facility which has the medical expertise/staffing to perform the transplant, Medicaid may approve the 
transplant to be performed out of state. 

Group IV includes any medically necessary nonexperimental EPSDT- referred organ transplants. 
These include transplants which have been determined to be nonexperimental and necessary to treat 
or ameliorate a condition identified in a screening. 

Procedures must be performed at a transplant center in which transplants are routinely performed by 
an integrated team of surgeons and medical support staff and which is in compliance with all 
applicable federal, state or local laws regarding organ acquisition and transplantation, equal access 
and nondiscrimination. 

Payment methodology for bone marrow, liver, liver/small bowel, small bowel, lung, heart/lung, heart, 
kidney, pancreas, and pancreas/kidney transplants is outlined in Attachment 4 .19-B in the State Plan. 

TN No. AL-01-01 
Supersedes 
TN No. AL-00-03 

Approval Date 02/05/01 Effective Date 02/01/01 
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STANDARDS FOR THE COVERAGE OF ORGAN TRANSPLANT SERVICES 

Effective Date: 01/01/98 
As an alternative, Medicaid may use an approved Prime Contractor. 
Medicaid's approved Prime Contractor will be responsible for the 
coordination and reimbursement for all Medicaid reimbursable organ 
transplants with the exception of cornea transplants as described in 
Attachment 4.19B in the State Plan. The Alabama Medicaid Agency ' s 
approved Prime Contractor must meet the following requirements: 

1. Be certified for participation in the Medicare / Medicaid 
Program. 

2. Be licensed as a hospital by the state of Alabama in 
accordance with current rules contained in the Alabama 
Administrative Code Chapter 420-5-7. 

3. Be an established in-state transplant facility. 

4. Capable of performing all Medicaid-covered transplants with 
the exception of cornea transplants. 

s . Have the necessary physicians and other medical support 
personnel with the expertise to provide coordination and 
reimbursement for each type of Medicaid-covered transplant. 

6. Be in compliance with applicable federal, state, or local 
laws or UNOS guidelines regarding organ acquisition and 
transplantation, equal access, and nondiscrimination. 

TN No. AL-97-01 
Supersedes Approva 1 Date t2/ID{ q!J 
TN No. ~&L-&'Cf- ~ ~ 

Effective Date 01/0 1/ 98 
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STANDARDS FOR THE COVERAGE OF ORGAN TRANSPLANT SERVICES 

Payment shall be made to the hospital providing the transplant and shall represent an aggregate of all 
services including pre-transplant evaluation; organ procurement; inpatient transplant services 
including hospital rooms, board, and ancillaries; professional fees; and normal post operative care. 

Effective Date: 01/01/87 

4. Cornea Transplant 
Although this procedure is technically a transplant, common usage does not ordinarily regard it 
in the category as true "organ transplants." 

It is mentioned here only for completeness and the requirements are only that a defect, diagnosed 
by an ophthalmologist, exists that can be corrected by a transplant. Nor prior authorization is 
required. 

TN No. AL-12-003 
Supersedes 
TN No. AL-89-2 

Approval Date: 08-02-13 Effective Date: 04/01/12 
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______________________________________________________________________________________________ 

 

Citation      Condition or Requirement 

______________________________________________________________________________________________       

 

 

 

______________________________________________________________________________________________  

TN No.  AL-13-005                        

Supersedes                                  Approval Date: 08-29-13                     Effective Date 09/01/2013                                                                                          

TN No.  NEW   

1932(a)(1)(A)    A.  Section 1932(a)(1)(A) of the Social Security Act. 

 

The State of Alabama enrolls Medicaid beneficiaries on a mandatory basis into 

managed care entities (managed care organization (MCOs) and/or primary care case 

managers (PCCMs)) in the absence of section 1115 or section 1915(b) waiver 

authority.  This authority is granted under section 1932(a)(1)(A) of the Social 

Security Act (the Act).  Under this authority, a state can amend its Medicaid state 

plan to require certain categories of Medicaid beneficiaries to enroll in managed 

care entities without being out of compliance with provisions of section 1902 of the 

Act on statewideness (42 CFR 431.50), freedom of choice (42 CFR 431.51) or 

comparability (42 CFR 440.230).   

 

This authority may not be used to mandate enrollment in Prepaid Inpatient Health 

Plans (PIHPs), Prepaid Ambulatory Health Plans (PAHPs), nor can it be used to 

mandate the enrollment of Medicaid beneficiaries who are Medicare eligible, who 

are Indians (unless they would be enrolled in certain plans—see D.2.ii. below), or 

who meet certain categories of “special needs” beneficiaries (see D.2.iii. - vii. 

below)  

 

B. General Description of the Program and Public Process. 

 

For B.1 and B.2, place a check mark on any or all that apply.   

 

1932(a)(1)(B)(i)   1. The State will contract with an 

1932(a)(1)(B)(ii) 

42 CFR 438.50(b)(1)    ____ i.  MCO  

     X   ii. PCCM (including capitated PCCMs that qualify as PAHPs) 

       ____ iii.  Both 

 

42 CFR 438.50(b)(2)   2.  The payment method to the contracting entity will be:  

42 CFR 438.50(b)(3) 

     X   i.  fee for service;  

____ii. capitation; 

   X   iii. a case management fee; 

   X   iv. a bonus/incentive payment;  

____ v. a supplemental payment, or 

____vi. other.  (Please provide a description below). 
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a. Primary Care Case Management 

 

Payments to Physicians: 

 

Providers participating in the Primary Care Case Management program are 

reimbursed up to $2.60 per member per month in geographic regions of the 

State not operating under the Health Home authority. This rate is calculated as 

follows: 

 

1. A variable rate based on the illness burden of each physician/practice’s 

panel of patients as refleted on the Patient 1
st
 Profiler report. Low risk 

patients which are those identified to have an acuity level of .9 or less are 

reimbursed $1.00 per member per month and high risk patients or those 

that are identified to have an acuity level of greater than .9 are reimbursed 

$1.60 per member per month. 

 

2. For providing voice-to-voice access to medical advice and care for enrolled 

recipients 24 hours a day, seven days a week the provider is reimbursed 

$1.00 per member per month. 

 

Providers participating in the Primary Care Case management program are 

reimbursed as follows in geographic regions of the State operating under the 

Health Home authority: 

 

1. $.50 per member per month 

 

2. An additional $8.00 per member per month is reimbursed for those patients 

identified as having a chronic health condition in accordance with 

approved State Plan page 3.1-H. 

 

b. Payments for Care Management: 

 

Providers of care management participating in the Primary Care Case 

Management program in geographic locations of the State not operating under 

the Health Home authority are reimbursed upon state-developed fee schedule 

rates which are the same for both governmental and private providers of case 

management and care coordination. Governmental providers are settled to cost 

annually. 
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Providers of care management services for those patients identified as having a 

chronic health condition as per the approved State Plan page 3.1-H and who are 

in geographic locations that are designated as patient care networks are 

reimbursed $9.50 per qualified member per month. 

 

Alabama operates a statewide PCCM managed care program for the state’s 

Medicaid citizens. The Patient 1
st
 Program began January 1, 1997 under the 

authority of a 1915(b) waiver and was operational until February 29, 2004.  The 

State chose not to pursue renewal of the program at that time due to administrative 

and budgetary constraints.  By February 2005, the Patient 1
st
 Program was re-

implemented statewide.  The overarching goal of Patient 1
st
 is to provide Alabama 

Medicaid recipients a medical home. 

Within the Patient 1
st
 Program, patients are assigned to a primary medical provider 

(PMP).  The PMP is responsible for providing directly or through referral, necessary 

medical care.  PMPs are paid a case management fee for each recipient and enhanced 

case management fees are paid for individual in certain categories.  Alabama Medicaid 

provides feedback to providers in through a variety of reports.     

Through Patient 1
st
, providers have access to resources that can enhance their case 

management.  Recipients who qualify for Health Home for Individuals with Chronic 

Conditions can utilize care management services from the Patient Care Network, 

Community Mental Health Centers, Substance Abuse Providers and others.    

 

All Patient 1
st
 recipients can receive traditional case management for the PCCM 

program provided through a contract with the Alabama Department of Public Health 

(ADPH) or the Alabama Department of Human Resources (ADHR).  ADPH and 

ADHR have licensed and trained case managers available throughout the State.  

Services provided are traditional case management services and include; assistance 

with understanding program requirements, help with transportation needs, assessment 

of the home environment and factors that may prevent the patient from being compliant 

with medical care protocols; mental health issues, child health issues such as 

understanding the need for preventive care, i.e. immunizations, etc. 

 

Each patient that is referred into the case management system receives a risk 

assessment.  Areas assessed include social supports, community supports, shelter/ 

nutrition/ communication resources, economic status, education/ language needs, 

physical health, mental health, parenting history and children’s issues.    From the risk 

assessment, a plan of action is developed in conjunction with the patient.  Follow-up 
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from the assessment and/or plan of action is provided back to the person making the 

referral into the system.  ADPH and ADHR are paid through fee for service. 

 

The State also has the ability to make direct referrals into the ADPH case management 

system for issues such as excessive emergency room use, patient dismissal, provider 

utilization, and patient education.  In that State staff has contact with the patient, 

oftentimes issues are identified that may be preventing the patient from optimizing 

their medical home.  Common reasons include lack of program understanding, 

transportation needs, and medical compliance.   

 

 

 

 

1905(t)     3. For states that pay a PCCM on a fee-for-service basis, incentive 

42 CFR 440.168    payments are permitted as an enhancement to the PCCM’s 

42 CFR 438.6(c)(5)(iii)(iv)  case management fee, if certain conditions are met.   

 

If applicable to this state plan, place a check mark to affirm the state has met 

all of the following conditions (which are identical to the risk incentive rules 

for managed care contracts published in 42 CFR 438.6(c)(5)(iv)).  

 

   X   i. Incentive payments to the PCCM will not exceed 5% of the total  

FFS payments for those services provided or authorized by the 

PCCM for the period covered. 

 

   X   ii. Incentives will be based upon specific activities and targets. 

 

   X   iii. Incentives will be based upon a fixed period of time. 

 

   X   iv. Incentives will not be renewed automatically. 

 

   X   v. Incentives will be made available to both public and private 

PCCMs.  

 

   X   vi. Incentives will not be conditioned on intergovernmental transfer 

agreements. 

 

       ____vii. Not applicable to this 1932 state plan amendment. 

 

CFR 438.50(b)(4)   4. Describe the public process utilized for both the design of the program and its  
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 initial implementation.  In addition, describe what methods the state will use to 

ensure ongoing public involvement once the state plan program has been 

implemented.  (Example: public meeting, advisory groups.) 

 

A Patient 1
st
 Advisory Council was established during the design and implementation of the 

program in 1997.  The Council is comprised of Medical Directors from the Patient Care 

Networks who are PMPs and represent the PMPs in their region.  Federal Qualified Health 

Centers and Rural Health Clinics also have representation on the Council.  The purpose of 

the Patient 1
st
 Advisory Council is to address concerns presented by providers, recipients, 

and interested stakeholders in relation to Patient.  Meetings are held regularly to go over 

issues and to obtain input for any changes to policy, including the components of the care 

management fee. 

 
Recipients are also able to submit a concern about the program through a written 

complaint process. 

 

AMA meets regularly with PCNA representatives including Medical Directors, 

Pharmacist, and Executive Directors.  These staff represents the providers in their 

geographic regions and serves as a conduit between the agency and providers.  These 

meetings will serve as the Patient 1
st
 Advisory Council meetings.   

 

AMA will meet annually with recipients and Medicaid eligibility staff to get feedback on 

the program operations.  

 

AMA also meets regularly with provider organizations and Physician Task Force to seek 

input surrounding program changes.   

  

The Alabama Medical Care Advisory Committee reviews all major program changes for the 

Medicaid program. Recipient advocates serve on this Committee.   

 

 

 

 

 

 

 

1932(a)(1)(A) 5. The state plan program will   X  /will not___ implement mandatory 

enrollment into managed care on a statewide basis.  If not statewide, 

mandatory_____/ voluntary_____ enrollment will be implemented in the 

following  county/area(s): 
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i. county/counties (mandatory) ____________________________ 

 

ii. county/counties (voluntary)____________________________ 

 

iii. area/areas (mandatory)________________________________ 

 

iv. area/areas (voluntary)_________________________________ 

 

 

C. State Assurances and Compliance with the Statute and Regulations. 

 

If applicable to the state plan, place a check mark to affirm that compliance with the 

following statutes and regulations will be met. 

 

1932(a)(1)(A)(i)(I)  1.  ____The state assures that all of the applicable requirements of   

1903(m)  section 1903(m) of the Act, for MCOs and MCO contracts will be met. 

42 CFR 438.50(c)(1) 

 

1932(a)(1)(A)(i)(I)                     2.     X   The state assures that all the applicable requirements of section 1905(t) 

1905(t) of  the  Act for PCCMs and PCCM contracts will be met. 

42 CFR 438.50(c)(2) 

1902(a)(23)(A) 

 

1932(a)(1)(A)    3.     X   The state assures that all the applicable requirements of section 1932  

42 CFR 438.50(c)(3)  (including subpart (a)(1)(A)) of the Act, for the state's option to limit freedom 

of choice by requiring recipients to receive their benefits through managed 

care entities will be met. 

 

1932(a)(1)(A  4.    X   The state assures that all the applicable requirements of 42 CFR 431.51 

42 CFR 431.51 regarding freedom of choice for family planning services and supplies as  

1905(a)(4)(C)  defined in section 1905(a)(4)(C) will be met. 

 

1932(a)(1)(A)    5.    X   The state assures that all applicable managed care requirements of  

42 CFR 438     42 CFR Part 438 for MCOs and PCCMs will be met. 

42 CFR 438.50(c)(4)      

1903(m) 

 

1932(a)(1)(A)    6. ____The state assures that all applicable requirements of  42 CFR 438.6(c) 

42 CFR 438.6(c)     for payments under any risk contracts will be met. 
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42 CFR 438.50(c)(6) 

 

1932(a)(1)(A)    7. ____The state assures that all applicable requirements of  42 CFR 447.362 for 

42 CFR 447.362     payments under any nonrisk contracts will be met. 

42 CFR 438.50(c)(6) 

 

45 CFR 74.40 8. ____The state assures that all applicable requirements of  45 CFR 92.36 for 

procurement of contracts will be met. 

 

 

D. Eligible groups  

 

1932(a)(1)(A)(i)   1.  List all eligible groups that will be enrolled on a mandatory basis. 

 

Section 1931 Children and Related Populations 

   Blind/Disabled Adults and Related Populations 

   Blind/Disabled Children and Related Populations 

Aged and  Related Populations 

           

 

There may be individuals, decided on a case-by-case basis, which would not 

benefit from  the program.  For Patient 1
st
, these individuals typically have 

complex medical conditions that are being coordinated by a specialty care 

provider. Currently there are approximately 413exemptions approved for 

medical reasons.  Additionally, there may be foster children or eligibles living 

in an institutional setting that might be exempted.  Before any individual is 

exempted from participation, the provider serving that individual is given the 

opportunity to participate as a PMP for that patient. 

 

 

 

2.  Mandatory exempt groups identified in 1932(a)(1)(A)(i) and 42 CFR 438.50. 

 

Use a check mark to affirm if there is voluntary enrollment any of the 

following mandatory exempt groups.   

 

1932(a)(2)(B)     i.    X   Recipients who are also eligible for Medicare.    

42 CFR 438(d)(1)   

If enrollment is voluntary, describe the circumstances of enrollment.  
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(Example: Recipients who become Medicare eligible during mid-

enrollment, remain eligible for managed care and are not disenrolled into 

fee-for-service.) 

 

 
Dual Eligible recipients may voluntarily enroll in Patient 1

st
.  Recipients 

who voluntarily enroll may dis-enroll at any point.  Voluntary enrollment 

is completed through a recommendation of a provider or through direct 

application of the recipient.   

 

 

 
1932(a)(2)(C)     ii.    X   Indians who are members of Federally recognized Tribes except when  

42 CFR 438(d)(2)      the MCO or PCCM is operated by the Indian Health Service or an Indian 

Health program operating under a contract, grant or cooperative agreement 

with the Indian Health Service pursuant to the Indian Self Determination 

Act; or an Urban Indian program operating under a contract or grant with 

the Indian Health Service pursuant to title V of the Indian Health Care 

Improvement Act.  

 

1932(a)(2)(A)(i)    iii.    X   Children under the age of 19 years, who are eligible for Supplemental 

42 CFR 438.50(d)(3)(i)    Security Income (SSI) under title XVI. 

 

1932(a)(2)(A)(iii)    iv.    X   Children under the age of 19 years who are eligible under  

42 CFR 438.50(d)(3)(ii)    1902(e)(3) of the Act. 

 

1932(a)(2)(A)(v)    v.    X   Children under the age of 19 years who are in foster care or other out-42 

CFR 438.50(3)(iii)     of- the-home placement. 

      

1932(a)(2)(A)(iv)    vi.    X   Children under the age of 19 years who are receiving foster care or  

42 CFR 438.50(3)(iv)    adoption assistance under title IV-E. 

 

1932(a)(2)(A)(ii)    vii.    X   Children under the age of 19 years who are receiving services through a  

42 CFR 438.50(3)(v)   family-centered, community based, coordinated care system that receives 

grant funds under section 501(a)(1)(D) of title V, and is defined by the state 

in terms of either program participation or special health care needs.  

 
The State assures that these recipients will be permitted to disenroll from the 
PCCM program on a month to month basis.  
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   E. Identification of Mandatory Exempt Groups 

 

1932(a)(2) 1. Describe how the state defines children who receive services that are funded  

42 CFR 438.50(d) under section 501(a)(1)(D) of title V.  (Examples: children receiving services  

at a specific clinic or enrolled in a particular program.) 

 

 

 

The Children’s Rehabilitation Service (CRS), a division of the Alabama Department of 

Rehabilitative Service, is a statewide organization of skilled professionals providing 

quality medical, rehabilitative, coordination, and support services for children with 

special health care needs and their families. Each of Alabama’s 67 counties is served 

through a network of 15 community-based offices.  Any child or adolescent younger 

than 21 years of age who is a resident of Alabama and has a special health care need is 

eligible for CRS.  In Alabama, the Title V Maternal and Child Health Program is 

administer by the Alabama Department of Public health.  This agency contracts with 

CRS to administer services to children and youth with special health care needs, 

making CRS Alabama’s Title V Children with Special Health Care Needs Program. 

There is no automated way to identify these clients.  There is a procedure for 

representatives for these individuals to notify the Patient 1
st  

Program of the need for 

exemption.  It is recognized that these individuals typically have complex medical 

conditions that are being coordinated by a specialty care provider. 

 

 

 

 

1932(a)(2)     2. Place a check mark to affirm if the state’s definition of title V children  

42 CFR 438.50(d)    is determined by:   

    

____i. program participation,  

____ii. special health care needs, or 

   X   iii. both 

 

1932(a)(2)    3. Place a check mark to affirm if the scope of these title V services  

42 CFR 438.50(d)    is received through a family-centered, community-based, coordinated 

care system. 

 

          X   i. yes 
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       ____ii. no  

 

1932(a)(2)     4. Describe how the state identifies the following groups of children who are exempt 

42 CFR 438.50 (d)    from mandatory enrollment:  (Examples: eligibility database, self- identification)  

 

i. Children under 19 years of age who are eligible for SSI under title XVI; 

 

Self identification is used to exempt these clients. 

 

 

ii. Children under 19 years of age who are eligible under section 1902 

(e)(3) of the Act;  

 

 

Self identification is used to exempt these clients. 

 

 

iii. Children under 19 years of age who are in foster care or other out- 

of-home placement;  

 

 

Eligibility database and coordination with Alabama Department of 

Human Resources 

 

iv. Children under 19 years of age who are receiving foster care or 

adoption assistance. 

 

 

Eligibility database and coordination with Alabama Department of 

Human Resources 

 

 

1932(a)(2) 5. Describe the state’s process for allowing children to request an exemption from 

42 CFR 438.50(d)  mandatory enrollment based on the special needs criteria as defined in the state 

plan if they are not initially identified as exempt. (Example: self-identification) 

 

 

The Patient 1
st
 Program is based on the premise that patient care is best served by 

a medical home where a Primary Medical Provider (PMP) may coordinate care. If 
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in the physician’s opinion, the patient does not benefit from the Patient 1
st
 

Program, an exemption can be requested. 

 

Either the PMP or the attending physician can submit this request on behalf of the 

patient.  These are classified as medical on the number of exemptions. 

 

 

 

 

 

1932(a)(2)   6. Describe how the state identifies the following groups who are exempt from 

42 CFR 438.50(d) mandatory enrollment into managed care: (Examples: usage of aid codes in the 

eligibility system, self- identification) 

 

i. Recipients who are also eligible for Medicare. 

 

Aid Codes in eligibility system 

 

ii. Indians who are members of Federally recognized Tribes except when 

the MCO or PCCM is operated by the Indian Health Service or an 

Indian Health program operating under a contract, grant or cooperative 

agreement with the Indian Health Service pursuant to the Indian Self  

Determination Act; or  an Urban Indian program operating under a 

contract or grant with the Indian Health Service pursuant to title V of  

the Indian Health Care Improvement Act.   

 

 

The State coordinates with the Poarch Creek Indian Health 

Department to be sure any tribal members who are assigned to other 

Patient 1
st
 providers are aware they can elect to receive services from 

the tribal clinic or be exempted. An opportunity is offered for 

recommendations, comments, and assistance whenever possible to 

meet specialized individual and community needs. 

 

 

42 CFR 438.50 F. List other eligible groups (not previously mentioned) who will be exempt from 

mandatory enrollment  

 

NA 
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42 CFR 438.50   G. List all other eligible groups who will be permitted to enroll on a voluntary basis 

 

 

NA 

 

 

 

H. Enrollment  process. 

 

1932(a)(4)     1. Definitions 

42 CFR 438.50 

i. An existing provider-recipient relationship is one in which the 

provider was the main source of Medicaid services for the recipient 

during the previous year.  This may be established through state 

records of previous managed care enrollment or fee-for-service 

experience, or through contact with the recipient. 

 

ii. A provider is considered to have "traditionally served" Medicaid  

recipients if it has experience in serving the Medicaid population.  

 

1932(a)(4)     2. State process for enrollment by default. 

42 CFR 438.50 

Describe how the state’s default enrollment process will preserve:  

 

i. the existing provider-recipient relationship (as defined in H.1.i).  

 

Prior to automatic assignments, recipients are encouraged and provided 

the opportunity to select a PMP.  If no PMP is selected the Agency 

automatically assigns enrollees to PMPs based on proximity and the 

following algorithm: newborn, sibling, past PMP, historical claims and 

random.  Recipients who are added to the Medicaid eligibility file are 

notified of their Patient 1
st
 assignment approximately within 5 days of 

assignment..  The assignment begins the first day of the month 

following the assignment.  During the first month of the initial Patient 

1
st
 assignment recipients are encouraged to utilize the PMP for any 

needed care.  During this month the recipient can utilize any other 

provider without a referral in order to allow the recipient ample time to 
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change the PMP selection.  PMP change request allow recipients to 

utilize the new PMP beginning on the day the change is requested.  

Beginning the PMP assignments the first day of the month following 

assignment allows the recipient to begin the relationship with the health 

home sooner while allowing care without referrals during the first month 

of the initial assignment allows the recipient time to change the PMP 

assignment.  A listing of all providers serving that patient’s county is 

included in the enrollment packet and is maintained on the Agency’s 

website.  Providers are also notified on a monthly basis of all patients on 

their panel including information on those who have been disenrolled.  

The assignment process takes into account the group practices and/or 

clinic affiliation.  

 

The State regularly reviews assignments to ensure that the assignment 

process is working correctly.  The assignment reason is compared to the 

information on file to ensure that the most appropriate assignment 

algorithm was applied. 

 

  

 

ii. the relationship with providers that have traditionally served 

Medicaid recipients (as defined in H.2.ii). 

 

 

Providers with a history of serving Patient 1
st
 recipients can request 

an increase of 25% above these limits.  Any expansion above 125% 

of these limits must be approved by the AMA Medical Director after 

a review of panel management, recipient outcomes, and area need. 

 

 

 

iii. the equitable distribution of Medicaid recipients among qualified 

MCOs and PCCMs available to enroll them, (excluding those that are 

subject to intermediate sanction described in 42 CFR 438.702(a)(4)); 

and disenrollment for cause in accordance with 42 CFR 438.56 

(d)(2). (Example: No auto-assignments will be made if MCO meets a 

certain percentage of capacity.) 
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Each PMP FTE (defined as  40 hours per week on-site) is allowed 

1200 patients.   Physician extenders (e.g. nurse practitioners) can be 

used to extend the PMP’s caseload by 400.   Medicaid will align with 

the requirements of the Alabama Board of Medical Examiner’s 

Administrative Code for Qualifications and Limitations of physicians 

collaborating with certified registered nurse practitioners (CRNPs) 

and physician assistants (PAs).  Clinic provider caseloads are 

determined by the total number of FTE physicians and physician 

extenders.  Providers who have historically seen a higher caseload of 

Medicaid patients  may be authorized a caseload greater than allowed 

by this formula.   

 

1932(a)(4)  3. As part of the state’s discussion on the default enrollment process, include 

42 CFR 438.50    the following information: 

 

i. The state will   X   /will not____ use a lock-in for managed care 

managed care. 

 

ii. The time frame for recipients to choose a health plan before being auto-

assigned will be 30 days.  

 

 

iii. Describe the state's process for notifying Medicaid recipients of their 

auto-assignment.  (Example: state generated correspondence.) 

 

The Agency automatically assigns enrollees to PMPs based on 

proximity and the following algorithm: newborn, sibling, past PMP, 

historical claims and random.  Recipients who are added to the Medicaid 

eligibility file are notified of their Patient 1st assignment by written 

correspondence   

   

 

iv. Describe the state's process for notifying the Medicaid recipients who 

are auto-assigned of their right to disenroll without cause during the  

first 90 days of their enrollment. (Examples: state generated 

correspondence, HMO enrollment packets etc.) 
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Recipients can disenroll without cause at any time up to three times 
during a calendar year.  If a recipient disenrolls from a PMP more 
than three times in a given calendar year the recipient may be 
reviewed for possible lock in to a single provider without the ability 
to disenroll without cause for 12 months.  Recipients can notifiy the 
Agency by phone, letter or through the use of a web site.  
Additionally, recipients often select a new PMP and have that 
provider notify the agency of the change.  These changes are effective 
the month following notification if received prior to the 15

th
 of the 

month and the new provider can begin care of the recipient 
immediately following submission of the PMP Change Form. 

 

v. Describe the default assignment algorithm used for auto-assignment.  

(Examples: ratio of plans in a geographic service area to potential 

enrollees, usage of quality indicators.) 

 

 

 

 

The Agency automatically assigns enrollees to PMPs based on 

proximity and the following algorithm: newborn, sibling, past PMP, 

historical claims and random.   

 

 

vi. Describe how the state will monitor any changes in the rate of default 

assignment.  (Example: usage of the Medical Management Information 

System (MMIS), monthly reports generated by the enrollment broker) 

 

The State regularly reviews assignments to ensure that the assignment 

process is working correctly.  The assignment reason is compared to the 

information on file to ensure that the most appropriate assignment 

algorithm was applied and is working properly.  The State also tracks 

the reasons for PMP changes on a monthly basis through the MMIS to 

identify problems with assignments. 

 

 

 

1932(a)(4)    I.  State assurances on the enrollment process 

42 CFR 438.50 

Place a check mark to affirm the state has met all of the applicable requirements of 

choice, enrollment, and re-enrollment. 
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 1.    X   The state assures it has an enrollment system that allows recipients who are  

already enrolled to be given priority to continue that enrollment if the MCO or 

PCCM does not have capacity to accept all who are seeking enrollment under  

the program.  

 

2.    X   The state assures that, per the choice requirements in 42 CFR 438.52, 

Medicaid recipients enrolled in either an MCO or PCCM model will have a 

choice of at least two entities unless the area is considered rural as defined in 42 

CFR 438.52(b)(3).  

 

3.    X   The state plan program applies the rural exception to choice requirements of 

42 CFR 438.52(a) for MCOs and PCCMs.  

 

___This provision is not applicable to this 1932 State Plan Amendment.  

 

4. ____The state limits enrollment into a single Health Insuring Organization (HIO), 

if and only if the HIO is one of the entities described in section 1932(a)(3)(C) of 

the Act; and the recipient has a choice of at least two primary care providers 

within the entity. (California only.) 

 

   X   This provision is not applicable to this 1932 State Plan Amendment. 

 

5.    X   The state applies the automatic reenrollment provision in accordance 

with 42 CFR 438.56(g) if the recipient is disenrolled solely because he or she 

loses Medicaid eligibility for a period of 2 months or less.  

 

 ___This provision is not applicable to this 1932 State Plan Amendment. 

 

1932(a)(4)    J.  Disenrollment 

42 CFR 438.50 

1. The state will   X  /will not___ use lock-in for managed care. 

 

2.  The lock-in will apply for up to 12  months (up to 12 months).  

 

3. Place a check mark to affirm state compliance. 

 

   X   The state assures that beneficiary requests for disenrollment (with  

and without cause) will be permitted in accordance with 42 CFR 438.56(c).  

 

4. Describe any additional circumstances of “cause” for disenrollment (if any).    
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Recipients may be considered for lock-in to a specific PMP without the ability 

to disenroll without cause for the following reasons: 

 More than three request for PMP changes within a calendar year 

 Behavior indicating drug seeking behavior 

 

Recipients who are locked-in to a provider will be notified in writing and will 

be reviewed on a quarterly basis.  Lock-in status will not apply for greater than 

12 months. 

 

K.  Information  requirements for beneficiaries 

 

Place a check mark to affirm state compliance. 

 

1932(a)(5)    X   The state assures that its state plan program is in compliance with 42 CFR  

42 CFR 438.50    438.10(i) for information requirements specific to MCOs and PCCM programs  

42 CFR 438.10  operated under section 1932(a)(1)(A)(i) state plan amendments. (Place a check 

mark to affirm state compliance.) 

 

1932(a)(5)(D)   L.  List all services that are excluded for each model (MCO & PCCM) 

1905(t) 

    The following PCCM exempt services do not require PCP authorization:  

 Independent Labs & Hospital Labs 

 Mental Health Services 

 Physicians: Anesthesiologists, Oral Surgeons, Pathologists, 

Radiologists/Diagnostic, Nuclear Medicine   

 Pregnancy-Related Services 

 Independent Radiologists & Hospital Radiologists 

 Targeted Case Management 

 Ambulance 

 Certified Emergency 

 Dental 

 Dialysis 

 EEG/EKG Related Services 

 End Stage Renal Disease 

 EPSDT Development Diagnostic Assessment 

 Routine Eye Exams 

 Eyeglass & Other Lens Fittings 

 Family Planning 
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 Diabetic Supplies 

 Gynecology/Obstetrics Services 

 Hearing Aids 

 Hospice 

 Immunizations 

 Physician Inpatient Consults/Visits 

 Inpatient Hospital Services (per diem)  

 Cancer treatments including Chemotherapy and Radiation 

 

 

 

 

1932 (a)(1)(A)(ii)  M. Selective contracting under a 1932 state plan option  

 

To respond to items #1 and #2, place a check mark.  The third item requires a brief 

narrative.    

 

1. The state will_____/will not    X    intentionally limit the number of entities it 

contracts under a 1932 state plan option.    

 

2. _____ The state assures that if it limits the number of contracting entities, this 

limitation will not substantially impair beneficiary access to services.   

 

3. Describe the criteria the state uses to limit the number of entities it contracts under 

a 1932 state plan option.  (Example: a limited number of providers and/or 

enrollees.) 

 

4. ____ The selective contracting provision in not applicable to this state plan. 

 

 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information 

unless it displays a valid OMB control number.  The valid OMB control number for this information collection is 0938-

0933.  The time required to complete this information collection is estimated to average 10 hours per response, including 

the time to review instructions, search existing data resources, gather the data needed, and complete and review the 

information collection.  If you have comments concerning the accuracy of the time estimate(s) or suggestions for 

improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop 

C4-26-05, Baltimore, Maryland 21244-1850 
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State/Territory name: Alabama
Medicaid agency: Alabama Medicaid Agency

Name: Stephanie Lindsay

Title: Administrative Procedures Officer

Telephone number: (334) 242-5833

Email: Stephanie.Lindsay@medicaid.alabama.gov

Name: Stephanie Lindsay

Title: Administrative Procedures Officer

Telephone number: (334) 242-5833

Email:

Health Home State Plan Amendment
OMB Control Number: 0938-1148 
Expiration date: 10/31/2014

Transmittal Number: AL-14-0001 Supersedes Transmittal Number: AL-12-011 Proposed Effective Date: Apr 1, 2015 Approval Date: 
Attachment 3.1-H Page Number: 24

Submission Summary

Transmittal Number:
Please enter the Transmittal Number (TN) in the format ST-YY-0000 where ST= the state abbreviation, YY = the last two digits of the submission 
year, and 0000 = a four digit number with leading zeros. The dashes must also be entered.
AL-14-0001

Supersedes Transmittal Number:
Please enter the Supersedes Transmittal Number (TN) in the format ST-YY-0000 where ST= the state abbreviation, YY = the last two digits of the 
submission year, and 0000 = a four digit number with leading zeros. The dashes must also be entered.
AL-12-011

The State elects to implement the Health Homes State Plan option under Section 1945 of the Social Security Act.

Name of Health Homes Program:
AL HHS

State Information

Authorized Submitter and Key Contacts

The authorized submitter contact for this submission package.

The primary contact for this submission package.
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Stephanie.Lindsay@medicaid.alabama.gov

Name: Carolyn Miller

Title: Associate Director, Project Development and Quality Improvement

Telephone number: (334) 353-5539

Email: Carolyn.Miller@medicaid.alabama.gov

Name: Jerri Jackson

Title: Director, Managed Care Division

Telephone number: (334) 242-5630

Email: Jerri.Jackson@medicaid.alabama.gov

The secondary contact for this submission package.

The tertiary contact for this submission package.

Proposed Effective Date

04/01/2015 (mm/dd/yyyy)

Executive Summary

Summary description including goals and objectives:
The initial Health Home State Plan Amendment was approved effective 7/1/2012 through 6/30/2014 in 21 counties.  These 
Health Homes were named Patient Care Networks of Alabama (PCNA).  Due to the success of the program, AMA wants to 
continue to achieve improved outcomes through expansion of this program statewide and plans to release an RFP to procure 
additional Health Homes in 2015 for 46 counties.  Going forward in this SPA, these lead entities will be referred to as “Health 
Homes”. AMA also plans to add Hepatitis C as a diagnosis.

The lead Health Home entity is a non profit organization that provides care coordination and transitional care services to 
recipients.  Additionally, this entity coordinates health home services with the Health Care Team of Providers including PMPs, 
FQHCs, RHCs, Alabama Dept of Public Health (ADPH), and Community Mental Health Centers (CMHCs) to provide care 
coordination, intense case management, transitional care services and medical management of Health Home recipients.  The 
Health Homes will continue to operate under the 1932a authority and Section 2703 of the Patient Protections and the Affordable 
Care Act.

The State will continue its goals of the original SPA to coordinate with providers in the region and ensure that best practices are 
being followed in relation to management of chronic diseases; provide care management for health home recipients who are 
unstable to improve the management of chronic disease or other populations identified by Medicaid; facilitate care between 
primary care providers and the certified CMHCs, Substance Abuse (SA) providers, or other behavioral health providers for 
Health Home recipients; and implement initiatives to address Health Home Core Measures. 

  The Team of Health Care Professionals to provide these services include Physicians, Nurse Care Coordinators, Social 
Workers, Behavioral Health Professionals, Substance Abuse Providers, ADPH, CMHCs, FQHCs, RHCs, and Pharmacists.

Federal Budget Impact
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Federal Fiscal Year Amount

First Year 2015 $ 15191733.00

Second Year 2016 $ 31720188.00

Federal Statute/Regulation Citation
Affordable Care Act of 2010, Section 2703

Governor's Office Review

 No comment.

 Comments received.
Describe:

 No response within 45 days.

 Other.
Describe:
Governor's designee on file via letter with CMS.

Transmittal Number: AL-14-0001 Supersedes Transmittal Number: AL-12-011 Proposed Effective Date: Apr 1, 2015 Approval Date: 

Transmittal Number: AL-14-0001 Supersedes Transmittal Number: AL-12-011 Proposed Effective Date: Apr 1, 2015 Approval Date: 
Attachment 3.1-H Page Number: 2

Submission - Public Notice

Indicate whether public notice was solicited with respect to this submission.

 Public notice was not required and comment was not solicited

 Public notice was not required, but comment was solicited

 Public notice was required, and comment was solicited

Indicate how public notice was solicited:

Newspaper Announcement

Publication in State's administrative record, in accordance with the administrative procedures 
requirements.

Date of Publication:
08/29/2014 (mm/dd/yyyy)

Email to Electronic Mailing List or Similar Mechanism.
Date of Email or other electronic notification:

Page 3 of 49Application print HHS AL.1281.R00.00 - Apr 01, 2015

03/10/2015https://wms-mmdl.cdsvdc.com/MMDL/faces/protected/hhs/h01/print/PrintSelector.jsp

H3LA
Typewritten Text

H3LA
Typewritten Text

H3LA
Typewritten Text
03-04-15



(mm/dd/yyyy)
Description:

Website Notice
Select the type of website:

Website of the State Medicaid Agency or Responsible Agency
Date of Posting:

(mm/dd/yyyy)
Website URL:

Website for State Regulations
Date of Posting:

(mm/dd/yyyy)
Website URL:

Other

Public Hearing or Meeting

Other method

Indicate the key issues raised during the public notice period:(This information is optional)

Access
Summarize Comments

Summarize Response

Quality
Summarize Comments

Summarize Response
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Cost
Summarize Comments

Summarize Response

Payment methodology
Summarize Comments

Summarize Response

Eligibility
Summarize Comments

Summarize Response

Benefits
Summarize Comments

Summarize Response

Service Delivery
Summarize Comments
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Summarize Response

Other Issue

Transmittal Number: AL-14-0001 Supersedes Transmittal Number: AL-12-011 Proposed Effective Date: Apr 1, 2015 Approval Date: 

Transmittal Number: AL-14-0001 Supersedes Transmittal Number: AL-12-011 Proposed Effective Date: Apr 1, 2015 Approval Date: 
Attachment 3.1-H Page Number: 3

Submission - Tribal Input

One or more Indian health programs or Urban Indian Organizations furnish health care services in this State.

This State Plan Amendment is likely to have a direct effect on Indians, Indian health programs or Urban Indian 
Organizations.

The State has solicited advice from Tribal governments prior to submission of this State Plan Amendment.

Complete the following information regarding any tribal consultation conducted with respect to this submission:

Tribal consultation was conducted in the following manner:

Indian Tribes

Indian Tribes
Name of Indian Tribe:
Porch Creek Indian Tribe
Date of consultation:
01/02/2014 (mm/dd/yyyy)
Method/Location of consultation:
A letter was sent by certified mail and by e mail requesting comments within 30 days of receipt 
of letter.  No comments were received.

Indian Health Programs

Urban Indian Organization

Indicate the key issues raised in Indian consultative activities:

Access
Summarize Comments

Summarize Response
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Quality
Summarize Comments

Summarize Response

Cost
Summarize Comments

Summarize Response

Payment methodology
Summarize Comments

Summarize Response

Eligibility
Summarize Comments

Summarize Response
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Benefits
Summarize Comments

Summarize Response

Service delivery
Summarize Comments

Summarize Response

Other Issue

Transmittal Number: AL-14-0001 Supersedes Transmittal Number: AL-12-011 Proposed Effective Date: Apr 1, 2015 Approval Date: 

Transmittal Number: AL-14-0001 Supersedes Transmittal Number: AL-12-011 Proposed Effective Date: Apr 1, 2015 Approval Date: 
Attachment 3.1-H Page Number: 4

Submission - SAMHSA Consultation

The State provides assurance that it has consulted and coordinated with the Substance Abuse and Mental Health Services 
Administration (SAMHSA) in addressing issues regarding the prevention and treatment of mental illness and substance 
abuse among eligible individuals with chronic conditions.

Date of Consultation
Date of consultation:
09/10/2014 (mm/dd/yyyy)

Transmittal Number: AL-14-0001 Supersedes Transmittal Number: AL-12-011 Proposed Effective Date: Apr 1, 2015 Approval Date: 
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Attachment 3.1-H Page Number: 5
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Health Homes Population Criteria and Enrollment

Population Criteria

The State elects to offer Health Homes services to individuals with:

Two or more chronic conditions

Specify the conditions included:

Mental Health Condition
Substance Abuse Disorder
Asthma
Diabetes
Heart Disease
BMI over 25

Other Chronic Conditions

Cancer

Cardiovascular Disease

Chronic Obstructive Pulmonary Disease

Hepatitis C Virus

HIV

Sickle Cell Anemia

Transplants

One chronic condition and the risk of developing another

Specify the conditions included:

Mental Health Condition
Substance Abuse Disorder
Asthma
Diabetes
Heart Disease
BMI over 25

Other Chronic Conditions

Specify the criteria for at risk of developing another chronic condition:
Alabama will identify individuals with a chronic condition on a monthly basis through analysis of Medicaid claims data for 
the previous 18 months.    However, Transplants will be identified with a look back of Medicaid claims data for five years 
rather than 18 months.  HIV will have a look back of Medicaid claims data of 18 months on the basis for identification 
medications. In addition, the PMP or local hospital may refer a patient for enrollment.

One or more serious and persistent mental health condition

Specify the criteria for a serious and persistent mental health condition:
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Individuals with a Serious and Persistent Mental Health Condition (SPMH) and Mental Health Condition include mental 
diseases or mental disorders, such as various psychiatric conditions, usually characterized by impairment of an individual’s 
normal cognitive, emotional, or behavioral functioning, and caused by physiological or psychosocial factors.  Diagnoses 
include schizophrenia and other psychotic disorders, mood disorders, anxiety disorders, attention deficit disorders 
(ADD/ADHD) and other disorders of childhood or adolescents.  Analysis of the Medicaid claims data will be reviewed 
monthly with a look back to the previous 18 months.

Individuals with SPMH, a mental health condition or a substance use disorder (SA) will be identified based on 
claims/payment data from Medicaid and/or the Alabama Department of Mental Health (ADMH).  Analysis of the Medicaid 
claims/ADMH payment data will be reviewed monthly with a look back to the previous 18 months. The Executive Director 
or his/her Quality Care Manager of the Health Home review lists with the Community Mental Health Centers (CMHCs) 
and SA providers to identify individuals who could benefit from care management and support.  State contracts with PMPs 
and Health Homes for the Patient 1st Program require PMPs and Health Homes to integrate bi-directional access and 
referrals between CMHCs and SA Providers, and the PMPs and Health Homes.

Geographic Limitations

Health Homes services will be available statewide

Describe statewide geographical phase in/expansion. This should include dates and corresponding geographical areas that 
bring the program statewide.
July 1, 2012:  Tuscaloosa, Fayette, Pickens, Greene, Hale, Sumter, Lamar, Bibb, Lee, Chambers, Tallapoosa, Coosa, 
Bullock, Russell, Macon, Limestone, Morgan, Cullman, Madison, Washington and Mobile Counties
April 1, 2015:  Colbert, Franklin, Jackson, Lauderdale, Lawrence, Marshall, Blount, Calhoun, Cherokee, Chilton, Clay, 
Cleburne, Dekalb, Etowah, Jefferson, Randolph, St. Clair, Shelby, Talladega, Walker Choctaw, Marengo, Marion, Perry, 
Winston, Autauga, Barbour, Butler, Coffee, Covington, Crenshaw, Dale, Dallas, Elmore, Geneva, Henry, Houston, 
Lowndes, Montgomery, Pike, Wilcox, Baldwin, Clarke, Conecuh, Escambia, and Monroe Counties

If no, specify the geographic limitations:

 By county

Specify which counties:

 By region

Specify which regions and the make-up of each region:

 By city/municipality

Specify which cities/municipalities:
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 Other geographic area

Describe the area(s):

Enrollment of Participants

Participation in a Health Homes is voluntary. Indicate the method the State will use to enroll eligible Medicaid 
individuals into a Health Home:

 Opt-In to Health Homes provider

Describe the process used:
Individuals eligible for health home services have the option to select amongst the Patient 1st Primary Medicaid 
Providers (PMPs), who are the state’s designated PMPs and provide the comprehensive care management.  Upon 
selection of the Patient 1st PMP, the eligible individual will be assigned to the Health Home to which the PMP has a 
contract. Individuals eligible for health home services have the option to select amongst the Patient 1st PMPs and may 
change providers at any time.  Under the provisions of the SPA, enrollment into Patient 1st for purposes of the Health 
Home services is voluntary. 

In addition to the Health Homes, who can serve all individuals with chronic conditions, the local CMHC is the 
designated provider for individuals who are eligible for Health Homes services based on a mental health (MH) 
designation, while the SA provider is the designated Health Home provider based on an SA designation.  Individuals 
with a MH condition will be assigned a care manager from the CMHC when appropriate, but may choose to change 
care managers within the CMHC.  Individuals with an SA condition will be assigned a care manager from the SA 
Provider when appropriate, but may choose to change care managers within the SA Providers.
Health Homes must provide and maintain on file documentation that an enrollee has consented to participate in a 
Health Home.

 Automatic Assignment with Opt-Out of Health Homes provider

Describe the process used:

The State provides assurance that it will clearly communicate the opt-out option to all individuals assigned 
to a Health Home under an opt-out process and submit to CMS a copy of any letter or other 
communication used to inform such individuals of their right to choose.

 Other

Describe:

The State provides assurance that eligible individuals will be given a free choice of Health Homes providers.
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The State provides assurance that it will not prevent individuals who are dually eligible for Medicare and Medicaid 
from receiving Health Homes services.

The State provides assurance that hospitals participating under the State Plan or a waiver of such plan will be 
instructed to establish procedures for referring eligible individuals with chronic conditions who seek or need 
treatment in a hospital emergency department to designated Health Homes providers.

The State provides assurance that it will have the systems in place so that only one 8-quarter period of enhanced 
FMAP for each Health Homes enrollee will be claimed. Enhanced FMAP may only be claimed for the first eight 
quarters after the effective date of a Health Homes State Plan Amendment that makes Health Home Services 
available to a new population, such as people in a particular geographic area or people with a particular chronic 
condition.

The State assures that there will be no duplication of services and payment for similar services provided under other 
Medicaid authorities.

Transmittal Number: AL-14-0001 Supersedes Transmittal Number: AL-12-011 Proposed Effective Date: Apr 1, 2015 Approval Date: 

Transmittal Number: AL-14-0001 Supersedes Transmittal Number: AL-12-011 Proposed Effective Date: Apr 1, 2015 Approval Date: 
Attachment 3.1-H Page Number: 6

Health Homes Providers

Types of Health Homes Providers

Designated Providers
Indicate the Health Homes Designated Providers the State includes in its program and the provider qualifications 
and standards:

Physicians
Describe the Provider Qualifications and Standards:

Clinical Practices or Clinical Group Practices
Describe the Provider Qualifications and Standards:

Rural Health Clinics
Describe the Provider Qualifications and Standards:

Community Health Centers
Describe the Provider Qualifications and Standards:
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Community Mental Health Centers
Describe the Provider Qualifications and Standards:

Home Health Agencies
Describe the Provider Qualifications and Standards:

Other providers that have been determined by the State and approved by the Secretary to be qualified as a 
health home provider:

Case Management Agencies
Describe the Provider Qualifications and Standards:

Community/Behavioral Health Agencies
Describe the Provider Qualifications and Standards:

Federally Qualified Health Centers (FQHC)
Describe the Provider Qualifications and Standards:

Other (Specify)

Teams of Health Care Professionals
Indicate the composition of the Health Homes Teams of Health Care Professionals the State includes in its program. 
For each type of provider indicate the required qualifications and standards:

Physicians
Describe the Provider Qualifications and Standards:
• PMPs must have contracts with the Alabama Medicaid Agency (AMA) and sign agreements with Health Homes 
addressing core competencies;  
• Provide quality-driven, cost-effective, culturally appropriate, and person- and family-centered Health Home 
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services;
• Coordinate and provide access to high-quality health care services informed by evidence-based clinical practice 
guidelines;
• Coordinate and provide access to preventive and health promotion services, including prevention of mental illness
and substance use disorders;
• Coordinate and provide access to comprehensive care management, care coordination, and transitional care across 
settings.  Coordinate and provide access to chronic disease management, including self-management support to 
individuals and their families;
• Coordinate and provide access to individual and family supports, including referral to community, social support, 
and recovery services;
• Coordinate and provide access to long-term care supports and services;
• Develop a person-centered care plan for each individual that coordinates and integrates all of his or her clinical 
and non-clinical health-care related needs and services;
• Demonstrate a capacity to use health information technology (HIT)to link services, facilitate communication 
among team members and between the health team and individual and family caregivers, and provide feedback to 
practices, as feasible and appropriate; and
• Establish a continuous quality improvement program, and collect and report on data that permits an evaluation of 
increased coordination of care and chronic disease management on individual-level clinical outcomes, experience of
care outcomes, and quality of care outcomes at the population level.

Nurse Care Coordinators
Describe the Provider Qualifications and Standards:
Nurse Care Coordinators will be utilized in care coordination, transitional care and quality care.  They must have a 
minimum of a BSN degree and maintain a current license.
• Must ensure that care is person-centered, culturally competent and linguistically capable;
• Provide quality-driven, cost-effective, culturally appropriate, and person- and family-centered Health Home 
services;
• Coordinate and provide access to high-quality health care services informed by evidence-based clinical practice 
guidelines;
• Coordinate and provide access to preventive and health promotion services, including prevention of mental illness 
and substance use disorders;
• Coordinate and provide access to comprehensive care management, care coordination, and transitional care across 
settings.  Transitional care includes appropriate follow-up from inpatient to other settings, such as participation in 
discharge planning and facilitating transfer from a pediatric to an adult system of health care;
• Coordinate and provide access to chronic disease management, including self-management support to individuals 
and their families;
• Coordinate and provide access to individual and family supports, including referral to community, social support, 
and recovery services;
• Coordinate and provide access to long-term care supports and services;
• Develop a person-centered care plan for each individual that coordinates and integrates all of his or her clinical 
and non-clinical health-care related needs and services;

Nutritionists
Describe the Provider Qualifications and Standards:

Social Workers
Describe the Provider Qualifications and Standards:
Social Workers are utilized in care coordination and quality care.  They must have at a minimum a Bachelor's 
degree in Social Work from an accredited school of social work and maintain a current license.
Must ensure that care is person-centered, culturally competent and linguistically capable;
• Provide quality-driven, cost-effective, culturally appropriate, and person- and family-centered Health Home 
services;
• Coordinate and provide access to high-quality health care services informed by evidence-based clinical practice 
guidelines;
• Coordinate and provide access to preventive and health promotion services, including prevention of mental illness 
and substance use disorders;
• Coordinate and provide access to comprehensive care management, care coordination, and transitional care across 
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settings.  Transitional care includes appropriate follow-up from inpatient to other settings, such as participation in 
discharge planning and facilitating transfer from a pediatric to an adult system of health care;
• Coordinate and provide access to chronic disease management, including self-management support to individuals 
and their families;
• Coordinate and provide access to individual and family supports, including referral to community, social support, 
and recovery services;
• Coordinate and provide access to long-term care supports and services;
• Develop a person-centered care plan for each individual that coordinates and integrates all of his or her clinical 
and non-clinical health-care related needs and services;

Behavioral Health Professionals
Describe the Provider Qualifications and Standards:
Behavioral Health Nurses musthave a minimum of a BSN degree, maintain a current license, have experience in the 
behavioral health field and the following:
• Must ensure that care is person-centered, culturally competent and linguistically capable;
• Provide quality-driven, cost-effective, culturally appropriate, and person- and family-centered Health Home 
services;
• Coordinate and provide access to high-quality health care services informed by evidence-based clinical practice 
guidelines;
• Coordinate and provide access to preventive and health promotion services, including prevention of mental illness 
and substance use disorders;
• Coordinate and provide access to comprehensive care management, care coordination, and transitional care across 
settings.  Transitional care includes appropriate follow-up from inpatient to other settings, such as participation in 
discharge planning and facilitating transfer from a pediatric to an adult system of health care;
• Coordinate and provide access to chronic disease management, including self-management support to individuals 
and their families;
• Coordinate and provide access to individual and family supports, including referral to community, social support, 
and recovery services;
• Coordinate and provide access to long-term care supports and services;
• Develop a person-centered care plan for each individual that coordinates and integrates all of his or her clinical 
and non-clinical health-care related needs and services;

Other (Specify)

Provider
Name:

Alabama Department of Public Health (ADPH)
Provider Qualifications and Standards:
• ADPH must meet all state qualifications;
• Sign a contract with AMA and be assigned a Medicaid Provider ID. Staff are required to 
have documented work experience with the population, an administrative capacity to insure 
quality of services in accordance with state and federal requirements, a functional financial 
management system that provides documentation of services and costs, capacity to 
document and maintain individual case records in accordance with state and federal 
requirements, demonstrated ability to assure a referral process consistent with Section 
1092a(23) of the Social Security Act, allow freedom of choice of provider within their 
organization, and have a demonstrated capacity to meet the care management service needs 
of the target population they are serving; 
• Individual care managers must have a minimum of a BSN or Bachelor’s Degree in Social 
Work and appropriate license.

Name:
Community Mental Health Centers
Provider Qualifications and Standards:
• CMHCs must be certified by the Alabama Department of Mental Health (ADMH)
• Meet all state qualifications;
• Sign a contract with AMA and be assigned a Medicaid Provider ID. Staff are required to 
have documented work experience with the population, an administrative capacity to insure 
quality of services in accordance with state and federal requirements, a functional financial 
management system that provides documentation of services and costs, capacity to 
document and maintain individual case records in accordance with state and federal 
requirements, demonstrated ability to assure a referral process consistent with Section 
1092a(23) of the Social Security Act, allow freedom of choice of provider within their 
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Provider
organization, and have a demonstrated capacity to meet the care management service needs 
of the target population they are serving;
• Individual care managers must have a minimum of a BSN or Bachelor’s Degree in Social 
Work and appropriate license.

Name:
Federal Qualified Health Centers (FQHCs)
Provider Qualifications and Standards:
• FQHCs must meet all state and federal qualifications
• Sign agreements with the Health Homes that address core competencies.  
• Must ensure that care is person-centered, culturally competent and linguistically capable;
• Coordinate and provide access to high-quality health care services informed by evidence-
based clinical practice guidelines;
• Coordinate and provide access to preventive and health promotion services, including 
prevention of mental illness and substance use disorders;
• Coordinate and provide access to comprehensive care management, care coordination, 
and transitional care across settings.  Coordinate and provide access to chronic disease 
management, including self-management support to individuals and their families;
• Coordinate and provide access to individual and family supports, including referral to 
community, social support, and recovery services;

Coordinate and provide access to long-term care supports and services;

• Develop a person-centered care plan for each individual that coordinates and integrates 
all of his or her clinical and non-clinical health-care related needs and services;
• Demonstrate a capacity to use health information technology to link services, facilitate 
communication among team members and between the health team and individual and 
family caregivers, and provide feedback to practices, as feasible and appropriate; and
• Establish a continuous quality improvement program, and collect and report on data that 
permits an evaluation of increased coordination of care and chronic disease management on 
individual-level clinical outcomes, experience of care outcomes, and quality of care 
outcomes at the population level.

Name:
Pharmacists
Provider Qualifications and Standards:
A Clinical Pharmacist must have a minimum of a Pharm.D. Degree and formal residency 
training or equivalent clinical experience (minimum of three calendar years) to work in 
concert with the Health Home leadership.
A Network Pharmacist must have a current Alabama Pharmacy license in good standing.

Name:
Rural Health Clinics (RHCs)
Provider Qualifications and Standards:
• RHCs must meet all state and federal qualifications;
• Sign agreements with the Health Homes that address core competencies;  
• Must ensure that care is person-centered, culturally competent and linguistically capable;
• Coordinate and provide access to high-quality health care services informed by evidence-
based clinical practice guidelines;
• Coordinate and provide access to preventive and health promotion services, including 
prevention of mental illness and substance use disorders;
• Coordinate and provide access to comprehensive care management, care coordination, 
and transitional care across settings
• Coordinate and provide access to chronic disease management, including self-
management support to individuals and their families;
• Coordinate and provide access to individual and family supports, including referral to 
community, social support, and recovery services;
• Coordinate and provide access to long-term care supports and services;
• Develop a person-centered care plan for each individual that coordinates and integrates 
all of his or her clinical and non-clinical health-care related needs and services;
• Demonstrate a capacity to use HIT to link services, facilitate communication among team 
members and between the health team and individual and family caregivers, and provide 
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Provider
feedback to practices, as feasible and appropriate; and
• Establish a continuous quality improvement program, and collect and report on data that 
permits an evaluation of increased coordination of care and chronic disease management on 
individual-level clinical outcomes, experience of care outcomes, and quality of care 
outcomes at the population level.

Name:
Substance Abuse (SA) Providers
Provider Qualifications and Standards:
• SA Providers must be certified by the Alabama Department of Mental Health (ADMH);
• Meet all state qualifications;
• Sign a contract with AMA and be assigned a Medicaid Provider ID;
• Staff are required to have documented work experience with the population, an 
administrative capacity to insure quality of services in accordance with state and federal 
requirements, a functional financial management system that provides documentation of 
services and costs, capacity to document and maintain individual case records in 
accordance with state and federal requirements, demonstrated ability to assure a referral 
process consistent with Section 1092a(23) of the Social Security Act, allow freedom of 
choice of provider within their organization, and have a demonstrated capacity to meet the 
care management service needs of the target population they are serving; 
• Individual care managers must have a minimum of a BSN or Bachelor’s Degree in Social 
Work and appropriate license.

Health Teams
Indicate the composition of the Health Homes Health Team providers the State includes in its program, pursuant to 
Section 3502 of the Affordable Care Act, and provider qualifications and standards:

Medical Specialists
Describe the Provider Qualifications and Standards:

Nurses
Describe the Provider Qualifications and Standards:

Pharmacists
Describe the Provider Qualifications and Standards:

Nutritionists
Describe the Provider Qualifications and Standards:

Page 17 of 49Application print HHS AL.1281.R00.00 - Apr 01, 2015

03/10/2015https://wms-mmdl.cdsvdc.com/MMDL/faces/protected/hhs/h01/print/PrintSelector.jsp



Dieticians
Describe the Provider Qualifications and Standards:

Social Workers
Describe the Provider Qualifications and Standards:

Behavioral Health Specialists
Describe the Provider Qualifications and Standards:

Doctors of Chiropractic
Describe the Provider Qualifications and Standards:

Licensed Complementary and Alternative Medicine Practitioners
Describe the Provider Qualifications and Standards:

Physicians' Assistants
Describe the Provider Qualifications and Standards:

Supports for Health Homes Providers 
Describe the methods by which the State will support providers of Health Homes services in addressing the following 
components: 

1. Provide quality-driven, cost-effective, culturally appropriate, and person- and family-centered Health Homes 
services,

2. Coordinate and provide access to high-quality health care services informed by evidence-based clinical practice 
guidelines,

3. Coordinate and provide access to preventive and health promotion services, including prevention of mental illness 
and substance use disorders,

4. Coordinate and provide access to mental health and substance abuse services,
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5. Coordinate and provide access to comprehensive care management, care coordination, and transitional care 
across settings. Transitional care includes appropriate follow-up from inpatient to other settings, such as 
participation in discharge planning and facilitating transfer from a pediatric to an adult system of health care,

6. Coordinate and provide access to chronic disease management, including self-management support to individuals 
and their families,

7. Coordinate and provide access to individual and family supports, including referral to community, social support, 
and recovery services,

8. Coordinate and provide access to long-term care supports and services,
9. Develop a person-centered care plan for each individual that coordinates and integrates all of his or her clinical 

and non-clinical health-care related needs and services:
10. Demonstrate a capacity to use health information technology to link services, facilitate communication among 

team members and between the health team and individual and family caregivers, and provide feedback to 
practices, as feasible and appropriate:

11. Establish a continuous quality improvement program, and collect and report on data that permits an evaluation 
of increased coordination of care and chronic disease management on individual-level clinical outcomes, 
experience of care outcomes, and quality of care outcomes at the population level.

Description:
Health Home Providers are required to have a documented work experience with the target population; an administrative 
capacity to insure quality of services in accordance with state and federal requirements; capacity to document and maintain 
individual case records in accordance with state and federal requirements; demonstrated ability to assure a referral process 
consistent with Section 1902a(23) of the Social Security Act; allow for free choice of provider; and demonstrated capacity 
to meet the care management service needs of the target population they are serving.  Additionally, Health Homes are 
required to have an identified member of the team with behavioral health knowledge/expertise to work with the local 
CMHC and SA providers and include them in their management meetings.

Health Homes will continue the care coordination and transitional care program of qualified staff to meet the needs of 
patients with chronic conditions to improve medical management, transition from an inpatient or residential setting to the 
community, and integrate medical and behavioral health care.  A person-centered, holistic care plan is developed and 
integrates all clinical and non-clinical health-care related needs and services.  

Health Homes must use information technology systems and processes to integrate and share elements such as 
demographic data, enrollment data, assessment results, care plans, case notes, claims and pharmacy data.  This system must 
be linked to other databases, systems and the centralized Health Home recipient record that the Health Home uses to 
maintain information about the recipient.  The goal is to integrate the recipient’s information in a meaningful way to 
facilitate care coordination.  

In order to ensure the delivery of quality health home services, the Alabama Medicaid Agency (AMA) provides state 
learning activities for health home providers through regularly scheduled meetings.

Provider Infrastructure 
Describe the infrastructure of provider arrangements for Health Homes Services. 
Attachment:  "Alabama Health Home Care Coordination Model" explains the process for recipients receiving health home 
services.

The Health Home Services in Alabama are provided by a team of health care professionals from different agencies and 
health care providers to assure that Health Home recipients are receiving the six core elements of Health Homes.  The lead 
Health Home Entity, currently called Patient Care Network of Alabama coordinates these services to assure that patients 
are identified and services are provided without duplication.  This organization contracts with PMPs as part of the team, 
and has developed a relationship with FQHCs, RHCs, ADPH, and CMHCs in order to fulfill these goals.  The Health 
Home Entity receives a PMPM for their coordination of these services, leading the medical management/ quality 
improvement initiatives of the team of health care professionals, as well as care coordination and transitional care 
services.  Staff hired by the lead Health Home Entity to provide services under this PMPM rate include social workers, 
nurses, pharmacists, and a medical director.  The Health Home Entity does not pay a fee to any organization, agency, or 
PMP for services.  

Eligible Team of Health Care Professionals include: Categories of physicians that are authorized under the Alabama 
Medicaid State Plan as PMP include physicians, Federally Qualified Health Centers (FQHCs) and Rural Health Clinics 
(RHCs).  PMPs have direct responsibility to provide comprehensive care management services in coordination with a team 
of health care professionals who provide the care coordination under the SPA.  “Eligible Team of Health Care 
Professionals” authorized to provide care coordination under SPA include Health Home Care Coordinators, ADPH, and 
ADMH contracted CMHCs and SA providers.  Health Home staff include a medical director, pharmacist, and a nurse or 
social work care coordinator. 

Page 19 of 49Application print HHS AL.1281.R00.00 - Apr 01, 2015

03/10/2015https://wms-mmdl.cdsvdc.com/MMDL/faces/protected/hhs/h01/print/PrintSelector.jsp



Health Homes are required to have an identified member of their team with behavioral health knowledge/expertise to work 
with the local CMHC and SA provider and include them in their management meetings.  PMPs and Health homes are 
contractually required to partner with CMHCs. 

Services provided by the Health Homes include:
• Comprehensive Care Management: PMPs, which include physicians, FQHCs, and RHCs will provide comprehensive care
management by identifying high-risk individuals with chronic conditions and/or a mental health condition to refer for 
transitional care, care coordination, or other needed services to manage their conditions; outreach services to plan and 
communicate with other primary specialty care providers regarding patient’s care; develop a comprehensive health plan 
informed by the patient, which integrates care across various systems (MH/SA/Primary Care); and clarify and 
communicate the patient’s preferences to all involved providers while assuring timely delivery of services.
• Care Coordination:  Care Coordination services are provided by Nurse or Social Work Care Coordinators and Behavioral 
Health Nurses employed by Health Homes, Community Mental Health Centers (CMHC), or Alabama Department of 
Public Health (ADPH).  Health Home recipients identified with MH/SA diagnoses, or with public health needs receive care 
coordination from the appropriate agencies.  The recipient may change care coordinators by choice at any time within the 
CMHC, ADPH, or Health Home to best serve their needs.  Care coordination is an enrollee-centered, assessment-based 
interdisciplinary approach to integrating health care and social support services in which an individual’s needs and 
preferences are assessed, a comprehensive care plan developed, and services managed, monitored and reassessed as needed 
by an identified care coordinator following evidence-based standards of care to the degree possible.  In addition to the core 
elements of care coordination, the care coordinator provides disease management education, medication reconciliation, 
facilitation of sub-specialty referrals, transitional care interventions, works to ensure appropriate level of care is being 
provided and unnecessary emergency department visits are avoided, as well as providing education to patients about the 
importance of a medical home.
• Health Promotion:  Health promotion is considered a key component in managing chronic diseases and is provided by the 
team of Health Care Professionals including physicians, FQHCs, RHCs, Social Workers, Nurses, Behavioral Health, 
Pharmacists, and Public Health.  Information is provided to the health home recipient and reinforced through care 
management, care coordination, and transitional care in order to prevent adverse outcomes.
• Comprehensive transitional care/ follow-up:  Comprehensive transitional care is led by a transitional care nurse or 
behavioral health nurse, but may include a multidisciplinary team of physicians, social workers, and pharmacists to assist 
the recipient in safe transitioning of care to the next most appropriate level including movement from inpatient to a nursing 
facility or home setting.  Health home recipients are identified through claims or inpatient facilities and screened for 
services.  The transitional care nurse or team explains health home services to the recipient.  If the patient chooses to 
receive transitional care services, an assessment of the patient’s health and psychosocial needs is completed and a care plan 
developed in order to assist the patient in transitioning to a new level of care.  Follow up services are provided in the home 
or new residential setting by the appropriate health care team member.  Care Coordination services may begin 
simultaneously or following the transitional care services depending on the recipient’s needs.
• Patient and family support:  Services are provided by all health care team members to provide the patient and family with 
needed education, information, and resources in order to better manage their chronic conditions.
• Referral to community and social support services:  The PMPs, social workers, and nurses identify needs of the patients 
through their assessments and refer to needed services based on those needs.

Provider Standards 
The State's minimum requirements and expectations for Health Homes providers are as follows:
The Alabama Health Home model of service delivery will operate under a “whole-person” approach to care within a 
culture of continuous quality improvement that looks at all the needs of the person and does not compartmentalize aspects 
of the person, his or her health, or his or her well-being.  Providers of Health Home services will use a person-centered 
planning approach to identifying needed services and supports, providing care and linkages to care that address all of the 
clinical and non-clinical care needs of an individual. Members of the “Health Home Team of Health Care Professionals”:
1. Must be registered with the State, required to meet state qualifications, and have been provided a state assigned Medicaid
Provider ID;
2. Must ensure that care is person-centered, culturally competent and linguistically capable;
3. Provide quality-driven, cost-effective, culturally appropriate, and person- and family-centered health home services;
4. Coordinate and provide access to high-quality health care services informed by evidence-based clinical practice 
guidelines;
5. Coordinate and provide access to preventive and health promotion services, including prevention of mental illness and 
substance use disorders;
6. Coordinate and provide access to comprehensive care management, care coordination, and transitional care across 
settings.  Transitional care includes appropriate follow-up from inpatient to other settings, such as participation in 
discharge planning and facilitating transfer from a pediatric to an adult system of health care;
7. Coordinate and provide access to chronic disease management, including self-management support to individuals and 
their families;
8. Coordinate and provide access to individual and family supports, including referral to community, social support, and 
recovery services;
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9. Coordinate and provide access to long-term care supports and services;
10. Develop a person-centered care plan for each individual that coordinates and integrates all of his or her clinical and non
-clinical health-care related needs and services;
11. Demonstrate a capacity to use health information technology to link services, facilitate communication among team 
members and between the health team and individual and family caregivers, and provide feedback to practices, as feasible 
and appropriate; and
12. Establish a continuous quality improvement program, and collect and report on data that permits an evaluation of 
increased coordination of care and chronic disease management on individual-level clinical outcomes, experience of care 
outcomes, and quality of care outcomes at the population level.
PMPs and Health Home: The following Alabama standards, which may be met on-site or through coordination and/or 
offering of these services through partnerships with or in the surrounding community, are addressed through a contract 
between the State and the Patient 1st PMP and Health Home, and in the contract between the Health Home and their 
providers.  PMPs and Health Homes must sign agreements with the State and each other.  Alabama standards may be 
amended as necessary and appropriate.  Standards include:
1. Capacity to provide access to care that includes an in-person, afterhours and telephone.  The PMP must provide voice-to-
voice access to medical advice and care for enrollees 24 hours a day 7 days a week.
2. Ability to provide comprehensive whole person care that includes a comprehensive health care assessment (including 
mental health and substance use), coordination and access to preventive and health promotion services, including 
prevention of mental illness and substance use disorders, medical and health care services informed by evidence-based 
clinical practice guidelines, mental health, substance abuse, and developmental services, and chronic disease management, 
including self-management support to individuals and their families, and interventions.
3. Ability to provide continuous personal clinician assignment and clinician care, organization of clinical information, 
clinical information exchange and specialized care settings.
4. Capability to coordinate and integrate that includes a capacity for population data management; to use health information 
technology (HIT); to develop a comprehensive health plan for each individual that coordinates and integrates clinical and 
non-clinical health-care related needs and services; for test and result tracking; to coordinate and provide access to Health 
Homes and provide comprehensive care management (PMPs), care management (Health Homes), and transitional care 
across settings (Health Homes and PMPs), and to coordinate and provide access to long-term care supports and services 
and end of life planning.
5. Capacity to provide culturally appropriate, and person-and family-centered health home services, coordinate and provide 
access to individual and family supports, including referral to community, social support, and recovery services, and 
provide a positive experience of care.
Contract Requirements:
1. PMPs must have contracts with AMA and the local Health Home.  PMPs must sign agreements that address core 
competencies.  Integration and coordination of services for individuals with MH and/or SA shall be addressed in all 
contracts (PMP and Health Home), including the requirement for ongoing processes with community providers and other 
community agencies to coordinate the planning and provision of care management.  Alabama standards, which may be met 
onsite or through coordination and/or offering of these services through partnerships with or in the surrounding community, 
are addressed through a contract between the State and Patient 1st PMP and the Health Home and in the contract between 
the Patient 1st,  Health Home and their providers.  PMPs and Health Homes must sign agreements with the state and each 
other.  Alabama standards may be amended as necessary and appropriate.
2. Health Homes must sign agreements that address core competencies.  Integration and coordination of services for 
individuals with MH and/or SA is addressed in all contracts, including the requirement for ongoing processes with CMHCs 
and other community agencies to coordinate the planning and provision of care management. In addition, the Health Home 
team must include a care coordinator with expertise and/or knowledge in behavioral health who will serve as a liaison 
between the PMP and the CMHC and or SA provider.  
3. The CMHC will complete behavioral health screening (non-standardized) for Health Home recipients with substance use 
diagnoses and determines if individual is eligible for care management through the ADMH SA care management 
provider.  If not eligible, the individual is referred back to the PMP.  If the recipient is determined to be “unstable”, the 
Health Home is notified and the individual becomes eligible for care management services through the Health Home.
4. The ADPH provider completes screening (non-standardized) and determines if the individual is eligible for care 
management through ADPH Care management provider.  If not eligible, the individual is referred back to the PMP.  If 
“unstable”, the Health Home is notified and the individual becomes eligible for care management services through the 
Health Home.

Transmittal Number: AL-14-0001 Supersedes Transmittal Number: AL-12-011 Proposed Effective Date: Apr 1, 2015 Approval Date: 

Transmittal Number: AL-14-0001 Supersedes Transmittal Number: AL-12-011 Proposed Effective Date: Apr 1, 2015 Approval Date: 
Attachment 3.1-H Page Number: 7
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Health Homes Service Delivery Systems

Identify the service delivery system(s) that will be used for individuals receiving Health Homes services:

Fee for Service
PCCM

 PCCMs will not be a designated provider or part of a team of health care professionals. The State provides 
assurance that it will not duplicate payment between its Health Homes payments and PCCM payments.

 The PCCMs will be a designated provider or part of a team of health care professionals.

The PCCM/Health Homes providers will be paid based on the following payment methodology outlined in 
the payment methods section:

Fee for Service

Alternative Model of Payment (describe in Payment Methodology section)

Other
Description:

Requirements for the PCCM participating in a Health Homes as a designated provider or part of a team 
of health care professionals will be different from those of a regular PCCM.

If yes, describe how requirements will be different:

Risk Based Managed Care

 The Health Plans will not be a Designated Provider or part of a Team of Health Care Professionals. Indicate 
how duplication of payment for care coordination in the Health Plans' current capitation rate will be affected:

The current capitation rate will be reduced.

The State will impose additional contract requirements on the plans for Health Homes enrollees.

Provide a summary of the contract language for the additional requirements:
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Other

Describe:

 The Health Plans will be a Designated Provider or part of a Team of Health Care Professionals.
Provide a summary of the contract language that you intend to impose on the Health Plans in order to deliver 
the Health Homes services.

The State provides assurance that any contract requirements specified in this section will be 
included in any new or the next contract amendment submitted to CMS for review.

The State intends to include the Health Homes payments in the Health Plan capitation rate.

 Yes

The State provides an assurance that at least annually, it will submit to the regional office 
as part of their capitated rate Actuarial certification a separate Health Homes section 
which outlines the following:

• Any program changes based on the inclusion of Health Homes services in the health 
plan benefits

• Estimates of, or actual (base) costs to provide Health Homes services (including detailed 
a description of the data used for the cost estimates)

• Assumptions on the expected utilization of Health Homes services and number of 
eligible beneficiaries (including detailed description of the data used for utilization 
estimates)

• Any risk adjustments made by plan that may be different than overall risk adjustments
• How the final capitation amount is determined in either a percent of the total capitation 

or an actual PMPM

The State provides assurance that it will design a reporting system/mechanism to monitor 
the use of Health Homes services by the plan ensuring appropriate documentation of use 
of services.

The State provides assurance that it will complete an annual assessment to determine if the 
payments delivered were sufficient to cover the costs to deliver the Health Homes services 
and provide for adjustments in the rates to compensate for any differences found.

 No

Indicate which payment methodology the State will use to pay its plans:

Fee for Service
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Alternative Model of Payment (describe in Payment Methodology section)

Other
Description:

Other Service Delivery System:

Describe if the providers in this other delivery system will be a designated provider or part of the team of health care 
professionals and how payment will be delivered to these providers:

The State provides assurance that any contract requirements specified in this section will be included in any 
new or the next contract amendment submitted to CMS for review.

Transmittal Number: AL-14-0001 Supersedes Transmittal Number: AL-12-011 Proposed Effective Date: Apr 1, 2015 Approval Date: 

Transmittal Number: AL-14-0001 Supersedes Transmittal Number: AL-12-011 Proposed Effective Date: Apr 1, 2015 Approval Date: 
Attachment 3.1-H Page Number: 8

Health Homes Payment Methodologies

The State's Health Homes payment methodology will contain the following features:

Fee for Service

Fee for Service Rates based on:

Severity of each individual's chronic conditions

Describe any variations in payment based on provider qualifications, individual care needs, or the 
intensity of the services provided:

Some Health Home Recipients receive care coordination services through ADMH or ADPH based on their 
condition and needs, such as behavioral health, substance use disorders, or issues related to public 
health.  Since this is only a portion of the Health Home population, these providers are paid on a Fee for 
Service basis through AMA.

The Payment System for services for the Health Homes in Alabama:

Health Homes (Lead Entity):  PMPM of $9.50 monthly from AMA to coordinate services provided by the 
Team of Health Care Professionals to assure all six core services are provided, lead medical management 
meetings and Quality Initiatives, and provide care coordination and transitional care services.
Private PMPs:  PMPM of $8.50 monthly from AMA to coordinate and through the regional health home 
entity provide access to comprehensive care management, care coordination services, transitional care, 
health promotion, individual and family support, and referrals to community and social support 
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services.  Care coordination services are provided by the Health Home Entity, ADPH, and the CMHCs.  

FQHCs:  No additional payment provided.  The Providers at FQHCs coordinate and through the regional 
health home entity provide access to comprehensive care management, care coordination services, 
transitional care, health promotion, individual and family support, and referrals to community and social 
support services.  The more intensive, health home level of care coordination services are provided by the 
Health Home Entity, ADPH, and the CMHCs.

RHCs:  No payment provided at this time.  The Providers at RHCs coordinate and through the regional 
health home entity provide access to comprehensive care management, care coordination services, 
transitional care, health promotion, individual and family support, and referrals to community and social 
support services.  The more intensive, health home level of care coordination services are provided by the 
Health Home Entity, ADPH, and the CMHCs.

ADPH:  AMA directly pays Fee for Service on a fee schedule to provide Care Coordination Services to 
Health Home recipients by nurses and social workers.

CMHCs:  AMA directly pays Fee for Service on a fee schedule to provide Care Coordination Services to 
Health recipients by nurses and social workers.

All Health Home team members will be covered by the PMPM rate described in the Payment Methodology 
section with the exception of the FQHCs and RHCs.  Their current reimbursement under the prospective 
payment system includes compensation for management of those populations who meet the definition of a 
chronic health condition.  ADPH and ADMH will be reimbursed for health homes services when one of 
them serves as a care coordination provider.

Capabilities of the team of health care professionals, designated provider, or health team.

Describe any variations in payment based on provider qualifications, individual care needs, or the 
intensity of the services provided:

Other: Describe below.

Provide a comprehensive description of the rate-setting policies the State will use to establish Health Homes 
provider reimbursement fee-for-service rates. Explain how the methodology is consistent with the goals of 
efficiency, economy and quality of care. Within your description, please explain: the reimbursable unit(s) of 
service, the cost assumptions and other relevant factors used to determine the payment amounts, the 
minimum level of activities that the State agency requires for providers to receive payment per the defined 
unit, and the State's standards and process required for service documentation.

Per Member, Per Month Rates

Provide a comprehensive description of the rate-setting policies the State will use to establish Health Homes 
provider reimbursement fee for service or PMPM rates. Explain how the methodology is consistent with the 
goals of efficiency, economy and quality of care. Within your description, please explain: the reimbursable 
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unit(s) of service, the cost assumptions and other relevant factors used to determine the payment amounts, 
the minimum level of activities that the State agency requires for providers to receive payment per the 
defined unit, and the State's standards and process required for service documentation.
Private PMPs are provided a monthly payment of $8.50 if the following requirements are met:
1. The person is identified as meeting Health Home eligibility criteria on the State’s MMIS and in the Care 
Management Information System;
2. The person is enrolled as a Health Home member at the PMP; and
3. At a minimum each individual has received care management monitoring for treatment gaps or another health 
home service was provided that was documented in the Care Management Information System. The state will 
provide the Health Home on a monthly basis reports by individual that indicate potential gaps in service 
delivery.  The Health Home on a monthly basis must review each individual’s data and where there is a gap in 
service delivery, take appropriate action or request the PMP to take appropriate action or meet with the patient to 
assure the providers and/or patients are addressing the identified issue(s).

The Payment System for services for the Health Homes in Alabama:

Health Homes (Lead Entity):  PMPM of $9.50 monthly from AMA to coordinate services provided by the Team of 
Health Care Professionals to assure all six core services are provided, lead medical management meetings and 
Quality Initiatives, and provide care coordination and transitional care services.
Private PMPs:  PMPM of $8.50 monthly from AMA to coordinate and through the regional health home entity 
provide access to comprehensive care management, care coordination services, transitional care, health promotion, 
individual and family support, and referrals to community and social support services.  Care coordination services 
are provided by the Health Home Entity, ADPH, and the CMHCs.  

FQHCs:  No additional payment provided.  The Providers at FQHCs coordinate and through the regional health 
home entity provide access to comprehensive care management, care coordination services, transitional care, health 
promotion, individual and family support, and referrals to community and social support services.  The more 
intensive, health home level of care coordination services are provided by the Health Home Entity, ADPH, and the 
CMHCs.

RHCs:  No payment provided at this time.  The Providers at RHCs coordinate and through the regional health home 
entity provide access to comprehensive care management, care coordination services, transitional care, health 
promotion, individual and family support, and referrals to community and social support services.  The more 
intensive, health home level of care coordination services are provided by the Health Home Entity, ADPH, and the 
CMHCs.

ADPH:  AMA directly pays Fee for Service on a fee schedule to provide Care Coordination Services to Health 
Home recipients by nurses and social workers.

CMHCs:  AMA directly pays Fee for Service on a fee schedule to provide Care Coordination Services to Health 
recipients by nurses and social workers.

Incentive payment reimbursement

Provide a comprehensive description of incentive payment policies that the State will use to reimburse in 
addition to the unit base rates. Explain how the methodology is consistent with the goals of efficiency, 
economy and quality of care. Within your description, please explain: the incentives that will be reimbursed 
through the methodology, how the supplemental incentive payments are tied to the base rate activities, the 
criteria used to determine a provider's eligibility to receive the payment, the methodology used to determine 
the incentive payment amounts, and the frequency and timing through which the Medicaid agency will 
distribute the payments to providers. 

PCCM Managed Care (description included in Service Delivery section)

Risk Based Managed Care (description included in Service Delivery section)
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Alternative models of payment, other than Fee for Service or PM/PM payments (describe below)

Tiered Rates based on:

Severity of each individual's chronic conditions

Capabilities of the team of health care professionals, designated provider, or health team.

Describe any variations in payment based on provider qualifications, individual care needs, or the intensity 
of the services provided:

Rate only reimbursement

Provide a comprehensive description of the policies the State will use to establish Health Homes alternative 
models of payment. Explain how the methodology is consistent with the goals of efficiency, economy and quality 
of care. Within your description, please explain the nature of the payment, the activities and associated costs or 
other relevant factors used to determine the payment amount, any limiting criteria used to determine if a 
provider is eligible to receive the payment, and the frequency and timing through which the Medicaid agency will 
distribute the payments to providers.

Explain how the State will ensure non-duplication of payment for similar services that are offered through another 
method, such as 1915(c) waivers or targeted case management.
Alabama has taken care to ensure the reimbursement model is designed to only fund Health Home Services that are not covered 
by any of the currently available Medicaid funding mechanisms.

Through the screening assessment process with the enrollees, Health Home staff determine if similar services are being provided
under othe Medicaid authorities in order to prevent duplication of services.

The State provides assurance that all governmental and private providers are reimbursed according to the same rate 
schedule

The State provides assurance that it shall reimburse Health Homes providers directly, except when there are 
employment or contractual arrangements.

Transmittal Number: AL-14-0001 Supersedes Transmittal Number: AL-12-011 Proposed Effective Date: Apr 1, 2015 Approval Date: 

Transmittal Number: AL-14-0001 Supersedes Transmittal Number: AL-12-011 Proposed Effective Date: Apr 1, 2015 Approval Date: 
Attachment 3.1-H Page Number: 9

Submission - Categories of Individuals and Populations Provided Health Homes Services

The State will make Health Homes services available to the following categories of Medicaid participants:

Categorically Needy eligibility groups

Health Homes Services (1 of 2)
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Category of Individuals
CN individuals

Service Definitions 

Provide the State's definitions of the following Health Homes services and the specific activities performed 
under each service: 

Comprehensive Care Management 

Definition:
PMPs will provide comprehensive care management to all Health Home eligible by:
1. Identifying high-risk individuals (in addition to the efforts by the state directly to identify high-risk 
enrollees);
2. Outreach to, plan and communicate with other primary and specialty care providers regarding a patient’s 
care;
3. Developing  a comprehensive health plan informed by the patient, which integrates care across various 
systems (MH/SA/Primary Care); and
4. Clarifying and communicating the patient’s preferences to all involved providers while assuring timely 
delivery of services.

Describe how health information technology will be used to link this service in a comprehensive approach 
across the care continuum:
The state currently requires an integrated medical record but not an electronic continuity of care record.  When 
national standards are finalized, One Health Record will use a standardized CCD.  Health Homes will be 
required to use the CCD which is a component of an Electronic Health Record (EHR) for transport of 
information through the One Health Record.  In addition, in order to receive EHR Incentive Payments for 
meaningful use, providers will need to connect to One Health Record.  Thus, One Health Record will become 
the “norm” for the exchange of health information in Alabama.  

In the interim, the state approves web-based tools, such as web-based application, that facilitates the efficient 
exchange of medical information between physician offices and healthcare facilities.  The use of the process is 
not required, but can take the place of the written referral.  The state currently contracts with the University of 
South Alabama (USA) Center for Strategic Health Innovations (CSHI) to support Patient 1st through a web-
based secure management system called Real Time Medical Electronic Data Exchange (RMEDE).  Based on 
Medicaid’s paid claims information, the care management system provides a foundation for practice 
improvement by providing timely reports on select clinical measures that can be addressed with patients through 
targeted interventions. An Interactive Voice Response (IVR) system allows Patient 1st Health Home patients 
with chronic diseases to transmit home monitoring information into a care management tool to track and impact 
key health indicators of their patients with Congestive Heart Failure, Hypertension, and Diabetes.

Scope of benefit/service 

The benefit/service can only be provided by certain provider types.

Behavioral Health Professionals or Specialists

Description

Nurse Care Coordinators

Description
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Nurses

Description

Medical Specialists

Description

Physicians

Description
Physicians serve as the PMP in the Medical Home and coordinate the care of the patient by 
developing a person-centered treatment plan that coordinates and integrates all of his or her clinical 
and non-clinical health-care related needs and services, including access to care coordination and 
transitional care across settings.

Physicians' Assistants

Description

Pharmacists

Description

Social Workers

Description

Doctors of Chiropractic
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Description

Licensed Complementary and Alternative Medicine Practitioners

Description

Dieticians

Description

Nutritionists

Description

Other (specify):

Name

Description

Care Coordination 

Definition:
Care Coordination is a enrollee-centered, assessment-based interdisciplinary approach to integrating health care 
and social support services in which an individual’s needs and preferences are assessed, a comprehensive care 
plan developed, and services managed, monitored and reassessed as needed by an identified care coordinator 
following evidence-based standards of care to the degree possible.  In addition to the core elements of care 
coordination/care management, the care coordinator provides disease management education, medication 
reconciliation, facilitation of sub-specialty referrals, transitional care interventions, works to ensure appropriate 
level of care is being provided and unnecessary emergency department visits are avoided, as well as providing 
education to patients about the importance of a medical home.

The Health Home Care Coordinator, a member of the Health Home team, provides care management, serves as 
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a liaison between the family, PMP, other care managers, and Medicaid.  Care coordination is assured through 
care plans that are developed using a team approach.  The care plans must have the capacity to accommodate 
participants with multiple diseases and co-morbidities.  The individualized care plan identifies the enrollee, 
enrollee’s caregiver, enrollee’s Health Home, specialists and other ancillary providers involved in the 
participant’s care.

Describe how health information technology will be used to link this service in a comprehensive approach 
across the care continuum:
The state currently requires an integrated medical record but not an electronic continuity of care record.  When 
national standards are finalized, One Health Record will use a standardized CCD.  Health Homes will be 
required to use the CCD which is a component of an Electronic Health Record (EHR) for transport of 
information through the One Health Record.  In addition, in order to receive EHR Incentive Payments for 
meaningful use, providers will need to connect to One Health Record.  Thus, One Health Record will become 
the “norm” for the exchange of health information in Alabama.  

In the interim, the state approves web-based tools, such as web-based application, that facilitates the efficient 
exchange of medical information between physician offices and healthcare facilities.  The use of the process is 
not required, but can take the place of the written referral.  The state currently contracts with the University of 
South Alabama (USA) Center for Strategic Health Innovations (CSHI) to support Patient 1st through a web-
based secure management system called Real Time Medical Electronic Data Exchange (RMEDE).  Based on 
Medicaid’s paid claims information, the care management system provides a foundation for practice 
improvement by providing timely reports on select clinical measures that can be addressed with patients through 
targeted interventions. An Interactive Voice Response (IVR) system allows Patient 1st Health Home patients 
with chronic diseases to transmit home monitoring information into a care management tool to track and impact 
key health indicators of their patients with Congestive Heart Failure, Hypertension, and Diabetes.

Scope of benefit/service 

The benefit/service can only be provided by certain provider types.

Behavioral Health Professionals or Specialists

Description
1. Screening for clinical depression.
2.  Coordination and access to preventive and health promotion services, including prevention of 
mental illness and substance use disorders.
3.  Coordination and access to mental health and substance abuse services.
4.  Facilitate communication and coordination between members of the health care team and 
involving the individual in the decision-making process in order to minimize fragmentation in 
services.

Nurse Care Coordinators

Description
1.  Development of a comprehensive health plan (individualized care plan) that is person centered 
for each individual and coordinates and integrates all of the individual’s clinical and non-clinical 
health care related needs and services.  Development of the comprehensive health plan is 
collaborative with the enrollee and family or caregiver and using a team approach.  The 
comprehensive health plans must have the capacity to accommodate individuals with multiple 
diseases and co-morbidities.  The comprehensive health plan identifies the individual, 
caregiver,  Health Home, specialists and other ancillary providers involved in the participant’s care;
2.  Coordination and access to preventive and health promotion services, including prevention of 
mental illness and substance use disorders;
3.  Coordination and access to mental health and substance abuse services;
4. Coordination and access to long-term care supports and services;
5. Management, monitoring and reassessment of an individual as needed by an identified care 
coordinator following evidence-based standards of care and enrollee-centered, assessment –based 
interdisciplinary approach to integrating health care and social support services;
6. Traditional case management services through public health, including assistance with 
understanding program requirements, helping with transportation needs, and assessment of the 
home environment and factors that may prevent the patient from being compliant with medical care 
protocols.  It also includes mental health, substance abuse and child health issues such as 
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understanding the need for preventive care, i.e. immunizations, etc.;
7.  Screening for clinical depression;

8.  Disease management education, medication reconciliation, facilitation of sub-specialty referrals 
and transitional care interventions; 
fragmentation in services;
9. Assistant to the individual in the safe transitioning of care to the next most appropriate level.

Nurses

Description

Medical Specialists

Description

Physicians

Description

Physicians' Assistants

Description

Pharmacists

Description

Social Workers

Description
1.  Development of a comprehensive health plan (individualized care plan) that is person centered 
for each individual and coordinates and integrates all of the individual’s clinical and non-clinical 
health care related needs and services.  Development of the comprehensive health plan is 
collaborative with the enrollee and family or caregiver and using a team approach.  The 
comprehensive health plans must have the capacity to accommodate individuals with multiple 
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diseases and co-morbidities.  The comprehensive health plan identifies the individual, 
caregiver,  Health Home, specialists and other ancillary providers involved in the participant’s care;
2.  Coordination and access to preventive and health promotion services, including prevention of 
mental illness and substance use disorders;
3.  Coordination and access to mental health and substance abuse services;
4. Coordination and access to long-term care supports and services;
5. Management, monitoring and reassessment of an individual as needed by an identified care 
coordinator following evidence-based standards of care and enrollee-centered, assessment –based 
interdisciplinary approach to integrating health care and social support services;
6. Traditional case management services through public health, including assistance with 
understanding program requirements, helping with transportation needs, and assessment of the 
home environment and factors that may prevent the patient from being compliant with medical care 
protocols.  It also includes mental health, substance abuse and child health issues such as 
understanding the need for preventive care, i.e. immunizations, etc.;
7.  Screening for clinical depression;

8.  Disease management education, medication reconciliation, facilitation of sub-specialty referrals 
and transitional care interventions; 
fragmentation in services;
9. Assistant to the individual in the safe transitioning of care to the next most appropriate level.

Doctors of Chiropractic

Description

Licensed Complementary and Alternative Medicine Practitioners

Description

Dieticians

Description

Nutritionists

Description

Other (specify):

Name
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Description

Health Promotion 

Definition:
Health Home staff, through Care Coordinators, Behavioral Health Nurses, and Transitional Care Nurses provide 
disease management education, utilization of services, and the importance of a medical home.

Describe how health information technology will be used to link this service in a comprehensive approach 
across the care continuum:
The state currently requires an integrated medical record but not an electronic continuity of care record.  When 
national standards are finalized, One Health Record will use a standardized CCD.  Health Homes will be 
required to use the CCD which is a component of an Electronic Health Record (EHR) for transport of 
information through the One Health Record.  In addition, in order to receive EHR Incentive Payments for 
meaningful use, providers will need to connect to One Health Record.  Thus, One Health Record will become 
the “norm” for the exchange of health information in Alabama.  

In the interim, the state approves web-based tools, such as web-based application, that facilitates the efficient 
exchange of medical information between physician offices and healthcare facilities.  The use of the process is 
not required, but can take the place of the written referral.  The state currently contracts with the University of 
South Alabama (USA) Center for Strategic Health Innovations (CSHI) to support Patient 1st through a web-
based secure management system called Real Time Medical Electronic Data Exchange (RMEDE).  Based on 
Medicaid’s paid claims information, the care management system provides a foundation for practice 
improvement by providing timely reports on select clinical measures that can be addressed with patients through 
targeted interventions.

Scope of benefit/service 

The benefit/service can only be provided by certain provider types.

Behavioral Health Professionals or Specialists

Description
1.  Coordination and access to preventive and health promotion services, including prevention of 
mental illness and substance use disorders.
2.  Disease management education.
3.  Encouragement of the appropriate use of health care services to improve quality of care and 
maintain cost effectiveness.
4.  Adhering to Early and Periodic Screening, Diagnosis, and treatment (EPSDT) requirements.
5.  Providing health-promoting lifestyle interventions, such as substance use prevention, smoking 
prevention and cessation, nutritional counseling, obesity reduction and prevention and increasing 
physical activity.
6.  Support health promotion through the development of a treatment relationship with the 
individual and the interdisciplinary team of providers.
7.  Promoting evidence based wellness and prevention by linking Health Home recipients with 
resources for smoking cessation, diabetes, asthma and other services based on individual needs and 
preferences.

Nurse Care Coordinators

Description
1.  Coordination and access to preventive and health promotion services, including prevention of 
mental illness and substance use disorders.
2.  Disease management education.
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3.  Encouragement of the appropriate use of health care services to improve quality of care and 
maintain cost effectiveness.
4.  Adhering to Early and Periodic Screening, Diagnosis, and treatment (EPSDT) requirements.
5.  Providing health-promoting lifestyle interventions, such as substance use prevention, smoking 
prevention and cessation, nutritional counseling, obesity reduction and prevention and increasing 
physical activity.
6.  Support health promotion through the development of a treatment relationship with the 
individual and the interdisciplinary team of providers.
7.  Promoting evidence based wellness and prevention by linking Health Home recipients with 
resources for smoking cessation, diabetes, asthma and other services based on individual needs and 
preferences.

Nurses

Description

Medical Specialists

Description

Physicians

Description

Physicians' Assistants

Description

Pharmacists

Description

Social Workers

Description
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1.  Coordination and access to preventive and health promotion services, including prevention of 
mental illness and substance use disorders.
2.  Disease management education.
3.  Encouragement of the appropriate use of health care services to improve quality of care and 
maintain cost effectiveness.
4.  Adhering to Early and Periodic Screening, Diagnosis, and treatment (EPSDT) requirements.
5.  Providing health-promoting lifestyle interventions, such as substance use prevention, smoking 
prevention and cessation, nutritional counseling, obesity reduction and prevention and increasing 
physical activity.
6.  Support health promotion through the development of a treatment relationship with the 
individual and the interdisciplinary team of providers.
7.  Promoting evidence based wellness and prevention by linking Health Home recipients with 
resources for smoking cessation, diabetes, asthma and other services based on individual needs and 
preferences.

Doctors of Chiropractic

Description

Licensed Complementary and Alternative Medicine Practitioners

Description

Dieticians

Description

Nutritionists

Description

Other (specify):

Name

Description

Page 36 of 49Application print HHS AL.1281.R00.00 - Apr 01, 2015

03/10/2015https://wms-mmdl.cdsvdc.com/MMDL/faces/protected/hhs/h01/print/PrintSelector.jsp



Health Homes Services (2 of 2)

Category of Individuals
CN individuals

Service Definitions 

Provide the State's definitions of the following Health Homes services and the specific activities performed 
under each service: 

Comprehensive transitional care from inpatient to other settings, including appropriate follow-up 

Definition:
AMA requires that PMPs, and Health Home Care Coordinators, who are social workers or nurses, assist the 
enrollee in the safe transitioning of care to the next most appropriate level including movement from inpatient to 
a nursing facility or home setting.  PMPs and Health Home Care Coordinators  must sign agreements that 
address core competencies and require the establishment of an ongoing process with community providers and 
other community agencies to coordinate the planning and provision of care management and other support 
services for enrollees needing those services.  Hospitals have had an ongoing voluntary working relationship 
with their local Health Homes, but have a bigger incentive to work with the PMPs and PCNAs to arrange 
appropriate follow-up in order to avoid hospital readmission penalties.
Medicaid enrollees who meet the criteria will be identified through claims, thus the Health Home Care 
Coordinators and PMP is not dependent on the hospital for identification.  There are no formal MOUs, but the 
state requirements of health home providers are such that they are aware when someone goes into the 
hospital.  The Health Home Care Coordinators have a working relationship with all hospitals in their geographic 
area.  In addition, the Health Home team will include an individual with knowledge/expertise in MH/ SA.
Alabama standards, which may be met on-site or through coordination and/or offering of these services through 
partnerships with or in the surrounding community, are addressed through a contract between the state and 
Patient 1st PMP and Health Home and in the contract between the Patient 1st Health Home and their 
providers.  PMPs and the Health Home must sign agreements with the state and each other.  Alabama standards 
may be amended as necessary and appropriate.

Provider Types Furnishing the Service:  PMPs, Health Home Care Coordinators

Describe how health information technology will be used to link this service in a comprehensive approach 
across the care continuum:
The state currently requires an integrated medical record but not an electronic continuity of care record.  When 
national standards are finalized, One Health Record will use a standardized CCD.  Health Homes will be 
required to use the CCD which is a component of an Electronic Health Record (EHR) for transport of 
information through the One Health Record.  In addition, in order to receive EHR Incentive Payments for 
meaningful use, providers will need to connect to One Health Record.  Thus, One Health Record will become 
the “norm” for the exchange of health information in Alabama.  

In the interim, the state approves web-based tools, such as web-based application, that facilitates the efficient 
exchange of medical information between physician offices and healthcare facilities.  The use of the process is 
not required, but can take the place of the written referral.  The state currently contracts with the University of 
South Alabama (USA) Center for Strategic Health Innovations (CSHI) to support Patient 1st through a web-
based secure management system called Real Time Medical Electronic Data Exchange (RMEDE).  Based on 
Medicaid’s paid claims information, the care management system provides a foundation for practice 
improvement by providing timely reports on select clinical measures that can be addressed with patients through 
targeted interventions. An Interactive Voice Response (IVR) system allows Patient 1st Health Home patients 
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with chronic diseases to transmit home monitoring information into a care management tool to track and impact 
key health indicators of their patients with Congestive Heart Failure, Hypertension, and Diabetes.

Scope of benefit/service 

The benefit/service can only be provided by certain provider types.

Behavioral Health Professionals or Specialists

Description
Health Home Care Coordinators with Behavioral Health experience to assist with transitioning of 
patients from residential or inpatient behavioral health facilities to the community.

Nurse Care Coordinators

Description
Health Home Nurse Care Coordinators to assist patients with transitioning from an inpatient setting 
to the community.  These Transitional Nurse Care Coordinators identify patients in an inpatient 
setting, screen for eligibility, explain services, assist with discharge planning, and complete home 
visits to patients as follow up for needs.

Nurses

Description

Medical Specialists

Description

Physicians

Description
Physicians (PMPs) develop care plans for medical needs for the patient and refer to needed 
agencies and DME services to assist with patient's transition to the community.

Physicians' Assistants

Description

Pharmacists

Description
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Social Workers

Description
Social Work Care Coordinators are utilized to explain services in the inpatient setting, assess for 
psychosocial needs, and refer to community agencies and resources to assist patient with transition 
back to the community.

Doctors of Chiropractic

Description

Licensed Complementary and Alternative Medicine Practitioners

Description

Dieticians

Description

Nutritionists

Description

Other (specify):

Name

Description
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Individual and family support, which includes authorized representatives

Definition:
Activities within the scope of patient and family support (including authorized representatives):
• Alabama requires PMPs to provide patient and family support as appropriate.  PMPs must educate and 
empower the enrollee and the family or caregiver about treatment options, community resources, insurance 
benefits, psychosocial concerns, and care management, so that timely and informed decisions can be made.
• Alabama requires health home care management providers Health Home, CMHCs, SA providers and ADPH) 
to provide patient and family support as appropriate.
• Alabama specifically requires the PMPs and Health Home Care Coordinators to advocate for both the state 
and the enrollee to facilitate positive outcomes for the enrollee and where a conflict arises to prioritize the needs 
of the enrollee.

Provider Type:  PMPs, Health Home Care Coordinators, CMHCs, SA Providers, and ADPH

Describe how health information technology will be used to link this service in a comprehensive approach 
across the care continuum:
The state currently requires an integrated medical record but not an electronic continuity of care record.  When 
national standards are finalized, One Health Record will use a standardized CCD.  Health Homes will be 
required to use the CCD which is a component of an Electronic Health Record (EHR) for transport of 
information through the One Health Record.  In addition, in order to receive EHR Incentive Payments for 
meaningful use, providers will need to connect to One Health Record.  Thus, One Health Record will become 
the “norm” for the exchange of health information in Alabama.  

In the interim, the state approves web-based tools, such as web-based application, that facilitates the efficient 
exchange of medical information between physician offices and healthcare facilities.  The use of the process is 
not required, but can take the place of the written referral.  The state currently contracts with the University of 
South Alabama (USA) Center for Strategic Health Innovations (CSHI) to support Patient 1st through a web-
based secure management system called Real Time Medical Electronic Data Exchange (RMEDE).  Based on 
Medicaid’s paid claims information, the care management system provides a foundation for practice 
improvement by providing timely reports on select clinical measures that can be addressed with patients through 
targeted interventions.

Scope of benefit/service 

The benefit/service can only be provided by certain provider types.

Behavioral Health Professionals or Specialists

Description
Behavioral Health Specialists from the CMHCs, SA and the Health Homes (Care Coordinators) 
assist patients and families through education to the enrollee and family about treatment options, 
community resources, and linking to behavioral health care needs.

Nurse Care Coordinators

Description
Nurse Care Coordinators in the Health Home (Health Home Care Coordinators) assist patients and 
families through education of the treatment plan, medical regime, treatement options; and empower 
the patient and family to be proactive in their care in order to have positive outcomes.

Nurses

Description
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Medical Specialists

Description

Physicians

Description
Physicians (PMPs) provide patient and family support as needed through education and 
empowerment to the enrollee and famly about treatment options, community resources, insurance 
benefits, psychosocial concerns, and care management so that timely and informed decisions can be 
made.

Physicians' Assistants

Description

Pharmacists

Description

Social Workers

Description
Social Workers (Health Home Care Coordinators) provide patient and family support through 
addressing psychosocial concerns and education of community resources.

Doctors of Chiropractic

Description

Licensed Complementary and Alternative Medicine Practitioners

Description

Dieticians
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Description

Nutritionists

Description

Other (specify):

Name

Description

Referral to community and social support services, if relevant 

Definition:
Activities within the scope for referral to community and social support services include:
• Where relevant and as appropriate, PMPs and Health Home Care Coordinators  are specifically required to 
establish “an ongoing process with community providers and other community agencies to coordinate the 
planning and provision of care management and other support services for enrollees needing those services; 
however, all care management managers may engage in this activity for their specific population.  Services 
include long term care services and support such as housing, home delivered meals, services for individuals 
with disabilities and adult care.
• For individuals with public health needs, the ADPH will take the lead to assure community and social support 
services relevant to public health and obtained through the public health infrastructure are available to health 
home services and enrollees.  Since much of the public health infrastructure in Alabama is through the State, the 
ADPH will coordinate these efforts as a participant in the team.
• Health Homes are required to have a member of their team with expertise/knowledge in MH/SA to assure 
integration with CMHCs, SA providers and community resources

Provider Types:  PMPs, Health Home Care Coordinators, CMHCs, SAs, and ADPH

Describe how health information technology will be used to link this service in a comprehensive approach 
across the care continuum.
The state currently requires an integrated medical record but not an electronic continuity of care record.  When 
national standards are finalized, One Health Record will use a standardized CCD.  Health Homes will be 
required to use the CCD which is a component of an Electronic Health Record (EHR) for transport of 
information through the One Health Record.  In addition, in order to receive EHR Incentive Payments for 
meaningful use, providers will need to connect to One Health Record.  Thus, One Health Record will become 
the “norm” for the exchange of health information in Alabama.  

In the interim, the state approves web-based tools, such as web-based application, that facilitates the efficient 
exchange of medical information between physician offices and healthcare facilities.  The use of the process is 
not required, but can take the place of the written referral.  The state currently contracts with the University of 
South Alabama (USA) Center for Strategic Health Innovations (CSHI) to support Patient 1st through a web-
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based secure management system called Real Time Medical Electronic Data Exchange (RMEDE).  Based on 
Medicaid’s paid claims information, the care management system provides a foundation for practice 
improvement by providing timely reports on select clinical measures that can be addressed with patients through 
targeted interventions.

Scope of benefit/service 

The benefit/service can only be provided by certain provider types.

Behavioral Health Professionals or Specialists

Description
Behavioral Health Specialists from the Health Homes, SA and the CMHCs provide education as 
needed for community resources to enrollees and their families and link them to any needed 
behavioral health services.

Nurse Care Coordinators

Description
Nurse Care Coordinators assist as needed with referrals to community resources.

Nurses

Description

Medical Specialists

Description

Physicians

Description
Physicians assist as needed to refer to community resources for the enrollee.

Physicians' Assistants

Description

Pharmacists

Description
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Social Workers

Description
Social Work Care Coordinators assess for any psychosocial needs, educated the patient and family 
on community resources and agencies, and assist as needed for referrals.

Doctors of Chiropractic

Description

Licensed Complementary and Alternative Medicine Practitioners

Description

Dieticians

Description

Nutritionists

Description

Other (specify):

Name

Description

Health Homes Patient Flow 

Describe the patient flow through the State's Health Homes system. The State must submit to CMS flow-
charts of the typical process a Health Homes individual would encounter:
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Patients are referred to Health Homes through inpatient settings, RMEDE, PMPs, or community agencies.
Home Health recipients identified in an inpatient setting received transitional care through the Health Homes to 
assist in returning to a community based setting. Transitional care services include discharge planning, 
medication reconciliation, referrals to community resources, and education on the recipient’s chronic condition 
and medical care.  After the transition to the community, the Transitional Care nurse from the Health Home 
refers the patient to a Care manager for further assessment.  All other Health Home recipients are assessed by 
the Care Manager after patient accepts services. The objectives of the Health Home Care Management Program 
are to:
a) Develop and implement patient centered holistic plans of care;
b) Improve health literacy, health outcomes and self-management’
c) Improve utilization of Information Technology resources by participants and providers in  Health Home as 
available;
d) Promote effective use of the healthcare system and community resources;
e) Reduce the potential for risks of catastrophic or severe illness;
f) Prevent disease exacerbations and complications;
g) Reduce inappropriate utilization and costs associated with Emergency Department, and hospital inpatient 
services;
h) Work to identify additional key resources and incorporate these into the strategies implemented such as 
partnerships with ADPH and ADMH;
If an eligible Health Home recipient elects not to participate in a Health Home, the Care Manager or 
Transitional Care Nurse refers the recipient to any needed resources.
Health Home recipients are discharged once they no longer choose to participate.
See Attachment 3 for a flow chart of the Health Home Process.

Medically Needy eligibility groups

 All Medically Needy eligibility groups receive the same benefits and services that are provided to 
Categorically Needy eligibility groups.

 Different benefits and services than those provided to Categorically Needy eligibility groups are provided to 
some or all Medically Needy eligibility groups.

 All Medically Needy receive the same services.

 There is more than one benefit structure for Medically Needy eligibility groups.

Transmittal Number: AL-14-0001 Supersedes Transmittal Number: AL-12-011 Proposed Effective Date: Apr 1, 2015 Approval Date: 

Transmittal Number: AL-14-0001 Supersedes Transmittal Number: AL-12-011 Proposed Effective Date: Apr 1, 2015 Approval Date: 
Attachment 3.1-H Page Number: 1

Health Homes Monitoring, Quality Measurement and Evaluation

Monitoring

Describe the State's methodology for tracking avoidable hospital readmissions, including data sources and 
measurement specifications:
Description:  For Health Home target members 18 years of age and older, the number of acute inpatient stays during the 
measurement year that were followed by an acute readmission for any diagnosis within 30 days for each age, gender and 
total combination.

Measure Specification, including numerator and denominator:  Age as of 12/31 of the measurement year by ages 18, 19, 
20… up to age 85 and group everyone 85 and above together.  
Numerator:  The number of Index Hospital Stays with a readmission within 30 days for each age, gender and total 
combination.
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Denominator:  The number of Index Hospital Stays for each age, gender and total combination.
Frequency:  Annual

Describe the State's methodology for calculating cost savings that result from improved coordination of care and 
chronic disease management achieved through the Health Homes program, including data sources and 
measurement specifications.
Data Source:  Medicaid claims
Specification:  Total cost per member per month (PMPM) will be tracked and calculated based on total cost all patients 
in the Health Home geographical region divided by Total Number Eligible.  This is a state specific measure as there is 
no national measure to use and will be reported monthly per age (<1, 1-5, 6-18, >19) and by median PMPM for 
providers in region.
Pharmacy cost compared to inpatient and ER cost for targeted medications and diagnosis will also be calculated.  The 
numerator is the total cost of preventative medication and the denominator is the total cost of ER and Inpatient Claims 
for targeted diagnosis based on Medicaid claims data.  A second measure will compare the Patient 1st population with 
asthma diagnosis costs of all asthma medications to the cost of ER/hospital visits attributed to asthma-related I-CD9 
code.  The state will move to ICD-10 codes at the appropriate time.

Describe how the State will use health information technology in providing Health Homes services and to improve 
service delivery and coordination across the care continuum (including the use of wireless patient technology to 
improve coordination and management of care and patient adherence to recommendations made by their 
provider).
The Alabama health information exchange (HIE) initiative, One Health Record®, uses a standardized Continuity of Care 
Document (CCD) to share a summary of patient data.  One Health Record is the gateway for individual or group entities 
(primary providers, pharmacies, EMTs, hospitals, clinics, organized health systems, payers, consumers for Personal 
Health Records and government institutions), within the state to connect with other state HIEs and Medicaid agencies, 
federal agencies, and exchange at the federal level.    One Health Record® is part of Alabama’s MMIS and will connect 
to other HIEs throughout Alabama and neighboring states.  
The state currently requires an integrated medical record but not an electronic continuity of care record.  Patient 1st 
Providers and Health Homes connected to One Health Record® will have the ability to push and consume a CCD 
through secure routing and a statewide provider directory.  The exchange will enable the providers to pull summaries 
from disparate sources and create a holistic view of the patient’s status and care. 

The State currently contracts with the University of South Alabama (USA) Center for Strategic Health Innovations 
(CSHI) to support Patient 1st through a web-based secure management system called Real Time Medical Electronic Data
Exchange (RMEDE).  Based on Medicaid’s paid claims information, the care management system provides a foundation 
for practice improvement by providing timely reports on select clinical measures that can be addressed with patients 
through targeted interventions.  An Interactive Voice Response (IVR) system allows Patient 1st Health Home patients 
with chronic diseases to transmit home monitoring information into a care management tool to track and impact key 
health indicators of their patients with Congestive Heart Failure, Hypertension, and Diabetes.

Quality Measurement

The State provides assurance that it will require that all Health Homes providers report to the State on all 
applicable quality measures as a condition of receiving payment from the State.

The State provides assurance that it will identify measureable goals for its Health Homes model and 
intervention and also identify quality measures related to each goal to measure its success in achieving the 
goals.

States utilizing a health team provider arrangement must describe how they will align the quality measure 
reporting requirements within section 3502 of the Affordable Care Act and section 1945(g) of the Social Security 
Act. Describe how the State will do this:

Evaluations 

The State provides assurance that it will report to CMS information submitted by Health Homes providers to inform 
the evaluation and Reports to Congress as described in Section 2703(b) of the Affordable Care Act and as described 
by CMS.
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Describe how the State will collect information from Health Homes providers for purposes of determining the effect 
of the program on reducing the following:

Hospital Admissions
Measure:
For Health Home Target members 18 years of age and older
Measure Specification, including a description of the numerator and denominator.
The number of acute inpatient stays during the mesurement year that were followed by an acute 
readmission for any diagnosis within 30 days and the predicted probability of an acute readmission.

Numerator:  The number of Index Hospital Stays with a readmission within 30 days for each age, 
gendar, and total combination.

Denominator:  The number of Index Hospital Stays for each age, gender, and total combination.

Specifications:  Age as of 12/31 of the measurement year by ages 18, 19, 20....up to age 85 and group 
everyone 85 and above together.
Data Sources:
Medicaid Claims for acute care hospital
Frequency of Data Collection:

 Monthly
 Quarterly
 Annually
 Continuously
 Other

Emergency Room Visits
Measure:
Percentage of patients who have had a visit to an Emergency Department (ED)/ Urgent Care office for
Measure Specification, including a description of the numerator and denominator.
Specifications:  Patients with a diagnosis of Asthma.

Numerator:  The number patients from the denominator who have had a visit to an ED/ Urgent Care 
office for sthma in the past six months.

Denominator:  Total number of patients with asthma who were eligible for Medicaid in the 
measurement year and in the reporting year.
Data Sources:
Medicaid Claims
Frequency of Data Collection:

 Monthly
 Quarterly
 Annually
 Continuously
 Other

Skilled Nursing Facility Admissions
Measure:
None at this time.
Measure Specification, including a description of the numerator and denominator.
n/a
Data Sources:
n/a
Frequency of Data Collection:
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 Monthly
 Quarterly
 Annually
 Continuously
 Other

n/a

Describe how the State will collect information for purpose of informing the evaluations, which will ultimately determine the 
nature, extent and use of the program, as it pertains to the following:

Hospital Admission Rates
Assess hospital admission rates by service (medical, surgical, maternity, mental health and chemical dependency), for acute care 
hospitals (non-psychiatric hospitals) in the participating health home geographic sites and remainder of state for the chronic 
conditions identified as eligible for health home services using Medicaid Claims (annual).  MMIS claims data will be analyzed 
using current and new data warehouse and distributed via e-mail or disc distribution.  Eligible population will be those 18 years 
of age and older, age as of 12/31 measurement year and the focus of the collection is the number of acute inpatient stays during 
the measurement year that were followed by an acute readmission for any diagnosis within 30 days and the predicted probability 
of an acute readmission.

The state will utilize the quality process and outcome measures described in the SPA to assess quality improvements and 
clinical outcomes.  For registry-based, claims-based and audit-based measures, assessment will occur both at the individual 
practice level, the Health Home level, at the aggregate level for each geographic area, and for all participating health 
homes.  For claims-based measures, the State will track change over time to assess whether statistically significant improvement 
has been achieved.

Chronic Disease Management
The state will assess the provision of chronic disease management by the PMPs and Networks for individuals with chronic 
conditions specified within the Health Home Core Set Measures through Medical Claims/Charts.  

The care management system tracks referrals to social services and community and social support.  One Health Record will 
provide the infrastructure for PMPs and Health Homes to also connect with state agencies, including Medicaid, ADPH, and 
ADMH and other health home providers who choose to connect to One Health Record through a state “gateway” that is now 
available.  PMPs and Health Homes will be encouraged to utilize current HIT systems and connect to One Health Record to 
communicate with patients, family and caregivers in a culturally appropriate manner.

Alabama has established business and technical operational structures to comply with the evaluation reporting requirements 
including nature, extent, and use of the health home model of service delivery, assessment of program implementation processes 
and lessons, assessment of quality improvements and clinical outcomes and estimates of cost savings.

MMIS Data can be shared across the systems.  It will be analyzed using the current and future state enterprise wide data 
repository/warehouse system along with other systems as they become available through One Health Record and Medicaid 
eligibility system enhancements.  Chart review replacement will be considered once One Health Record is operational for a year 
to give all providers the opportunity to fully utilize their EHR systems.

Coordination of Care for Individuals with Chronic Conditions
The state will also assess the provision of care coordination services for individuals with chronic conditions specified within this 
State Plan Amendment based on the measurements presented earlier in this State Plan. The state has already put into place 
quality measure reporting requirements for health homes that apply to both the PMPs and the Health Homes, including the 
collection and reporting of data on patient outcomes and the collection of data on patient experience of care.  MMIS claims data 
can be shared across the systems.  It will be analyzed using the current and future state enterprise wide data 
repository/warehouse system along with other systems as they become more readily available through One Health Record and 
Medicaid eligibility system enhancements.  Chart review replacement will be considered once One Health Record is operational 
for a year to give all providers opportunity to fully utilize their HER systems.

Assessment of Program Implementation
The State will monitor implementation through the evaluation process addressed in this State Plan.  The Medicaid Agency is 
also working directly with ADPH, ADMH, etc. and meeting regularly regarding goals established in this State Plan and 
performance indicators provided elsewhere in this State Plan Amendment.  
The State has adopted the Health Home Core Set Measures as defined by CMS.  However, the State will be unable to measure 
the Control of High Blood Pressure and Care Transition – Timely Transmission of Transition Record until HIE is fully 
operational. Although health information capacity is not currently statewide, implementation has begun.  
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The State will setup business and technical operational structures to comply with the evaluation reporting requirements, 
including: nature, extent, and use of the health home model of service delivery, assessment of program implementation 
processes and lessons learned, assessment of quality improvements and clinical outcomes, and estimates of cost savings.
The State will monitor Health Home providers to ensure that Health Home services are being provided that meet the state’s 
Health Home provider standards and CMS’ Health Home core functional requirements.  Oversight activities will include, but 
not be limited to contract management, clinical and claims data review and analysis, and other activities defined by the State for 
Medicaid program integrity and ongoing management.

Processes and Lessons Learned
The State will monitor implementation through the evaluation process addressed in this State Plan. The Medicaid Agency is also 
working directly with ADHR, ADMH, ADPH regarding goals and indicators provided in this State Plan Amendment.  Federal 
requirements are provided in contracts between the State and the Health Homes, and the State and the PMPs.

Assessment of Quality Improvements and Clinical Outcomes
The State will utilize the quality process and outcomes measures described in the prior section to assess quality improvements 
and clinical outcomes based on the Health Home Core Set Measures.  For registry-based, claims-based, and audit-based 
measures, assessment will occur both at the individual practice level, the Health Home level, at the aggregate level for each 
geographic area, and all participating Health Homes.  For claims-based measures, the State will track change over time to assess 
whether statistically significant improvement has been achieved.  The State has adopted the Health Home Core Set Measures as 
defined by CMS.  However, the State will be unable to measure the Control of High Blood Pressure and Care Transition –
Timely Transmission of Transition Record until HIE is fully operational. Although health information capacity is not currently 
statewide, implementation has begun.  
The State will setup business and technical operational structures to comply with the evaluation reporting requirements, 
including: nature, extent, and use of the Health Home model of service delivery, assessment of program implementation 
processes and lessons learned, assessment of quality improvements and clinical outcomes, and estimates of cost savings.

Estimates of Cost Savings
The State will use the same method as that described in the Monitoring section.
If no, describe how cost-savings will be estimated.
The State will determine total Cost All Patients in the Region divided by Total Number Eligible reported monthly Per Age 
(<1, 1-5, 6-18, >19) and also report median PMPM for providers in region as no national measurement is available to 
match.  PMPM amounts for the geographic regions will be compared with projected PMPM to determine cost 
savings.  Through the use of the proposed CHIPRA measures, the adult Medicaid measures and the Meaningful Use 
measures, the State seeks to align with some of the information, including cost savings, which will be collected for the 
Report to Congress.

Transmittal Number: AL-14-0001 Supersedes Transmittal Number: AL-12-011 Proposed Effective Date: Apr 1, 2015 Approval Date: 

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The 
valid OMB control number for this information collection is 0938-1148. The time required to complete this information collection is estimated to average 80 per 
response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you 
have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA 
Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Revision: HCFA-Reqion IV 
January 1989 

AL-89-3 
Attachment 3.2-A 
Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE ALABAMA 

COORDINATION OF TITLE XIX WITH PART A AND PART B OF TITLE XVIII 

The following method is used to provide benefits under Part A and 
Part B of title XVIII to the groups of Medicare-eligible individuals 
indicated: 

A. Part B buy-in agreement with the Secretary of HHS. This 
agreement covers: 

1. /_/ Individuals receiving SS! under title XVI or State 
supplementation, who are categorically needy under the 
State's approved title XIX plan. 

Persons receiving benefits under title II of the Act or 
under the Railroad Retirement System are included: 

/_/ YES /_/ NO 

2. /XI Individuals receiving SSI under title XVI, State supple­
mentation, or a money payment under the State's approved 
title IV-a plan, who are categorically needy under the 
State's approved title XIX plan. 

Persons receiving benefits under title II of the Act or 
under the Railroad Retirement System are included: 

/~/ YES /_/ NO 

3. /_/All individuals eligible under the State's approved 
title XIX plan. 

4. /X/ Qualified Medicare beneficiaries provided by section 
301 of P.L. 100-360 as amended by section 8434 of 
P.L. 100-647. 

B. Part A group premium payment arrangement entered into with 
the Social Security Administration. This arrangement 
covers the following groups: 

Qualified Medicare beneficiaries provided by section 301 of 
P.L. 100-360 as amended by section 8434 of P.L. 100-647. 

TN No. AL-89-3 
Supersedes 
TN No. AL-87-14 

Approval Date 08/30/89 Effective Date 01/01/89 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE ALABAMA 

COORDINATION OF TITLE XIX WITH PART A AND PART B OF TITLE XVIII 

C. Payment of Part A and Part B deductible and coinsurance 
costs. Such payments are made in behalf of the following 
groups: 

1. Qualified Medicare beneficiaries provided by section 
301 of P.L. 100-360 as amended by section 8434 of 
P.L. 100-647. 

2. Eligible categorical individuals as specified in A.2. 
above. 

3. 

TN No. AL-89-3 
Supersedes 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE: ALABAMA 

MEDICAID FOR MEDICARE COST SHARING FOR QUALIFIED MEDICARE BENEFICIARIES 

Effective Date: 01/01/89 

The Medicaid Agency pays Part A and Part B deductibles and 
coinsurance amounts for all individuals eligible under Medicare 
Catastrophic coverage. Medicaid's reimbursement methodologies are 
applied to crossover claims for these individuals, but Medicaid's 
benefit and coverage limitations are not applicable. 

Cost-sharing for crossover claims will be applied as stated in 
Attachment 4.18-A. 

Reimbursement Methodologies are described in Attachment 4.19-B, 
Item 19. 

TN No. AL-89-3 
Supersedes 
TN No. 
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DEPARTMENT OF HEALTH&. HUMAN SERVICES 

~.:~JL-
Health Care Financing ;d,;,;~tftratic 

7500 SECURITY BOULEVA.RI: 

SEP I 7 1997 
BALTIMORE MD ;.\244·1850 

Dear State Medicaid Director: 

This letter is the first of several providing policy guidance and clarification for the recent 
legislative changes under the Balanced Budget Act of 1997. It is critical for Federal and State 
Governments to work cooperatively to implement these recent legislative changes. I am looking 
forward to working with States and doing our part in realizing these Congressional health care 
goals. 

The purpose of this letter is to inform you of the elimination of Obstetrical and Pediatric (Ob/Ped) 
p<tymen.t r3te re(!1.!irements. Si:-c!ion 4713 0f the B:tlanced Budget Act 0f 1997 repeals section 
1926 of the Social Security Act (Assuring Adequate Payment Levels for Obstetrical and Pediatric 
Services) and _applies to services furnished on or after October 1, 1997. 

States will no longer be required to submit a State Plan Amendment (SP A) by April 1 of each 
year documenting access to Ob/Ped services, but the Health Care Financing Administration 
(HCF A) is still committed to improving access to care for pregnant women and children. 
Therefore, we remind you that under Section 1902(A)(30)(a) States' payments must be 
consistent with efficiency, economy, and quality of care and sufficient to enlist enough providers 
so that care and services are available under the plan at least to the extent that such care and 
services are available to the general population In the geographic area. 

We realize the difficulties that were encountered in obtaining data needed for the Ob/Ped SP As 
and appreciate your past efforts. If your staff have questions about this letter, please have them 
contact your HCF A Regional Office. 

cc: 
All HCF A Regional Administrators 

All HCF A Associate Regional Administrators 
for Medicaid and State Operations 

~ 

Sally K. Richardson 
Director 
Center for Medicaid and State Operations 
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Lee Partridge 
American Public Welfare Association 

Joy Wilson 
National Conference of State Legislature 

Jennifer Baxendell 
National Governors' Association 



AL-87-13 
Attachment 4.11-A 

STATE PLAN UNDER TITLF. XIX OF THE SOCIAL SECURITY ACT 

STATE OF ALABAMA 

Standards for Medical Institutions 

1. The foliowing are types of institutions in which medical care 
or services may be provided under the Plan: hospitals, skilled 
nursing facilities, and intermediate care facilities. 

2 . Standards for these institutions are set forth in the publica­
tions "Alabama State Board of Health - Rules, Regulations, and 
Standards - Nursing Hornes" (includes skilled and intermediate 
care facilities) and "Alabama State Board of Health - Rules, 
Regulations, and Standards - Hospitals." These publications are 
on file in the Administrative Procedures Office. 

TN No. AL-87-13 
Supersedes 
TN No. 73-19 

Approval Date: 07-14-87 Effective Date:06-01-87 



AL-91-6 
Attachment 4.14-B 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE OF ALABAMA 

Utilization Review in Intermediate Care Facilities; 
ICF/ MR 

Effective Date: 04/01/91 
(1) Nursing Facilities utilization review is performed by Facility 

Based Review or by contract with a professional review organ­
ization. 

Effective Date: 04/01/91 
(2) ICF/MR utilization review is performed by Facility Based Re­

view or by contract with a professional review organization. 
The Department of Mental Health will submit a utilization 
review plan to the Alabama Medicaid Agency. 

TN No. AL-91-6 
Supersedes 
TN No. AL-87-19 

Approval Date 08/27/91 Effective Date 04/ 01 / 91 



AL-13-014 
Attachment 4.16-A 
Page 1 
 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of Alabama 

Cooperative Arrangements With Other Agencies 
 

The Alabama Medicaid Agency has cooperative agreements with State Health and Vocational  
Rehabilitation Agencies, Title V Grantees, Title XIX Statewide Family Planning Project, and  
participating providers in support of this program that meet the requirements of 42 CFR 431.615.   
The services administered or supervised by those agencies will be utilized and coordinated with the 
medical care and services provided by the Alabama Medicaid Agency under the State Plan for 
Medical assistance.  These agreements ensure that: 

 
1. Persons eligible for medical care under Title XIX will be informed of rehabilitation and crippled 

children's services, Title V grantee services, and family planning services that are available to 
them through State agencies and will be encouraged to use them; 

 
2. Personnel of vocational rehabilitation and crippled children agencies and the Family Planning  

Project will be kept informed of all services available through the medical assistance program,  
which will permit them to properly counsel their patients; 

 
3. Vocational rehabilitation crippled children agencies, Title V grantee agencies and the Statewide  

Family Planning Project will be reimbursed for the cost of medical and rehabilitative care that is  
within the purview of the State Plan, in accordance with Federal and State Law and regulations; 

 
4. Planning conferences on matters of mutual interests will be conducted at appropriate times; 

 
5. Perinatal initiatives are aimed at improving infant morbidity & mortality.  Outreach will be 

targeted in defined regions by Regional Directors; 
 

6. Services to children with special needs is being enhanced and accomplished through revisions to  
the Medicaid/State Department of Education agreement regarding services provided through 
Children's Rehabilitation Services effective January 1, 1992. 

 
Agreements pertaining to the services cited above and any others that may be added from time-to-time as 
related to these services will become a part of Attachment 4.16-A. 
 
 
 
 
 
 

 

TN No. AL-13-014 
Supersedes                    Approval Date : 12-10-13 Effective Date: 11/1/2013 
TN No. AL-92-1 
 
 



Effective Date: 

AL-95-13 
Attachment 4 . 16-A 
Page 2 

7. Department of Public Health will develop , in colla­
boration with Medicaid, family planning materials and 
information sheets that may be utilized to enhance the 
services provided by Medicaid's Family Planning Program. 

Agreements pe r taining to the services cited above and any 
others that may be added from time-to-time as r elated to these 
services will become a part of Attachment 4.16 - A. 

TN No. AL-95-13 
Supersedes 
TN No. New 

~----

Approval Date 1/-8-·9S- Effec t i ve Date 06/ 0 1/95 



AGREEMENT 

Attachment 4. 16-A 
AL~8/,10 

Between 

THE ALABAMA MEDICAID AGENCY 

And . 

. THE DIVISION OF LICENSURE AND CERTIFICATION 
DEPARTMENT OF PUBLIC HEALTH 

WHEREAS, Public Law 89-97 as amended and Public Law 92-603 

require states desiring to participate in the Title XIX Program 

(Medicaid) to establish a plan for medical assistance, and 

WHEREAS, the Office of the Governor has been desi~ated as 

the single state agency responsible for the administration of the 

Alabama medical assistance program under Title XIX, and 

WHEREAS, the Office of the Governor has delegated the 

Alabama Medicaid Agency as its agent to receive funds for and 

administer the Alabama Medicaid Agency Program under Title XIX of 

the Social Security. Act, as amended, and the rules and regl..ilations 

promulgated thereunder, and 

WHEREAS, the Division of Licensure and Certification of the 

Alabama Department of Public Health, i also referred as "DLC, •• has 

been designated as the agency to carry out the survey procedure for 

the Title XVIII program pursuant to Section 1864 of the Social 

Security Act, as amended, and 

WHEREAS, in order to .comply with Section 1902(a)(9) of the 

SSA as amended the Alabama Medicaid Agency elects to enter into a 

written contract with DLC to provide the Alabama Medicaid Agency 

with information concerning compliance with program requirements 

TN No. $7- /0 VATC/RP.CP.TrT ~7 
SUf'ERSEDES Wt'ft./lu t OVE;,J ~ 7 

'nl lio. &2 ... .:l:Y DA'!'E/El'n<:TIVJ! R'J 
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through the survey process and on-site visits by qualified person-

nel for those facilities requesting to participate or participating 

in the Medicaid program; 

NOW, THEREFORE, The Alabama Medicaid Agency and DLC aqree to 

the following: 

I. The Division of Liceneure and Certification (DLC) will: · 

l .. Provide Medicaid with copies of initial and periodic 

survey findings and recommendations for certification of 

hospitals, skilled nursing and intermediate care facil-

itiee, home health agencies, independent laboratories, 

rural health clinics, end stage renal dialysis facil­

ities, ambulatory surgical centers, rehabilitation 

centers, and portable x-ray unite applying to participate 

or participating in the Medicare and/or Medicaid pro­

grams, together with copies of written action taken 

thereon by the Department of Health and Human Services 

concerning Medicare recommendations. Periodic resurveys 

will be conducted at least once each year by qualified 

DLC personnel. 

2. Provide Medicaid with poet-certification revisit reports 

of all health care facilities on a timely basis. 

3. Provide heal th care faci li tie.a applying to participate 

in the Medicaid program with the appropriate application 

forms and program instructions that relate to 

certification. 

TN NO. f7-/0 DATE/R'E:CF:TP'I' ~ 
SUl'EjfJDES VJ.l'S/An1<01·~v ..., 

XN No. ,,. ;J ~ DA'fE/EttEC't1V1 1 7 
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Conduct special surveys upon request by Medicaid i! a 

question on noncompliance with the Federal Conditions of 

Participation arises. Su~h special surveys will be 

priority oriented and accomplished within the framework 

of DLC reasonable resources. 

Provide Medicaid with the required documentation and 

related data in the event of voluntary and/or involuntary 

termination of all health care facilities. 

6. Upon request, provide Medicaid with copies of approved 

hospital transfer agreements for skilled nursing and 

intermediate care facilities on initial surveys and 

changes of ownership. 

7. Provide consultant services by personnel qualified in the 

fields of medicine, pharmacy, nursing, nutrition, patient 

activities, social services, fire safety, and other 

professional services when requested by Medicaid. 

9. Prepare and submit a quarterly report of services per-

formed by DLC for Medicaid. 

10. Maintain a complete case file on each Medicaid partici-

pating facility, to include ~tatements of deficiencies, 

plans of correction and certification, actions taken 

based upon findings submitted by DLC which will include 

any other information that may affect participation in 

the Medicaid program. 

11. Provide Medicaid with copies of recommendations to the 

Licensure Advisory Board and/or State Committee of Public 

Health relating to licensure activities that involve 

TN No. F7-/0 DAT£/R£C£TP'l' ~7 
SUPEtiSEDE~ DATE/APPROVED (i 7 

TN Nv. J'tJ;JJ. IJATE/EFfEC'tlV~ IJ 
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changes in regulations, licenaure statue and/or revoca­

tion of licenses of health care facilities and provide 

Medicaid with disposition .of the hearings. 

12. Make on-site visits to health care facilities to 

investigate complaints, and initiate follow-up action as 

necessary to meet the requirements for participation in 

the Medicaid program. 

13. Carry out a continuing inservice education and staff 

development program for DLC and Medicaid staff as it 

relates to Title XIX functions. 

14. As required by Section 1124 of the Social Security Act, 

provide ownership and control interest information of 

health care facilities to Medicaid as a prerequisite to 

facility participation or reimbursement under Title XIX. 

15. Submit to Medicaid in sufficient time to allow for review 

and approval prior to the renewal date, a budget request 

for the services enumerated herein which will include the 

numbers and qualifications of persons required to perform 

these services. Thia budget shall be baaed upon a 

mutually agreeable annual schedule of activities. 

16. Bill Medicaid on a monthly or other appropriate b _aais for 

estimated expenditures for the services rendered in the 

prior month and adjusted at the end of each quarter. 

'17. At the end of each quarter, furnish Medicaid with cost 

documents of certification activities based on the amount 

of time spent by each employee of the Division of 

TN No. 87-/1> M'l'E/RECFTP1' ~-,,~ 
SUPE~EDES DATE/AP~RLJVEO o 

TN No. ~opa2a. DATE/EFFECTIVB 
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Licensure and Certification certified by Division of 

Finance, Alabama Department of Public Health. 

II. The Alabama Medicaid Agency will: 

1. As they are developed and become available, provide OLC 

witb applicable program regulations relating to the 

survey process, needed interpretations of such requla-

tions, and procedures setting forth the manner in which 

survey information is to be submitted to Medicaid. 

2. Notify DLC of any requests received from potential 

providers to participate in the Medicaid program. 

3. Submit requests for special surveys to DLC indicatinq the 

reason and priority for survey. 

4. Based upon a review and evaluation of survey and site 

information and other relevant data, notify facilities of 

findings. Facilities found to be eligible for participa­

tion in the Medicaid program will be advised and offered 

an opportunity to enter into an agreement with Medicaid 

appropriate to the needs of Medicaid. Facilities found 

not eligible for participation in the Medicaid program 
i 

will be so advised, along with reasons for denial. 

5. Notify DLC of action taken relating to facility contract 

agreements. 

6. Provide approved facilities with certificates of partici-

pa ti on. 

7. Submit complaints concerning health care facilities to 

DLC for investigation. 

TN No. f/7-/0 JUE/REC£TPT ~~ 
SUJ-£'~Jl &ATE/ .~rd<C/I~() g 
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To the extent feasible and practicable, utilize informa­

tion, data, and resources available through DLC in 

analyzing, assessing, and.monitoring the Professional 

Review Organization. 

9. Develop jointly with DLC appeal procedures available to 

skilled nursing and intermediate care facilities whose 

participation in the Medicaid program is being denied, 

terminated or not renewed. 

10. Provide state matching money for each fiscal year for 

Title XIX survey and certification activities as set 

forth in the DLC budget and approved by Health Standards 

and Quality, Health Care Financing Administration, 

Department of Heal-th and Human Services, Region IV. 

III. This contract does not require DLC to survey or monitor 

Civil Rights requirements for the Alabama Medicaid 

Program. 

IV. The terms of this agreement have been developed in 

accordance with program regulations and the Department of 

Health and Human Services' gui.delines and are subject 

thereto. Terms of this agreement may be amended as 

agreed to in writing by both parties. 

V. Under no circumstances shall a debt of the state of 

Alabama arise .or be . created under this agreement, as 

prohibited by Section 213 of the Constitution of Alabama 

of 1901, as amended. 
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· vi. The term of this agreement is for one year from April l; 

1987, and this agreement shall continue from year to year 

thereafter unless cancelled ~y either party at any time 

upon written notice to the other party given at least 

ninety days prior to any termination _date. 

IN WITNESS WHEREOF, this agreement has been duly executed 

this the l Jth day of May ,_ 1987. 

ALABAMA DEPARTMENT OF PUBLIC HEALTH 

By:~$.~ 
Director ' 
Division of Licensure & Certification 

DATE: 
,f•~~~'\Yffl A~O<f~= 
DC:PT. OF PU CUC r-;EALTH 

APPROVED: APR : ~ ( i 1987 

DATE: 

ALABAMA MEDICAID AGENCY 
\ 

DATE: May 8 1 1987 APPROVED AS TO FORM: 

APPROVED: 
Attorney 

DATE: 
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PROVIDER AGREEMENT 
BETWEEN 

THE ALABAMA MEDICAID AGENCY 
AND 

ALABAHA STATE DEPARTNENT OF EDUCATICN 

Attachment 4.16-A 
AL·.:.a6-22 .'= ~·~ 

(Division of Rehabilitation and Crippled Children Service) 

WHEREAS, the Alabama Medicaid Agency, hereinafter referred 
to as Medicaid, has been designated as the agency to ad.minister 
the Medicaid Program in the State of Alabama under Title XIX of 
the Social Security Act, and 

WHEREAS, the undersigned, the Alabama State Department of 
Education (Division of Rehabilitation and Crippled Children 
Service) hereinafter called SDE/CCS, is a duly certified or 
licensed provider of services and desires to participate in the 
Medicaid Program; 

NOW, THEREFORE, the parties to this agreement hereby agree 
that SDE/CCS shall participate in the Alabama Medicaid Program 
for the purpose of providing services and/or goods pursuant to 
Title XIX of the Social Security Act, as amended, and under the 
terms and conditions set forth herein. 

SECTION I. (GENERAL) 

1. This agreement shall become effective on October 1, 
1986, and shall continue until terminated, amended, or revised 
by either party in accordance with the.terms and conditions of 
this agreement, with the exception that Medicaid may terminate 
this agreement when it determines that, during the last fiscal 
year, SDE/CCS has not provided services to Medicaid only recipi­
ents in excess of five claims and/or One Hundred Dollars 
($100.00). 

2. This agreement may be revised, altered, modified, or 
amended as required, provid~d that such is in writing and signed 
by both parties. This agreement may be terminated by either 
party upon thirty (30) days' written notice. 

3. SDE/CCS shall comply with ~11 the applicable provisions 
of the Alabama State Plan for Medical Assistance under Title XIX 
of the Social Security Act, as amended, (hereinafter called the 
State Plan) , and shall follow the procedures established for 
providir.g servic8s under the Medicaid Program. SDE/CCS shall 
comply with all relevant Federal and State laws and regulation6 
and shall follow the cest professional practices consistent with 
reasonable economy. 



4. This ugrcerncnt iG dee~ed to include the applicable 
provisions of the Stute Plan, Alabama Medicaid Administrative 
Code, and ~11 State and Federal laws and regulations. If this 
asrucrncnt is deemed to be in violation of any of said provi­
sions, then this agr~e~ent is deemed amended so as to comply 
therewith. Invalidity of any portion of this agreement shall 
not affect th~ validity, effectiveness, or enforceability of any 
o t. !'": e ~ ;) r , .... · .. : i r: i c. n • 

s. 
l: .. - ' - .-, - -u..; •• .. . · .. ') 

~:..::/CC S s r . .:i. : ~ ::•.::i :._;.~a in re r:-:- - ~ -: at i :_ ~; r. c-: :-::.:i ~ ;::; lac: e c f 
=~f~~ci~nt to ve=ify a~~ di~clos0 t~e f 1 1l: o~tent cf 

se~v i 1 .:C :l, ~ '..°'!iJ :'_ C:!'!e~ t, Stl?t? lie~, a:-:d IC"':: <}C::: 1:iS 
c~i~ rec~~i0~ts. SDZ/CCS agrees that: 

f ~ . .,,... ........ ~"""r- ,·· _..._ ··-.J··-- tc . :~edi-

a. All such records shall be maintained for 
a period of at least three years and one 
month following the last day of the 
fiscal year in which the service was 
rendered. However, if audit, litiga­
tion, or other action by or on behalf of 
the State of Alabama or Federal Govern­
ment has begun but is not completed at 
the end of the above time period, or if 
audit findings, litigation, or other 
action has not been resolved at the end 
of the above time period, said records 
shall be retained until resolution. 

b. SDE/CCS shall prooptly make all such 
records available for inspection and 
audit by authorized representatives of 
the Co~ptroller General of the United 
States, the Secretary of Health and 
Human Services, the Office of Inspector 
General, the Alabama Medicaid Agency, 
and appropriate agencies of the State of 
Alabama. SDE/CCS shall either furnish 
copies of said records without cost to 
Medi6aid or allow said records to be 
~emoved from the facility for reproduc­
tion. Such reports and facilities will 
be available for inspection upon request 
curing regular business hours of 
SDE/CCS. 

c. SD~/CCS shall mair.tain, pres2rve, and 
p~ovide Medicaid access to all records 
affectir.g or reflecting costs of s2r­
vices, equipment, supplies, and/or goods 
furnished under this aqreeD2nt. 

2 T// -II" gto -02 CJ. 

~ j?/?7 
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d. SDE/CCS shnll maintain, preserve, and 
provide Medicaid nccess to all records 
showing SDE/CCS'3 relutionship to any 
brother-sister or parent or subsidiary 
corporations, partnerships or other form 
of business ventures. 

'.1. SDE/CC~ uC!"ees: 

~. Cl2i~~ . ~il: be 3ub~itted in acccrca~ce 
v:ith cuidolincs establisrv.:c by Medicaid 
<1~d billi.n-:-- i:-:str-.:ctic:-.s ;:rc·1i.~crl by the 
Medicaid fiscal agent, said instructions 

d being construed to be consistent with 
the rules and regulati6ns of Medicaid, 
hereby incorporated by reference. 
SDE/CCS agrees to accept as payment in 
full the amount paid by the fiscal agent 
for a covered service(s), and will mak~ 
no additional charge or charges for a 
covered service(s) to a recipient, or 
sponsor, or family thereof, except the 
designated and appropriate copayment 
amount where applicable. 

b. To pay Medicaid any monies due under 
Medicaid iegulations for payments made 
on behalf of the patient by third 
parties. SDE/CCS shall cooperate by 
obtaining and providing Medicaid with 
the name~ address, and circ~~stances 
surrounding third parties who may be 
liable for payment of services whenever 
possible. SDE/CCS shall follow all 
procedures set forth in the Medicaid 
Agency Administrative Code, Third Party 
Section, with regard to reporting, 
billing, and collecting from third 
parties. 

7. SDE/CCS shall comply with Titles VI and VII of the 
Civil Rights Act of 1964, the Federal Age Discrimiriation Act, 
and S2ction 50~ of the Rehabilitation Act of 1973. 

3. Neither Medicaid nor SDE/CCS is obligated under this 
ag~8~~2n~ unless and until i~ is duly ex2cuted by its 2uthorizea 
representatives. 

3 7JI F <r (p - ;;i. ~ 
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9. Medicaid shall make nc payment for services r~ndered 
in violution of thi~ ~greement. Payments ~~de for services 
rendered in violation of this agreement ~ny be recovered through 
appropriate administrative and/or legal action~ 

10. Medic.J i <1' :-; obliqation t c ::-. .::1.-:c ~<:'-"iie>r."!":s h~;:-r~nde:- i~ an 
cc. i i c; .. 1 ~~on th u t l !~ ~ t• b j ~ct to the av a i. ~ ..: ·:: i : i ': ~ / n :. ~ t 2 ':. e 2 n j 
Feder~~ funds a?pr0?=iat~rt icr ~edicai~ p~r~~sas. 

l~. S~S/CCS sholl not char:~ ~'.e r.Ecoi ·: fr::- ~~·.,r·i-=-e e: re:1-
<lcred c~ a ~a-cost basis to t~e ce~er~l ?~~:ic. 

12. SDE/CCS .is prohibited from offering incentives (such 
as discounts, rebates, refunds, or other similar unearned 
gratuity or gratuities) other than an improvement(s) in the 
quality of service(s), for the purpose of soliciting the patron­
age of Medicaid recipients. Should SDE/CCS give a di~count or 
rebate to the general pubiic, a like amount shall be adjusted to 
the credit of Medicaid on the Medicaid claim form, or such other 
method as Hedi,caid may prescribe. Failure to make a voluntary 
adjustment by SDE/CCS shall authorize Medicaid to recover same 
by then existing administrative recoup~ent procedures or legal 
proceedings. 

13. Payment by Medicaid for services furnished under this 
agreement shall be made in accordance with applicable State and 
Federal laws, regulations, and limitations. In no event shall 
the Medicaid payment exceed the amount charged to the general 
public for the same service. 

14. Medicaid recognizes that SDE/CCS is required by 
various contracts with governmental agencies and others to 
maintain certain sliding fee scales and fee schedules. Nothing 
herein shall require SDE/CCS to vary or adjust its rates to 
Medicaid based upon any fees offered under such sliding scales 
or schedules, nor shall any fee paid unde:::- such contract b.e 
deemed to be a ndiscount" or "rebate." 

15. In the event litigation is had concerning any part of 
this agreement, whether initiated by SDE/CCS or Medicaid, it is 
agreed that such litigation shall be had and conducted in either 
the Circuit Court of Montgomery County, Alabama, or the United 
States District Court for the Middle District of Alabama, 
Nor~hern Division, according to the jurisdiction of those 
respective courts. This orovision i~ not intended to, nor shall 
it ope~ate to, enlarge th~ jurisdiction of either of said 
courts, but is merely an agreement and stipulation as to venue. 

4 



SECTIO~J II. (ELECTRONIC MEDIA CLAIMS) 

1. i·l~dicaid <:!grees thut SDE/CCS m.:iy submit claims for 
covered services by use of electronic media, to wit: magnetic 
tape. 

SDE/CCS hereby agrees to establish and maintain on file 
trr . ;.·.-:;_ ,...,tt:r<" c' e."lcr. r<Jcipient n -~ ~crJicc~; ~ ·u.::-:-.is!lc~ t•:· the 
S-;)F: ~-.:~. er ·.;t-,c:i apolicc:JblC' tr.(; .:i~:-1.:it1~~i: c:- ;i resc~:-:si~lr 

·) L:..-: ·--:- . :-. tl?ral: o!: s.::iid reci~ic:-it. S.:!ic. si;:"" . .:iture sl-.:!ll bi; 
:-:-.::.i:--. t<:"irP<~ fer c~ch cL:iim sl..!b1.:i+:teO:: c-i!"l!'"i-:te:-:+: 1,..,·it~; r..lc:r .1rr • .:i 
~e~~~-i~ ~~~i~istr~tiv~ Code Rul0 SG~-~-:-.l;, ~~ .::i~c~~ed, 

. ~C!:'(.::.: . .:.:iccrpora ted by reference. 

3. SDE/CCS hereby agrees that the method of electronic 
media claims submission shall be governed by and submitted under 
the existing rules, regulations, and policy directives of 
Medicaid, herein incorporated by reference. SDE/CCS further 
agiee~ that said method of electronic media claims submission 
shall be governed by and submitted under the provisions of the 
Alaba~a Medicaid Agency Tape Billing Manual, as amended, herein 
incorporated by reference. 

4. SDE/CCS hereby agrees to and shall be ~olely responsi­
ble for the accuracy and authenticity of said electronic media 
claims submitted. SDE/CCS shall retain and maintain detailed 
records, including original source documents which shall fully 
disclose the nature and extent of the service as reflect8d in. 
the electronic media claims submitted for the time period 
reflected in .Section I. 5. a. 

5. SDE/CCS hereby certifies that the service described on 
the electronic media claim was personally renderad by the 
provider of service or under his personal direction. SDE/CCS 
further certifies that said service was medically necessary for 
the diagnosis and treatment of the condition as indicated by ~~e 
diagnosis and shall maintain records, including source documents 
to verify such. 

SECTIC~~ III. (PHYSICIAN SERVICES) 

!. Each physician that rencers services in the SDE/CCS 
clinic ~ust be enrolled as a Medicaid provider with SDE/CCS as 
·;:he pc.yee. 

2. SDE/CCS shall obtain and provide to Medicaid the 
p~ovicer enrollment information necessary for each physician to 
be enrolled in the Medicaid program with SDE/CCS as the payee. 

5 



3. This agree~ent entitles SDE/CCS to submit claims to 
Medicaid under the physician's provid~r number for the following 
procedure codes, and no others: 

SECT:::c:; IV. 

Z5145 - Regular Clinic 
Z5146 - Speciality Clinic 
Z5147 - Interdisciplinary Team Clinic 

(New Patient1 
Z51~6 Interdi~ciplinar1 Team Clinic 

(Established Patie~t) 

(NON?HYSICIAN SERVICES) 

1. The SDE/CCS clinic shall be er.rolled under a separate 
provider number for filing of nonphysician services. 

2. This agreement entitles SDE/CCS to submit claims for 
nonphysician services for the following procedure codes, and no 
others: 

Z5149 Hearing Clinic 
V5010 - Hearing Aid Clinic 
92591 - Hearing Aid Evaluation 
92557 - Audiological Assessment 
92506 - Hearing Evaluation 
92507 - Hearing Therapy 
70000-79999 - Radiology (Birmingham 

Office Only)· 
NZ2353 - Factor VIII 
NZ2354 - Factor IX 

3. Other nonphysician services may be added, by arnend~ent 
~o this contract, through an interagency agreement for improved 
EPSDT services. 

SECTION V. (REIMBURSEMENT AMOUNTS) 

1. Reimbursement shall be made in accordance with the 
following Pricing Schedule. 

NZ2353 - .10¢ per unit 
NZ2354 - .10¢ per unit 

V5010 - $31.00 
Z5145 - $ 5.00 
Z5146 - $ 7.00 
Z5147 - $35.00 
Z5148 - $ 7.00 
Z5149 - $43.00 

6 
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70000--79999 - According to Level III Pricing 

92506 - $35.00 
92507 - $15.00 
92557 - $35.00 
92591 - $31.50 

. l. 2:~crts \o1ill ':Jc l:". ~de t <~ ir::cr:.. all clier.tc; whcJ arP. 
clic;ic:, .'cl : C:-.:- i·'.12dico.iC: ,:rnr:: \.-'.:8 rtt',., r. 1. l"'nt ~~ o: s:r:/CC~ o: t~c . 

ilV~ilQt~lity of services provided by the Alabama Medicaid 
Program. 

2. Medicaid will refer Medicaid-eligible persons to 
SDE/CCS for services provided by that agency that are not 
covered by the Medicaid State Plan. 

SECTION VII. (FILES ACCESS) 

1. The Alabama ~edicaid Agency authorizes SDE/CCS to 
access and utilize data contained in the following files which 
are part of the Alabama Medicaid Management Information System 
(AMMIS) : 

1. SDX Master 
2. Eligibility File 
3. Insurance Company File 

and any other files as dee~ed pertinent and necessary by employ­
ees of SDE/CCS in the perfor.:'.ance of their official duties. 
This information will be safeguarded in accordance with 42 
C.F.R. §431.306. 

2. SDE/CCS authorizes Medicaid to access and utilize data 
contained in SDE/CCS's insurance file and any other files as 
deemed pertinent and necessary by employees of Medicaid in the 
perforillance of their official duties. This information will be 
safeguarded in accordance wit~ 42 C.F.R. §431.306. 

SECTI0!.'1 VIII. (LIAISO:;} 

l . 
ti!Ties to 

SDE/CCS and Medicaid 2g~2e to meet at rnutually agreed 
discuss the concer~s of either agency. 

7 



~. S~-·~·.tccs .:i:.G. Medico.id agree to Meet cJ.t r:mtually ac;recd 
t i in e s t o d i :> c u s s a :-1 d p 1 a n f o r i rn proved s e r v ice s to ~ •J d i ca i c.1 
rcci~icntc. ~utually eligible for EPSDT and Crippled Child~~~ 
Service Programs. 

ALABAMA ST."\':'S DEPARTME!'!T OF ALABAilA MEDICAID AGENCY 
EDUC;'>.TIO~ 

~~«~~ JI (/!L ~ 
<--- • Lamana H. Lucas, Director 

Division of Rehabilitation and 
Crippled Children Service 

Date 

Aoprcwr..f fnr lt90al form 
0 ff !i::-:- -: ' C- · ... · r ,.,I Counsel 
Deparlmer.t of Education 
by -•--:..:.' •:'.-v·1 'S - ' . 

8 

APPROVED: 

~c._ .. t._ vJ~ y 
-=G:-e_o_r_g_e-"'<::(S\=--. ---:-:W:-a....,l""""l""""a~c-e~------- :,· 
Governo'r" of Alabama 

&ate!«/ ~tiid! HL--A· /I· Mitchell 
f ' S~te Finance Director 

?.p?roved as to form: 
7 ,, 

. I i _L:. ____...,...,--
1!/· I;) ,. '/,,I;·)· I;/ f, • / , /, I . f ':,.--, :....!---



(D1v1s1on 

PROVIDER AGREEMENT 
BETWEEN 

THE ALABAMA MEDICAID AGENCY 
AND 

·,: . .:·.:.:.~~ · .. · -

ALABAMA STATE DEPARTMENT OF EDUCATION 
of Rehabilitation and Crippled Children 

AMENDMENT t'\Ul~BER 1 

AL-87-25 
Attachment 4.16-A 
Amendment Number 1 

Service) 

WHEREAS, the Alabama Medicaid Agency and the Alabama State Department 
~ of Education (Division of Rehabilitation and Crippled Children Servi~e) 

entered into a provider agreement, effective October 1, 1986, for the 
provision and payment of certain services to be provided to recipients of 
the Alabama Med1ca id Program; and 

WHEREAS, said parties desire to enlarge the services covered by said 
provider agreement; 

NOW, THEREFORE, the parties agree that said contract is amended to 
include the following provisions: 

A. SECTION IV (NONPHYSICIAN SERVICES), paragraph 2 is amendP.d to add 
as a covered procedure code: 

11 92581 - Evoked Response Audiometry" 

B. SECTION V (REIMBURSEMENT AMOUNTS), paragraph 1 is amended to add 
at the end: 

11 92581 -- $80.00 11 

This Ar.iendment shall be effective as of _Dece~ber 1, 1987 
(Date) 

:. 

Except as expressly provided herein, said provider contract shall 
remain in full force and effect as originally executed. 

Executed this fi!.__~day of ~f!t~. 1987. 

ALABAMA STATE DEPARTMENT OF 
E rATION 

Al./18/\MA MEDICAID AGENCY 

B ~·,;0~~ y - -~~E-
. ichJel Horsley, Co · 
ab~ma Medicaid A y 



I ' -· ( . 

AMENDMENT NUMBER l 
Page 2 

ByW~~ 
State Superintendent of Education 

.. 

AL-87--25 
Attachment 4.16-A 
Amendment Number 1 

APPROVED AS TO FORM: 

APPROVED: 
1.-; <I\.: ~ nt ··: n:tl11!rt! 

f 111J1 ?c~ 0i rl'~·1or's 

G. Rabin Swi ft· : · ' ~fr . .! 
State Finance Director 

~ -IL:t_ 
Guy Hunt z 
Governor ~abama . 

., 
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PROVIDER AGREEMENT 
BETWEEN 

THE ALADl\.MA MEDICAID AGENCY 
AND 

AL-88-5 
Attachment 4.16-A 
Amendment Number 2 

CONTRACT NO. 70051 

ALABAMA STA'l'E DEPAR'fMENT OF EDUCATION 
(Division of Rehabilitation and Crippled Children Service) 

Amendment Number 2 

WHEREAS, the Alabama Medicaid Agency and the Alabama State 
~ Department of Education (Divinion of Rehabilitation and Crippled 

Children Service) executed an agreement effective October 1, 1986, 
and desire to nmend the same so as to ma~e it a~cept~ble to 
federal authorities for providing of services under the Alabama 
.Medicaid Program; 

NOW,· THEREFORE, the parties hereby agree to the following 
addition to said written agreement (contract): 

"Section IX (Reimburcement Limits) 

1. Reimbursement for any services provided hereunder 
shall not exceed the provider's actual cost. 

2. Reimbursement for any sP.rvices 
will not exceed the nrnounts 
services to other providers 
Medicaid Program." 

provided . hereunder 
paid for similar 

under the Alabama 

This amendment shall have the same effective date as the 
original agreement. 

Executed November 25, 1987 

ALABAJ-1..A STATE DEPARTMENT OF 

~~rb-J LamOall:LUCas;Dirc ctO 
Division of Rehabilitation and 

Crippled Children Service 

ALABAMA. MEDICAID AGENCY 

omrni::;sioner 
Alabama Medicaid A0cncy 

· na te : _+-/-- _._~4-->LL____...;tf';::.___;...9 __ ~ 
/er' 

TN No. fj.,~ 
SUPERSEDES 

TN No. 

DA'l'f:/RECEIPT ~~ 1{ 
DATE/APPROVED f 
DATE/EFFECTIVE I I . f 
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Provider Agreement - Department of Education 
Amendment Number 2 
Page 2 

Assistant State Superintendent of 
for Administrative and Financial 

State Superintendent of Education 

I",,. ,,,..~ 

'9Jlt::: ..... 

' ' 
; , .... ._ 

·•\ ' 

.· 

Education 
Services 

APPROVED: 

AL-88-5 
Attachment 4.16-A 
Amendment Number 2 

Contract No. 70051 

Doe~ nor n.·ci!uire 
Fin :11ll'l' J ) 1!-._·,·1t1r'-; 

G. Robin Swift, Jr. 
Finance Director 

Approved ao to form: 

TN No. ff-f; DATE/RECEIPT~( 
SUPERSEDES DATE/APPROVED . fg' 

TN No. , DATE/EFFECTIVE I I ~ ~ 
·' I. 



AL-88-19 
Atiac~ment 4.16-A 

COOTRACT NO. 70051 

PROVIDER AGREEMENT 
BETWEEN 

THE ALAOAMA MEDICAID AGENCY 
AND 

ALABAMA STATE DEPAR-JMr::NT or EDUCATION 
(Division of Rr.habilitation and Crippled Children Service) 

AMENDMENT NUMBER 3 

WHEREAS, the Alabama Medicaid Agency and the Alabama State 
Department of Educat1on (Division of Rehabilitation and Crippled 
Children Servic~) entered 1nto a provider agreement, effective 
October 1, 19B6, for the provision and payment of certain services 
to be provided to recip1ents of the Alabama Medicaid Program; and 

WHEREAS, said parties wish to amend the agreement to add 
Early and Per1od.1c Screening, Diagnosis, and Treatment as a 
covered service; 

NOW, THEREFORE, sa1d parties agree that said agreement is 
amended effective July 1, 1988, by adding the following: 

SECTION X. (EARLY AND PERIODIC SCREENING, DIAGNOSIS, AND 
TREATMENT SERVICES) 

1. Persons eligible for the Early and Periodic Screening, 
Diagnosis, and Treatment (hereinafter ca11ed 11 EPSOT11

) Program 
benefits are those persons under twenty-one (21) years of age, who 
are certified by the Alabama Medicaid Agency as eligible for 
Medicaid benefits. 

2. Persons requesting screening services must receive the 
screening examination within one hundred and twenty (120) days 
from the date· the services are requested. 

3. Persons referred for further diagnosis and treatment 
should receive such services within one hundred and twenty (120) 
days from the date referral services are requested. 

4. The SDE/CCS will make any necessary follow-up to assure 
that eligible children receive EPSDT services provided by this 
Program. 

5. Medicaid will furnish instructions for EPSDT. 

6. SDE/CCS agrees to carry out the complete EPSOT examina- ~ 

tion of eligible persons as prescribed by Medicaid in its EPSOT 
screening or examination package, the EPSDT instructions, the 
State regulations and all applicable Federal regulations. 



-------------· - ·----- ·- · - --- - ----·- ·- ----------.. ·-·-

AMENDMENT NUMBER 3 
Page 2 

AL-88-19 
Atiachment 4.16-A 

7. SDE/CCS agrees to ab1de by the Med1ca1d procedures 
estab11shed for statewide administration of the EPSOT Program. 

8. Upon request of SDE/CCS, Med1caid w111 prov1de profes­
s1ona1 consultation in physical assessment, and consultation and 
tecbn1cal ass1stance 1n solv1ng other problems related to the 
EPSDT Program. 

9. Med1ca1d will furn1sh statistical data to SDE/CCS in a 
form to be determined by Medi ca 1 d (for progra111 management purpos­
es). 

10. SOE/CCS w111 submit cla1ms for payment to Medicaid's 
fiscal agent in accordance with instructions issued by Medicaid 
and 1ts fiscal agent. 

11. The Alabama Medicaid Agency, through its fiscal agent, 
will reimburse SDE/CCS at the rates established and 1n use at the 
time of examinat1on. 

12. SOE/CCS shall 1nform Med1ca1d-eligible persons that they 
may receive Med1caid covered services from a proylder of their 
choice. 

13. Under no circumstances shall the commitment under this 
agreement constitute a debt of the State of Alabama, as prohibited 
by Section 213, Const1tut1on of Alabama of l~_Q_l_, as amended by 
Amendment XXVI . 

. 14. The SOE/CCS clin1c shall be enrolled under a separate 
provider number for each clin1c site for fil1ng of EPSDT services. 

lS. This agreement entitles SDE/CCS to submit screening 
summary cla1m forms for the following procedure codes, and no 
others: 

ZSllS - Init1al EPSDT Screening, Normal Findings 
25116 - Initial EPSDT Screening, Abnormal Findings 
Z5154 - Period1c EPSOT Screen1ng, Normal Findings 
Z5155 - Period1c EPSDT Screening, Abnormal Findings 
Z5156 - Nonper i odic EPSDT Screening, Normal Findings 
Z5157 - Nonperiodic EPSuT Screening, Abnormal Findings 

16. Other EPSDT services may be added, by amendment to this 
agreement, through an interagency agreement for improved EPSDT 
services. 

Except as expressly prov1ded herein, said provider agreement 
shall r ema i n in full forc e and effect as originally executed. 

Executed this / "!'! day o~--· 1988. 
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AMENDMENT NUMBER 3 
Page 3 

AlAB>JJtA STATE DEPARTMENT OF 
EDUCATION 

AL-88-19 
Attachment 4.16-:A 

ALJ.iBAMA MEDICAID AGENCY 

~ 

W;i.~~~==f./-~~~~-By ~~~~~----~-
m• na H. Lucas, 01r ctor 

Div s1on of Rehabil1tation and bama Mcdicai Agen y 
Cr1ppled Children Serv1ce 

BY~·~.c_~-=-::_+.:.:a-L-~~~--=--x.-:~ 
William J. Ru herford, Di 
01v1s1on of A mtn1strat1v 

Financ1al Services 

By~~ 
State Supcr1ntendent of Education 

APPROVED AS TO FORM: 

Counsel 

Approved for 1egal fofm 
Office of General Counifll 
Department of Educatlon 
by (fr • 

Docs not require 
Finance Dircclor's 

sig~lU~ 

G. Robin Swift, J~. 

State Finance D1rector 

APPROVED AS TO FORM: 

Counsel 

TN No. ~-/1 
SUPERSEDFS 

TN No. ...& .... Y ...... \}J_ 

DATE/RECEIPT /~ 
DATE/APPROVED ,; 
DATE/EFFECTIVE ~ I ~ 
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lo"t"A.'t 700 S: I 
t'.Me11dn1ett.t n•. 4 

.· . · . ... ,. ~,~~-

PROVIDER AGREE~ENT 
8E1\.'EEN 

THE All\BJJJ.A MEO!CAIO ACCNCY 
ANO 

A~BAMA STATE DEPAR1MENT OF EDUCATION 
(Division of Rc:ho.b111tat1on and Crippled Ch11dren Service) 

AMENDMENT NUMQ~R 4 

~HEREAS. the A1abama Medtca1d Ag~ncy and the Alabama State 
Department of Education (01v1ston of Rch~b111tat1on and Cr1rpled 
Children Service) entered 1nto a provlt!..::r agrccn1ent 1 effective 
October 1, l<JUG, for the prov1s1on and p.:iy1110nt of certa1n services 
to be prov1 df:d to r~c1p1 en ts of the A 1 ab.ima Med 1ca1 d Program: and 

NOW, THEREFORE, the parties hereby a9ree to the fo11ow1ng 
amendment to sa1d written agreement (contract): · 

B. SECTION V (REIMBURSEMENT AMOUNTS). paragraph 1 1s amended 
as fo 11 ows: 

"NZ2353 - 50 cents per unit" 
11 NZ2354 - 10 cents per un1t" 

Th1s Amendment shall be effect1ve as of July 1, 1988. 

Except as expressly prov1ded here1n, sa1d provider agreement 
sha11 rema1n 1n full force and eff~ct as or191nally executed. 

'' Executed th1 s /st- day of ~/' 1938. 

AU..BNliA STATE DEPARTMENT OF AU..BJV.tA MEDICAID AGENCY 
E UCATION 

1ona H. Lucas. 0 rector 
Division of R0habilitation and 

Crippled Children Service 

By Lffe~1~ 
·/M1chae1 Horsley)C~oner 

:l.:ib<.1111.:i Medica1d Agency 

BY~.11(~. ford,'01 ·ctOr 
01v1s1on of Adm1ni~trative and 

F1nancial Serv1ces 

Byzd~4~ 
Wayne-1'eague 
State Superintendent of Education 

APPROVED AS TO FO~: 
/\pprovccl I...,- \ ........ j i'Jrm 
Q([ic0 r' ·I Coun~cl 
0f'p•nlr •· ~duc:ilion 

·1 . ,r.J ' --

DO<."s not require . 
Fi.n~U1cc Dln:ctor's 

sii;natun: 

G. Hobin Swift, Jr, 
State Finance Director 

APPROVED AS TO FORM: 



...... '., . ;_ .. Contract No: 70051 
· :. .. ·-. ·. ·:· . • ~endment No·: 5 . 
· ·-· .. ·~. _·.\ ... , ·· · . ( /. PROVIDER AGREEMENT 
. •• • - :. ,;: · · f . .. B~EEN 

,·. : ~. . .. i;;.111 

;: .• 

THE ALABAMA MEDICAID AGENCY ·· ~ : ·<'. ·< AND 
ALABAMA STATE DEPARTMENT OF EDUCATION 

(01v1s1on of Rehabilitation and Crippled Children Service) 
,· 

:, I 

:tF 
. ' 

AMENDMENT NUMBER 5 

WHEREAS, the Alabama Medicaid Agency and the Alabama State Department of : 
Education (Division of Rehabilitation and Crippled Children ·Serv1ce) entered 
into a provider agreement~ effective .October 1, 1986, for the provision and 

· payment of ·certain services to be provided to recipients of the Alabama Medi-
caid Program; and · 

WHEREAS, the above parties, entered into Amendment Number 3 of said 
agreement on July 1, 1988, to add Early and Periodic Screening, Diagnosis, and 
Tre_atment Services; . . .. 

NOW~ THEREFORE, the ·part1es hereby amend Section x,· paragraph 3, to said 
written agreement (cont~a_ct) as added by Amendment Number 3 as follows: 

1
. . SECTION X (EARLY AN_D PERIODIC SCREENING, DIAGNOSIS~ . AND TREATMENT SERVICES) 

"3. Persons referred for further diagnosis and treatment should receive 
such services within sixty (60) days from the date referral services are 
requested." ·· ·· 

Except as expressly provided herein, said provider agreement shall remain 
1n full force and effect -as or1g1nally executed. 

. . ·~ 

Executed th1 s ,;;s= day of ~f , 198_9~ · . I . i 

ALABAMA STATE DEPARTMENT OF EDUCATION ALA.BAMA MEDICAID AGENCY 

B~£~· · tam0 a H.LUCaS;Di rector 
By~~~ 

Carol A. Herrmann, Commissioner 
. Division of Rehabilitation and A 1 abam Me.d1 ca id A ency 

. ... --· Cr1 pp\.ed hl l n S 

APPROVED AS TO FORM: 

BY~..A...+S~~~~~~l--~~ 
Guy Hunt 
Governor 

. . . 
Does not require 
Finance Director's 

signature 
of Edw:at1on d f I 1 f . . Approve or ega orm . 

Office ol GencralA?POO~~b AS TO FORM: 
Department of Education . 
bY. fVro/r= . 

By ____ ·· - By uitfLW« ~ 
Counsel TN NO. :'.· ~~ls_ DATE/RECEIPT ~el+ . . 

SUPERSEOES DliTE/APPROVED 7 I 
TN No. Iii~ . DA XE/EFFECTIVE ~ 

.. 

.i 

.,, 
-,, 
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:contract No. 70051 
. "Nnendment No. 6 

PROVIDER AGREEMENT , 
BETWEEN 

THE ALABAMA MEDICAID AGENCY 
AND 

ALABAMA STATE DEPARTMENT OF EDUCATION 
(D1vis1on of Rehabilitation and Crippled Children Service) 

AMENDMENT NUMBER 6 

WHEREAS, the Alabama Medicaid Agency and the Alabama State Department of 
Education (Division of Rehabilitation and Crippled Children Service) entered 
into a prov1der agreement, effective October 1, 1986, for the provision and 
payment of certain services to be provided to recipients of the Alabama Medi­
caid Program; and 

,, WHEREAS, the above parties, entered into Amendment Number 4 of said 
agreement on July 1, 1988, to amend the reimbursement amounts of procedure 
codes NZ2343 and NZ2354; 

NOW, THEREFORE, the -parties hereby amend Section V to sa1d written agree­
ment as amended by Amendment Number 4 as follows: 

SECTION V (REIMBURSEMENT AMOUNTS) 

"NZ2353 - 75 cents per unit" 

This Amendment shall be effective as of April 1, 1989. · 

Except as expressly provided herein, said provider agreement shall remain 
in full force and effect as originally executed. 

Executed this /)._~day of 'zn7 , 1989. 

ALABAMA STATE DEPARTMENT OF EDUCATION ALABAMA MEDICAID AGENCY 

APPROVED AS TO FORM: 

By~f"-'~ 
Carol A. Herrmann, Commiss1oner 
Alabam Medicaid Ag ncy 

BY~...1-:.:::::i..Ld.o~-.J.~~~::i-~~ 
Guy Hunt 
Governor o 

Does not require 
Finance Director's 

signature 

FORM: 

By · By~~ 
Counsel Counsel 

. 'rN No. i9-l:i; . rJATF:/REC~In ~ . 
. ·suPB~:;;t:f,_ DATE/APPRO~~r>?, 

'!'N No. DllTE/EffECTIV ~ v. _ 7 · ~ 
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.Contract No: 70051 
Amendment No. 7 

PROVIDER AGREEMENT 
BET'#EEN 

THE ALABAMA MEDICAID AGENCY 
AND 

ALABAMA STATE DEPARTMENT OF EDUCATION 
(Division of Rehabilitation and Crippled Children 

AMENDMENT NUMBER 7 

AL-89-20 
Attachment 4.16-A 

Service) 

WHEREAS, the Alabama Medicaid Agency and the Alabama State Department of 
Education, Division of Rehabilitation and Crippled Children Service, hereinaf­
ter called (SDE/CCS) entered into. a provider agreement, effective October 1, 
1986, for the provision and payment of certain services to be provided to 
recipients of the Alabama Medicaid Program; and 

NOW, THEREFORE, the parties hereby amend said written agr,eement (contract) 
by adding Amendment Number 7 as follows: 

SECTION XI MEDICALLY NECESSARY ORTHODONTIC SERVICES 

1. Persons eligible for Medically Necessary Orthodontic Services are 
those persons eligible for the Early and Periodic Screening, Diagnosis, and 
Treatment (hereinafter called ''EPSDT") Program and who are cert~fied by the 
Alabama Medicaid Agency as eligible for Medicaid benefits. 

2. SDE/CCS must obtain prior authorization from the Alabama Medicaid 
Agency for all medically necessary orthodontic treatment. 

3. SDE/CCS orthodontic clinic health care professional staffing shall 
include, but not be limited, to the following: 

a. Orthodontist 
b. Dentist (preferably Pedodontist) 
c. Plastic Surgeon 
d. Otolaryngologist 
e. Pedi atric1an 

4. SOE/CCS agrees that orthodontia will be added to the currently covered 
multidisciplinary team approach for the diagnosis, treatment planning, imple­
mentation and follow-up treatment for diagnoses including, but not limited to, 
the following: 

a. Cleft lip/palate 
b. Velopharyngeal incompetence 
c. Short palate 
d. Submucous cleft 
e. Alveolar notch 
f. Oral-facial anomalies 

1. Apert 1 s syndrome 
2. Crouzon's syndrome 

TN No. $2.-J() 
SUPERSEDES 

TN No. #HW 

DATE/RECEIPT ~'.2t/. 
DATE/APPROVED la I' 
DATE/EFFECTIVE 



Contract No. 70051 
Amendment Number 7 
Page 2 of 2 

AL-89-20 
Attachment 4.16-A 

5. This agreement entitles SDE/CCS to submit claims for the following 
procedure codes and no others: 

00110·- Initial .Oral Examination 
00330 - Panoramic Film 
00340 - Cephalometr1c F11m 
00470 - Diagnostic Casts 
00471 - Diagnostic Photographs 
08650 - Treatment of Atypical or Extended Skeletal Case 
08750 - Post-treatment Stabilization 
09240 ·- Intravenous Sedation 
09310 - Consultation 

6. Medicaid, through its fiscal agent, will reimburse SOE/CCS at the 
rates established and in use at the time of service. 

7. SDE/CCS certifies that the services performed will be by staff members 
licensed 1n the state in which the services are rendered and also the providers 
of orthodont1c services will be graduates of a cert1fied and accredited school 
of orthodontia. 

This amendment shall be effective as of July 1, 1989 • . 

Except as expressly provided herein, said provider agreement shall remain 
1n full force and effect as originally executed. 

Executed th1 s 7-U. day of ~ , 1989. 

ALABAMA STATE DEPARTMENT 0 EDUCATION ALA.SAMA MEDICAID AGENCY 

/t ,. 
B~~~~..,r...J.~~;___..~__."'-~ 

By·k:!::.~~~~sz::i~~~~::::. 
Wayne eague 
State Superintendent of Education 

'Approved for legal form 
OHice of General Counsef 
Department of ducation 
by RN 7 

Herrmann, Commissioner 
ed1Caid Age cy 

Does not require cf­
flnance Director'~ 

sin nature 

APPROVED AS TO FORM: 



AGREE:-IENT 

BETWEEN 
?-\EOICM. SERVICES ADMINISTRATION 

and the 
STATE:-IIDE FA:·IILY PLANNING PROJECT 

Alabama Dep~rtment of Public Health 

Attachment 4.16-A 

T~is Agreement supersedes the Agre~~ent between Medical Services Administration and the 
state·A·:..ce Family Planning Project with effective date of October 1, 1975, and all a-:!denda • the"eto prior to effective date of the here-under Agreement, October 1, 1977. · 

In accordance with the terms of this agreement, the Statewide Family Planning Project, 
Alab~~a Depart~ent of Public Health, will provide family planning services, directly or 
uncer arrange:~ents with others, to individuals who desire such services and who are 
eli<;i~le under the Alaba'na State Plan for Medical Assistance ur.cer Title XIX of the 
Social Security Act. 

A. Contraception: Contraceptive services include any medically approved means 
furnished or prescribed by or under the supervision of a physician for eligible 
individuals for purposes of enabling such persons freely to determine the 
number and spacing of their children, and to prevent the occurrence of 
unwanted pregnancies. 

1. Contraceptive services include: 

a. Gynecological and obstetrical history with previous contraceptive 
hist0ry, age at menarche, date of last normal menstrual period, 
gravidity, parity, pregnancy outcohle ·, and other gynecological 
a1d obstetrical infer.nation which might influe:1ce ·i;.he choice of 
a method of contraception. 

b. Medical and surgical history with a syste!Tlic review of the following 
systems: cardiovascular, endocrine, hepatic, renal, hP.matologic, 
neoplastic, neurologic, psychiatric and previous contraceptive history. 

c. Laboratory services including hemoglobin or he:nocrit, urinalysis, 
VDRL, Sickle Cell screening, Papanicolaou smear, pregnancy testing 
and Gonorrhea culture. . 

d. The female physical examination includes thyroid palpation, breast 
exa~inations and teaching self-breast examination; abdominal palpation, 
ccrnplete pelvic examination including the external genitalia, 
visualization of cervix, and bimanual, and recto-vaginal examination. 

e. Male physical examination should emphasize the genital and rectal 
areas. 

f. Patient education shall include the importance of family planning for 
the client and her family; basic male and female reproductive anato~y 
and physiology; information and teaching on all methods of contraception 
including hor~onal oral contraceptive pills, intrauterine devices, 
diaphragffis, foam, jellies, creams, condoms, coitus interruptus, rhythm, 



Attactvnent 4 .16-A .. 

natural family pl.inning, and male or female fterilization. ·In ~~'f-1fr'-8t.ti 
~ information on contraceptive ~cthods' safety, potential side effects, 

effe~tiveness, altern~tives and correct usage of the method chosen will 
be provided. Educational literature will be distributed to each 

/ 

patient with detailed information on the contraceptive method prescribed. 

g. Patients' informed consent for voluntary acceptance of the family 
planning prcgram services must. be completed and. signed (not appl~cable 
for sterilization . as another form must be completed.) 

2. For patients cheesing oral contraception w~o cannot ·tolerate oral contracepti·,-=s 
furnished by Family Planning clir.ics, oral contraceptive drugs which are 
incluc:ed in the Alabama Drug code Index m.3.y be prescribed for eligibl-e 
individuals. Physicians may prescribe one month's sup?lY by indicating the ~~it 
as 20, 21, or 28; three months' supply by 60, 63, or 84. Six months' supply 
can be prescribed by prescribing three months' supply and indicating one 
refill on the prescription. 

3. Drugs for other .treatment which may be required are also covered in the 
Alabama Drug Code Index for Title XIX Medicaid and physicians may pre­
scribe them for Medicaid-eligible individuals. 

B. Sterilization: Appropriate referrals for sterilization shall be made of 
persons twenty-one (21) or more years of age who are legally competent to 
give informed consent, and who voluntarily request such services. ·Non­
e~e::-:gency and non-t..~erapeutic sterilization, including tubal ligation and 
vasectomy, of eligible individuals is covered under the Ala.ha.ma Medicaid 
program subject to restrictions and special require~ents of Part 205, 
Chapter II, Title 45 of ~~e code of Federal regulations as amended by 
paragraph 205.35, effective April 18, 1974, and to established policy of 
the Medical Services Ad::iinistration. (See Special Al ab a.ma Medicaid Infor.<1atio 
Letters, FP-76-3 and FP-77-1 and Form S-FP- Rev . . 7 /76) attacned., l 

c. Infertility Services: Appropriate referrals shall be made of individuals 
who s~~k advice concerning infertility. Ex~~inations, counselling, and ..-< 

corrective procedures for infertility problems for eligible individuals are 
covered under the Alabama Medicaid program. 

D. Counselling and Referral: Appropriate counselling will be provided and/or 
indicated referrals made of individ~als seeking special services, as 
sterilization services including vasectomies (See I.B), infertility services, 
other medical problems and abortions where the life of the mo~er would be 
endangered if the fetus were carried to ter:oi. The use of Fed~ral XIX funds 
for paynent for abortions applies in the follc~ing circumstances: 

.. 
1. Payment may be made for abortio:-:s ·where the attending physician, 

on the· basis of his or her professional jucg~ent, has certified 
that the abortion is necessCTry because the life qf the mother 
would be endangered if the fetus were carried to term. 

2. Payment may be made for medical procedures necessary for t~e tcr~in~tion 
of an ectopic pregnancy. 
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Payr.:ent May be made for the treatment Jr rape or inces~+icti~~ 
the us~ of drugs or devices to prevent implantation of the fertilized 
ovu:n. 

b. Tre.:i.t.-:-.ent of rape or incest victi.::-.s is li:nited for these purposes to 
p=c::-r-~ treatment before the fact of pr~sn~GCj is established. 

c. As in all cases, p3yment may be made for c:L:>orticns for rape or 
· victbs where the physician has certi:ied that t:".e life of the 
would be endangered if the fetus were carried to ter:n. 

incest 
' mo'the:r 

4. Non-therapeutic abortiorsare not covered services of Alabama Medicaid. 

Eligible Individuals: Eligible individuals are those persons of either sex 
considered to be fertile, including minors who may be sexually active, without 
regard to marital status who are certified by the Alaba~a State Department of 
Pensions and Security to Medical Services Acir..inistration as eligible for Medicaid 
benefits. It is understood that eligibility for Medicaid benefits may be 
terminated by the Department of Pensions and Security effective at the beginning 
of any calendar month. 

F. Voluntary Participation: The acceptance by any individ...:al of family planning 
information or services shall be voluntary, and without any form of duress or 
coercion applied to gain such acceptance. 

Fa.";\ily Plan:<ir.g services covered by the ter!':'.s of this Agree:::-.ent shall be provided 
in co:-iforraity wib the Progra:n Guidelines for Project Grar.ts for Family Pla..,ni::g 
Se:vices under Section 1001, Public Health Service Act. 

III. SPECIFIC RSS?C'.SI3ILITIES OF THE STATE~·iIDE Fl>..'.-'.ILY !?L.~~:.::n:G PROJC:CT 

A. 

B. 

c. 

o. 

E. 

The Fa:nily Planning Project will offer medic.:!.lly approved methods for far::i1y 
planning, assist each individual in choosing a contraceptive meL~od, provide 
follo-.·1-up a::d counselling as necessary to assure effective use of chosen · 
me~~od, a.~d offer alternative methods if indicated. 

The Family Planning Project will infor:n :-O!edicaid-eligible persons of the 
availability of family plunning services thrcus~ ?:lass ?:ledia, personal contacts, 
pa:nphlets, and inter-agency cooperation. 

The Family Planning Project will estL:..blish a!1d maintain clinic services during 
evening ho~rs and on Saturdays as the need arises, and as economically feasible. 

The F2.m.ilY" Planning Project . may assist in providing t:rar.sportation, particularly 
in rural ar.:?as, for individuals who would otncr . .,1ise be unible to attend fa:nily 
planning clinics or obtain access to referral services. Project e~ployees may 
assist in providing transportation for p3tie!1ts in need of this service with 
rei~~urse~ent for mileage paid by the Prcject. 

Family Pla-,ning services will be under the r.edical respo:-isibilitv. and · · of physicians. superv1s1on 
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The Family Planning Project shall keep such records as ar~t\'4.cessary !ully 
to disclose the extent of services .provided to eligible individuals and the 
costs thereof and will furnish the Medical Services Administ~ation or its 
duly authorized agents with such inforrna~ion regardi~g payment of claims 
as rnoy be required from time to ti:ne, All. records shall be kept for a 
period of three years. 

T~e records of the Family Planning Project pertaining to this A.g~2enent jhall 
be subject to inspection and audit by representatives of the Comptroller Gener~l 
of the United states, the Secretary of the Departr.lent of Health, Education and 
i·:elfare, the Medicul Services Administration or its authori:?ed agents, and 
audito~s of the State of Alabama. 

The F~-nily Planning Project shall furnish the Medical Services Aerninistration 
such information as may be required for program evaluation, or to meet reporting 
requirements of the Department of Health, Education and Welfare, insofar as sue~ 
information is available to the Family Planning Project. 

I. The Family Planning Project agrees to operate under the provisions of Title VI 
of the civil Rights Act of 1964 and the Rehabilitation Act of 1973. Uncer the 
provisions of these Acts, any provider of services receiving Federal funds must 
cor:iply with the intent of these Acts and this means there shall be no ciscriminat:on 
because of race, color, creed, national origin, physical or mental handicap. These 
Acts also provide for strict compliance and complaint procedures. 

J. The Alabama Statewide Far:1ily Planning Project will correct, within ninety (90) 
days, any sigr.ifica.~t medical or clinic deficienci~s found in the provision of 
fa."7lily planning services and reported to Statewide Farr,ily Plan.-:i.:-.g Project by 
the Medicaid representatives. A report will be submitted to Medical Services 
Ad.-:-.i!1istratio!1 outlining tne ccrre:ctive measures to be undertaken within 30 
days. 

IV. REI:·IBURSEHENT 

A. }ledical Services Administration through its fiscal agent will reimpurse the 
State~~de Family Planning Project at a negotiated rate per patient clinic 
visit for family pl2.r.ning services. Such rate will be based on cost related 
reasonable charges for services provided and will be renegotiated by the 
contracting parties as cost experience indicates L~e need for change in the 
agreed rate. 

B. Reirnbu~sement will be made by Medical Services Adnin.istration only if bot!'l 
of the follo•tJing conditions are met by the Family Planning Project: 

1. The Fa.~ily Pla~ning Project asks every individual served by the 
program if he has third party benefits for family · planning services; and 

2. The Family Planning Project bills· all third p2.rty pc;yers for 
reir..bursu.ble fareily planning services. 

C. Medical Services Administration reserves the right to refuse payment to clinics 
with reported specific progra.'!\ deficiencies not corrected wit~in ninety (90) d?.ys 
after notice of deficiencies is given to the Statewide Fa."7lily Planning Project. 
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V. CLt\I~tS 

r 
clair:is will be submitted to :-tedical Services Administration by computer tape and 
prir.t:>•.it a:-:d will include such infor.r..:itio:1 as agreed upon by the contracti'1g parties. 

VI. MISC=:!.Li\N::ous TER!·!S 

A. 7~is Agree~ent shall be for an initial ter.n of c~e (1) year from the effective 
date hereof and shall continue from year to year L~ereafter unless cancell9d by 
either pa:?::ty at any time upon written notice to the other party given at least 

(30) days prior to any ter.nination date. 

B . This Agreement may be amended by written agree~e.1t duly exe~.ited by the 
parties. No alterations or variations of the terms of this Agreement 

~ shall be valid UP.less made in writing and duly signed by the parties 
hereto; no oral understandings or agree~2nts not incorporated here in 
and no alterations or variations of the terms he~eof shall be binding 
on the parties unless so made in writing. Each such amendment shall specify 
the date its provisions shall be effective as agreed to by the parties. 

c. All provisions of this Agreement are subject to availability of Medicaid 
funds. 

In WI?:-::::ss i·i!-:EKZCF, this Agree!"'.'.ent has bee~ exec'...:ted by the ~!edical Services AC!.."T'..inist:?::ation 
f ~d t..'1e Statewide Far:-iily Planning Project by L'-leir aut:-.c rized officers wi t h an effective 

te of October 1, 1977. 

STATE~-IIDE FA!!!LY PLA.'lNING PROJECT 
Depart~ent of Public Health 

MEDrc.::...:., SERVICES ADHI::\ IST.:V.TIO~ 

DEPARI'.-:ENT OF P UBLIC HEALTH 

BY_~Sl'----.::. -µ__,____;:_"-~~~-~---
' IRA L. MYERS, VD 

TITLE ___ _:S::..:T:...:.A.:....:T:..::E'.....!.:.H.=.:EAL:...=..T::...:H.:....._::O:.:..F-=..F-=-I ,;::.CE=R:..:.-__ _ 

DATE ___ _:_)..:__\ _-_2..._1_-_t_f ___ _ 
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NEDIC.U SE:RVICES AD.''1Itl!S'!.":"7..:-01::::cw 

and the 
STA'I'f:WlDE FAl·IILY P!...:...'lNnlG FF:CJECT 
Alabana Department of Pul.· ~ ic Heal th 

Adriendu:1: 

It is mutually agreed by Statewide Family Planning Project and Medical Services 

Ad:ninistration t.;at the terms anct conditions contained in the appro\.·ed 1.gree:r.ent for 

fJmily plannir.g services of October 1 1 1~77, are hereby extended effective October 1, 

1980 through September 30, 1981 and shrtll continue fror.J. year to year thereafter, unless 

cancelled by either party at any time up::>n written notice . to the otr.er party at least 

thirty (30) days prior to any termination date. 

ST.:i.TEl\'IDE FA.'!ILY PLA:VNI!.'G PROJECT 
Depc1rt;::':nt cf Public Heal th 

': I'I'LE Director of Bureau ![atcrnal and 
~~~~--~-:..--'-~-:..::....:c_;_;:__...;.....:.:..::..:~:=.:__~~ 

Child Health/Family Pl~nning 

DA 'I'E ____ J._2_-_2__;/_____;-t::.,_··v_· ----

NEDICAL SER."IICES / 1.IHfDIISTPJlTION 

TITLE ~~ -o-,.t;.. .,_~ ~~i-r.K-l't 

· Administrator, Provider Enrollment 

... D;..TE o?s; I ijO 
. ~Prior Authorization 

Df:PART!-IENT OF PUIJLIC HEALT// 

li!'--__;;;_~-I-r-,,-·-L-~·-,-•. '. y-· ...,-tf-rs-,,_:_·~-.P-. - ------

TITLE State 1/c2.lth Officer 

J 1 I _y\ 
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State of Alabama 

Department of Public Health 
State Office Buildin& 

Montgomery, Alabama 36130 

October 17, 1977 
IR" L. MYER!.. M. D. 

•TATE HE"~TH OF'FICE~ 

MEl10P.ANDUM 

SUBJECT: General rrovisions of Section 504 of the 
Rehabilitation Act of 1973 

As part of the Rehabilitation Act of 1973 (Public Lnw 93-112), Congress enacted 
Section 504. The Department of Health, Education and Welfare (DHEW) has published 
regulations (Federal Register, Vol. 42, No. 86, dated Wednesdny, May 4, 1977) im­
pleroenting Section 504, effective June 3, 1977. The regulations provide that: 

"no otherwise qualified handicapped individual in the United 
States, as defined in section 7(6), shall, solely by reason 
of his hnndicap, be excluded from the pRrticipntion in, be 
denied the benefits of, or be subjected to discrimination 
under any program or activity receiving Federal firiancial 
assistance." 

The principles developed under the Civil Rights Act of 1964 and Equal Employment 
1endments of 1972 ~ere used as a basis for DHEW's 504 regulations. (Other federal 

·bencies will publish regulations patterned after DlIEW' s 504 regulations, i.e., De­
iartment of Labor, Department of Transportation, Department of Agriculture, etc.). 

The . procedural provisions applicable to Title. VI of the Civil Rights Act of 1964 
are applicable to Section 504 of the Rehabilitation Act of 1973. The Department of 
llealth, Education and Welfare will rely on stote agencies (i.e •. , Medicaid, etc.) as 
it has under Title VI for monitoring compliance by individual providers. 

Compliance with the regulations require the following administrative actions: 

1. Sign and submit an Assurance of Compliance. 

2. Designate at least one person to coordinate its efforts to comply with 
DHEW regulations. 

3. Establish grievnnce procedures that provide appropriate Due Process (Fair 
Hearing). 

4. Adopt and no~ify public of its policy of nondiscrimination against the hondi­
cnpped in such a 1;innner so as to ensure thnt handicnpped persons, i.e., blind, 
deaf, etc., receive such notice. 

5. F.stablish administrntivc procedures tu be used in implementing regulation 
requirements. 
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6. Any program of services must be nccessible nnd provided in such a manner 
that will: 

1. Provide the handicapped an opportunity to receive services provided 
in n manner that is equal to that of non-handicapped. 

2. Provide employment opportunities. 

ccessibility is basic to Section 504 and requires the removal of any (structural 
nd nonstructurnl) barriers to programs. Compliance with this part requires two 
elf-evaluations: 

1. Nonstructural narriers (policies and practices): Subpart A, 
Section 84.6(c) requires a self-evaluation of current policies 

d and practices for the purpose of modifying existing policies and/ 
or adopting new ~olicies ~o comply with this part. Tltis will 
include, but not limited to, the following arens: 

IDB: am 

a. Recruiting and employment policies. 

b. Employee benefit programs. 

c. Admitting/acceptance policies. 

d. Internal procedures for communication with persons having 
impaired hearing or vision. 

Structural Barriers (architectural/physical): Subpart C, Section 
84.22(a) requires program accessibility . in existing facilities. 
Paragraph B provides certuin (alternatives to structural changes) 
methods for achieving program accessibility. Paragraph C requires 
that in the event structural changes are necessary to meet require­
ments of Paragraph A, a transition plan be developed and include the 
following: 

a. Identify physical obstacles. 

b. Describe methods to be used in removing these obstacles. 

c. Establish time frame (maximum three years). 

d. Indicate person responsible for implementntion of the plan. 

e. Seek assistance of handicapped individuals or organizations 
in developing this plnn. 

f. Maintain copy of plan for public jnspection. 

~~ 
·~~ 

··~ ' · 
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~tate of J\labamn 
~edical ~eruitti\ J\dminii\tration 

JACK E. WORTHINGTON 
Commissioner 

REBECCA B. BEASLEY 
Confidential Assistant 

2500 Fairlane Drive 

Montgomery, Alabama 36130 

January 31, 1978 

MEMORANDUM 

TO: MSA Supervisors 

FROM: 
e -w~ .-:::..:i..-~E. Woithi;gt;-~;rcommissioner 

Medical Assistance 

SUBJECT: Affirmative Action Plan 

ROBERT H. HOLZWORTH, M.D. 
Chief of Med ical Services 

JACK W; GWIN 
Medical Services Administrator 

Attached is a copy of MSA's Affirmative Action Plan for you to review 
and be certain that each employee under your supervision has an opportunity 
to review same. 

In compliance with the Grievance Procedure, the following employees have 
been selected to serve a one-year term on the Grievance Committee and are 
being notified of the appointment. 

Jim Harris, Chairman 
Helen Wylie, Member 
Charles Wilbanks, Member 
Gloria Brown, Member 

Marge Kennedy, Member 
Nan Hornady, Member 
Greg Morrison, Member 

A forum is scheduled for February 3, at 9:00 a.m. in the MSA Conference 
Room for the purpose of allowing employees to ask questions about or pro­
vide input to the Plan. 

Your assistance and cooperation in insuring that each MSA employee under 
your supervision has the opportunity to rev iew the Plan and attend th~ 
forum, if the employee so desires, is appreciated. 

JEW/JS/pep 

Attachment: Affirmative Action Plan 



· ....... 

.. . ·· 
. ·. , : 1 • 

··.1,...,. . . ...' . 
. i ·r. - ~. 

~tate of !'Iabama 
~edical ~eruice1 !'dministration 

JACK E. WORTHINGTON 
Commissioner 

REBECCA B. BEASLEY 
Confidential Assistant 

2500 Fairlane Drive 

Montgomery, Alabama 36130 

January 31, 1978 

MEMORANDUM - - - - - - - - ·- -

TO: 

FROM: 

Jim Harris, Chairman 
Helen Wylie, Member 
Charles Wilbanks, Member 
Gloria Brown, Member 
Marge Kennedy, Member 
Nan Hornady, Member 
Greg Morriso~, Member 

, Commissioner 
Medical 

SUBJECT: MSA Grievance Counnittee 

ROBERT H. HOLZWORTH, M.D. 
Chief of Medical Servi<:i?s 

JACK W. GWIN 
Medical Services Administrator 

In compliance with MSA's Affirmative Action Plan, the Grievance Committee 
has been selected and this will serve as your official notification of 
appointment to serve a term of one year. 

Mr. Jim Harris is appointed to serve as Chairman of the Grievance Committee. 
Mr. Harris's appointment is also for the length of one year. 

A copy of the Affirmative Action Plan along with the Grievance Procedure is 
attached for your review. The Chairman will schedule an organizational 
meeting soon. 

A question and answer forum is scheduled for 9:00 a.m. on February 3, in the 
MSA ·Conference Room. Should you have questions about or input to the 
Affirmative Action Plan, please attend the forum so the matter can be dis­
cussed at that time. 

JEW/JS/pep 

Attachment: Affirmative Action Plan 

cc: Mr. Jack Gwin 

10-1-11 
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.:>tate oi Alabama 

~~1EO:CAL SERVICES ADMINISTRATION 

N 0 T I C E T 0 

2500 Fa irlane Drive 
Montgomery, Alabama 36130 

MED .IC A ID 

July 19, 1977 

E M P L 0 Y E E S 

The Rehabilitation Act of 1973 provides that no person shall, 

solely by reason of his/her handicap, be excluded from participation 

in, be denied the benefits of, or be subjected to discrimination 

r 

under any program or activity receiving federal financial assistance. 

It is the policy of the Medical Services Administration, State 

of Alabama, that the recruiting, employment, and personnel admin-

istrative practices will be conducted in compliance with this law. 

· .... 

Jack E. Worthington, Commissioner 
Medical Assistance 

i ···---
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Medical Services Administration 
Montgomery, Alabama 

" · .... f"'" 

ALABA~·lA MEDICAID REG"u....ATioNS 78-1 

Section I - Purpose and Content 78-1 

1. Introduction. ALABAMA MEDICAID REGULATIONS 78-1 supersedes Alabama 
Medicaid Letters 77-1 and 77-2, which should be destroyed. This edi­
tion composed of fifteen (15) sections, is being distributed to County 
Departments of Pensions and Security, Social Security Administration 
Offices, MSA Eligibility Section District Offices, and to all groups 
enumerated in paragraph 3, Format for Alabar:ia Medicaid Regulations. 
Subsequent regulations which may alter or cancel data contained in 
these regulations will be designed to refer to specific paragraphs 
herein. They will be identified so that they may be placed in the 
appropriate section of the series; however, distribution will be 
limited to groups having a specifi= interest in the subject matter. 
Recipients of the ALABA~JA MEDICAID REGULATIONS are urged to maintain 
the~ in a loose-leaf book so that they may be readily available for 
reference. 

2. Purpose. The ALABA.:·lA MEDICAID REGULATIONS series will be both informa­
tive and directive. Content may explain and/or expand other documents 
such as the Alabama Medicaid Plan, Contracts, and Agreements. They, 
along with Special Alabama Medicaid Information Regulations, may also 
pass on information received from Federal and State governmental 
agencies and report Medicaid contracts or actions which are of interest 
to the providers of medical services. 

3. Format for Alabarna Medicaid Regulations. 

Section 

I 

II 

III 
IV 

v 
VI 

VII 
VIII 

IX 
x 

XI 

Pertaining To 

Purpose and Content 

General & Miscellaneous 

Physicians 
Long Term Care 

Pharmaceutical Services 
Eye Care Services 

· .. ·. 

Horne Health Care 
Screening, Diagnosis & 
Treatment for Individuals 
Under Twenty-One (21) 
Hospitals 
Dental Services 

Hearing Aids 

I-1 

Serial 
Number ·Districution 

78- All Recipients of Alabama 
Medicaid Regulations 

78- All Recipients of Alabama 
Medicaid Regulations 

78- Physicians & As~ociation 
78- Skilled Nursing & Intermediate 

Care Homes & Association 
78- Pharmacies & Association 
78- Ophthalmologists, Optometrists, 

Opticians and Providers of 
Eyeglasses 

78- Home Health Care Agencies 
78- Special list & County Health 

Departments 

78- Hospitals & Association 
78- Special list, County Health 

Departments & Dentists 
78- Special list, County Health 

Departments & Approved 
Providers. 
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x'II Farn.i.ly Pla.;~ing ., County Heal th 

.... s & Statewide 

XIII Transporta~ion Services 
XIV Third Party Determinations 

XI/ Laboratory and X-Ray 

·10~ 

78-

78-

- ~.-un:~: .' · . ,~ining Project 
·':,:a·'i; .·. · . : ~.:, : .. .:.on Providers 
•.l_l )': ·,! ~ :; nients of Alabama 

"'.":!d.i.r. ··: ~.d Regulations 
'?hysj.c l.ans, Labo;-atories, 
Hospitals 

4. The Title XIX (Medicaid) Plan for Alabama is the basic document for 
the Medicaid Program. It will be revised from time to time. It is 
expected that each revision will completely supersede the specific 
items in the prior pl~1 because the plan must have received the ap­
proval of higher authcrity before being placed in force. The plan 
will be given a limited distribution, and persons not receiving copies 
may always see a copy at the of fices of the Medical Services Adminis­
tration, 2500 Fairlane Drive, Montgomery, Alabama 36130. 

5. Federal and State Law Aoolicable to Medicaid. Reference should be 
made to the State Plan for details. Title XIX of the Social Security 
Act is the basic law establishing the Medicaid Program. Executive 
Order Number 51, dated June 16, 1977, signed by the Governor of the 
State of Alabama designates the Governor's Office as the single State 
agency to develop and administer the Medicaid Program in the State. 

6. Management Aaencies of the Program. 

a. The Medical Services Administration (~IBA) is the operational unit 
for the Medicaid P~ogram. All major policy decisions are approved 
by the Governor's Office. 

b. Agencies responsible for determining Medicaid eligibility are the 
Department of Pensions and Security, the Social Security Adminis­
tration, and District Offices of Medical Services Administration. 
The na..~es of eligible individuals and other pertinent data are 
certified to Medical Services Administration which makes the in­
formation available to the fiscal intermediaries to be used in 
connection with the payment of claims. Areas of responsibility 
for Medicaid eligibility determination are shown below: 

(1) Social Security Administration 

(a) This Federal agency is responsible for the Supplemental 
Security Income (SSI) Program which is for the aged, 
blind and ~isabled. When that agency determines a per­
son to be eligible for SSI, the individual is automati­
cally eligible (or Medicaid. Questions about eligibility 
for the SSI program should be referred to the nearest 
Social Security . . ?\dministration Office. 

(b) · :SSI eligibles will receive a Medicaid number consist­
ing of thirteen (13) digits beginning with "000." 
The firs~ twelve (12) digits are located at the top 
of the w~ite, paper Medicaid Eligibility Card on the 
line designated "Medicaid Number"; the thirteenth 
digit is located in the "SUFFIX" column across from 

I-2 



MEDICAID MO}ITHLY ELIGIBILITY CARD 

r 

'nth .,,.hich 
=0:: ::.s eligible 

Name 
Address 

of Adult............._ ALABAMA M 

"" VALID FOR MONTH OF : 

Name 

Month & 

Identification Number 

First 12 Digits of 
Medicaid Number 

0 00 42:?260479 

Last Digit of 
Medicaid Numb( 

M;.Y:'-!IE DOE 
1328 OAK ST 
BIRMI~!GHA!1 ALA 35203 MEDICARE NO. 423260(79A 

l'AVMENT OF CLAl"-~S SUBJECT TO AVAILA81LlTV OF 
STATE ANO FEDERAL FUNDS. 

Meaic.1ia ~·AV (Jf you Ir• e119ttll•} b• •tH• to D•Y for rneoic11 
Wrwice1 r•-;c;;•a C1urin9 tf\e truee·montn ou100 Dtlor to your .. 
1oollc.•tion. M•"' prov1c,.n uno U,.•PA•C tl•ims 10 l.1eaic11d 
f iKll •9ent. ---

FOR MEDICAID SERVICES, PATIENT MUST PRESENT Tl-415 
CAf:tO to9etn1r ""'iu' • Med•Cl•d loen11tiu1t1on Cira Of otne' 
prooe' iOcr\llflution. M1oiCi11id Cl•1m1 · f"'\t.Ut tl'IO'llrt' .111 13 a i 91U of 
lh• Meo1c11a number. 

PleU• ~ 1utem•nt on rher•e lio• F'Ol:t V?UR 
PPQTE"CTIO"' AC.A lt'\;4l.T any •lo1ulon of sua 1no tecHr1111w1 
on~ 

Figure 1 

Month which person 
is eligible Month & 

Name 
AcG!"S'SS 

of Adult 

~ 
.JOHN P DCE 
1328 O;.K ST 
BIR.':ING!-!A'I ALA 35203 

... 
PAYMENT OF CLAIMS SUBJE.CT TO AVAILABILITV OF 
STATE A NO FEDERAL FUNDS. 

Mca1c1ia ~ lit you i re eli91bl•) be 1b1c to c.1v ror mea1c.11 
Mrvli::es tcnoer•a durln9 tna tnrtc-montn pcr1oa ortor co your 
10011c1lion. H1ve providers tend UNP~10 c1 1 ims to Mca1caid 
fl1.c.11 19cn1. ·• ---

FOR MEDICAID SCAV IC(S , PAT IENT MUST PRESENT THIS 
CARD IO?•tner ""'''n a Mcdlcaio ldcnt1Hc1tion Ciro or 01ncr 
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name of the eligible person. See Figu::- ::! !_ v i- .. '.2ge 
I-3, "Medicaid Monthly Eligibility Card." 

(2) The Depar~~ent of Pensions and Security 

(3) 

(a) The Department of Pensions and Security is responsible 
for making Medicaid eligibility determinations for 
certain authorized gro;.ips .not eligible for SSI. Eligi­
bility for groups services by the Depart~ent of Pensions 
and Security will be made in the County Departments. 

(b) Persons in the groups mentioned below will have the 
s~~e type of thirteen-digit Medicaid Identification 
Number in effect prior to January 1, 1974. The first 
ten (10) digits will appear on the white, paper Medi­
caid Eligibility Card in the space designated "~·IEDI­

CAID NUMBER;" the last three (3) digits are located 
in the "SUFFIX" colu.-nn following the recipient's name. 
See Figure 2 on Page I-3, "Medicaid Monthly Eligibility 
Card." 

1 Individuals eligible for Aid to Families with 
Dependent Children. 

2 All persons between eighteen (18) and twenty-one 
(21) years of age who would be eligible for Aid 
to Families with Dependent Children except for 
age and school attendance or failure to register 
for the Work Incentive Program. 

3 All individuals who are eligible, under standards 
in effect in August 1972, to receive cash assist­
ance under a State public assistance program, ex­
cept for an increase in income resulting solely 
from the twenty (20) percent increase in Social 
Security monthly benefits enacted under Public 
Law 92~336. These individuals will remain eligi­
ble if they continue to meet those standards ex­
cept for the twenty (20) percent increase in income. 

4 Those persons not eligible for Supplemental Secur­
ity Incorne who, on December 31, 1973, were in a 
medical institution, as long as there is a con­
tinuing need for the care for the condition for 
which they were institutionalized and as long as 
they continue to receive a money payment and meet 
the standards for financial assistance under an 
approved State Plan th3t were in effect on 
December 31, 1973. 

Medical Services Administration, Eligibility Determination 
Branch, District Offices - Persons ··in this group have a 
Medicaid nu.-nber identical to that of an SSI recipient except 
that the agency code shm.;n on the Medicaid card has the dis­
trict office nUr.lber in the block labeled "Agency Code" (see 

Page I-3). Rec'd /%t/17_r"'~<"".. ~_:}_/_-l __ ~··: - ~'1/thr/ 

A~ht 4-f 1~1.1:n r ·:.. .· 
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(a) Individuals who would be eligible for Supplemental 
Security Incone except for the fact that they are 
residents of a mecical institution for a minimum 
of thirty (30) . consecutive days and have an income 
of forty-five dollars ($45.00) or more but not to 
exceed three hundred thirty-six dollars ($336.00) 
per nonth. (In reality most people with incooe not 
in excess of three hundred fifty-siY. dollars ($356.00) 
wou~d be eligible because most people are entitled to 
a twenty dollar ($20.00) general incone exclusion.) 

(b) Three-nonths-prior-to-application for persons on SSI. 

(c) All blind, disabled, and aged who are not eligible 
for Supplemental Securit y Income who receive a State 
Supplenent from the Departr!'.cnt of Pensions and Secur­
i t~· under standards of an approved State Plan in ef­
fect on Dece:-.lber 31, 1973, AND who neet the SSI 
resource cr~teria as determined by the District 
Office. 

(d) All individuals who were eligible for SSI on July, 
1977, except for the Social Security cost-of-living 
increase are certified eligible for Medicaid if they 
continue to meet SSI standards e~cept for the Social 
Security cost-of-living increase. 

(e) Those persons in a nursing home not eligible for Sup­
plemental Seccrity Income and no longer entitled to a 
DPS money pa~ent, who, on Decenber 31, 1973, were 
eligible for aid through the Departr.lent of Pensions 
and Security and have continued to meet all December 
31, 1973, eligibility criteria have been Grandfathered 
and, effective January 1, 1978, will be serviced by 
District Offices. 

c. The Btrreau of Licensure and Certification of the Department of 
Public Health is responsible for licensing hospitals, skilled 
nursing facilities, intert':\cdiate care facilities _and other 
health facilities. This Bureau also certifies certain of 
these and other health facilities for participation in the 
NeG.icaid Prograin. 

'\ 

7. Fiscal Internediarv. The State agency for adr:linistering the Medicaid 
Program has ente:re:d into a contract with Blue Cross and Blue Shield of 
AlabaI~~, 930 South 20th St=eet, Birminghal!'I, Alabama 35298, to pay 
all claims for medical care and services authorized under the Plan. 

8. Clain5 Conr.~unication. Proviaers having questions about their Explana­
tion of Paynent, remittance check, or other reimbursement problem 
shoulu contact the Fiscal Interr~ediary in'writing or by telephone. 

a. Proviuers in the Birr:tingham area should telephone 252-9541. All 
other proviGers should use the toll-free number 1-800-292-4015, 
Extension 400. RGc'd IOJrS'/.J:r-:. ~., ."'. 1 ;c; 

. --, . - . -L.2~_!',.•:::r, l>t}n 
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" 
b. Questions relating to specific claims, adjustments, or refund 

activity should be recorded on a Medicaid Claim Inquiry Fann 
(MCD-27). This form should be forwarded to Blue Cross and 
Blue Shield of Alabama, Medicaid Department, 930 South 20th 
Street, Birningham, Alabama 35298. 

9. Comoliance with Civil. Rights Act of 1964 and Section 504 of the 
Rehabilitation Act of 1973. In accordance with Title VI of the 
Civil Rights Act of 1964 and Section 504 of the Rehabilitation 
Act of 1973, no individual shall, on the ground of race, color, 
national origin, sex, or handicap be excluded from participation 
in, be denied the benefits of, or be otherwise subjected to dis­
~rimination under any program or activity receiving Federal finan­
cial assistance. It is the policy of Medical Services Administration 
to comply with the Civil Rights Laws and full cooperation from all 
providers is expected in the provision of Medicaid services. Com­
plaints should be directed to the Conunissioner, Medical Assistance, 
2500 Fairlane Drive, Montgomery, Alabama 36130. 

.... ·. 

\;.0.ck E. Worthington,'-eommissioner 
Medical Assistance 

I-1 .. 
.. .... 



Attachment 4.16-A 

. . ·. 
~GRZZ:-t.E?IT 

Between 
MEDICi\L SERVICES A.D~tINISTR..:\T!C'N 

J\nd 
BUR~AU OF MATERNt\L ANO CHILD HE.:i...:. ':'H 
1\Lt\l1\.'V\ DEP/\RT!·!C~IT OF PUBLIC HE::.'\.L:rt 

\ \ 

In accordance with the terms of this Agreement, t.he Bureau of Maternal 

and child Heulth, Alabama Department of .Public Health, ~ill provide 

prer.ntal care thro~gh-appropriate county health departments or Title 

V agc:--..cics to persons who seek such services and who are eligible for 

Mcdicnid benefits under the Al.ibarna State Plan !or Medical ~ssistance, 

Title XIX of the Social Security Act. 

I. Eliq ibility 

1. Eligible indlvidu.:i.\; arc those persons who are ce"'·tified by 

' 

Medical SerJic~s ~d~ inistration a~ eligible for Medic~id benefits. 

It is understood th.•t eligibility for Hedicuid benefits m.'.li' be 

tennin~ted at the end of any calend.ir month. 

2. It is incu:nbl.!nt upon the cou11 ty hc.i l ~h dep.:i rt:ncnts or Tit le V 

u<Jc11cics to check .i pcr::;on'::; Mc<lic.iid cligibllity <lt the tir.1c of 

e.lch visit for prc.1u t.l l c.lrc. It is undcrs tood thJ. t i! .:l pc rs on 

1.~ n0t 1.!ligi.Lll! !or :-tctlic~id bct~cfi.ts at the ti~c a service i:; 

rcnJl!rcd, p.:iymcnt vill not be m.1d~ by Medic.11 Service:; /\d::'linistr~tion 

for any service provid~d on th.lt visit. 

. -
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, 

II. Cl.:iir.is 

·cl3ims will be sul~itted at timely intervals (wit~in 90 days) and in 
. 

.:i. fot7oat St:cci~i~·.: ~y Medic.:il Services .&.Jrninistr.l.tion,•.by the cour.ty 
' 

hcalt!i d~p.:irt::-.ant or Titlt.! V agency p:-o'liding the ser-.•ic.e directly to 

the des ig:-.at -~~ fisc.:i l inte:::medi.a.ry. 
J 

In the event of f;iilure to su!:.nlt. 

clai:':IS within C)Q days, a :...;::.ter of justification must accompani' thoe 

clai':":I. 

III. A:-::n~qe~ents for th~ Provisicn of Services 

The Durcau of Hatc~nal and C~ild Health will, th=oush written agreements, 

sub-contract with county health de~rtments or Title V asencies to 

p::ovi~e prer.a~.:{! ca:-e to }~edicaid eligible pe::sons. ~ll such a<;ree'!:'lents 

will cover at least tha following itens, and will be subject to approval 

' 
bi' ~\cdk3.l Services Ad:ninistr<ition. 

\. ?;eq.a.tal car~ will ~m µicv~ded ~y or und~r the suce::v~sior ~! a 

p~ysici.:i.n. 

2. The ccu1~ty hcfllth dep,3.rt:r.cnt or Title V .:i.g~!1Ci' will have S,i:cci!'ic 

• 
arr~n~c~ants for rcfcrr3l of complic.l.tcd c~ses that cannot be 

ad.?quatcly h.,_ndled by the county health departr:ient or Title V Ac;ency 

to hospit.ll~, m~dic~l !.:icilitics, or private physici~ns. Applic.lbla 

portions of p.lticnt's rcco:ds will be avail~blc upon request by rcfa:~~u 

3. The county h<!.llth d~p .. 1rtr.1t.:11t or 'l'it.lu V "S~ncy will h.:ivc arr.:inc;e:ncn::.~ 

for rc!crr;.iL of p.lti!.!nts for delivery to th<! nc'1rc:;t profc~~ion.lll.'f 

qu.llificJ .ind cquiprict.l ho!;pit.Jl of p.lti~nt's and phy:>ici.ln's choice 

to r~~Jcr c~rc for rcf~rr.ll di.J~nosis. r.:i.ticnt's d~sire ~ust tc 

con~id~r·!d, 1.:uL tnt!::>t fit qui:!~lincs of th~ r~c.:lrcst hospit.ll d~si·Jr. .. n.ion. 

P.lti~nt':> rccod \Jill tc tr.lr:s!crr~d to th·~ hospit;il to ... ·!iich the 

p.J.ti<!nt is rcicr::cd. 

- 2 -
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4. Th~ county ho.11th dep..-irtmcnt or Title V ac;enc:y \ilill provido post 

p.J.rt~m chec~ups of post partum patients and make appropriate 

rc!e~:3ls for follow-up on any medical proble~s id~ntified. 
' ' 

~ctive: 

rtBtJ 

·~11/riJ 
Med ica. i Scrvi.ccs Adminis :....:at ion •(l-~Si\) through its fiscal agent, will 

re~::-.=u=se the Bureau of Mater~al and Chil~ Health on a per visit rat~, 

of s10.oo. 

1. Re!.:'lburse::ient will be made by ~!edic.:!.l Services ·AC.r..inistration only . . :. 
if both of the following conditions are met by each of the 

s\.:.!:.-contracting county he~lth dep3rt~cnts or Title V agencies: 

.. 
c • A. c.:i.ch ir.dividual served under the prenatal and post part..:'::\ care 

p~ogr~~ is asked if she has third party benefits for mate:nity 

services; and 

B. All third party payers must be idcnti!icd for rei~zu:s~~le 

muter:lity services. 
• • 

2. Par.ncnt to other Medicaid providers (physician) by Medical Services 

Ad~inistr.:i.tion is as follows: 

the i:.:i.tc of payment per visit will be the re.:isonable and custo::-..lry 

ph~·s icia.n' s charge, or the prcvai linq rate i n the area, \.lh i c h c\·cr 

is .lpplic~blc. Pren~t.:il services p.:iid to cliriics C.lnnot ~e 

in:: l\IJ~d in the d...: l ivci.:y fee. 

l\. t::.ich inuiv i c.h1.il scr•1c<l u : :dcr the prcn.lt.:il · anu po~t-p.irt ·.i::\ 

c.:irc pr0<.3r.:im sh.ill be asked i! .she h.l~ thir:i party ~r.efit :; 

!or m.:i tern itj' scrv icc!i; and 

- 3 -
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B. .\ll third party payers must be identified on the claia 

fo:'.-::i Ee~ rcimbursublc matcrnit:r scr•.licc:J •. 

' 
E.:ich sub-cont:-acting c::·.;:1t.? health de?.:irt:nent or Title v agenc1 shall 

ag:-ee to in:onn Medicaid eli:;iblc persons t!\at they may rece:ivc this 

se:vice from a private physician of their choice unde: th~ Medicaid 

Proc;ra'::l. The fact that such info~ation was 9i'len will be doc~l'.:'ented .. 
in the Medicaid patient's r..edical file. 

VI. O~~er Provisions of this ~greement 

" 
~he Bu:-cau of Mate::::-:al and Child Health .agrees that each su'b-contractl:;g 

t 
cou..~t/ health dcpart~ent or Title V agency shall be required to: 

·1. Keep such r~co:-ds as are nec~ssary to fully disclose the extent 

of SC':"'/iccs p::oviced to eligible inc:vic~.llS a~G fur~ish the 

!-'.cc'l.ic.ll Services Acr..inist.ration or i.ts .d1..:ly autr.ori:ed C\gents ~·it.'h 

Sl1-:~ inform.:i.cion recp.rdi11g pa~ents clii L~cd as may be rcqui::ed 

fron tim~ to ti~c. ~ll records shall be kept for a period of at 

least three year~ plus one month, follo~ing the last day of the 

fi~cat yc.:ir in ...,.hich services were rendered unless A pric.:: rcl~.lsc 

c ,'lce is authori=cd . by Mcdic."ll Ser.vices l\&.nini!lt:.".J.tion. 

2. l\lluw (1:cc l\c=~:;s by duly <lutl~ori=cu rcp::-c~cnt.:itives of th~ St.ltc 

of i\l<lL.lm..l, and Ot:!p.lrt1:1<.!11t of llc.:ilth, Cduc.:ition, ilnd Hcl.C.'\L"t.! (l?t·.:), 

to it:. rcco::-~:; pertinent to the l\l.:ib::r:\.J. Medicaid Proqr.'.l.Cl. 

J. t11for.:1 all physici.:in~ to ... ·ho~ p.ltic:it:; are rcfcr=cd for ceti·1er•1 

t!i.H. !'\cdic.li.:.l \./ill P.l ':' onl'( for :;c::-'.'i.ccs rcr:ccrcd in co:-ir.ccti~n 

- 4 -



wi~~ ~~e delivery it~el!, and that no p3yr.icnt will be made for 
. .. 

pren.ital or routine post partum checkup3. 

. \ 

Cc::-.?lY with the Civil Rights ~ct of 1954, and with Section 504 

of the Rehabilit~~~vn Act of 1973, in the ~xecution of tr.~ provisions 

' 
:ffective Octo:ier 1. 1930 

· ::r:.r. -In .iccorda.nce wit~ the terns of the approved agreement between the Bureau of 

~taternal and Child H~alth/Family Planning and ~edical Services Adr.iinistration, 

the Alab~~a Departr.ient of Public Health, shall continue to provide prenatal 

care through ap?ropriate county health departr.lents or Title V .agencies to 

pe.:-sons ~ho seek such services and who are eligible for Medicaid benefits 

under Alabama State Plan ·for Medical Assistance, Title XIX of t~e Social 

Security Ac;t,. 

~. ~t is r.r~tually ag=eec by the Bu=eau of Maternal and Child Health/Family Pla:"l..'~~g 

ana z.:ecical Serv.i..ces ;~cminist .... -atio:-1 that ull terr:is and conditions eont.!ined in the 

aptiro·1ed ;:iaste::- contract fo'!' prenatal service:; b~ exte:;ded ef~ective Octobe.:- l, 

lgco through Septer..ber 30, 1981, and shall contir.ue frora year to year, thereafter, . .. 
unless canc~lled by either party at any tirn~ upon written notice to the ot.'1er 

party at least thirty (30) days prior to any tenninntion date. 

Jl..r..cr.~~ent of this Aar~emcnt 

The ~grc<?rr.ent t:\uy be amendecl by written agreemf!nt duly executed by Medic.'.l.l Services. 

A-=~inistration nnd the Bureau of Maternal and Child Health. It is mutually agreed 

t~.:it no altt:ir.:ltion or variation of the terms of this 1\grccr:1ent shall bo v.:i.lid u1~lcss 

mace in 'Writing and duly signed by the p3rties hereto, and it is furth~r agree~ t~~t 

no or.:i.l under~tanding or agree~ents not inco~oratcd herein and alteration or 

v;iriation of the terns hereof shall be bin:H:-.g on a.ny of t.."lc p 3 rties hereto unlc!::s 
,,,.: . : 

.:. .· 
so r.tade .in writir.c; bet .... een the parties. I dditi · ..._ '- 11 n e. on, e •rery such a_7.en1..;;.cnt s;13 

'Specify the c!:i.te its pro·1isio:1:i sh.ill be effective e.s agreed to by the pa.rti~s. 



IX. 1'.11 prodsions of this Ag:::~~r.1cnt are subject to availanility of Medi.:.:il 

Services ~d:::lini!:triltion funds (State and Federal) for the Med!.caid Pro-;:::ar. 

nt Wir.;c:ss. ~·iH::?.<=:::;, the parties hereto 'have caused this Agreement to be. 

dul'.:' e:~~cuted on this 5th ------

BURE.AU OF NATE?.~AL A.'~::> CHILD HEALTH/ 
FA."IILY PLAYNIHG 
AU.!1.;,"tri DE:?ART:!E.'IT OF PUBLIC HEALTH 

By: 

·. 't'itle: 

.. .. 

Dire~~or, Eureau of Mater::al a~d 
Child Health/Famil~ Plannir.g 

D.1. t e : __ ?.:.........,t-/_;_~y-,..-/__,._· Xo ____ _ 
I I 

APPRO'IED: .. ~ 

. . . """" 

I::a L. Hyer~, M.D.{ He~lth Officer 

Dute: ~J~ - '2-g r f 1 g{) -,_:=....a -,,_ -~--

1-IE:JIC.;L SERVICES AD.'HNIS'Ll...3-'Z'ION 
AN AG E.'iCY OF TH£ STAT~ OF ALJ..S;...'1A 

ltP?.=:C'/"£:;:): 

Finance "'bi recto: 
StJte of AlabaT~ 

APPROVED: 

H~::or.:Jbl e Fob Qes, C0\·c:-r:c:­
StZJ tc of 1\.l ab.1:1-1 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Citation 

FR 43647, 
October 1, 1982 
42 CFR 433.36 
AT-82-29 

TN No. ~-T-82-29 

Supersedes 
TN No. 

STATE Alabama 

Liens and Recoveries 

(a) The process by which the State will deter­
mine that an institutionalized individual 
cannot reasonably be expected to be dis­
charged from the medical institution 
{SNF or ICF) anc return home will be based 

·on the following: 

(1) The agency will notify the individual 
through a written notice which ex­
plains what is meant by the term 
nlien," and that imposing a lier. does 
not mean that the individual will lose 
ownership of the home. The notice 
explains by whom and on what basis the 
determination that the individual can­
not reasonably be expected to be dis­
charged from the institution will be 
made. (The determination process is 
herein a=ter described). 

Information concerning the process by 
which an individual will be given the 
opportunity for a hearing is provided 
through the aforementioned notice, and 
through a written Notice of Action 
(which notice will be sent at least 
ten days in advance of the date of 
action) . These written notices inform 
the applicant/recipien~ in writing of 
his right to a hearing; of the method 
by which he may obtain a hearing; 
that he may represent himself or use 
legal counsel, a relative, a friend 
or other spokesman. These written 
notices inform the applicant/recipient 
that the agency will grant an oppor­
tunity for a hearing to any applicant / 
recipient or his legally appointed 
repres~ntative 

Approval Date 10/07/83 Effective Date 01/01/83 
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or other authorized person who files 
a written request within 60 days 
following the action with which he is 
dissatisfied. These written notices 
inform the applicant/recipient that 
benefits may continue pending the 
outcome of the hearing unless there 
are unnecessary delays by the person 
or his representative when a hearing 
is requested within 10 days :rom the 
date of the action. 

The request for the hearing may be 
dismissed if the applicant/recipient 
withdraus the request in writing; or 
the applicant/recipient fails to 
appear at a scheduled hearing without 
good cause. 

Upon receipt of the written request, 
the hearing is scheduled :or a reason­
able date, time and place. At least 
10 days advance notice of the hearing 
date will be given. The applicant/ 
recipient, or his repr€sentative is 
informed in writing of the opportunity 
to examine the content of the appli­
cant or recipient's case file, and all 
documents and records to be used by 
the state or local agency at the 
hearing, bring witnesses, establish 
all pertinent facts and circumstances, 
present an argument without undue 
interference, and question or rebut 
any testi~cny or evidence, including 

Approval Date 10/07/83 Effective Date 01/01/83 
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opportunity to confront and cross­
exarnine adverse witnesses. 

(2) The process by which the state agency 
will determine that an individual 
cannot reasonably be expected to be 
discharged from the medical facility 
(SNF or ICF) is as follows. 

The agency will send a form to the 
individual's personal physician re­
questing the physician's opinion, 
based on his/her medical condition, 
as to the individual's actual prob­
ability of permanent institutionali­
zation. That form will also request 
the physician's opinion as to whether 
the individual can reasonably be ex­
pected to be discharged from the 
nursing fac i lity and return home. 
That form will also ask the physician 
to support his/her opinion with a 
statement of the individual's diag­
nosis, prognosis and other relevant 
medical data. The agency's initial 
determination will be based upon the 
physician's report. 

If the physician's opinion is that 
the individual cannot reasonably be 
expected to be discharged and return 
hcffie, then the Agency may require a 
lien from the individual. This indi­
vidual will be notified in writing 
of this determination. If the 

Approval Date 10/07/83 Effective Date 01/0 1 /83 
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individual disagrees with this 
determination, he/she may submit to 
the agency any credible medical 
evidence that the individual can 
reasonably be expected to be dis­
charged and return ~ome, and it will 
be accepted and considered by the 
State Agency. 

Further, an actual absence from the 
home will not be considered temporary 
if the individual has been in the 
institution for a period in excess of 
12 months, althcugh this is a rebutt­
able presumption. 

Each case will be considered indivi­
dually on its merits. Any adverse 
decision can be appealed through the 
State's fair hearing process as 
described herein above. 

No liens or encumbrances of any kind are re­
quired from or imposed against the property of 
an individual because of Medicaid claims paid 
or to be paid on his or her behalf except as 
permitted under 42 CFR 433.36. The State may 
require a lien against the real property of 
an individual described in paragraphs B.2. 
and/or B.7. of Attachment 2.2-A of the State 
Plan who is a patient in a SNF or ICF, if the 
State has made a medical determination that 
the indi vidual cannot reasonably be expected 
to be discharged from the facility and return 
home; and has determined that the applicant/ 

Approval Date 10/07 / 83 Effective Date 0 1 /01/83 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Citation 

FR 43647, 
October 1, 1982 
42 CFR 433.36 
AT-82-29 

'!'N No. AT-82-29 
Supersedes 
TN No. 

STATE Alabama 

Liens and Recoveries 

recipient has no spouse, child under age 21, 
blind or disabled child lawfully living in 
the home; and has de~errnined that there is 
no sibling of the applicant/recipient ~ith 
an equity interest in the house and who was 
residing in the home for at least one year 
immediately before the date the applicant/ 
recipient was admitted to the medical insti­
tution, lawfully living in the home. See 
Attachment 2.6-A for Eligibility Conditions 
or Requirements. In any event no lien will 
be imposed or required except as allowed by 
§1917 of the Social Security Act, as 
implemented in 42 C.?.R. §433.36. 

There is no adjustme:it or recovery o: 1~edicaid 

cl a ins correctly paid'· except as permitted 
under 42 CFR 433.36. 

(b) For the purpose of this rule: 

(1) "Home" is C.efined as any shelter i.n 
which the individual (or spouse with 
whom the i~dividual lives) has an 
estate or ownership interest and 
which is used by the individual (and 
spouse, if any), as his principal 
place of residence, and includes a 
mobile or ~odular home located on 
realty in which the individual has an 
estate or ownership interest. A home 
will be limited to the actual dwel­
ling, plus any noncorr~ercial outbuild­
ings plus up to five contiguous acres 
as a curtilage. 

Approval Date 10/07/83 Effective Date 01 / 01/83 
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STATE PLAN U?>."DER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE Alabama 

---------------------------------------------------------------------

Citation 

FR 43647, 
October 1, 19e~ 

42 CFR 433.36 
AT-82-29 

TN ~:o. AT-82-29 
Supersedes 
TN No. 

Liens and Recoveries 

(2) "Equity interest in the heme" is de­
fined as any estate in real property 
which is cognizable under the laws of 
the State of Alabama in the horneplace 
under consideration. 

( 3) "Res icing in the home for at least one 
(two) year(s)" refers to: 

i. "A sibling of the applicant/re-
cipient" (who is residing in the 
applicant's or recipient's home for 
at least one year immediately before 
the date of the applicant's/recip­
ient's admission to the medical insti­
tution) is de!ined as one who is law­
fully residing in thQ r.ome on a con­
tinuous basis since the date of the 
individual's admission to the medical 
institution; 

ii. "Son or daughter of the applicant/ 
recipient" is defined as one who was 
residing in the home for at least two 
years immediately before the date the 
individual was admitted to the medi­
cal institution, who establishes to 
the satisfaction of the State that 
the care that he or she provided 
during these two years permitted the 
individual to live at home rather 
than in an institution and is one 
who is lawfully residing in the home 
on a continuous basis si~ce the date 
of the individual's admission to the 
medical institution (SNF or ICF). 

Approval Date 10/07/83 Effective Date 01/01/83 
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STATE Alabama 

Liens and Recoveries 

(4) On a "continuing basis" is defined as 
lawfully residing in the applicant's/ 
recipient's home with an absence from 
the home not to exceed seven days per 
calendar month since the date of the 
applicant's/recipient's admission to 
the medical institution. This "seven­
day rule" is a rebuttable presumption. 
Exceptions for involuntary absences 
or clearly temporary absences will be 
considered on a case-by-case basis. 
Examples: an involuntary absence 
would be a stay in a hospital of over 
7 days' duration; and a clearly 
temporary absence would be an absence 
of over 7 days' duration for a 
vacation or the like. Each absence of 
over 7 days' duration will be judged 
individually. Adverse decisions can 
be appealed through the State's fair 
hearing process (which is described 
hereinabove). 

(5) "Discharge from the medical ir.stitu­
tion and return home" is defined as 
a discharge based on the approval 
of the attending physician in 
accordance with the discharge plan, 
and as actual residence at t h e home on 
which the lien was placed for at least 
120 continuous hours following dis­
charge from the medical insti t ution. 

Approval Date 10/07/83 Effective Date 01/01/83 
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TN No. AT-82-29 
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Liens and Recoveries 

( 6) "Lawfully residing" is defined as 
living in the home as the principal 
place of residence under a legal 
right to do so with the full knowledge 
and consent of the applicant/recipient. 

(c) The State will foreclose upon a lien only 
when there is no spouse or child under 
age 21 (or blind or disabled) lawfully 
residing in the home; there in no sibling 
of the applicant/recipient who was 
residing in the applicant's/recipient's 
home at least one year irrmediately prior 
to the date o~ the applicant's/recipient's 
admission to the medical institution 
(SNF or ICF) and who is lawfully residing, 
in the home on a continuous basis iince 
the date of the applicant's/recipient's 
admission to the medical institution; 
and there is no son or daughter of the 
applicant/recipient who was residing in 
the home for at least two years inunediately 
prior to the date of the applicant's/ 
recipient's admission to the ~edical 
institution, who establishes to the 
satisfaction cf the State that the care 
that he or she provided during these two 
years permitted the applicant/recipient 
to live at home rather than in an 
institution, and who is lawfully residing 
in the home on a continuous basis since 
the date of the applicant's/recipient's 
admission to the medical institution. 

Approval Date 10/07/83 Effective ~ate Cl/01/83 



Attachment 4.17-A 
Effective: 01-01-11 
Page 9 
Revised: 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Citation 
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AT-82-29 

STATE Alabama 

Liens and Recoveries 

A son or daughter can establish to the 
agency's satisfaction that he or she 
has been providing care which permitted 
the individual to reside at h ome rather 
than in an institution (SNF or ICF) by 
providing the agency with convincing 
evidence that establish es that fact. 

(7) The State defines "estateu as: An estate consists of real and 
personal property and other assets as defined by Alabama probate 
law. 

(8) The State defines "undue hardship u as: The existence of a 
situation, established by convincing evidence, that the estate 
subject to recovery is an asset such as a family farm or family 
business which produces limited income and is the sole income­
producing asset of one or more heirs to the estate. The State 
will waive recovery whi l e such a situation exists. An undue 
hardship waiver is not available: (a) for individuals with long 
term care insurance policies who became Medicaid e ligible by 
virtue of disregarding assets because of payments made by a long 
term care insurance policy or because of entitlement to receiv e 
benefits under a long term care insurance policy; or (b) where 
an individual has created the claimed hardship b y resorting to 
estate planning methods under which the individual illegally 
divested assets in order to avoid estate recovery. 

(9) The State defiries "cost-effective u as: A situat ion where the 
State determines that the amount to be recovered exceeds the 
cost of recovery. The State will determine cost-effectiveness 
on a case-by-case basis, based on such factors as: the size o f 
the estate; the amount o f the State's claim; whether an estate 
has already been opened by an heir or other creditor; the 
expected amount of fee s for appraisa l s, filings and other i tems; 
and other anticipated lega l and administrative costs. 

TN No . AL-11- 002 
Supersedes 
TN No. AT-82- 29 

Approval Date 03 - 29 - 11 Effective Date 01 - 01-11 
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ST ATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State: ALABAMA 

AL-13-010 
Attachment 4.18-A 

Page 1 

A. The following charges are imposed on the categorically needy for services other than those provided under section 1905 (a) (1) through (5) and (7) of 
the Act and 42 CFR 447.53. Cost sharing may not be imposed for the services, items, and populations specified at sections l 916(a)(2) and (j) of the 
Social Security Act and 42 CFR 447.53(b). 

Service 

Prescribed Drugs 
(Eff. Date 7/1/13) 

Inpatient Hospital 
Services including 
Crossover 
(Eff. Date 7 /1/85) 

TN No.: AL-13-010 
Supersedes 
TN No.: AL-10-015 

Type Charge 
Deduct. Coins. Copay. 

x 

x 

Approval Date: 08-02-13 

Amount and Basis for Determination 

Medicaid eligibles shall pay the following copayment 
based on the recipients costs for each prescription and 
refill received under the Medicaid Program: 

Prescription Cost Copay 
$10.00 or less $ .65 

10.01 to 25.00 1.30 
25.01 to 50.00 2.60 
50.01 or more 3.90 

The Agency copay amounts are in accordance with 42 
CFR 447.54(a) and 447.54(c). 
Medicaid eligibles shall pay a $50.00 copayment for 
each inpatient hospital admission. This copayment is 
based on the average cost per day of care which is 
$311.50. Crossover claims shall be assessed a $50.00 
copayment per claim. The Agency copay amounts are 
in accordance with 42 CFR 447.54(a) and 447.54(c). 

Effective Date: 07/01/13 
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(BERC) 

ST ATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: ALABAMA 

AL-13-010 
Attachment 4.18-A 

Page 1-B 

A. The following charges are imposed on the categorically needy for services other than those provided under section 1905(a)(l) through (5) 
and (7) of the Act: 

Service 

Outpatient Hospital 
Services including 
crossovers 
(Effective Date 7 /1/13) 

Physician Services 
(office) including crossovers 
(Effective Date 711 /13) 

Durable Medical Equipment 
Including crossovers 
(Effective Date 7/1/13) 

TN No.: AL-13-010 
Supersedes 
TN No.: AL-08-006 

Type Charge 
Deduct. Coins. Copay. 

x 

x 

x 

~pproval Date: 08-02-13 

Amount and Basis for Determination 

Medicaid eligibles using a hospital outpatient facility on a non-
emergency basis shall pay a three dollar and ninety cents ($3.90) 
copayment per visit. Crossovers are assessed a $3.90 copayment 
per claim. The Agency copay amounts are in accordance with 42 
CFR 447.54(a) and 447.54(c) 

Copayment for physician office visits is applied based upon the 
allowed amount for each procedure code including crossover claims. 
The Agency copay amounts are in accordance with 42 CFR 
447.54(a) and 447.54(c). 
The copayment amounts for physician office visits are as follows: 
$50.01 or more - $3.90 per visit, 
$25.01-$50.00 -$2.60 per visit, and 
$10.0l-$25.00-$1.30pervisit 

Copayment for DME is applied based upon the allowed 
amount for each procedure code. The Agency copay amounts 
are in accordance with 42 CFR 447.54 and 447.55. 

The copayment amounts for DME are as follows: 
$50.01 or more - $3.90 per item, 
$25.01-$50.00 -$2.60 per item, and 
$10.01-$25.00 - $1.30 per item 

Effective Date: 07/01/13 
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AL-13-010 
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Page 1-C 

A. The following charges are imposed on the categorically needy for services other than those provided under section 1905(a)(l) through (5) 
and (7) of the Act: 

Service 

Medical Supplies 
including crossovers 
(Effective Date 7/1/13) 

Rural Health Clinic 
including crossovers 
(Effective Date 7/1/13) 

TN No.: AL-13-010 
Supersedes 
TN No.: AL-08-006 

Type Charge 
Deduct. Coins. Copay. 

x 

x 

ApprovalDate: 08~-02~15-

Amount and Basis for Determination 

Copayment for medical supplies is based upon the allowed amount 
for each procedure code. The Agency copay amounts are in 
accordance with 42 CFR 447.54 and 447.55. 

The copayment amounts for medical supplies are as follows: 
$50.01 or more - $3.90 per item, 
$25.01-$50.00 -$2.60 per item, 
$10.01-$25.00 - $1.30 per item, and 
$10.00 or less - $0.65 per item. 

Medicaid eligibles shall pay a three dollar and ninety cents ($3.90) 
copayment for each rural health encounter. Crossovers are assessed 
a $3.90 copayment. The Agency copay amounts are in accordance 
with 42 CFR 447.54(a) and 447.54(c). 

Effective Date: 07/01/13 
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AL-13-010 
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Page 1-D 

A. The following charges are imposed on the categorically needy for services other than those provided under section 1905(a)(l) through (5) 
and (7) of the Act: 

Service 

Optometric Services 
including crossovers 
(Effective Date 7/1/13) 

Ambulatory Surgical 
Center Services 
(Effective Date 7/1/13) 

TN No.: AL-13-010 
Supersedes 
TN No.: AL-86-13 

Type Charge 
Deduct. Coins. Copay. 

x 

x 

ApprovalDate: 08"-02'-'13 

Amount and Basis for Determination 

Copayment for optometric services is applied based upon the 
allowed amount for each procedure code including crossover claims. 
The Agency copay amounts are in accordance with 42 CFR 44 7 .54 
(a) and 447.54 (c). 

The copayment amounts for optometric services are as follows: 
$50.01 or more - $3.90 per visit, 
$25.01-$50.00 -$2.60 per visit, and 
$10.01-$25.00 - $1.30 per visit 

Medicaid eligible persons using an ambulatory surgical center shall 
pay a three dollar and ninety cents ($3.90) copayment per visit. The 
Agency copay amounts are in accordance with 42 CFR 447.54(a) 
and 447.54(c). 

NOTE: No copayment authorized under this attachment 4.18-A 
shall exceed the maximum allowable charges as provided 
in Subpart A, 42 CFR 447. 

· Effective Date: 07/01I13 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: ALABAMA 

AL-13-010 
Attachment 4.18-A 
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A. The following charges are imposed on the categorically needy for services other than those provided under section 1905( a)( 1) through ( 5) 
and (7) of the Act: 

Service 

Federally Qualified 
Health Centers 
including crossovers 
(Effective Date 7/1/13) 

Certified Nurse 
Practitioner Services 
(Effective Date 7/01/13) 

TN No.: AL-13-010 
Supersedes 
TN No.: AL-90-28 

Type Charge 
Deduct. Coins. Copay. 

x 

x 

Approval Date: 08-B2'" 13 

Amount and Basis for Determination 

Medicaid eligible persons shall pay a three dollar and ninety cents 
$3.90 copayment for each medical clinic encounter. Crossovers are 
assessed a $3.90 copayment. The Agency copay amounts are in 
accordance with 42 CFR 447.54 (a) and 447.54 (c). 

Copayment for nurse practitioner services is applied based upon the 
allowed amount for each procedure code including crossover claims. 
The Agency copay amounts are in accordance with 42 CFR 
447.54(a) and 447.54(b). 

The copayment amounts for nurse practitioner services are as 
follows: 
$50.01 or more - $3.90 per visit, 
$25.01-$50.00 -$2.60 per visit, and 
$10.01-$25.00 - $1.30 per visit 

NOTE: No copayment authorized under this attachment 4.18-A 
shall exceed the maximum allowable charges as provided 
in Subpart A, 42 CFR 447. 

Effective Date: 0710II13 



Revision: HCFA-PM-85-14 (BERC) Al-10-015 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Alabama 

B. The method used to collect cost sharing charges for categorically needy individuals: 

181 Providers are responsible for collecting the cost sharing charges from individuals. 

0 The agency reimburses providers the full Medicaid rate for services and collects the cost 
sharing charges from individuals. 

C. The basis for determining whether an individual is unable to pay the charge, and the means by 
which such an individual is identified to providers, is described below: 

The ability of the recipient to pay copayment will be established on a basis of the following 
statewide policy: 

Providers will ask the recipient "Do you have the ability to pay the co-pay amount?" 

The recipient's response will be accepted as conclusive evidence of the ability to pay or not to 
pay. All providers will be notified of this policy thru a provider notice. 

D. Program changes are made to MMIS system to exempt identified clients and services from cost 
sharing. For American Indians, we are currently exempting based on race code (I). Changes are 
being made to allow a value code to be placed on the claim form effective by the Provider of 
Services for those American Indians that present an Active User letter. This system change 
should be effective no later than July 1, 2011. All providers are notified of exempted services 
through a provider notice. 

TN No. Al-10-015 
Supersedes 
TN No. Al-85-26 (HCFA) 

Approval Date:04-12-11 Effective Date: 05/01/2011 
HCFA ID : 0053C/0061E 
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Page 1 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: ___ 1-1 ab a_!!' a__ _ __ ___ - ·--- ---· ·-· _ _ . __ _____ _ 

Premiums Imposed on Low Income Pregnant Women and I11fants 

A. The following method is used to determine the monthly premium 
imposed on categorically needy pregnant women and infants cov­
ered under section 1902(a)(lO)(A)(ii)(IX)(A) and (B) of the Act: 

B. A description of the billing method used is as follows (in­
cludes due date for premium payment, notification of the conse­
quences of nonpayment, and notice of procedures for requesting 
waiver of premium payment): 

* Description provide d on attac hme n t. 

TN No. AL- 91-36 
Supersedes 
TN No. New 

Approval Date 10-02-92 Effec tive Date: 01 - 01-92 
HCFA ID: 7986E 
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(BPD) ATTACHMENT 4.18-D 
Page 2 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: Alabama - - - · -· - ---·-·· - ---- ~ --- -- -

C. State or local funds under other programs are used to pay for 
premiums: 

L_l_ Yes /_ ·--_j_ No 

D. The criteria used for determining whether the agency will waive 
payment of a premium because it would cause an undue hardship 
on an individual are described below: 

* Description provided on attachment. 

TN No. AL-91-36 
Supersedes 
TN No. New 

Approval Date 10 - 02-92 Effective Date: 01-01-92 
HCFA ID: 7986E 
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Page 1 
OMB No.: 0938-

STATE FLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Ten·i tory: Alabama 

Optional Sliding Scale Premiums Imposed on 
Qualified Disabled and Working Individuals 

A. The following method is used to determine the monthly premium 
imposed on qualified disabled and working indi v iduals covered 
under section 1902(a)(lO)(E)(ii) of the Act: 

B. A description of the billing method used is as follows (include 
due date for premium payment, notification of the consequences 
of nonpayment, and notice of procedures for requesting waiver 
of premium payment): 

* Description provided on attachment. 

TN No. AL-91-36 
Supersedes 
TN No. New 

Approval Date 10-02-92 Effective Date: 01-01-92 
HCFA ID: 7986E 
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(BPD) ATTACHMENT 4.18-E 
Page 2 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: Alabama 

C . Stcite or locnl funds under other progrcims are used to pay for 
premiums: 

Yes No 

D. The criteria used for determining whether the agency will waive 
payment of a premium because it would cause an undue hardship 
on an individual are described below: 

* Description provided o n attachment. 

TN No. AL-91-36 
Supersedes Approval Date 10-02-92 Effective Date: 01-01-92 - -·--
TN No. ~ew HCFA ID: 7986E 



Enclosure 3 

Attachment 4 .19 A 

The State has in place a public process which complies with the requirements of Section 
• 1902(a)(13)(A) of the Social Security Act. 

Approval Date _ ___ _ Plan # -----
Effective Date ----- Supersedes Plan# ____ _ 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 

STATE OF ALABAMA 

 

METHOD FOR PAYMENT OF REASONABLE COSTS INPATIENT HOSPITAL SERVICES 

 

I. GENERAL PRINCIPLES 

 

Effective Date:  01/01/02 

Inpatient reimbursement rates, including payment for psychiatric services for individuals under 21 and 

over 65 years of age, and for psychiatric residential treatment services for individuals under age 21, are 

calculated from cost reports filed in accordance with this plan.  The rates will be the lesser of each facility’s 

reasonable costs per day as determined by the method as outlined herein.  Payment for transplant service is 

exempt from Sections I-VIII of this Plan (see Section XX). 

 

II. DEFINITIONS 

 

(a) Cost Report:  A report which details, for purposes of Medicaid reimbursement, the cost of 

rendering covered services for the fiscal reporting period.  The Medicaid Uniform Cost Report contains the 

forms utilized in filing said cost report. 

 

(b) Accrual Method of Accounting:  For Medicaid cost reporting purposes, an allocating of revenues 

and expenses to the accounting period in which they are incurred.  This must be done regardless of when cash is 

received or disbursed. 

 

(c) Allowable Costs:  Costs of services incurred by an efficiently and economically operated hospital 

which are not otherwise disallowed by the reimbursement principles established in Chapter 23 Hospital 

Reimbursement Program of the Alabama Medicaid Agency Administrative Code.  These principles are a set of 

rules, regulations, laws, and interpretations which provide direction as to the allowability of costs incurred by 

hospitals for the inclusion of these costs in their prospective Medicaid inpatient reimbursement rates.  These 

rules, regulations, laws, and interpretations are promulgated by the Alabama Medicaid Agency, and are, in part, 

based on generally accepted accounting principles and regulations required of the Alabama Medicaid Program 

by various federal and state laws and regulations. 

 

(d) Reasonable Costs:  Necessary and ordinary costs related to patient care which a prudent and cost-

conscious hospital would pay for a given item or service. 

 

(e) Educational Costs:  Reasonable costs of approved educational programs of study which have been 

certified by an appropriate federal, state, or other regulatory body. 

 

 

 

 

TN No. AL-01-07 

Supersedes                        Approval Date  10/24/01                         Effective Date 1/01/02 

TN No. AL-97-01 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 

STATE OF ALABAMA 

 

METHOD FOR PAYMENT OF REASONABLE COSTS INPATIENT HOSPITAL SERVICES 

 

(f) Costs Related to Capital Assets:  For purposes of this  plan, capital cost shall consist of the 

following: 

 

 1. Depreciation - 

  Building and Fixed Equipment 

  Major Moveable Equipment 

 

 2. Interest - 

              Working Capital 

 

(g) Low Occupancy Adjustment:  An adjustment to be computed  for those hospitals which fail to 

maintain the minimum level of occupancy of the total licensed beds.  A 70% occupancy factor will apply to 

hospitals with 100 or fewer beds.  An 80% occupancy factor will apply to hospitals with 101 or more beds.  

Such adjustment will be composed of the fixed cost associated with the excess unoccupied beds and shall be a 

reduction to Medicaid inpatient cost. 

 

(h) Trend Factors:  A statistical measure of the change in costs of goods and services purchased by a 

hospital during the course of one year.  The trend factors to be used for purposes of this plan shall be computed 

based upon the economic indicators as published by Data Resources, Inc. (DRI). 

 

(i) Patient Day:  Any day that a bed is either occupied or reserved for a patient on an authorized and 

temporary leave of absence from the hospital.  The midnight to midnight method must be used for Medicaid 

reporting purposes. 

 

(j) Approved Capital Expenditure Project:  A project for which a Certificate of Need has been issued 

by the State Health Planning Agency.  Such a project may include expansions, renovations, and/or additions to 

an existing facility.  Acquisition of an ongoing facility is not considered an approved capital expenditure project 

for purposes of revising per diem rates. 

 

 Medicaid reserves the right to decline reimbursement of depreciation and interest expense related 

to asset purchases not previously approved by Medicaid.  In addition, Medicaid will not reimburse costs related 

to new patient care beds which would add to the licensed bed capacity constructed under certificates of need 

dated on or after October 1, 1983.  With respect to replacement beds placed into service on or after October 1, 

1983, the hospital must request, in advance of a Medicaid contract application, a determination from Medicaid 

as to whether the  

 

__________________________________________________________________________ 

TN No. AL-88-10 

Supersedes         Approval Date 09/20/88     Effective Date 07/01/88 

TN No. AL-86-5  
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 

STATE OF ALABAMA 

 

METHOD FOR PAYMENT OF REASONABLE COSTS INPATIENT HOSPITAL SERVICES 

 

depreciation, interest, and other capital-related costs of the beds may be included in allowable Medicaid cost.  

Such replacement beds must have a CON dated prior to October 1, 1983 for actual capital costs to be considered 

by Medicaid.  In those situations regarding replacement bed construction under CONs dated after October 1, 

1983, the Agency will continue to recognize allowable capital costs related to the assets before replacement 

construction. Replacement of equipment is not affected by this limitation. 

 

Effective Date:  01/01/92 
(k) Return on Equity Capital (applicable to proprietary hospitals only):  An allowance to proprietary 

hospitals which is based upon a reasonable return on the invested equity capital related to the provision of 

necessary patient care.  Such allowance shall be eliminated over a three year period.  Beginning with the 7/1/88 

rate period, payment will be 75% of the amount as normally calculated; 7/1/89, 50%; 7/1/90, 25%, and zero 

thereafter. 

 

(l) Hospital Group:  There are four groups of hospitals for Medicaid rate calculation purposes. The 

groups are as follows: 

 

 (1) Urban:  Hospitals located within a Metropolitan Statistical Area (MSA) or the successor of 

such MSA as defined by the U. S. Bureau of Census. 

 

Effective Date:  07/01/94 
  (a) Grouped According to Bed Size 

                         0 - 100 licensed beds      Urban 1 

                    101 - 250 licensed beds      Urban 2 

                    251 - 500 licensed beds      Urban 3 

                    501       + licensed beds      Urban 4 

 

 (2) Rural:  Hospitals not located within an MSA or successor to an MSA. 

 

 (3) Unique or Specialized:  Hospitals which provide unique or specialized services atypical to any 

group.  Such classification shall be at the discretion of Medicaid.  The criteria used by the Division of Licensure 

and Certification of the Alabama Health Department in licensing a hospital shall be considered by the Alabama 

Medicaid Agency in determining which hospitals should be classified as unique or specialized. 
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(m) Access Payment:  A supplemental payment by the Medicaid program to an eligible hospital for
inpatient and outpatient hospital care provided to a Medicaid recipient. 

(n) Hospital:  For purposes of Medicaid base, access and DSH payments for the period from October 1,
2013, through September 30, 2021, a facility, which is licensed as a hospital under the laws of the State of Alabama, 
provides 24-hour nursing services, and is primarily engaged in providing, by or under the supervision of doctors of 
medicine or osteopathy, inpatient services for the diagnosis, treatment, and care or rehabilitation of persons who are 
sick, injured, or disabled. 

(o) Medicare Cost Report:  The electronic cost report (ECR) filing of the CMS Form -2552-96 and 2552-10
Hospital and Hospital Health Care Complex Cost Report, as defined in CMS Provider Reimbursement Manual (PRM) 
15-II (hereinafter referred to as “CMS Form 2552”).

(p) Privately Owned and Operated Hospital:  For purposes of Medicaid base per diem, supplemental and
DSH payments, a hospital in Alabama other than: 

(1) Any hospital that is owned and operated by the federal government;
(2) A hospital that is a state agency or unit of state government, including without limitation a

hospital owned by a state agency or a state university; 
(3) A hospital created and operating under the authority of a governmental unit which has been

established as a public corporation pursuant to Chapter 21 of Title 22, Chapter 51 of Title 22, or Chapter 95 of Title 11, 
or a hospital otherwise owned and operated by a unit of local government, Alabama Code of 1975 22-21-1. 

(4) A hospital that limits services to patients primarily to rehabilitation services as authorized by
Alabama Administrative Code 410-2-4-.08; or 

(5) A hospital defined as a Long Term Acute Care Hospital by Alabama Administrative Code 410-2-
4-.02(8).  

(q) Non State Government Owned and Operated Hospital:  For purposes of Medicaid base per diem
payments, supplemental payments and DSH payments, a hospital in Alabama created or operating under the authority 
of a governmental unit which has been established as a public corporation pursuant to Ala. Code, Chapter 21 of Title 
22 or Chapter 95 of Title 11, or a hospital otherwise owned or operated by a unit of local government pursuant to 
Alabama Code of 1975 22-21-1. 

(r) State Owned or Operated Hospital:  For purposes of Medicaid base per diem payments, quarterly
adjustment and DSH payments, a hospital in Alabama that is a state agency or unit of state government, including 
without limitation a hospital owned or operated by a state agency or a state university.  

(s) Rehab Hospitals and Long Term Acute care hospitals referenced in paragraph (p)(4) and (p)(5) above
are not included in UPL or reimbursed by Medicaid for base payments, access payments under section 4.19-A. 
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 (4) Psychiatric hospitals:  Psychiatric hospitals which are enrolled with Medicaid to provide 

inpatient psychiatric services to children under 21 years old and to adults who are over 65 years of age. 

 

Effective Date:  01/01/92 

 III. PER DIEM RATE COMPUTATION 

 

(a) The as-filed Medicaid FY cost report will be used to compute a hospital's per diem rate.  The cost 

report shall be desk reviewed and any non reimbursable items will be removed from reported cost prior to 

calculating a rate. 

 

(b) The per diem rates as calculated by the Alabama Medicaid Agency shall be provided to the 

hospitals prior to the effective date for their information and review. 

 

(c) The total Medicaid cost from the cost report shall be adjusted as follows: 

 

 (1) The medical education cost per diem and the capital-related cost per diem are subtracted from 

the inpatient hospital cost per diem.  The remaining cost per diem is separated into Administrative and General 

(A & G) and non- Administrative and General per diem components.  The components will then be multiplied 

by the applicable hospital industry trend factor (as adjusted by any relevant trend factor variance).  The resulting 

trended A & G cost per diem will be arrayed within hospital grouping in ascending order.  The number of 

hospitals in each grouping will be multiplied by the applicable percentile to determine the position of the 

hospital that represents the appropriate percentile.  That hospital's cost in each grouping will become the ceiling 

for that grouping.  The ceiling or actual cost per day (whichever is less) will be the adjusted Administrative and 

General per diem cost.  Add the adjusted (if applicable) A & G per diem component cost to the non-

administrative per diem component cost.  

 

 (2) Capital-Related and Medical Education Costs Per Diem 

 

  (A) Adjust capital-related cost for all hospitals per diem be any applicable low occupancy 

cost per day.  (Rural hospitals shall not be subject to a low occupancy adjustment.) 

 

  (B) Medical Education cost per diem will be multiplied by the hospital industry medical 

education costs trend factor. 
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Effective Date:  01/01/92 
 (3) The total Medicaid per diem cost per day, subject to the overall applicable percentile ceiling, 

shall consist of: 

 

  (A) Operating costs as adjusted in III(c)(1) above. 

 

  (B) Capital-related cost as determined in III(c)(2) above. 

 

  (C) Return on Equity per day, if applicable (for proprietary hospitals).  Beginning with the 

7/1/88 rate period, payment will be 75% of the amount as normally calculated; 7/1/89, 50%; 7/1/90, 25%, and 

zero thereafter. 

 

Effective Date:  07/01/94 
 (4) The total Medicaid costs per day as determined in III.(c)(3) shall be separated into the 

applicable hospital groupings.  Within the grouping, the total cost per day will be arrayed in ascending order.  

The number of hospitals in each grouping will be multiplied by the applicable percentile to determine the 

position of the hospital that represents the appropriate percentile.  That hospital's cost in each grouping will be 

the ceiling for that grouping.  Hospitals determined to be unique or rural by the  Agency are not subject to these 

ceilings.  Urban I hospitals shall be subject to a 90th percentile ceiling.  Urban II, III, and IV hospitals shall be 

subject to an 80th percentile ceiling.  Psychiatric hospitals shall be subject to a 60th percentile ceiling. 

 

 (5) The lesser of the above-determined ceiling or actual cost per day shall be added to any 

applicable education cost as adjusted in III(c)(2)(B).  The sum shall be a hospital's Medicaid per diem rate for 

the new period. 

 

(d) The projected trend factor shall be computed on an annual basis and applied to those costs subject 

to the factor from the mid-point of the hospital's cost report period to the mid-point of the rate period.  

Adjustments to the trend factor (trend factor variances) shall be calculated as follows: 

 

 (1) Adjustments shall be made only for variations from the projected to the actual of greater than 

one-half of one percent in either direction. 

 

(2) These adjustments shall be made on a prospective basis and shall become  

a part of the trend factor for the current rate period. 
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(e) Adjustments to Rates:  The prospectively determined individual hospital's  

reimbursement rate may be adjusted as deemed necessary by the Agency.  Circumstances 

which may warrant an adjustment include, but are not limited, to: 

             

  (1) A previously submitted and/or settled cost report is corrected.  If an 

increase or decrease in rate results, any retroactive adjustments shall be applied as of the 

effective date of the original rate.  Any such payment or recoupment will be made in the 

form of a lump sum amount and/or a rate change. 

   

  (2) The information contained in the cost report is found to be 

intentionally misrepresented.  Such adjustment shall be made retroactive to the date of the 

original rate.  This may be considered grounds to suspend the hospital from participation in 

the Alabama Medicaid Program. 

 

  (3) The hospital experiences extraordinary circumstances which may 

include, but are not limited to, an Act of God, war, or civil disturbance.  Adjustments to 

reimbursement rates may be made in these and related circumstances. 

 

  (4) Under no circumstances shall adjustments resulting from paragraphs 

(1)-(3) above exceed the group ceiling established.  However, if adjustments as specified in 

(1) through (3) so warrant, Medicaid may recompute the group ceiling. 

 

Effective Date:  10/01/95 
(f) Prepaid Health Plan (PHP): 

      

 (1) As an alternative to paying a per diem rate to each hospital for inpatient 

services; hospitals, except for psychiatric hospitals which will continue to be paid fee-for- 

service, in contiguous counties in a geographical area will form an organization or entity, 

i.e., a Prepaid Health Plan (PHP) prior to October 1, 1995.  The incentive for hospitals to 

participate in the PHP is the same as other capitation payment systems.  The hospitals can 

eliminate duplica-tion of services and coordinate care. They benefit by cutting costs and 

coming in under the capitation rate.  The PHP would contract with the Alabama Medicaid 

Agency to provide inpatient hospital services to Medicaid eligibles residing in the PHP's 

geographic area under a capitated payment arrangement.  The PHP will be activated 

according to the beginning date on its signed contract.  The contract between Medicaid and 

the PHP will require that the PHP pay all hospitals the cost on an efficiently and  
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economically operated level.  Medicaid patients do not lose freedom of choice; however, the networks should 

structure services to encourage patients to stay within the network.  If a patient goes to a hospital outside the 

network, the network in which the patient resides will pay for the inpatient services.  The payment rate would 

be as described in Section III, pages 4-6 of attachment 4.19-A which will still be calculated by the Alabama 

Medicaid Agency for all hospitals in the Medicaid Program.  Claims for inpatient services will be processed by 

the Alabama Medicaid Agency and they will generate zero paid Explanation of Payments to 

the network so they can make payment to the individual hospitals.  The PHP will be required to pay rates to all 

in-state hospitals using identical methodology for hospitals in or out of the PHP.  The claims for inpatient 

services would continue to be processed through the Alabama Medicaid Agency programs for any benefit 

limitations and for gathering of Medicaid statistical data.  The disproportionate share payments for the hospitals 

in the PHP would be added to the capitated payments. 

 

(2) Capitation Rate Methodology: 

  

  (a) The capitated rate would be as follows: 

 

                    Historical Cost (2)(b)(1)    = Payment 

                     Eligible Months (2)(b)(2)        Per Member 

                                             Per Month 

 

     (b) The capitation rate methodology will be as follows: 

 

    1. The Alabama Medicaid Agency historical inpatient hospital costs will be obtained 

from Alabama Medicaid paid claims listing for all of the participating hospitals in each geographic PHP.  The 

base period will be July 1, 1993, through June 30, 1994.  Base period cost will be trended to current year based 

upon the economic indicators as published in Health Care Costs by DRI/McGraw-Hill as is the current 

methodology. 

 

   2. Eligible months is defined as the total number of months Medicaid only recipients 

were certified for Alabama Medicaid eligibility for the base period of  July 1, 1993, through June 30, 1994, 

which will be updated annually, excluding SOBRA adults in maternity waiver counties and Part A Medicare 

eligibles. 
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 (3) Disproportionate share hospitals payment:  The sum of the disproportionate share payments 

that would be payable to the individual hospitals that are members of the PHP, not to exceed the amount 

allowed under OBRA '93. 

 

 (4) Payments: 

 

  (a) The PHP would receive a monthly capitated payment for each eligible, plus the PHP 

disproportionate share payment. 

 

  (b) Alabama Medicaid shall not pay a PHP more for inpatient hospital services under a 

capitation rate than the cost of providing those services under the regular inpatient hospital payment 

methodology. 

 

  (c) Capitation payments to the plan for all eligible enrollees shall be made monthly.  The 

PHP will receive the monthly capitated payment for each member regardless of utilization of PHP inpatient 

hospital services as indicated in the capitation rate methodology.  The capitation rates are determined using 

historical costs and historical utilization.  They do not exceed Medicare upper limits; therefore, the capitation 

payments should not exceed Medicare upper limits. 

 

  (d) Payments described in Section III,(h), pages 6C and 6D of Attachment 4.19-A will be 

paid directly to the appropriate hospitals as defined in Section III (h). 

 

 (5)  Should Medicaid not contract with a PHP, Medicaid will continue paying those hospitals that 

are not members of a PHP using present per diem methodology on a fee for service basis. 

 

Effective Date:  06/10/87 
(g)  Inpatient and outpatient retroactive settlements on amended Medicare/Medicaid cost reports with 

fiscal years ending prior to October 1, 1984, will no longer be processed for payment by or to the Alabama 

Medicaid Agency. 
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 Effective Date:  11/01/95 

(h) As an alternative, for the period October 1, 1995 through September 30, 1996, each hospital shall receive a 

per diem payment and a disproportionate share payment.  The sum of such payments, at each hospital, shall not exceed: 

     HOS0001H  SOUTHEAST ALABAMA M.C.                      13,013,079 

     HOS0004H  NORTH JACKSON HOSPITAL                           1,065,770 

     HOS0005H  BOAZ - ALBERTVILLE M.                          4,947,408 

     HOS0006H  ELIZA COFFEE MEMORIAL                       10,650,074 

     HOS0007H  MIZELL MEMORIAL HOSPITAL                                 539,571 

     HOS0008H  CRENSHAW BAPTIST HOSPITAL                        1,087,039 

     HOS0009H  HARTSELLE MEDICAL CENTER                           136,495 

     HOS0010H  GUNTERSVILLE - ARAB M.C.                         2,143,710 

     HOS0011H  MEDICAL CENTER EAST                            1,773,877 

     HOS0012H  DEKALB BAPTIST M.C.                            1,698,462 

     HOS0015H  THOMASVILLE HOSPITAL                                     234,530 

     HOS0016H  SHELBY MEDICAL CENTER                            9,029,201 

     HOS0018H  EYE FOUNDATION HOSPITAL                                  248,643 

     HOS0019H  HELEN KELLER MEMORIAL                            5,123,285 

     HOS0021H  DALE MEDICAL CENTER                              6,655,628 

     HOS0022H  CHEROKEE BAPTIST M.C.                                    294,786 

     HOS0023H  BAPTIST - MONTGOMERY                             8,738,761 

     HOS0024H  JACKSON HOSPITAL & CLINIC                        4,004,927 

     HOS0025H  GEORGE H. LANIER MEMORIAL                        1,568,431 

     HOS0027H  ELBA GENERAL HOSPITAL                                    825,713 

     HOS0029H  EAST ALABAMA M.C.                            22,353,389 

     HOS0031H  PHENIX MEDICAL PARK                            1,469,186 

     HOS0032H  WEDOWEE HOSPITAL                                    597,892 

     HOS0033H  U.A.B. HOSPITALS                             73,273,587 

     HOS0034H  COMMUNITY - TALLASSEE                                    656,121 

     HOS0035H  CULLMAN MEDICAL CENTER                           6,184,463 

     HOS0036H  ANDALUSIA HOSPITAL                             1,308,425 

     HOS0038H  STRINGFELLOW MEMORIAL HOSPITAL                   400,307 

     HOS0039H  HUNTSVILLE HOSPITAL                         29,602,810 

     HOS0040H  GADSDEN REGIONAL                               3,604,697 

     HOS0043H  VAUGHAN CHILTON M.C.                                     117,936 

     HOS0044H  MARION BAPTIST M.C.                                 234,027 

     HOS0045H  FAYETTE COUNTY HOSPITAL                                     622,421 

     HOS0046H  RIVERVIEW REGIONAL MEDICAL CENTER    1,980,781 

     HOS0047H  GEORGIANA DOCTORS HOSPITAL                             155,188 

     HOS0049H  MEDICAL CENTER ENTERPRISE                        2,039,820 

     HOS0050H  BLOUNT MEMORIAL                                     450,599 

     HOS0051H  GREENE COUNTY                                             511,313 

     HOS0052H  LAKESHORE COMMUNITY HOSPITAL                       292,782 

     HOS0053H  ATMORE COMMUNITY HOSPITAL                              594,029 

     HOS0054H  PARKWAY MEDICAL CENTER                                     435,730 

     HOS0055H  FLOWERS HOSPITAL                                1,755,044 
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          HOS0056H  ST VICENT'S HOSPITAL                           3,066,286 

     HOS0058H  BIBB MEDICAL CENTER                            1,377,532 

     HOS0059H  LAWRENCE BAPTIST M.C.                               545,934 

     HOS0061H  JACKSON COUNTY HOSPITAL                        4,328,312 

     HOS0062H  WIREGRASS HOSPITAL                             2,159,593 

     HOS0064H  CARRAWAY METHODIST MEDICAL CENTER           7,223,790 

     HOS0065H  RUSSELL HOSPITAL                                1,289,396 

     HOS0066H  FLORALA MEMORIAL HOSPITAL                             63,152 

     HOS0068H  LLOYD NOLAND HOSPITAL                          1,714,909 

     HOS0069H  LAKEVIEW COMMUNITY HOSPITAL                        521,658 

     HOS0072H  COOSA VALLEY MEDICAL CENTER                   2,531,928 

     HOS0073H  CLAY COUNTY HOSPITAL                           2,060,600 

     HOS0078H  NORTHEAST ALABAMA R.M.C.                    17,532,099 

     HOS0079H  ATHENS - LIMESTONE HOSPITAL                    5,096,145 

     HOS0080H  LAMAR REGIONAL HOSPITAL                               19,162 

     HOS0081H  MONTGOMERY REGIONAL                            4,008,005 

     HOS0083H  SOUTH BALDWIN HOSPITAL                         2,556,728 

     HOS0084H  HEALTHSOUTH MEDICAL CENTER                         585,477 

     HOS0085H  DECATUR GENERAL HOSPITAL                    10,928,708 

     HOS0086H  CARRAWAY NORTHWEST M.C.                            399,146 

     HOS0087H  UNIVERSITY SOUTH ALABAMA M.C.              51,880,412 

     HOS0089H  WALKER BAPTIST M.C.                            3,588,039 

     HOS0090H  PROVIDENCE HOSPITAL                            1,851,759 

     HOS0091H  GROVE HILL MEMORIAL                                 824,702 

     HOS0092H  DCH REGIONAL MEDICAL CENTER                31,894,328 

     HOS0094H  NORTHWEST MEDICAL CENTER                           787,522 

     HOS0095H  HALE COUNTY HOSPITAL                                243,982 

     HOS0097H  ELMORE COMMUNITY HOSPITAL                     2,125,262 

     HOS0098H  RANDOLPH COUNTY HOSPITAL                           771,568 

     HOS0099H  D.W. McMILLAN MEMORIAL                         1,124,136 

     HOS0100H  THOMAS HOSPITAL                                 1,916,327 

     HOS0101H  CITIZEN'S BAPTIST M.C.                         2,986,471 

     HOS0102H  J. PAUL JONES HOSPITAL                              646,098 

     HOS0103H  BIRMINGHAM BAPTIST PRINCETON                  3,453,058 

     HOS0104H  BIRMINGHAM BAPTIST MONTCLAIR                  3,856,918 

     HOS0108H  AUTAUGA MEDICAL CENTER                              185,899 

     HOS0109H  PICKENS COUNTY HOSPITAL                        1,089,397 

     HOS0110H  BULLOCK COUNTY HOSPITAL                            880,250 

     HOS0112H  BRYAN W. WHITFIELD MEMORIAL                   6,727,453 

     HOS0113H  MOBILE INFIRMARY MEDICAL CENTER               3,837,601 

     HOS0114H  BESSEMER CARRAWAY                              1,915,008 

     HOS0115H  RED BAY HOSPITAL                                    342,429 

     HOS0117H  THE MEDICAL CENTER                                          - 

     HOS0118H  FOUR RIVERS MEDICAL CENTER                     1,978,916 

     HOS0119H  USA DOCTORS HOSPITAL                        17,406,320 

     HOS0120H  MONROE COUNTY HOSPITAL                         3,269,540 

     HOS0121H  VAUGHAN REGIONAL M.C.                          3,893,213 
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     HOS0123H  FLORENCE HOSPITAL                                   297,885 

     HOS0124H  MEDICAL CENTER SHOALS                              305,529 

     HOS0125H  BURDICK WEST MEMORIAL                              581,216 

     HOS0126H  EDGE REGIONAL M.C.                             1,619,368 

     HOS0127H  HUNTSVILLE HOSPITAL EAST                           750,230 

     HOS0128H  VAUGHAN JACKSON M.C.                               469,386 

     HOS0129H  NORTH BALDWIN HOSPITAL                       2,235,013 

     HOS0130H  ST. CLAIR REGIONAL HOSPITAL                        917,408 

     HOS0131H  CRESTWOOD HOSPITAL                                 269,894 

     HOS0134H  WASHINGTON COUNTY INFIRMARY                   263,832 

     HOS0137H  COOPER GREEN HOSPITAL                     74,518,403 

     HOS0138H  HILL HOSPITAL SUMTER COUNTY                       317,173 

     HOS0139H  AMI BROOKWOOD MEDICAL CENTER          3,505,147 

     HOS0143H  WOODLAND COMMUNITY HOSPITAL                 913,266 

     HOS0144H  SPRINGHILL MEMORIAL HOSPITAL                    731,749 

     HOS0145H  NORTHPORT HOSPITAL - DCH                      2,840,534 

     HOS0146H  JACKSONVILLE HOSPITAL                         1,785,391 

     HOS0148H  VAUGHAN EVERGREEN M.C.                             768,997 

     HOS0149H  EAST MONTGOMERY MEDICAL CENTER      1,942,119 

     HOS0150H  L.V. STABLER MEMORIAL                              704,583 

     HOS0152H  USA KNOLLWOOD PARK HOSPITAL                 5,043,193 

     HOS0155H  VAUGHAN PERRY HOSPITAL                             192,478 

     HOS3025H  LAKESHORE HOSPITAL                                 129,972 

     HOS3300H  CHILDREN'S HOSPITAL                         56,438,529 
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Effective Date:  07/01/94 

(h) Publicly owned acute care hospitals will be paid an enhanced payment not to exceed Medicare 

upper limits in the aggregate.  The rate will be determined by the following methodology: 

 

 (1) Publicly owned acute care hospitals in urban groupings (as indicated in 4.19-A, II (l)(1)(a), 

page 3) will be paid an amount above any applicable ceilings up to their computed cost, multiplied by Medicaid 

paid days. 

 

          (2) All publicly owned acute care hospitals will be paid an amount determined by:  the computed 

per diem cost multiplied by a percentage determined by the Alabama Medicaid Agency for Medicaid paid days 

(including Health Maintenance Organization (HMO) and Maternity Waiver days). 

 

          (3)  All public hospitals will receive an enhanced payment consisting of two tiers for public urban 

hospitals and one tier for public rural hospitals.  The first tier will be to reinstate amounts lost due to the low 

occupancy adjustment (LOA) and the class ceilings, both administrative and general (A & G) and overall. 

 

                          EXAMPLE OF FIRST TIER 

Hospital A had an LOA of $50 per day, A & G of $100 per day with a  

class ceiling of $95 per day, an overall per diem rate of $700 per day with a class ceiling of $650 per day.  Their 

enhanced payment would be: 

                          

               LOA                           $50 

                    A & G ceiling difference    

                       ($100 - $95)                  $5 

                    Overall ceiling difference 

                       ($700 - $650)                $50 

                    Total Enhancement                  $105 

 

Hospital B had an LOA of $40 per day, A & G of $90 per day with a  

class ceiling of $95 per day, an overall per diem rate of $652 per day with a class ceiling of  $650 per day.  

Their enhanced payment would be: 

 

                    LOA                          $40 

                    A & G ceiling difference 

                       ($90 - $95)                   $0 

                    Overall ceiling difference 

                       ($652 - $650)               $2 

                    Total Enhancement                  $42 

__________________________________________________________________________ 

TN No. AL-95-23 

Supersedes          Approval Date 03/26/97       Effective Date 11/01/95 

TN No. AL-95-14 

                                                     



AL-20-0013 
Attachment 4.19-A 
Page 6G 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE OF ALABAMA 

METHOD FOR PAYMENT OF REASONABLE COSTS  INPATIENT HOSPITAL SERVICES 

SECOND TIER 

The second tier will be an amount added to each public hospital's per diem rate.  This amount will 
represent a portion of a pool calculated using the Medicare upper payment limit theory, less amounts 
reimbursed to the public urban hospitals under the first tier explained above. 

The total pool will be calculated using the public hospital's total inpatient revenue, less any SNF and 
non-covered revenues, divided by total revenues, to determine percentage A. 

Percentage A will then be multiplied by total expenses, less any SNF and non-covered expenses, to 
arrive at allowable inpatient costs (AIC). 

AIC will then be divided by total adult and boarder inpatient days (days incurred by newborn when 
mother has been discharged) to determine Medicare costs per day (MCPD). 

MCPD will then be multiplied by paid Medicaid days to determine what Medicaid would have paid 
using Medicare principles. 

Paid Medicaid days will then be multiplied by the Medicaid per diem rate (effective July 1 of the current 
rate year) to determine what Medicaid paid.  The aggregate payments using Medicare principles would then be 
compared to the amount Medicaid paid to determine the upper limit. 

The amount determined to be paid under the first tier will then be subtracted from this Medicare upper 
limit pool.  The remainder will be divided by the total estimated Medicaid payments to arrive at the percentage 
add-on each public hospital would receive. 

The Maternity and HMO days are not included in the calculation of the upper payment limit pool.  
Maternity and HMO days will be included in the enhanced payment calculation, since they are paid Medicaid 
days and the rates increase when the per diem rates are increased. 

Effective Date:  01/01/95 
(i) Acute care hospitals in the unique or specialized hospital group (as defined under paragraph

II(l)(3) on page 3 of this State Plan) whose inpatients are predominantly under 18 years of age will be paid an 
enhanced payment.  The rate will be the Medicaid computed per diem rate multiplied by thirty percent for all 
paid Medicaid days. 

__________________________________________________________________________ 
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Effective Date: 10/01/20 
(j) For the period October 1, 2017, through September 30, 2021, each hospital shall receive an inpatient

Medicaid base (per diem) payment, in accordance with the following: 
(1) Medicaid shall pay each hospital as a base (per diem) amount for state fiscal year 2020 the total

inpatient payments made by Medicaid to each hospital from all sources except DSH payments during state fiscal year 2007, 
divided by the total paid inpatient hospital days incurred by that hospital in state fiscal year 2007, multiplied by the 
inpatient hospital days incurred by each hospital during fiscal year 2021.  

          Effective October 1, 2018, Long Acting Reversible Contraceptives (LARCs) will be reimbursed 
separately from the inpatient daily per diem rate when the LARC is provided as part of the inpatient obstetrical delivery or 
in the outpatient setting immediately after discharge.  A separate outpatient claim may be submitted by the hospital for 
reimbursement under the appropriate HCPCS code when the LARC is provided in the inpatient setting immediately after 
delivery.   

(2) Base (per diem) payments for state fiscal year 2021 will not be made to any non state government
owned or operated Hospital owned, state owned or operated or privately owned or operated hospital that was in operation 
during the hospital's fiscal year ending in 2009 that ceases to operate as a hospital, beginning on the date that the facility 
ceases to operate as a hospital.  

(3) Quarterly access payments as outlined in paragraph (k) and (l) on pages 6I through 6J will be
distributed as follows: 

a. State owned and operated hospitals’ inpatient access payments will be distributed first by
removing any negative Upper Payment Limit Gap, reallocate any access to ensure the state owned mental health facility does 
not exceed OBRA payments, reallocate $17,173,938 and $53,514,092 to be paid to rural and children hospitals, respectively, in 
proportion to all rural and children hospitals total upper payment limit and finally reduce any access payments to ensure a 
payment over billed amount is not made. All remaining access will be allocated based on the hospitals Upper Payment Limit 
Gap in relation to the total Upper Payment Limit Gap. 

b. Non state government owned or operated hospitals’ inpatient access payments will be
distributed first by removing any negative Upper Payment Limit Gap then reduce any access payments to ensure a payment 
over billed amount is not made and reallocate $17,173,938 and $53,514,092 to be paid to rural and children hospitals, 
respectively, in proportion to all rural and children hospitals total upper payment limit. All remaining access will be allocated 
based on the hospitals Upper Payment Limit Gap in relation to the total Upper Payment Limit Gap. 

c. Privately owned and operated hospitals’ inpatient access payments will be distributed first by
paying free standing psychiatric hospitals per paragraph (n) on page 6J, then removing any negative Upper Payment Limit Gap,  
reallocating $17,173,938 and $53,514,092 to be paid to rural and children hospitals, respectively, in proportion to all rural and 
children hospitals total upper payment limit, and finally reduce any access payments to ensure a payment over billed amount is 
not made. All remaining access payments will be allocated based on the hospitals Upper Payment Limit Gap in relation to the 
total Upper Payment Limit Gap. During the period October 1, 2020 through September 30, 2021, Inpatient Access payments for 
the rate year ending September 30, 2021 to Children’s Hospital of Birmingham, Alabama shall be limited to an amount that 
when added to estimated base payments equals 119% of estimated cost of inpatient services to Medicaid beneficiaries. Any 
UPL Gap that is not paid to providers including Childrens of Alabama through access payments will be allocated to a separate 
pool that will be paid in a subsequent period in proportion to the hospital that generated the pool.  
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(k) For the period October 1, 2020, through September 30, 2021, the amount available for inpatient
hospital access payments for state owned or operated hospitals, Non state government owned or operated hospitals’, 
and Privately owned and operated hospitals’ that have Medicare payments identified in the CMS Form 2552-10 cost 
report ended in the rate year one year prior to the beginning of the rate year shall be calculated as follows:  

(1) A Medicare per-diem shall be calculated using the CMS Form 2552-10 cost report ended in
the rate year one year prior to the beginning of the rate year. 

(a) Medicare Payments are obtained from the following cost report lines:
1. Acute Care Hospitals: Sum of Worksheet E Part A column 1 line 59, Worksheet E-3

Part II column 1 line 12, and Worksheet E-3 Part III column 1 line 13.
2. Critical Access Hospitals: Sum of Worksheet E-3 Part V column 1 line 19 and

Worksheet E-3 Part III column 1 line 19.
3. Children’s Hospitals:  Worksheet E-3 Part I column 1 line 4.
4. Psychiatric Hospitals:  Worksheet E-3 Part II column 1 line 12.

(b) Medicare days are obtained from the following cost report Lines:
1. Acute Care Hospitals:  Sum of Worksheet S-3 Part I column ^ lines 14, 16, and 17.
2. Critical Access Hospitals: sum of Worksheet S-3 Part I column 6 lines 14, 16, and 17.
3. Children’s Hospitals: sum of Worksheet S-3 Part I column 6 lines 14, 16, and 17
4. Psychiatric Hospitals: sum of Worksheet S-3 Part I column 6 lines 14, 16, and 17
2.

(2) The Medicare per-diem calculated in the previous step will be multiplied by the Medicaid
hospital days obtained from the State’s MMIS system for each hospital’s discharges during the applicable cost report 
ended in the rate year one year prior to the beginning of the rate year for claims which would be covered during SFY 
2021 to determine the amount Medicare would have paid for Medicaid services. 
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(3) The amount Medicare would have paid for Medicaid services will be multiplied by an increase in
cost due to the CMS Market Basket Inpatient Hospital PPS ( https://www.cms.gov/Research-Statistics-Data-and-
Systems/Statistics-Trends-and-Reports/MedicareProgramRatesStats/MarketBasketData) and a separate utilization increase 
based on change in paid days a linear regression completed for the previous four State Fiscal Years and the fiscal year 
ended during the preceding cost reporting year and preceding rate year.  Both inflation and utilization will be applied from 
the mid-point of cost report year to the mid-point of rate year.  

(4) The amount determined in this step will be the Upper Payment Limit amount set forth in 42
CFR 447.272.  An aggregate Upper Payment Limit amount will be established for State owned and operated hospitals, 
Non state government owned or operated hospitals, and Privately owned and operated hospitals’. 
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(5) The Medicaid allowed amount, for claims included in paragraph  (2), was obtained from the
MMIS for the same period as outlined in paragraph (1).  The utilization increase identified in paragraph (3) and the 
cost report factors in paragraph (3) was applied to the Medicaid allowed amount to standardize all hospital payments 
to the mid-point of the State Fiscal Year the cost reporting year ends during.   

(6) The difference between Medicare Payments for Medicaid Services determined in paragraph
(4) and the Medicaid payments in paragraph (5) will be the Upper Payment Limit Gap amount for State owned and
operated hospitals, Non state government owned or operated hospitals’, and Privately owned and operated hospitals’.  The
Upper Payment Limit Gap will represent the maximum amount the State shall pay for Access payments to State
owned and operated hospitals.

(l) For the period October 1, 2020, through September 30, 2021, the amount available for inpatient
hospital access payments for privately owned and operated hospitals and non-state government owned and operated 
hospitals that do not have sufficient Medicare data to calculate a Medicare per-diem UPL calculation determined from 
paragraph (4) shall be calculated as follows: 

(1) Data from hospital’s CMS Form 2552-10 cost reports that ended in the rate year one year
prior to the beginning of the rate year (ex. Cost reports ending in rate year 2017 for the rate
year beginning October 1, 2018) will be used to determine the upper payment limit.

(2) A routine inpatient cost to charge ratio and an inpatient ancillary cost to charge ratio are
determined from each cost report by obtaining the following information from the CMS Form
2552-10 cost reports for each hospital:
(a.) Inpatient routine cost to charge ratio

(i.) Total cost will be accumulated from Worksheet B Part I Column 24 for 
Lines 30-43. 

(ii.) Total charges will be accumulated from Worksheet C Part I Column 6 
for CMS Lines 30-43. 

(iii.) Total cost per paragraph (i) will be divided by total charges per 
paragraph (ii) to determine the inpatient routine cost to charge ratio for 
each hospital. 

(b.) Inpatient ancillary cost to charge ratio 
(i.) Total cost for each of the following centers on Worksheet B Part I is 

obtained:  CMS Lines 50-76.99 and 90-93.99. 
(ii.) Inpatient charges for each of the following cost centers on Worksheet C 

Part I Column 6 are obtained:  CMS Lines 50-76.99 and 90-93.99. 
(iii.) Total charges for each of the following cost centers on Worksheet C 

Part I Column 8 are obtained:  CMS Line 50-76.99 and 90-93.99. 
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  (iv.) Inpatient charges for each CMS Line in paragraph (ii) will be divided by 
the total charges for each CMS Line in paragraph (iii) to determine an 
inpatient percentage of charges. 

(v.) The total cost for each CMS Line in paragraph (i) will be multiplied 
by the inpatient percentage of charges for each CMS Line in 
paragraph (iv) to determine the inpatient cost. 

(vi.) Total inpatient cost determined in paragraph (v) will be divided by 
total inpatient charges from paragraph (ii) to determine an inpatient 
ancillary cost to charge ratio. 

(c.) For privately owned and operated psych hospitals that do not file a Medicare cost 
report, the Medicaid submitted cost report will be used as follows: 
(i.) Total inpatient cost Per Medicaid Worksheet C Column 2 Line 150 and Line 

156 through Line 196. 
(ii.) Total inpatient charges Per Medicaid Worksheet C Column 1 Line 150 and 

Line 156 through Line 196. 
(iii.) Total inpatient cost to charge ratio will be paragraph (i) divided by paragraph (ii). 

(3) Inpatient charges will be obtained from the State’s MMIS system for each hospital’s
discharges during the applicable cost report ended in the rate year one year prior to the
beginning of the rate year for claims which would be covered during SFY 2021.  The
inpatient charges will be obtained at the revenue code level.

(4) Inpatient charges for each hospital with revenue codes 001 through 219 will be multiplied by
the inpatient routine cost to charge ratio determined in paragraph (2)(a)(iii) for each hospital
to determine the inpatient routine cost.

(i.) For privately owned and operated psych hospitals that do not file a Medicare 
cost report, the MMIS inpatient charges will be multiplied by the cost to 
charge ratio in paragraph (c) to determine inpatient cost for privately owned 
and operated psych hospitals. 

(5) Inpatient charges for each hospital with revenue codes 220 through 999 will be multiplied by
the inpatient ancillary cost to charge ratio determined in paragraph (2)(b)(vi) for each hospital
to determine the inpatient ancillary cost.

(6) Total inpatient Medicaid cost will be the total of paragraph (4) and (5). The total inpatient
Medicaid cost will have the following amounts added:
(a.) The Medicaid cost will be increased by the Medicaid inpatient percentage of CRNA

cost removed on Worksheet A-8 for each hospital.  The Medicaid inpatient 
percentage is determined by dividing total Medicaid inpatient charges by total 
charges for the hospital. 
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(7) The amount determined in paragraph (6) will be multiplied by an increase in cost due 

to the CMS Market Basket Inpatient Hospital PPS (http://www.cms.gov/Research-Statistics-

Data-and-Systems/Statistics-Trends-and-

Reports/MedicareProgramRatesStats/Downloads/mktbskt-actual.pdf) and a separate 

utilization increase based on change in paid days a linear regression completed for the 

previous four State Fiscal Years and the fiscal year ended during the preceding cost reporting 

year and preceding rate year.  Both inflation and utilization will be applied from the mid-

point of cost report year to the mid-point of rate year. 
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(8) The Medicaid cost will be increased by the Medicaid inpatient percentage of the provider 
assessment paid by each hospital for the State Fiscal Year being calculated.  The Medicaid 
inpatient percentage is determined by dividing total Medicaid inpatient charges from the cost 
report identified in paragraph (1) by total charges for the hospital from the cost report 
identified in paragraph (1). 
 
 
The cost calculated in this paragraph will be the Upper Payment Limit amount set forth in 42 
CFR 447.272 for privately owned and operated hospitals.  An aggregate Upper Payment 
Limit amount will be established for each of the following hospital types:  Privately owned 
and operated hospitals and Non-state governmental owned and operated hospitals. 
  

(9) The Medicaid allowed amount for claims included in paragraph (3) was obtained from the 
MMIS to constitute the Medicaid payments for cost reporting periods ending in the rate year 
one year prior to the beginning of the rate year.  The utilization increase identified in 
paragraph (7) and the cost report factors in paragraph (7) was applied to the Medicaid 
allowed amount to standardize all hospital payments to the mid-point of the State Fiscal Year 
including the ending date of the cost reporting year.  The standardized Medicaid payments for 
State Fiscal Year ending in the cost reporting year were multiplied by the utilization increase 
amount and adjustment factor in paragraph (8) to determine the Medicaid payments for the 
rate year and the preceding rate year. 
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(10) The difference between Medicare cost for Medicaid Services determined in paragraph (8) on
page 6I.5 and the Medicaid payments in paragraph (9) on page 6I.5 for the rate year will be
the Upper Payment Limit Gap that will be used as the limit to the amount of Access payments
outlined in paragraph (m) and (n) below.

(m) For the period October 1, 2020, through September 30, 2021, in addition to any other funds paid to
hospitals for inpatient hospital services to Medicaid patients, each eligible hospital, excluding free-standing 
psychiatric hospitals, shall receive inpatient hospital access payments each fiscal year.  Inpatient hospital access 
payments shall include the following:  

(1) An inpatient access payment to hospitals determined on a quarterly basis by the Alabama
Medicaid Agency that complies with paragraph (3) below. Aggregate hospital access
payments for each category of hospitals will be the amount calculated in paragraph (k)(7) for
state owned or operated hospitals and the amount calculated in paragraph (l)(10) for non state
government owned and operated hospitals and private hospitals.  Annual amount to be paid
for each State Fiscal Year will be made as indicated in paragraph (3) on page 6H.

(2) These additional inpatient hospital access payments shall be made on a quarterly basis.
(3) The inpatient hospital access payments shall not exceed the annual applicable hospital

inpatient upper payment limit Gap for each category of hospitals submitted to CMS.
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(n) For the period October 1, 2020, through September 30, 2021, in addition to any other funds paid to
private free-standing psychiatric hospitals for inpatient hospital services to Medicaid patients, qualifying hospitals 
shall receive a private free-standing psychiatric hospital access payment equal to $275 per Medicaid inpatient day 
paid based on the Medicaid days per the cost report ending during the State Fiscal Year 2019. 
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Effective Date:  10/01/93 
IV. PROVIDERS WHICH SERVE A DISPROPORTIONATE NUMBER OF LOW INCOME PATIENTS 

 

Certain payment adjustment shall be provided for hospitals which are determined to be adversely 

affected because they serve a disproportionate number of low income patients. 

 

(a) In order to be eligible for this payment adjustment, a hospital shall meet the following criteria: 

 

          (1) The hospital's Medicaid inpatient utilization rate exceeds one standard deviation above the 

mean Medicaid inpatient utilization rate of all in-state hospital providers participating in the Alabama Medicaid 

Program; or  

 

          (2) The hospital's low-income inpatient utilization rate exceeds 25 percent; or 

 

 (3) Be an acute care teaching hospital operated by a university of the State of Alabama; or 

 

Effective Date:  10/01/94 
          (4)  Be an acute care publicly owned hospital; or 

 

Effective Date:  10/01/95 
          (5) Be an acute care hospital that is a member of a prepaid health plan; or 

      

Effective Date:  01/01/95 
          (6) Acute care hospitals in a county, with a population greater than 200,000 (according to the 

latest U. S. census), without a publicly owned hospital, whose Medicaid utilization exceeds the state wide 

Medicaid utilization average; or 

 

 (7) Acute care hospitals in a county, with a population not less than 75,000 and not greater than 

100,000 (according to the latest U. S. census), without a publicly owned hospital, whose Medicaid utilization 

exceeds one-half of the state wide Medicaid utilization average; and 
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Effective Date:  10/01/93 
  (8) Effective for services rendered on or after July 1, 1988, the hospital must have at least two (2) 

obstetricians with staff privileges at the hospital who have agreed to provide non-emergency obstetric services 

to individuals entitled to such services under the Alabama Medicaid Program.  (In the case of a hospital located 

in an area designated by Medicaid as rural, the term "obstetrician" includes any physician with staff privileges 

at the hospital to perform non-emergency obstetric procedures.)  Hospitals that did not offer routine obstetrical 

services to the general public as of December 21, 1987, or whose inpatients are predominantly individuals under 

18 years of age are exempt from this requirement.  Should a hospital begin offering non-emergency OB services 

on or after December 21, 1987, the requirement to have two obstetricians applies; and 

 

Effective Date:  10/01/94 
 (9) Have a Medicaid inpatient utilization rate of not less than one percent. 

 

Effective Date:  10/01/93 
 (b) If the applicable criteria in (a) above are met, then the payment adjustment shall be determined as 

follows: 

 

          (1) A factor of one quarter of one percent for every percentage point the hospital's Medicaid 

inpatient utilization rate exceeds one standard deviation above the mean Medicaid inpatient utilization rate (with 

a minimum of one quarter of one percent), or for every percentage point the hospital's Low-Income Utilization 

Rate exceeds twenty-five percent shall be computed. 

 

          (2) The applicable factor from (b)(1) above shall be applied to the hospital's allowable calculated 

per diem rate (excluding any education cost flow-through).  The hospital shall be reimbursed its factored per 

diem rate plus any applicable education cost flow-through. 

 

          (3) In the instance of a hospital meeting two or more of the applicable criteria contained within 

section (a), two or more factored per diems shall be calculated, using the  

Medicaid Inpatient Utilization factor and the Low-Income Utilization factor as in (b)(1) above.  The hospital 

shall be reimbursed at the lower of the two factored per diems plus any applicable education cost flow-through. 
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Effective Date 10/01/94 

 Disproportionate share payments to any public hospital shall not exceed uncompensated cost of care as 

defined in OBRA 93. 

 

 (c) As an alternative payment method, based upon availability of funds to be appropriated, hospitals 

that meet the applicable criteria in Section IV(a) above and which do not have their disproportionate share 

payment included in a capitation payment rate shall be compensated as follows: 

 

 (1) Disproportionate share hospitals shall be grouped into eight groups as follows: 

     Group 1:  Acute care hospitals whose inpatients are predominantly under 18 years of age. 

  Group 2:  Acute care publicly owned hospitals. 

  Group 3:  Acute care hospitals located in a rural area and acute care hospitals licensed for 

one-hundred (100) beds or less and located in a metropolitan statistical area (MSA). 

 

Effective Date:  10/01/95 
   Group 4:  Psychiatric hospitals owned and operated by the State of Alabama. 

  Group 5:  Psychiatric hospitals, other than those owned and operated by the State of Alabama, 

which provide services to individuals under 21 years of age. 

 

Effective Date:  01/01/95 
  Group 6:  Acute care hospitals in a county, with a population greater than 200,000 (according 

to the latest U. S. census), without a publicly owned hospital, whose Medicaid utilization exceeds the statewide 

Medicaid utilization average. 

  Group 7:  Acute care hospitals in a county, with a population not less than 75,000 and not 

greater than 100,000 (according to the latest U.S. census), without a publicly owned hospital, whose Medicaid 

utilization exceeds one-half of the state wide Medicaid utilization average. 

 

Effective Date:  10/01/95 
  Group 8:  Hospitals which are members of a prepaid health plan. 
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Effective Date 10/01/94 
  (2) Annually, the Alabama Medicaid Agency shall determine a sum of funds to be appropriated to each 

group of hospitals, in lieu of the payment methodology contained in Section IV(b).  Disproportionate share payments to 

any public hospital shall not exceed uncompensated cost of care as defined in OBRA 93.  Subject to this limitation, 

calculation of the payments shall be as follows: 

 

  (A) Group 1 

   Uncompensated Cost       X   Appropriated=Dispropor- 

                    Total Uncompensated Cost        Funds      tionate 

                    for Hospitals in                                Share 

                    Group One                                       Payment 

 

                (B)  Group 2 

                    Uncompensated Cost       X   Appropriated=Dispropor- 

                    Total Uncompensated Cost        Funds      tionate  

                    for Hospitals in                                Share 

                    Group Two                                       Payment 

 

                (C)  Group 3 

                    Medicaid Inpatient Days  X   Appropriated=Dispropor- 

                    Total Medicaid Inpatient        Funds      tionate 

                    Days for Hospitals in                          Share 

                    Group Three                                     Payment 

 

  (D)  Group 4 

                    Medicaid Inpatient Days  X   Appropriated=Dispropor- 

                    Total Medicaid Inpatient        Funds      tionate 

                    Days for Hospitals in                          Share 

                    Group Four                                      Payment 

 

  (E)  Group 5 

                    Medicaid Inpatient Days  X   Appropriated=Dispropor- 

                    Total Medicaid Inpatient        Funds      tionate 

                    Days for Hospitals in                          Share 

                    Group Five                                      Payment 

 

Effective Date 01/01/95 
  (F)  Group 6 

                    Hospital      X   Appropriated=Dispropor- 

                    Total hospitals in Group        Funds      tionate 

                    Six                                             Share 

                                                                   Payment 
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   (G) Group 7 

                    Hospital                    X  Appropriated=Dispropor- 

                    Total hospitals in Group      Funds      tionate 

                    Seven                                          Share 

                                                                   Payment 

 

  (H) Group 8 

                    Uncompensated care        X  Appropriated=Dispropor- 

                    Total Uncompensated care      Funds      tionate 

                    in Group Eight                                Share 

                                                                 Payment 

 

  Note:  Aggregate appropriated funds will not exceed the disproportionate share hospital 

payments limits in 42 CFR §447.296 through §447.299. 

 

 If a hospital meets the criteria in IV(a) and does not fall into one of the payment groupings in IV(c), they 

would be paid using section IV(b). 

 

Effective Date:  10/01/93 
  (3) In the event funds are not available to be appropriated for distribution under this 

methodology, these hospitals shall be reimbursed in accordance with the methodology contained in Section IV 

(b). 

 

 (d) The payment shall be an amount that is reasonable related to costs, volume, or proportion of 

services provided to patients eligible for medical assistance under the State Plan and to low income patients. 

 

 (e) Alabama shall pay these hospitals at least the minimum payment adjustment as specified in 

Section IV(b) of the State Plan and no more than that determined to be available in IV(c)(2) of this section. 
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Effective Date: 10/01/20 
(f) For the period from October 1, 2020, to September 30, 2021, the Alabama

Medicaid Agency shall appropriate and expend the full disproportionate share allotment to 
hospitals under Section 1923(f) (3) of the Social Security Act (the Act) in a manner  
consistent with the hospital-specific DSH limits under section 1923(g) of the Act.  

(1) Payments to disproportionate share hospitals shall be made to all
hospitals qualifying for disproportionate hospital payments under Section 1923(d) and 1923 
(b) of the Social Security Act.

(2) Medicaid shall pay qualifying non-state government and state owned
disproportionate share hospitals an amount up to each hospital's allowable  
uncompensated care cost under the hospital specific DSH limit in Section 1923(g) of the 
Social Security Act as outlined in Exhibit C.  State owned institutions for mental disease 
shall receive no more than the IMD allotment.  

(3) Qualifying non-state government and state owned disproportionate share
hospitals as defined on Attachment 4.19-A Page 3A shall receive an amount such that the sum of 
inpatient hospital payments, outpatient payments, and disproportionate share hospital cost do not 
exceed each hospital’s DSH limit under 1923(g) of the Social Security Act.  Medicaid cost for 
these services shall be allowable cost determined in accordance with the Medicare Principles of 
Reimbursement, the applicable CMS 2552 and the DSH final rule effective January 19, 2009 
which states on page 77913 “(t)he treatment of inpatient and outpatient services provided to the 
uninsured and the underinsured…must be consistent with the definition of inpatient and/or 
outpatient services under the approved Medicaid State Plan.” 

(4) Eligible hospitals administered by the Department of Mental Health shall be paid
an amount of DSH funds not to exceed the DSH IMD Allotment published annually by CMS. 

(5) The disproportionate share hospital allotment remaining after
disproportionate share hospital payments have been made to non-state government and state 
owned hospitals shall be paid to private hospitals, as defined on Attachment 4.19-A Page 
3A, using their available cost in relation to total private cost. Disproportionate share 
hospital payments shall be paid to eligible private hospitals who do not exceed their 
estimated disproportionate share hospital payment limit calculated at the beginning of the 
State Fiscal Year.   

TN No. AL-20-0013 
Supersedes    Approval Date:________  Effective Date: 10/01/20 
TN No. AL-18-0006 

4/2/21



AL-16-0007 
Attachment 4.19-A  
Page 8E  

 
(6) An initial disproportionate share hospital payment to each hospital shall be made 

during the first month of the state fiscal year.  Additional disproportionate share hospital payments may be 
made during the fiscal year based on analysis of payments during the fiscal year and changes in Federal 
allocations.  Payments to privately owned and operated hospitals will be made as indicated in paragraph (5) 
on page 8D. 
  (7)        As required by Section 1923(j) of the Social Security Act related to auditing and 
reporting of DSH hospital payments, Alabama Medicaid will implement procedures to comply with DSH 
Hospital Payments final rule issued in the December 19, 2008, Federal Register, with effective date of 
January 19, 2009, to ensure that the hospital specific DSH limits have not been exceeded. 
 
Beginning with the audit of the Medicaid State Plan Rate Year ended September 30, 2011, the definition 
of individuals who have no health insurance (or other source of third party coverage) will be based on the 
definition published in the December 3, 2014, Federal Register, with an effective date of December 31, 
2014.   
 
The Medicaid Agency will recoup funds from any hospital that exceeded its hospital specific DSH limit as 
a result of audits or other corrections and shall redistribute to other eligible hospitals within the state, 
provided each hospital remains below their hospital specific DSH limit in the following manner:   

 
 (a) The amount of the DSH payment made to the hospital will be recouped by the Alabama 
Medicaid Agency to the extent necessary to reduce the DSH payment to an allowable amount. 

 
(b) Amounts recouped from privately owned and operated hospitals with payments in excess of 

the audited hospital specific DSH limits, will be placed into a redistribution pool. Redistribution will be 
made to remaining privately owned and operated hospitals that do not exceed their hospital specific DSH 
limit. The allocation will be made based on these remaining hospitals available uncompensated care. No 
privately owned and operated hospital shall exceed its hospital specific DSH limit after redistribution.  If 
any private DSH payments cannot be redistributed within this ownership group, the remaining DSH 
payments after redistribution to privately owned and operated hospitals will be placed in the redistribution 
pool described in paragraph (7)(c) on page 8E for qualifying non-state government and state owned 
disproportionate share hospitals.  If any privately owned and operated DSH payments remain after being 
placed in the redistribution pool described in paragraph (7)(c) on page 8E, the Federal Share of the DSH 
payments that remain will be returned to the Federal Government.  

 
(c)  Amounts recouped from qualifying non-state government and state owned disproportionate share 
hospitals with payments in excess of the audited hospital specific DSH limits, along with any remaining 
DSH payments from paragraph (7)(b) on page 8E will be placed into a redistribution pool. Redistribution 
will be made to remaining qualifying non-state government and state owned disproportionate share 
hospitals that do not exceed their hospital specific DSH limit. The allocation will be made based on these 
remaining hospitals available uncompensated care. No qualifying non-state government and state owned 
disproportionate share hospital shall exceed its hospital specific DSH limit after redistribution.  If any 
qualifying non-state government and state owned DSH payments cannot be redistributed within this 
ownership group, the remaining DSH payments after redistribution to qualifying non-state government 
and state owned hospitals will be placed in the redistribution pool described in paragraph (7)(b) on page 
8E.  If any qualifying non-state government and state owned DSH payments remain after being placed in 
the redistribution pool described in paragraph (7)(b) on page 8E, the Federal Share of the DSH payments 
that remain will be returned to the Federal Government. 
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V. RATE OF RETURN ON EQUITY CAPITAL 

 

The rate of return on average equity capital is a percentage equal to the average of the rates of interest on 

special issues of public debt obligations issued to the Federal Hospital Insurance Trust Fund for each of the 

months during the provider's reporting period or portion thereof covered under the program. The rate of return 

varies as the interest rates on such issues of public debt obligations vary. 

 

VI. APPROVED CAPITAL EXPENDITURE PROJECTS 

 

 (a) Regardless of any other provision in this state plan, the Alabama Medicaid Agency will not 

recognize any capital project construction costs arising from bed additions, renovation, or any other 

construction resulting from a Certificate of Need (CON) dated on or after October 1, 1983.  (Replacement of 

equipment is not affected by this limitation.) 

 

(b) For those hospitals with approved capital expenditure projects resulting from a CON dated prior to 

October 1, 1983, the following procedures and/or any other procedures deemed necessary by the Agency will be 

performed to reimburse the approved CON projects of those hospitals which qualify under the above listed 

circumstances: 

 

 (1) The hospital will submit a budgeted cost report containing estimated total Medicaid cost. 

 

 (2) The Agency will compute a budgeted per diem rate subject to the current ceiling.  This rate 

must exceed the hospital's current rate by 10% (if the current rate is not 
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limited by the overall ceiling) in order to be considered for a rate, increase. 

 

(3) The total budgeted rate is subject to retroactive adjustment after comparison to the rate calculated 

from the applicable cost report containing actual allowable costs. 

 

VII. RECORDS 

 

(a) All hospitals must keep financial and statistical records which document and justify costs.  Only 

those costs which can be fully and properly substantiated will be allowed by Medicaid.  All records must be 

available upon request to representatives, employees, or contractors of the Alabama Medicaid Agency, Alabama 

Department of Examiners of Public Accounts, General Accounting Office (GAO), or the United States 

Department of Health and Human Services (HHS). 

 

(b) The records of related organizations must be available upon demand to those individuals or 

organizations as listed in Section VII.(a) of this plan. 

 

Effective Date:  07/01/88 
 (c) The Alabama Medicaid Agency shall retain all uniform cost reports submitted for a period of at 

least three (3) years following the date of submission of such reports and will maintain those reports pursuant to 

the record keeping requirements of 42 CFR 447.203(a) and 42 CFR 433.32.  If an audit by or on behalf of the 

state or federal government has begun, but is not completed at the end of the three year period, or if audit 

findings have not been resolved at the end of the three year period, the reports shall be retained until resolution 

of the audit findings. 

 

Effective Date:  06/01/90 
VIII. COST REPORT PENALTIES 

 

(a) Failure to File a Cost Report 

 

 1. Each Alabama hospital participating in the Alabama Medicaid program shall submit a cost 

report in the manner prescribed by the Alabama Medicaid Agency.  If a complete uniform cost report is not 

filed by the due date (90 days after the Medicaid elected FYE), the hospital shall be charged a penalty of one 

hundred dollars ($100.00) per day for each calendar day after the due date.  This penalty will not be a 

reimbursable Medicaid cost.  The Commissioner of Medicaid may waive such penalty for good cause shown.  

Such showing must be made in writing to the Commissioner with supporting 

 

 

__________________________________________________________________________ 
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documentation.  A cost report that is over ninety (90) days late may result in termination of the hospital from 

the Medicaid program. 

 

  2. Further, the entire amount paid to the hospital during the fiscal period with respect to which 

the report has not been filed will be deemed an overpayment.  The hospital will have thirty (30) days to refund 

the overpayments or submit the cost report after which Medicaid may institute a suit or other action to collect 

this overpayment amount.  No further payment will be made to the hospital until the cost report has been 

received by Medicaid. 

 

 (b) Reporting Negligence 

 

  1. Whenever a provider includes a previously disallowed cost on a subsequent years' cost report, 

if the cost included is attributable to the same type good or service under substantially the same circumstances 

as resulted in the previous disallowance, a negligence penalty of up to $10,000 may be assessed at the discretion 

of the Alabama Medicaid Agency. 

 

 2. The penalty imposed under item (b)(1) above shall be in addition, and shall in no way affect 

Medicaid's right to also recover the entire amount of any overpayment caused by the provider's, or its 

representative's negligence. 

 

 3. A previously disallowed cost, for the purposes of a negligence penalty assessment, is a cost 

previously disallowed as the result of a desk review or a field audit of the provider's cost report by Medicaid 

and such cost has not been reinstated by a voluntary action of Medicaid.  The inclusion of such cost on a 

subsequent cost report by the provider, or its representative, unless the provider is pursuing an administrative or 

judicial review of such disallowance, will be considered as negligent and subject to the penalty imposed by this 

rule. 

 

IX. AUDIT 

 

 To insure that payment of inpatient hospital costs is being made on a reasonable basis, comprehensive 

hospital desk review and audit programs have been developed (42 CFR 447.202).  Using these programs, 

Medicaid shall perform the following: 
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 (a) Desk review the cost reports as filed and include only the appropriately determined allowable cost 

in the prospective per diem rate calculations. 

 

 (b) Determine the necessity, scope, and format for on-site audits. 

 

 (c)  Perform on-site audits when indicated in accordance with Title XIX Principles of Reimbursement. 

 

 (d) Recalculate, when appropriate, the prospectively determined per diem rate giving effect to audit 

adjustments. 

 

X. PAYMENT ASSURANCE 

 

 The Medicaid Agency will pay each hospital which furnishes allowable services, in accordance with the 

requirements of the State Plan, the amount determined for services furnished by the hospital according to the 

standards and methods set forth in the Alabama Title XIX Inpatient Hospital Reimbursement Plan. 

 

XI. PROVIDER PARTICIPATION 

 

Payments made in accordance with the standards and methods described in this attachment are designed 

to enlist participation of a sufficient number of hospitals in the program so that eligible persons can receive the 

medical care and services included in the State Plan at least to the extent available to the general public. 

 

XII. PAYMENT IN FULL 

 

Participation in the program shall be limited to hospitals who accept, as payment in full, the amount paid 

in accordance with the State Plan. 

 

XIII. UPPER LIMITS 

 

In no instance will the Medicaid per diem rate exceed, in the aggregate, the amount which would be paid 

by Medicare for comparable inpatient services. 

 

XIV. APPEALS 

 

(1) Except as herein prohibited, any provider of hospital services under the Medicaid program may 

appeal any action resulting from the provisions of the State Plan in accordance with the 
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normal appeals procedures of the Alabama Medicaid Program.  The following items will not be subject to 

appeals under these procedures: 

 

  (a) The use of Medicaid standards and principles of reimbursement. 

 

 (b)  The method of determining the trend factor. 

 

 (c)  The use of all-inclusive prospective reimbursement rates. 

 

 (d) The use of hospital group ceilings. 

 

 (2)  A hospital may, on the basis of appeal, be granted an exception for one rate period only.  Any 

further exceptions must be appealed individually.  As a condition of appeal, the Alabama Medicaid Agency may 

require the hospital to submit to a comprehensive operational review.  Such review will be made at the 

discretion of the Alabama Medicaid Agency and may be performed by it or its designee.  The findings from any 

such review may be used to recalculate allowable costs for the hospital. 

 

XV. CO-PAY 

 

Effective Date:  09/01/86 

 Per diem payments are subject to co-pay; the amount of co-pay per admission is listed in Section 4.18-A 

of the State Plan. 

 

XVI. PAYMENT FOR SERVICES RENDERED AT AN INAPPROPRIATE LEVEL OF CARE 

  

Effective Date:  08/01/94 

 (1) Reimbursement will be made for medically necessary services rendered at an inappropriate level 

of care (lower than acute).  Medical necessity will be determined for eligible individuals by applying the 

following: 

 

  (a) Medical need criteria for services routinely provided by a nursing facility; 

 

 (b) Verification of no less than a three-day stay (consecutive) for acute care services; and 

 

 (c) Verification of the non-availability of a nursing facility bed. 

 

__________________________________________________________________________ 
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(2) Reimbursement will be made on a per diem basis at the statewide nursing facility average rate per 

paid day for routine services furnished during the previous calendar year. 

 

(3) Initial certification will not exceed thirty (30) days.  If the patient is not placed in a nursing facility 

at the end of the initial thirty (30) day period, recertification may be made every additional thirty (30) days 

based on prior authorization by Medicaid. 

 

XVII. THIRD PARTY PAYMENTS 

 

 In the event a Medicaid patient has insurance coverage for inpatient services provided by a hospital, the 

hospital is required to file for the patient's insurance before a claim for Medicaid payment may be filed.  The 

Medicaid claim must indicate the amount of third party payment received or attach a copy of a rejection notice.  

Reimbursement to a hospital for inpatient services to eligible Medicaid patients will be made only after such 

reimbursement has been reduced by all third party payments. 
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Effective Date:  10/01/11 

XVIII. OUT-OF-STATE HOSPITAL INPATIENT RATES 

 

Payment for inpatient services provided by all out-of-state hospitals shall be the lesser of 

the submitted covered charges or the Alabama flat rate which shall be composed of the average of 

the per diem rates paid to out-of-state hospitals in FY 2009 inflated annually by the Global 

Insight.  

 

Effective Date:  10/01/11 
XIX. MEDICARE CATASTROPHIC COVERAGE ACT {Section 302(b) (2)} DAY AND COST 

OUTLIERS 

 

 (a) The Alabama Medicaid Agency has lifted the durational limits for medically necessary 

inpatient services provided to children under the age of 6 years in hospitals deemed by the 

Agency as disproportionate and under the age of 1 in all hospitals.  Because we pay for all 

medically necessary days of care for these children, we meet the day outlier requirement. 

 

(b) Cost Outliers 

 1. A cost outlier for an extremely costly length of stay for a child under age 6 receiving 

medically necessary services in a hospital deemed by the Alabama Medicaid Agency as 

disproportionate and under age 1 in all hospitals, is defined as a claim for payment for a 

discharged child for allowable services rendered from the date of admission to the date of 

discharge which meets the following criteria: 

 

  The Medicaid allowed charges per day for the length of stay for Medicaid eligible 

children as outlined above must exceed four times the hospital's mean total charge per day as 

established by Medicaid from Agency paid claim data. 

 

 2. Payment of Cost Outliers 

 

  The sum of allowed charges in excess of 4 times the mean total charge per day shall 

be multiplied by the hospital's current rate period percent of total Medicaid cost to total Medicaid 

charges (per Worksheet C of the Medicare Cost Report) to establish the amount to be paid as a 

cost outlier.  The outlier payment shall be limited to a total of $10,000 per discharge and $50,000 

per infant during the per diem rate cycle July 1 through June 30. 
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   A hospital having a claim which meets the criteria for a cost outlier must present the 

claim(s) documentation to the Alabama Medicaid Agency for review after the claim(s) have been 

adjudicated.  Subsequent to review and approval, payment shall be made as a lump sum. 

 

XX. MISCELLANEOUS 

 

(a) The Alabama Medicaid Agency will utilize appropriate methods of notifying the public 

concerning proposed substantial changes in methods and/or standards, and prior to the 

implementation of any substantial change in methods and/or standards, the public will have an 

opportunity to review and comment on the proposed changes. 

 

(b) Detailed information regarding the reimbursement methodology and related matters 

appears in Chapter 23 of the Alabama Medicaid Agency Administrative Code. 
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EXHIBIT A 

LOW OCCUPANCY ADJUSTMENT FOR URBAN HOSPITALS 

( 1 -TBD) 
( YABD ) 

ACC 

TBD = Total Bed Days Actually Used 
During the Cost Report Period 
Exclusive of Nursery Bassinets 
and/or Separately Certified non­
Covered Units (i.e. Psych.). 

ABD = Available Bed Days Which is 
Determined by Multiplying 
the Total Licensed Beds Times 
the Number of Days in the Cost 
Report Period Exclusive of Nursery 
Bassinets and/or Separately Certified 
non covered Units (i.e. psych.) 

ACC = Allowable Capital Costs 

Y = Occupancy Factor 

(Y = 70% 100 beds or less) 
(Y = 80% 101 beds or less) 

Approval Date 09/25/90 Effective Date 05-01-90 
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NATIONAL MARKET BASKET PRICE PROXIES 
HOSPITAL INPATIENT OPERATING COSTS 

EXPENSE CATEGORY 

Wages & Salaries 

Employee Benefits 

Professional Fees, 
Medical 

Professional Fees, 
Other 

Malpractice 
Insurance Premiums 

Food 

Fuel & Other Utilities 

Drugs 

TN No. AL-90-11 
Supersedes 
TN No. AL-89-19 

HCF A-DESIGNATED PRICE 
RELATIVE WEIGHT* VARIABLE 

57.24 

8.22 

0.59 

1.96 

3.56 

2.76 

2.82 

Approval Date 07/10/90 

Average Hourly Earnings, 
Hospital Workers (SIC 806) 

Supplements to Wages and 
Salaries per Employee in 
Nonagricultural Establishments 

Consumer Price Index, All 
Urban Physicians' Services 

Index of Hourly Earnings 
of Production Workers, 
Private Nonfarm 

Hospital Malpractice 
Insurance Premiums 

a. Consumer Price Index, 
All Urban, Food and 
Beverages 

b. Producer Price Index, 
Processed Food and Feeds 

a. Implicit Price Deflater, 
Consumption of Fuel Oil 
and Coal 

b. Implicit Price Deflater 
Consumption of Electricity 

c. Implicit Price Deflater 
Consumption of Natural Gas 

d. Consumer Price Index, 
All Urban, Water and 
Sewerage Maintenance 

Producer Price Index, 
Preparations, Ethical 
(Prescription) 

Effective Date 06/01/90 



Chemicals and 
Cleaning Products 

Surgical and Medical 
Instruments and 
Supplies 

Rubber and 
Miscellaneous 
Plastics 

Business Travel & 
Motor Freight 

Apparel and Textiles 

Business Services 

All Other Miscellaneous 

2.15 

2.03 

1.84 

1.72 

1.65 

4.70 

8.76 

100.0 

AL-90-11 
Attachment 4.19-A 
Page 18 

EXHIBIT B 
Page 2 

Producer Price Index, 
Chemicals and Allied 
Products 

Producer Price Index, 
Special Industry 
Machinery and Equipment 

Producer Price Index, 
Rubber and Plastic 
Products 

Producer Price Index, 
Textile Products and 
Apparel 

Consumer Price Index, 
Textile Products and 
Apparel 

Consumer Price Index, 
All Urban, Services 

Consumer Price Index, 
All Urban, All Items 

*HCF A input price index excludes capital, medical education, and medical professional 
fees. Weights are based on HCFA special studies. 

The above relative weights are per Data Resources, Inc. (Health Care Costs) Volume V, 
Number 7, 3rd Quarter 1985 Series. 

TN No. AL-90-11 
Supersedes 
TN No. AL-89-19 
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The National Hospital Input Price Index methodology will be utilized to isolate the 
effects of prices of goods and services for Alabama hospitals. Such an index will measure 
the average percent change in prices for a fixed "market basket" of hospital categories of 
expenses as forecasted by Data Resources, Inc. (Data Resources, Inc., Cost Forecasting 
Service, Regional Forecasting Models for Selected Components of the Hospital and Nursing 
Home Cost Index, 1750 K Street, Washington, DC 20006). Such a forecast combined with 
the historical period data, will provide a price index for hospital inpatient reimbursement in 
the state. 

The National Hospital Input Price Index was developed utilizing a fixed set of 
weights for each of seven (7) categories of expenses. The article by Freeland, et al. , in the 
HCF A Review (Summer 1979) discussed the various "market basket" comparisons, input­
output data, and other survey designs which were utilized in the establishment of the Price 
Index. These were further refined by Data Resources, Inc., to provide a total of fourteen 
(14) basic Expense Categories. Relative cost weights were established from 1977 data to 
establish the final National Market Basket Price Proxies published in Health Care Costs 
(Data Resources, Inc., Vol. 1, No. 1, May 1981). This publication will provide market 
basket forecasts for a total of sixteen (16) quarters in order to permit a detailed analysis of 
the basic input categories of goods and services purchased by a hospital or provided to 
employees through wages and benefits. 

TN No. AL-90-11 
Supersedes 
TN No. AL-89-19 

Approval Date 07 /10/90 Effective Date 06/01/90 
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Certified Public Expenditures incurred in providing services to Medicaid and 

individuals with no source of third party insurance for Disproportionate Share Hospital 

Expenditures. 

 

The Alabama Medicaid Agency uses the CMS Form 2552 cost report, which was prepared based on 

Medicare cost reporting principles, as the basis for ensuring proper cost allocation and apportionment for 

services provided to Medicaid eligible beneficiaries and individuals with no source of third party 

insurance.  Worksheets from the CMS Form 2552 cost report will be identified as appropriate in this 

Exhibit to ensure proper calculation of cost to be certified as public expenditures (CPE) for both inpatient 

and outpatient services, as defined in Attachment 3.1A, by hospitals.  The Agency will use the protocol 

below. 

 

Cost of the uninsured 

1. Calculation of Interim Disproportionate Share Hospital (DSH) Limit:  A base year will be used to 

calculate the cost of the uninsured and Medicaid eligible beneficiaries. The base year will be the 

State fiscal year with the most recent DSH audit being completed.  The Interim DSH Limit for 

each hospital will be the estimated compensated care for inpatient and outpatient services to 

individuals with no source of third party insurance plus the uncompensated care (including 

potential surplus) for inpatient and outpatient services to Medicaid eligible individuals. 

 

This computation of establishing interim DSH payment funded by CPEs must be 

performed on an annual basis and in a manner consistent with the instructions below. 

 

a. Using the CMS Form 2552 cost report for the fiscal year ending during the fiscal year 

data being used (ex. 2010 data for 2012 payments), a cost to charge ratio will be 

determined at the facility level.  The data sets used to calculate the cost to charge ratio are 

as follows:   

 

CMS Form 2552-96 CMS Form 2552-10 

Worksheet C Part I Column 1 line 103 less 

lines 34-36 (Total Cost) 

Worksheet C Part I Column 1 line 202 less 

lines 44-46 (Total Cost) 

Worksheet C Part I Column 6 line 103 less 

lines 34-36 (Inpatient Charges) 

Worksheet C Part I Column 6 line 202 less 

lines 44-46 (Inpatient Charges) 

Worksheet C Part I Column 7 line 103 less 

line 34-36 (Outpatient Charges) 

Worksheet C Part I Column 7 line 202 less 

lines 44-46 (Outpatient Charges) 

Worksheet C Part I Column 8 line 103 less 

line 34-36 (Total Charges) 

Worksheet C Part I Column 8 line 202 less 

line 44-46 (Total Charges) 

 

The cost-to-charge ratio (CCR) was determined by dividing total costs by total charges, 

with the same CCR ratio used for inpatient and outpatient. 
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b. The inpatient and outpatient Medicaid hospital covered charges will be multiplied by the 

CCR to determine Medicaid cost.  All payments made related to these Medicaid hospital 

covered charges would be used to offset the Medicaid cost to determine uncompensated 

Medicaid hospital cost. 

 

c. The inpatient and outpatient hospital charges related to individuals with no source of 

third party coverage will be multiplied by the CCR to determine the cost of services to 

individuals with no source of third party insurance.  Payments related to these individuals 

will be used to offset the cost of services to determine the uncompensated cost of services 

to individuals with no source of third party insurance. 

 

d. The uncompensated care of hospital services for individuals with no source of third party 

insurance will be combined with the uncompensated Medicaid hospital cost to determine 

the uncompensated care cost.  Any Medicaid hospital payments in excess of Medicaid 

hospital cost will be used to offset uncompensated care of services for individuals with no 

source of third party insurance. 

 

e. The uncompensated care cost calculated will be trended by the hospital market basket 

index as published by Global Insight Health-Care Cost Review to determine the interim 

DSH limit for the reporting year payments being calculated by applying the Global 

Insight Health-Care Cost Review from the mid-point of the cost reporting fiscal year to 

the mid-point of the next State Fiscal Year and then from mid-point of the State fiscal 

year to the mid-point of the current State Fiscal Year.   

 

2. Interim Reconciliation of Interim Disproportionate Share Hospital (DSH) Limit Post Reporting 

Year:  Upon completion of the State’s reporting year, each hospital's interim payments paid under 

the calculations for disproportionate share hospital payments as outlined in paragraph f of 

Attachment 4.19-A will be reconciled to its CMS Form 2552 cost report as filed to the Medicare 

Administrative Contractor (MAC) for purposes of Medicare reimbursement for the respective 

cost reporting period.   For hospitals that have a cost reporting period that differs from the State 

fiscal year end date of September 30
th
, the cost reports that overlap the State fiscal year will be 

used for the calculation.   

 

This interim reconciliation will be completed within 10 months of the filing of the last electronic 

CMS cost report filed by a State government owned or operated or a non-State government 

owned or operated hospital to its applicable MAC that included the September 30
th
 fiscal year end 

of the State. 

 

Each hospital will supply the State with covered detailed days and covered charges information for 

services provided to Medicaid eligible individuals paid through the Alabama Medicaid 

Management Information System and for services provided to individuals with no source of third 

party insurance (referred to as Non-Alabama Medicaid Fee for Service (FFS) Medicaid eligible 

activity). 
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Uncompensated cost of care for services provided to Medicaid eligible individuals 

shall be calculated as follows: 

 

a. The hospital cost of services for inpatient routine care services, inpatient 

ancillary services, and outpatient ancillary services will be determined in 

accordance with the DSH final rule published on December 19, 2008 and the 

CMS General DSH Audit Reporting Protocol as follows: 

 

CMS Form 2552-96 CMS Form 2552-10 

Adjustments Made to Cost Report Prior to 

Calculation of Cost 

Adjustments Made to Cost Report Prior to 

Calculation of Cost 

Graduate Medical Education reported on Worksheet 

B Part I Columns 22 and 23 lines 25-31, 33, and 37-

94 shall be included in the calculation of Medicaid 

cost. 

Graduate Medical Education reported on Worksheet 

B Part I Columns 21 and 22 lines 30-43, and 50-117 

shall be included in the calculation of Medicaid cost. 

Medicaid Routine Service Cost for Acute Services Medicaid Routine Service Cost for Acute Services 

Cost Per Diems per Medicaid Worksheet D-1 Part II 

Lines 38 and 42-47 (as adjusted above) to routine 

days based on mapping of MMIS paid routine days to 

Worksheet S-3, Part I Column 5, lines 6-12. 

Cost Per Diems per Medicaid Worksheet D-1 Part II 

Lines 38 and 42-47 (as adjusted above) to routine 

days based on mapping of MMIS paid routine days to 

Worksheet S-3, Part I Column 7, lines 7-13 

Medicaid Routine Service Cost for Sub-Provider 

Services 

Medicaid Routine Service Cost for Sub-Provider 

Services 

 

Cost Per Diems per Medicaid Worksheet D-1 Part II 

Lines 38 (as adjusted above) on the respective 

Worksheet for the sub-provider times its respective 

days based on MMIS paid days to the applicable 

Worksheet S-3, Part I Column 5, line 14. 

Cost Per Diems per Medicaid Worksheet D-1 Part II 

Lines 38 (as adjusted above) on the respective 

Worksheet for the sub-provider times its respective 

days based on MMIS paid days to the applicable 

Worksheet S-3, Part I Column 7, line 16-18. 

Medicaid Inpatient Ancillary Cost for Acute and Sub-

Provider Services 

Medicaid Inpatient Ancillary Cost for Acute and Sub-

Provider Services 

Cost to Charge Ratios per Medicaid Worksheet D-4 

(as adjusted above) for acute services and the 

respective sub-providers Column 1, lines 37-68 times 

the charges based on MMIS paid charges mapped to 

respective Medicaid Worksheet D-4 Column 2, Lines 

37-68. 

Cost to Charge Ratios per Medicaid Worksheet D-3 

(as adjusted above) for acute services and the 

respective sub-providers Column 1, lines 50-98 times 

the charges based on MMIS paid charges mapped to 

respective Medicaid Worksheet D-3 Column 2, Lines 

50-98. 

Medicaid FFS Medicaid Eligible Outpatient Ancillary 

Cost for Acute and Sub-Provider Services 

Medicaid Eligible Outpatient Ancillary Cost for 

Acute and Sub-Provider Services 

Cost to Charge Ratios per Medicaid Worksheet D 

Part V (as adjusted above) for acute services and the 

respective sub-providers Column 1, lines 37-68 times 

charges based on charges from the hospital’s financial 

records mapped to the respective Medicaid Worksheet 

D Part V Column 5, Lines 37-68. 

Cost to Charge Ratios per Medicaid Worksheet D 

Part V (as adjusted above) for acute services and the 

respective sub-providers Column 1, lines 50-98 times 

charges based on charges from the hospital’s financial 

records mapped to the respective Medicaid Worksheet 

D Part V Column 4, Lines 50-98. 
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b. For each organ type, Total Organ Acquisition cost per Worksheet D-4 Part 

III Line 60 Column 1 will be divided by Total Usable Organs per Worksheet 

D-4 Part III Line 61 Column 1 to determine the cost per organ for each organ 

type. The cost per organ for each organ type will be multiplied by the number 

of organs transplanted obtained from the State’s MMIS system for Alabama 

Fee for Service and from the hospital’s internal records for Medicaid 

Managed Care and Medicaid Out Of State services. Medicare/Medicaid Dual 

Eligibles individuals will not be included as the amount for Medicaid 

Services would be offset by the amount reimbursed by Medicare Services. 

 

c. Combining the cost of Medicaid routine services, cost of Medicaid inpatient 

ancillary services, cost of Medicaid outpatient ancillary services, the cost of 

Medicaid organ acquisition costs plus the Medicaid portion of CRNA 

expense removed on Worksheet A-8 based on the Medicaid utilization of 

Medicaid charges divided by total charges less the payments received for 

CRNA services. 

 

d. The payments received related to Medicaid services provided during the 

reporting period will be offset against total Medicaid cost of services to 

determine the Medicaid uncompensated care. 

 

Uncompensated cost of care for hospital services provided to individuals with no 

source of third party insurance shall be calculated as follows: 

 

a. The cost of hospital services for inpatient routine care services, inpatient 

ancillary services, outpatient ancillary services, and transplant services will 

be determined in accordance with the DSH final rule published on December 

19, 2008 and the CMS General DSHA Audit Reporting Protocol as follows: 
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CMS Form 2552-96 CMS Form 2552-10 

Adjustments Made to Cost Report Prior to 

Calculation of Cost 

Adjustments Made to Cost Report Prior to 

Calculation of Cost 

Graduate Medical Education reported on 

Worksheet B Part I Columns 22 and 23 lines 25-31, 

33, and 37-94 shall be included in the calculation of 

cost of services for individuals with no source of 

third party insurance. 

Graduate Medical Education reported on 

Worksheet B Part I Columns 21 and 23 lines 30-43 

and 50-117 shall be included in the calculation of 

cost of services for individuals with no source of 

third party insurance. 

Individuals With No Source of Third Party 

Insurance Routine Service Cost for Acute Services 

Individuals With No Source of Third Party 

Insurance Routine Service Cost for Acute Services 

Cost Per Diems per Medicaid Worksheet D-1 Part 

II Lines 38 and 42-47 (as adjusted above) to routine 

days based on mapping of routine days per 

hospital’s financial records to Worksheet S-3, Part I 

Column 5, lines 6-12. 

Cost Per Diems per Medicaid Worksheet D-1 Part 

II Lines 38 and 42-47 (as adjusted above) to routine 

days based on mapping of routine days per 

hospital’s financial records to Worksheet S-3, Part I 

Column 7, lines 7-13. 

Individuals With No Source of Third Party 

Insurance Routine Service Cost For Sub-Provider 

Services 

Individuals With No Source of Third Party 

Insurance Routine Service Cost For Sub-Provider 

Services 

Cost Per Diems per Medicaid Worksheet D-1 Part 

II Lines 38 (as adjusted above) on the respective 

Worksheet for the sub-provider times its respective 

days based on days from the hospital’s financial 

records to the applicable Worksheet S-3, Part I 

Column 5, line 14. 

Cost Per Diems per Medicaid Worksheet D-1 Part 

II Lines 38 (as adjusted above) on the respective 

Worksheet for the sub-provider times its respective 

days based on days from the hospital’s financial 

records to the applicable Worksheet S-3, Part I 

Column 7, lines 16-18. 

Individuals With No Source of Third Party 

Insurance Inpatient Ancillary Cost for Acute and 

Sub-Provider Services 

Individuals With No Source of Third Party 

Insurance Inpatient Ancillary Cost for Acute and 

Sub-Provider Services 

Cost to Charge Ratios per Medicaid Worksheet D-4 

(as adjusted above) for acute services and the 

respective sub-providers Column 1, lines 37-68 

times the charges based on charges from the 

hospital’s financial records mapped to the 

respective Medicaid Worksheet D-4 Column 2, 

Lines 37-68. 

Cost to Charge Ratios per Medicaid Worksheet D-3 

(as adjusted above) for acute services and the 

respective sub-providers Column 1, lines 50-98 

times the charges based on charges from the 

hospital’s financial records mapped to the 

respective Medicaid Worksheet D-3 Column 2, 

Lines 50-98. 

Individuals With No Source of Third Party 

Insurance Outpatient Ancillary Cost for Acute and 

Sub-Provider Services 

Individuals With No Source of Third Party 

Insurance Outpatient Ancillary Cost for Acute and 

Sub-Provider Services 

Cost to Charge Ratios per Medicaid Worksheet D 

Part V (as adjusted above) for acute services and 

the respective sub-providers Column 1, lines 37-68 

times charges based on charges from the hospital’s 

financial records mapped to the respective 

Medicaid Worksheet D Part V Column 5, Lines 37-

68. 

Cost to Charge Ratios per Medicaid Worksheet D 

Part V (as adjusted above) for acute services and 

the respective sub-providers Column 1, lines 50-98 

times charges based on charges from the hospital’s 

financial records mapped to the respective 

Medicaid Worksheet D Part V Column 4, Lines 50-

98. 
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b. For each organ type, Total Organ Acquisition cost per Worksheet D-4 Part 

III Line 60 Column 1 will be divided by Total Usable Organs per Worksheet D-4 Part III 

Line 61 Column 1 to determine the cost per organ for each organ type. The cost per organ for 

each organ type will be multiplied by the number of organs transplanted obtained from the 

hospital’s internal records for individuals with no source of third party insurance. 

c. Combining the cost of uninsured routine services, cost of uninsured inpatient 

ancillary services, cost of uninsured outpatient ancillary services, the cost of uninsured organ 

acquisition costs plus the Medicaid portion of CRNA expense removed on Worksheet A-8 

based on the uninsured utilization of uninsured charges divided by total charges to determine 

the total cost of services provided to individuals with no source of third party insurance. 

d. The payments received during the reporting period related to accounts of 

individuals with no source of third party will be used as offset to total cost of services to 

determine the uncompensated cost of care of services provided to individuals with no source 

of third party insurance 

 The uncompensated care of hospital services for individuals with no source of third party 

insurance will be combined with the uncompensated cost of care for hospital services provided to 

Medicaid eligible individuals to determine the uncompensated care cost.  Any Medicaid payments in 

excess of Medicaid cost will be used to offset uncompensated care of hospital services for individuals 

with no source of third party insurance. 

 The State will compare the interim reconciliation to initial DSH limit for each 

hospital.  Any difference to the reimbursement amount will be recorded as an adjustment on 

the CMS 64 report. 

e. Final Reconciliation of Interim Disproportionate Share Hospital (DSH) Limit Post  

Reporting Year:  Upon issuance of a Notice of Program Reimbursement for CMS 2552 cost 

report(s) that incorporate the State fiscal year, each hospital's interim reconciliation will be reconciled to 

its CMS 2552 cost report as adjusted by the MAC for purposes of Medicare reimbursement for the 

respective cost reporting period(s).   For hospitals that have a cost reporting period that differs from the 

State fiscal year end date of September 30
th
, the cost reports that overlap the State fiscal year will be used 

for the calculation.   

 

The final reconciliation will be completed by the end of the third CMS Form 64 quarter that 

follows the CMS Form 64 quarter where the of the filing of the last electronic CMS cost report filed by a 

State government owned or operated or a non-State government owned or operated hospital to its 

applicable MAC that included the September 30
th
 fiscal year end of the State occurs. 

 

If necessary, each hospital will supply the State with updated covered detailed days and covered 

charges information for services provided to Medicaid eligible individuals paid through the Alabama 

Medicaid Management Information System and for services provided to individuals with no source of 

third party insurance.  The State will also update any payment offset if necessary. 

 

Uncompensated cost of care for services provided to Medicaid eligible individuals shall be 

calculated as follows: 

 a. The cost of services for inpatient routine care services, inpatient ancillary 

services, and outpatient ancillary services will be determined in accordance with the DSH final rule 

published on December 19, 2008 and the CMS General DSH Audit Reporting Protocol as follows: 
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CMS Form 2552-96 CMS Form 2552-10 

Adjustments Made to Cost Report Prior to 

Calculation of Cost 

Adjustments Made to Cost Report Prior to 

Calculation of Cost 

Graduate Medical Education reported on 

Worksheet B Part I Columns 22 and 23 lines 25-31, 

33, and 37-94 shall be included in the calculation of 

cost of services for individuals with no source of 

third party insurance. 

Graduate Medical Education reported on 

Worksheet B Part I Columns 21 and 23 lines 30-43 

and 50-117 shall be included in the calculation of 

cost of services for individuals with no source of 

third party insurance. 

Medicaid FFS Medicaid Eligible Routine Service 

Cost For Sub-Provider Services 

Medicaid FFS Medicaid Eligible Routine Service 

Cost For Sub-Provider Services 

Cost Per Diems per Medicaid Worksheet D-1 Part 

II Lines 38 and 42-47 (as adjusted above) to routine 

days based on mapping of routine days per 

hospital’s financial records to Worksheet S-3, Part I 

Column 5, lines 6-12. 

Cost Per Diems per Medicaid Worksheet D-1 Part 

II Lines 38 and 42-47 (as adjusted above) to routine 

days based on mapping of routine days per 

hospital’s financial records to Worksheet S-3, Part I 

Column 7, lines 7-13. 

Medicaid FFS Medicaid Eligible Routine Service 

Cost For Sub-Provider Services 

Medicaid FFS Medicaid Eligible Routine Service 

Cost For Sub-Provider Services 

Cost Per Diems per Medicaid Worksheet D-1 Part 

II Lines 38 (as adjusted above) on the respective 

Worksheet for the sub-provider times its respective 

days based on days from the hospital’s financial 

records to the applicable Worksheet S-3, Part I 

Column 5, line 14. 

Cost Per Diems per Medicaid Worksheet D-1 Part 

II Lines 38 (as adjusted above) on the respective 

Worksheet for the sub-provider times its respective 

days based on days from the hospital’s financial 

records to the applicable Worksheet S-3, Part I 

Column 7, lines 16-18. 

Medicaid FFS Medicaid Eligible Inpatient 

Ancillary Cost for Acute and Sub-Provider 

Services 

Medicaid FFS Medicaid Eligible Inpatient 

Ancillary Cost for Acute and Sub-Provider 

Services 

Cost to Charge Ratios per Medicaid Worksheet D-4 

(as adjusted above) for acute services and the 

respective sub-providers Column 1, lines 37-68 

times the charges based on charges from the 

hospital’s financial records mapped to the 

respective Medicaid Worksheet D-4 Column 2, 

Lines 37-68. 

Cost to Charge Ratios per Medicaid Worksheet D-3 

(as adjusted above) for acute services and the 

respective sub-providers Column 1, lines 50-98 

times the charges based on charges from the 

hospital’s financial records mapped to the 

respective Medicaid Worksheet D-3 Column 2, 

Lines 50-98. 

Medicaid FFS Medicaid Eligible Outpatient 

Ancillary Cost for Acute and Sub-Provider 

Services 

Medicaid FFS Medicaid Eligible Outpatient 

Ancillary Cost for Acute and Sub-Provider 

Services 

Cost to Charge Ratios per Medicaid Worksheet D 

Part V (as adjusted above) for acute services and 

the respective sub-providers Column 1,  

lines 37-68 times charges based on charges from 

the hospital’s financial records mapped to  

the respective Medicaid Worksheet D Part V 

Column 5, Lines 37-68 

Cost to Charge Ratios per Medicaid Worksheet D 

Part V (as adjusted above) for acute services and 

the respective sub-providers Column 1, lines 50-98 

times charges based on charges from the  

hospital’s financial records mapped to the 

respective Medicaid Worksheet D Part V Column 

4, Lines 50-98. 
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b. For each organ type, Total Organ Acquisition cost per Worksheet D-

4 Part III Line 60 Column 1 will be divided by Total Usable Organs per Worksheet D-4 Part 

III Line 61 Column 1 to determine the cost per organ for each organ type. The cost per organ 

for each organ type will be multiplied by the number of organs transplanted obtained from the 

State’s MMIS system for Alabama Fee for Service and from the hospital’s internal records 

for Medicaid Managed Care and Medicaid Out Of State services. Medicare/Medicaid Dual 

Eligibles individuals will not be included as the amount for Medicaid Services would be 

offset by the amount reimbursed by Medicare Services. 

c. Combining the cost of Medicaid routine services, cost of Medicaid inpatient 

ancillary services, cost of Medicaid outpatient ancillary services, the cost of Medicaid organ acquisition 

costs plus the Medicaid portion of CRNA expense removed on Worksheet A-8 based on the Medicaid 

utilization of Medicaid charges divided by total charges less the payments received for CRNA services 

will represent the cost of Medicaid eligible hospital services. 

 

d. The payments received related to Medicaid hospital services provided during the 

reporting period will be offset against total Medicaid cost of services to determine the Medicaid 

uncompensated care. 

 

Uncompensated cost of care for hospital services provided to individuals with no source of third 

party insurance shall be calculated as follows: 

 

a. The cost of hospital services for inpatient routine care services, inpatient ancillary 

services, outpatient ancillary services, and transplant services will be determined in 

accordance with the DSH final rule published on December 19, 2008 and the CMS 

General DSH Audit Reporting Protocol as follows: 

CMS Form 2552-96 CMS Form 2552-10 

Adjustments Made to Cost Report Prior to Calculation 

of Cost 

Adjustments Made to Cost Report Prior to Calculation 

of Cost 

Graduate Medical Education reported on Worksheet B 

Part I Columns 22 and 23 lines 25-31, 33, and 37-94 

shall be included in the calculation of cost of services for 

individuals with no source of third party insurance. 

Graduate Medical Education reported on Worksheet B 

Part I Columns 21 and 23 lines 30-43 and 50-117 shall 

be included in the calculation of cost of services for 

individuals with no source of third party insurance. 

Individuals With No Source of Third Party Insurance 

Routine Service Cost For Acute Services 

Individuals With No Source of Third Party Insurance 

Routine Service Cost For Acute Services 

Cost Per Diems per Medicaid Worksheet D-1 Part II 

Lines 38 and 42-47 (as adjusted above) to routine days 

based on mapping of routine days per hospital’s 

financial records to Worksheet S-3, Part I Column 5, 

lines 6-12 

Cost Per Diems per Medicaid Worksheet D-1 Part II 

Lines 38 and 42-47 (as adjusted above) to routine days 

based on mapping of routine days per hospital’s 

financial records to Worksheet S-3, Part I Column 7, 

lines 7-13. 

Individuals With No Source of Third Party Insurance 

Routine Service Cost For Sub-Provider Services 

Individuals With No Source of Third Party Insurance 

Routine Service Cost For Sub-Provider Services 

Cost Per Diems per Medicaid Worksheet D-1 Part II 

Lines 38 (as adjusted above) on the respective 

Worksheet for the sub-provider times its respective days 

based on days from the hospital’s financial records to the 

applicable Worksheet S-3, Part I Column 5, lines 14. 

Cost Per Diems per Medicaid Worksheet D-1 Part II 

Lines 38 (as adjusted above) on the respective 

Worksheet for the sub-provider times its respective days 

based on days from the hospital’s financial records to the 

applicable Worksheet S-3, Part I Column 7, lines 16-18. 
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Individuals With No Source of Third Party Insurance 

Inpatient Ancillary Cost for Acute and Sub-Provider 

Services 

Individuals With No Source of Third Party Insurance 

Inpatient Ancillary Cost for Acute and Sub-Provider 

Services 

Cost to Charge Ratios per Medicaid Worksheet D-4 (as 

adjusted above) for acute services and the respective 

sub-providers Column 1, lines 37-68 times the charges 

based on charges from the hospital’s financial records 

mapped to the respective Medicaid Worksheet D-4 

Column 2, Lines 37-68. 

Cost to Charge Ratios per Medicaid Worksheet D-3 (as 

adjusted above) for acute services and the respective 

sub-providers Column 1, lines 50-98 times the charges 

based on charges from the hospital’s financial records 

mapped to the respective Medicaid Worksheet D-3 

Column 2, Lines 50-98. 

Individuals With No Source of Third Party Insurance 

Outpatient Ancillary Cost for Acute and Sub-Provider 

Services 

Individuals With No Source of Third Party Insurance 

Outpatient Ancillary Cost for Acute and Sub-Provider 

Services 

Cost to Charge Ratios per Medicaid Worksheet D Part V 

(as adjusted above) for acute services and the respective 

sub-providers Column 1, lines 37-68 times charges 

based on charges from the hospital’s financial records 

mapped to the respective Medicaid Worksheet D Part V 

Column 5, Lines 37-68. 

Cost to Charge Ratios per Medicaid Worksheet D Part V 

(as adjusted above) for acute services and the respective 

sub-providers Column 1, lines 50-98 times charges 

based on charges from the hospital’s financial records 

mapped to the respective Medicaid Worksheet D Part V. 

 

 

b. For each organ type, Total Organ Acquisition cost per Worksheet D-4 Part 

III Line 60 Column 1 will be divided by Total Usable Organs per Worksheet D-4 Part III 

Line 61 Column 1 to determine the cost per organ for each organ type. The cost per organ for 

each organ type will be multiplied by the number of organs transplanted obtained from the 

hospital’s internal records for individuals with no source of third party insurance. 

 

c. Combining the cost of uninsured routine services, cost of uninsured inpatient ancillary 

services, cost of uninsured outpatient ancillary services, the cost of uninsured organ acquisition plus the 

uninsured portion of CRNA expense removed on Worksheet A-8 based on the uninsured utilization based 

on uninsured charges divided by total charges to determine the total cost of hospital services provided to 

individuals with no source of third party insurance. 

 

d. The payments received during the reporting period related to accounts of individuals with 

no source of third party will be used as offset to total cost of services to determine the uncompensated 

cost of care of services provided to individuals with no source of third party insurance. 

 

The uncompensated care of hospital services for individuals with no source of third party insurance 

will be combined with the uncompensated cost of care for services provided to Medicaid eligible 

individuals to determine the uncompensated care cost of hospital services.  Any Medicaid payments 

in excess of Medicaid cost will be used to offset uncompensated care of hospital services for 

individuals with no source of third party insurance. 

 

The State will compare the final reconciliation to the interim reconciliation for each hospital.  Any 

difference to the reimbursement amount will be recorded as an adjustment on the CMS 64 report. 
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TN No. AL-13-016 

Supersedes Approval Date:  December 2, 2014 Effective Date:  10/01/13 

TN No. NEW 

Listing of Inpatient Access Payments and Disproportionate Share Hospital Payments 

 

Inpatient access payments and DSH payments distributed to individual hospitals include 

consideration of the following factors; Hospital Cost, OBRA limits, hospital charges, overall 

UPL GAP by hospital category, and other special circumstances. The payments for each 

hospital are noted below for rate year 2014. 

 

Inpatient Access Payments for the State Fiscal Year Ended September 30, 2014 

 

State Owned and Operated Hospitals 

Facility 

Inpatient Access 

Payments 

UNIVERSITY OF ALABAMA  59,707,266  

USA CHILDRENS & WOMENS HOSPITAL  8,932,741  

USA MEDICAL CTR HOSP  24,344,371  

Total State Owned and Operated Hospitals 92,984,378  

 

Non-State Government Owned and Operated Hospitals 

Facility 

Inpatient Access 

Payments 

ATHENS LIMESTONE HOSP  2,790,129 

GULF HEALTH HOSPITALS DBA THOMAS HOSPITAL  322,014 

BAPTIST MEDICAL CENTER EAST  9,176,040 

BAPTIST MEDICAL CTR SOUTH 24,437,969 

BIBB MEDICAL CENTER HOSPITAL 1,217,948 

BRYAN W WHITFIELD MEMORIAL H 1,946,778 

CALLAHAN EYE FOUNDATION HOSPITAL 4,402 

COOSA VALLEY MEDICAL CENTER 1,810,995 

CULLMAN REG MEDICAL CENTER 2,401,431 

D.W. MCMILLAN MEMORIAL HOSPITAL 69,431 

DALE MEDICAL CENTER 341,132 

DCH REGIONAL MEDICAL CENTER 8,382,898 

DECATUR GENERAL HOSPITAL 2,490,010 

EAST AL MEDICAL CENTER 4,469,272 
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TN No. AL-13-016 

Supersedes Date Approved:  December 2, 2014 Effective Date:  10/01/13 

TN No. NEW 

Facility 

Inpatient Access 

Payments 

ECACH INC/ATMORE COMMUNITY H 219,480 

GREENE COUNTY HOSPITAL 1,145,673 

GROVE HILL MEMORIAL HOSPITAL 915,665 

HALE COUNTY HOSPITAL 105,630 

HELEN KELLER HOSPITAL 1,905,966 

HIGHLANDS MEDICAL CENTER 694,160 

HILL HOSPITAL OF SUMTER COUN 654,699 

HUNTSVILLE HOSPITAL 9,964,993 

JPAUL JONES HOSPITAL 1,379,061 

LAWRENCE MEDICAL CENTER 251,433 

MARSHALL MEDICAL CENTER SOUT 2,640,614 

MEDICAL CENTER BARBOUR 1,830,240 

MEDICAL WEST 4,016,017 

MONROE COUTNY HOSPITAL 936,472 

NORTH BALDWIN INFIRMARY 601,205 

NORTHEAST AL REGIONAL MED CT 4,378,541 

PARKWAY MEDICAL CENTER 2,416,292 

PICKENS COUNTY MEDICAL CTR 711,832 

PRATTVILLE BAPTIST HOSPITAL 539,682 

RED BAY HOSPITAL 77,885 

SOUTHEAST ALABMAM MED CTR 4,661,216 

TROY REGIONAL MEDICAL CENTER 1,626,880 

WASHINGTON COUTNY HOSPITAL 2,490 

WEDOWEE HOSPITAL 183,136 

WIREGRASS MEDICAL CENTER 547,613 

Total Non-State Government Owned and Operated Hospitals 102,267,324 
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TN No. AL-13-016 

Supersedes Date Approved:  December 2, 2014 Effective Date:  10/01/13 

TN No. NEW 

Privately Owned and Operated Hospitals 

Facility 

Inpatient Access 

Payments 

ANDALUSIA REGIONAL HOSPITAL 3,990,633 

BULLOCK COUTNY HOSPITAL 1,689,107 

CHOCTAW COMMUNITY HOSPITAL 394,702 

CITIZENS BAPTIST MEDICAL CTR 7,913,736 

COMMUNITY HOSPITAL 2,391,836 

EVERGREEN MEDICAL CENTER 1,436,994 

FLORALA MEMORIAL HOSPITAL 86,576 

FLOWERS HOSPITAL 11,643,691 

GEORGIANA HOSPTIAL 725,321 

HEALTHSOUTHLAKESHORE HOSPITAL 76,319 

JACK HUGHSTON MEMORIAL HOSPITAL 1,036,368 

JACKSON HOSPITAL & CLINIC 13,106,429 

LAKE MARTIN COMMUNITY HOSPITAL 766,445 

LV STABLER MEMORIAL HOSPITAL 1,153,425 

MOBILE INFIRMARY 26,587,178 

NORTHWEST MEDICAL CENTER 2,655,614 

RIVERVIEW REGIONAL MED CTR 9,481,887 

RUSSELL HOSPITAL 5,580,241 

SHOALS HOSPITAL 2,484,355 

SPRINGHILL MEM HOSP 4,327,767 

ST VINCENTS EAST 11,614,723 

THE CHILDRENS HOSPITAL OF ALABAMA 84,970,068 

TRINITY MEDICAL CENTER 12,015,100 

WALKER BAPTIST MEDICAL CENTE 11,766,024 

PROFESSIONAL RESOURCES MANAGEMENT PSYCHIATRIC SERV X 1,265,690 

LAUREL OAKS BEHAVIORAL HEALTH CEN X 1,404,023 

MOUNTAIN VIEW HOSPITAL X 1,080,702 

HILL CREST BEHAVIORAL HLTH S X 1,924,132 

BAYPOINTE BEHAVIORAL HEALTH X  975,772 

     Total Privately Owned and Operated Hospitals 224,544,858 

 

X - Privately owned and operated psychiatric hospitals 
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TN No. AL-13-016 

Supersedes Date Approved:  December 2, 2014 Effective Date:  10/01/13 

TN No. NEW 

 

Privately Owned or Operated Disproportionate Share Hospitals  

Facility DSH Payments 

BAPTIST MED CENTER – PRINCET 17,584,820 

BROOKWOOD MEDICAL CENTER 9,638,674 

CHEROKEE MEDICAL CENTER 1,781,512 

CRENSHAW COMMUNITY HOSPITAL 1,678,193 

CRESTWOOD MEDICAL CENTER 6,955,069 

DEKALB REGIONAL MEDICAL CENTER 5,122,720 

ELIZA COFFEE MEMORIAL HOSPIT 13,554,240 

ELMORE COMMUNITY HOSPITAL 815,865 

FLORALA MEMORIAL HOSPITAL 220,398 

GADSDEN REGIONAL MEDICAL CTR 13,738,710 

GEORGE H LANIER MEMORIAL HOS 3,050,666 

JACKSON MEDICAL CENTER 1,626,969 

LAKELAND COMMUNITY HOSPITAL 2,250,346 

MARION REGIONALMEDICAL CENTE 1,434,038 

MIZELL MEMORIAL HOSPITAL 1,611,782 

PROVIDENCE HOSPITAL 13,405,106 

QHG OF ENTERPRISE INC 4,862,051 

RUSSELLVILLE HOSPITAL 6,424,464 

SHELBY BAPTIST MEDICAL CENTE 14,810,456 

SOUTH BALDWIN REGIONAL MED C 5,761,895 

SPRINGHILL MEM HOSP 1,717,510 

ST VINCENTS BLOUNT 2,581,742 

ST VINCENTS EAST 739,894 

ST VINCENTS HOSPITAL 9,216,258 

ST VINCENTS ST CLAIR 2,121,849 

STRINGFELLOW MEM HOSP 4,811,552 

TRINITY MEDICAL CENTER 785,561 

VAUGHAN REG MED CTR PARKWAY CAMPU 9,461,712 

 

NOTE: State owned and operated hospitals and non-State government owned and operated hospitals 

initial DSH payments will be determined with the CPE estimate in Exhibit C of this attachment and final 

payments will be determined through the DSH audit process and the CPE reconciliations in Exhibit C of 

this attachment. 
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TN No. AL-90-12 
Supersedes 
TN No. AL-90-11 
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EXHIBIT A 

LOW OCCUPANCY ADJUSTMENT FOR URBAN HOSPITALS 

( 1 -TBD) 
( YABD ) 

ACC 

TBD = Total Bed Days Actually Used 
During the Cost Report Period 
Exclusive of Nursery Bassinets 
and/or Separately Certified non­
Covered Units (i.e. Psych.). 

ABD = Available Bed Days Which is 
Determined by Multiplying 
the Total Licensed Beds Times 
the Number of Days in the Cost 
Report Period Exclusive of Nursery 
Bassinets and/or Separately Certified 
non covered Units (i.e. psych.) 

ACC = Allowable Capital Costs 

Y = Occupancy Factor 

(Y = 70% 100 beds or less) 
(Y = 80% 101 beds or less) 

Approval Date 09/25/90 Effective Date 05-01-90 
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NATIONAL MARKET BASKET PRICE PROXIES 
HOSPITAL INPATIENT OPERATING COSTS 

EXPENSE CATEGORY 

Wages & Salaries 

Employee Benefits 

Professional Fees, 
Medical 

Professional Fees, 
Other 

Malpractice 
Insurance Premiums 

Food 

Fuel & Other Utilities 

Drugs 

TN No. AL-90-11 
Supersedes 
TN No. AL-89-19 

HCF A-DESIGNATED PRICE 
RELATIVE WEIGHT* VARIABLE 

57.24 

8.22 

0.59 

1.96 

3.56 

2.76 

2.82 

Approval Date 07/10/90 

Average Hourly Earnings, 
Hospital Workers (SIC 806) 

Supplements to Wages and 
Salaries per Employee in 
Nonagricultural Establishments 

Consumer Price Index, All 
Urban Physicians' Services 

Index of Hourly Earnings 
of Production Workers, 
Private Nonfarm 

Hospital Malpractice 
Insurance Premiums 

a. Consumer Price Index, 
All Urban, Food and 
Beverages 

b. Producer Price Index, 
Processed Food and Feeds 

a. Implicit Price Deflater, 
Consumption of Fuel Oil 
and Coal 

b. Implicit Price Deflater 
Consumption of Electricity 

c. Implicit Price Deflater 
Consumption of Natural Gas 

d. Consumer Price Index, 
All Urban, Water and 
Sewerage Maintenance 

Producer Price Index, 
Preparations, Ethical 
(Prescription) 

Effective Date 06/01/90 



Chemicals and 
Cleaning Products 

Surgical and Medical 
Instruments and 
Supplies 

Rubber and 
Miscellaneous 
Plastics 

Business Travel & 
Motor Freight 

Apparel and Textiles 

Business Services 

All Other Miscellaneous 

2.15 

2.03 

1.84 

1.72 

1.65 

4.70 

8.76 

100.0 

AL-90-11 
Attachment 4.19-A 
Page 18 

EXHIBIT B 
Page 2 

Producer Price Index, 
Chemicals and Allied 
Products 

Producer Price Index, 
Special Industry 
Machinery and Equipment 

Producer Price Index, 
Rubber and Plastic 
Products 

Producer Price Index, 
Textile Products and 
Apparel 

Consumer Price Index, 
Textile Products and 
Apparel 

Consumer Price Index, 
All Urban, Services 

Consumer Price Index, 
All Urban, All Items 

*HCF A input price index excludes capital, medical education, and medical professional 
fees. Weights are based on HCFA special studies. 

The above relative weights are per Data Resources, Inc. (Health Care Costs) Volume V, 
Number 7, 3rd Quarter 1985 Series. 

TN No. AL-90-11 
Supersedes 
TN No. AL-89-19 

Approval Date 07 /10/90 Effective Date 06/01 /90 
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The National Hospital Input Price Index methodology will be utilized to isolate the 
effects of prices of goods and services for Alabama hospitals. Such an index will measure 
the average percent change in prices for a fixed "market basket" of hospital categories of 
expenses as forecasted by Data Resources, Inc. (Data Resources, Inc., Cost Forecasting 
Service, Regional Forecasting Models for Selected Components of the Hospital and Nursing 
Home Cost Index, 1750 K Street, Washington, DC 20006). Such a forecast combined with 
the historical period data, will provide a price index for hospital inpatient reimbursement in 
the state. 

The National Hospital Input Price Index was developed utilizing a fixed set of 
weights for each of seven (7) categories of expenses. The article by Freeland, et al. , in the 
HCF A Review (Summer 1979) discussed the various "market basket" comparisons, input­
output data, and other survey designs which were utilized in the establishment of the Price 
Index. These were further refined by Data Resources, Inc., to provide a total of fourteen 
(14) basic Expense Categories. Relative cost weights were established from 1977 data to 
establish the final National Market Basket Price Proxies published in Health Care Costs 
(Data Resources, Inc., Vol. 1, No. 1, May 1981). This publication will provide market 
basket forecasts for a total of sixteen (16) quarters in order to permit a detailed analysis of 
the basic input categories of goods and services purchased by a hospital or provided to 
employees through wages and benefits. 

TN No. AL-90-11 
Supersedes 
TN No. AL-89-19 

Approval Date 07 /10/90 Effective Date 06/01/90 
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Certified Public Expenditures incurred in providing services to Medicaid and 

individuals with no source of third party insurance for Disproportionate Share Hospital 

Expenditures. 

 

The Alabama Medicaid Agency uses the CMS Form 2552 cost report, which was prepared based on 

Medicare cost reporting principles, as the basis for ensuring proper cost allocation and apportionment for 

services provided to Medicaid eligible beneficiaries and individuals with no source of third party 

insurance.  Worksheets from the CMS Form 2552 cost report will be identified as appropriate in this 

Exhibit to ensure proper calculation of cost to be certified as public expenditures (CPE) for both inpatient 

and outpatient services, as defined in Attachment 3.1A, by hospitals.  The Agency will use the protocol 

below. 

 

Cost of the uninsured 

1. Calculation of Interim Disproportionate Share Hospital (DSH) Limit:  A base year will be used to 

calculate the cost of the uninsured and Medicaid eligible beneficiaries. The base year will be the 

State fiscal year with the most recent DSH audit being completed.  The Interim DSH Limit for 

each hospital will be the estimated compensated care for inpatient and outpatient services to 

individuals with no source of third party insurance plus the uncompensated care (including 

potential surplus) for inpatient and outpatient services to Medicaid eligible individuals. 

 

This computation of establishing interim DSH payment funded by CPEs must be 

performed on an annual basis and in a manner consistent with the instructions below. 

 

a. Using the CMS Form 2552 cost report for the fiscal year ending during the fiscal year 

data being used (ex. 2010 data for 2012 payments), a cost to charge ratio will be 

determined at the facility level.  The data sets used to calculate the cost to charge ratio are 

as follows:   

 

CMS Form 2552-96 CMS Form 2552-10 

Worksheet C Part I Column 1 line 103 less 

lines 34-36 (Total Cost) 

Worksheet C Part I Column 1 line 202 less 

lines 44-46 (Total Cost) 

Worksheet C Part I Column 6 line 103 less 

lines 34-36 (Inpatient Charges) 

Worksheet C Part I Column 6 line 202 less 

lines 44-46 (Inpatient Charges) 

Worksheet C Part I Column 7 line 103 less 

line 34-36 (Outpatient Charges) 

Worksheet C Part I Column 7 line 202 less 

lines 44-46 (Outpatient Charges) 

Worksheet C Part I Column 8 line 103 less 

line 34-36 (Total Charges) 

Worksheet C Part I Column 8 line 202 less 

line 44-46 (Total Charges) 

 

The cost-to-charge ratio (CCR) was determined by dividing total costs by total charges, 

with the same CCR ratio used for inpatient and outpatient. 
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b. The inpatient and outpatient Medicaid hospital covered charges will be multiplied by the 

CCR to determine Medicaid cost.  All payments made related to these Medicaid hospital 

covered charges would be used to offset the Medicaid cost to determine uncompensated 

Medicaid hospital cost. 

 

c. The inpatient and outpatient hospital charges related to individuals with no source of 

third party coverage will be multiplied by the CCR to determine the cost of services to 

individuals with no source of third party insurance.  Payments related to these individuals 

will be used to offset the cost of services to determine the uncompensated cost of services 

to individuals with no source of third party insurance. 

 

d. The uncompensated care of hospital services for individuals with no source of third party 

insurance will be combined with the uncompensated Medicaid hospital cost to determine 

the uncompensated care cost.  Any Medicaid hospital payments in excess of Medicaid 

hospital cost will be used to offset uncompensated care of services for individuals with no 

source of third party insurance. 

 

e. The uncompensated care cost calculated will be trended by the hospital market basket 

index as published by Global Insight Health-Care Cost Review to determine the interim 

DSH limit for the reporting year payments being calculated by applying the Global 

Insight Health-Care Cost Review from the mid-point of the cost reporting fiscal year to 

the mid-point of the next State Fiscal Year and then from mid-point of the State fiscal 

year to the mid-point of the current State Fiscal Year.   

 

2. Interim Reconciliation of Interim Disproportionate Share Hospital (DSH) Limit Post Reporting 

Year:  Upon completion of the State’s reporting year, each hospital's interim payments paid under 

the calculations for disproportionate share hospital payments as outlined in paragraph f of 

Attachment 4.19-A will be reconciled to its CMS Form 2552 cost report as filed to the Medicare 

Administrative Contractor (MAC) for purposes of Medicare reimbursement for the respective 

cost reporting period.   For hospitals that have a cost reporting period that differs from the State 

fiscal year end date of September 30
th
, the cost reports that overlap the State fiscal year will be 

used for the calculation.   

 

This interim reconciliation will be completed within 10 months of the filing of the last electronic 

CMS cost report filed by a State government owned or operated or a non-State government 

owned or operated hospital to its applicable MAC that included the September 30
th
 fiscal year end 

of the State. 

 

Each hospital will supply the State with covered detailed days and covered charges information for 

services provided to Medicaid eligible individuals paid through the Alabama Medicaid 

Management Information System and for services provided to individuals with no source of third 

party insurance (referred to as Non-Alabama Medicaid Fee for Service (FFS) Medicaid eligible 

activity). 

 



___________________________________________________________________________ 

TN No. AL-13-016  

Supersedes       Approval Date:  December 2, 2014 Effective Date: 10/01/13 

TN No. AL-11-016 

AL-13-016 

Attachment 4.19-A 

Page 20.2 

 Exhibit C 

 Page 3 

 

Uncompensated cost of care for services provided to Medicaid eligible individuals 

shall be calculated as follows: 

 

a. The hospital cost of services for inpatient routine care services, inpatient 

ancillary services, and outpatient ancillary services will be determined in 

accordance with the DSH final rule published on December 19, 2008 and the 

CMS General DSH Audit Reporting Protocol as follows: 

 

CMS Form 2552-96 CMS Form 2552-10 

Adjustments Made to Cost Report Prior to 

Calculation of Cost 

Adjustments Made to Cost Report Prior to 

Calculation of Cost 

Graduate Medical Education reported on Worksheet 

B Part I Columns 22 and 23 lines 25-31, 33, and 37-

94 shall be included in the calculation of Medicaid 

cost. 

Graduate Medical Education reported on Worksheet 

B Part I Columns 21 and 22 lines 30-43, and 50-117 

shall be included in the calculation of Medicaid cost. 

Medicaid Routine Service Cost for Acute Services Medicaid Routine Service Cost for Acute Services 

Cost Per Diems per Medicaid Worksheet D-1 Part II 

Lines 38 and 42-47 (as adjusted above) to routine 

days based on mapping of MMIS paid routine days to 

Worksheet S-3, Part I Column 5, lines 6-12. 

Cost Per Diems per Medicaid Worksheet D-1 Part II 

Lines 38 and 42-47 (as adjusted above) to routine 

days based on mapping of MMIS paid routine days to 

Worksheet S-3, Part I Column 7, lines 7-13 

Medicaid Routine Service Cost for Sub-Provider 

Services 

Medicaid Routine Service Cost for Sub-Provider 

Services 

 

Cost Per Diems per Medicaid Worksheet D-1 Part II 

Lines 38 (as adjusted above) on the respective 

Worksheet for the sub-provider times its respective 

days based on MMIS paid days to the applicable 

Worksheet S-3, Part I Column 5, line 14. 

Cost Per Diems per Medicaid Worksheet D-1 Part II 

Lines 38 (as adjusted above) on the respective 

Worksheet for the sub-provider times its respective 

days based on MMIS paid days to the applicable 

Worksheet S-3, Part I Column 7, line 16-18. 

Medicaid Inpatient Ancillary Cost for Acute and Sub-

Provider Services 

Medicaid Inpatient Ancillary Cost for Acute and Sub-

Provider Services 

Cost to Charge Ratios per Medicaid Worksheet D-4 

(as adjusted above) for acute services and the 

respective sub-providers Column 1, lines 37-68 times 

the charges based on MMIS paid charges mapped to 

respective Medicaid Worksheet D-4 Column 2, Lines 

37-68. 

Cost to Charge Ratios per Medicaid Worksheet D-3 

(as adjusted above) for acute services and the 

respective sub-providers Column 1, lines 50-98 times 

the charges based on MMIS paid charges mapped to 

respective Medicaid Worksheet D-3 Column 2, Lines 

50-98. 

Medicaid FFS Medicaid Eligible Outpatient Ancillary 

Cost for Acute and Sub-Provider Services 

Medicaid Eligible Outpatient Ancillary Cost for 

Acute and Sub-Provider Services 

Cost to Charge Ratios per Medicaid Worksheet D 

Part V (as adjusted above) for acute services and the 

respective sub-providers Column 1, lines 37-68 times 

charges based on charges from the hospital’s financial 

records mapped to the respective Medicaid Worksheet 

D Part V Column 5, Lines 37-68. 

Cost to Charge Ratios per Medicaid Worksheet D 

Part V (as adjusted above) for acute services and the 

respective sub-providers Column 1, lines 50-98 times 

charges based on charges from the hospital’s financial 

records mapped to the respective Medicaid Worksheet 

D Part V Column 4, Lines 50-98. 
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b. For each organ type, Total Organ Acquisition cost per Worksheet D-4 Part 

III Line 60 Column 1 will be divided by Total Usable Organs per Worksheet 

D-4 Part III Line 61 Column 1 to determine the cost per organ for each organ 

type. The cost per organ for each organ type will be multiplied by the number 

of organs transplanted obtained from the State’s MMIS system for Alabama 

Fee for Service and from the hospital’s internal records for Medicaid 

Managed Care and Medicaid Out Of State services. Medicare/Medicaid Dual 

Eligibles individuals will not be included as the amount for Medicaid 

Services would be offset by the amount reimbursed by Medicare Services. 

 

c. Combining the cost of Medicaid routine services, cost of Medicaid inpatient 

ancillary services, cost of Medicaid outpatient ancillary services, the cost of 

Medicaid organ acquisition costs plus the Medicaid portion of CRNA 

expense removed on Worksheet A-8 based on the Medicaid utilization of 

Medicaid charges divided by total charges less the payments received for 

CRNA services. 

 

d. The payments received related to Medicaid services provided during the 

reporting period will be offset against total Medicaid cost of services to 

determine the Medicaid uncompensated care. 

 

Uncompensated cost of care for hospital services provided to individuals with no 

source of third party insurance shall be calculated as follows: 

 

a. The cost of hospital services for inpatient routine care services, inpatient 

ancillary services, outpatient ancillary services, and transplant services will 

be determined in accordance with the DSH final rule published on December 

19, 2008 and the CMS General DSHA Audit Reporting Protocol as follows: 
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CMS Form 2552-96 CMS Form 2552-10 

Adjustments Made to Cost Report Prior to 

Calculation of Cost 

Adjustments Made to Cost Report Prior to 

Calculation of Cost 

Graduate Medical Education reported on 

Worksheet B Part I Columns 22 and 23 lines 25-31, 

33, and 37-94 shall be included in the calculation of 

cost of services for individuals with no source of 

third party insurance. 

Graduate Medical Education reported on 

Worksheet B Part I Columns 21 and 23 lines 30-43 

and 50-117 shall be included in the calculation of 

cost of services for individuals with no source of 

third party insurance. 

Individuals With No Source of Third Party 

Insurance Routine Service Cost for Acute Services 

Individuals With No Source of Third Party 

Insurance Routine Service Cost for Acute Services 

Cost Per Diems per Medicaid Worksheet D-1 Part 

II Lines 38 and 42-47 (as adjusted above) to routine 

days based on mapping of routine days per 

hospital’s financial records to Worksheet S-3, Part I 

Column 5, lines 6-12. 

Cost Per Diems per Medicaid Worksheet D-1 Part 

II Lines 38 and 42-47 (as adjusted above) to routine 

days based on mapping of routine days per 

hospital’s financial records to Worksheet S-3, Part I 

Column 7, lines 7-13. 

Individuals With No Source of Third Party 

Insurance Routine Service Cost For Sub-Provider 

Services 

Individuals With No Source of Third Party 

Insurance Routine Service Cost For Sub-Provider 

Services 

Cost Per Diems per Medicaid Worksheet D-1 Part 

II Lines 38 (as adjusted above) on the respective 

Worksheet for the sub-provider times its respective 

days based on days from the hospital’s financial 

records to the applicable Worksheet S-3, Part I 

Column 5, line 14. 

Cost Per Diems per Medicaid Worksheet D-1 Part 

II Lines 38 (as adjusted above) on the respective 

Worksheet for the sub-provider times its respective 

days based on days from the hospital’s financial 

records to the applicable Worksheet S-3, Part I 

Column 7, lines 16-18. 

Individuals With No Source of Third Party 

Insurance Inpatient Ancillary Cost for Acute and 

Sub-Provider Services 

Individuals With No Source of Third Party 

Insurance Inpatient Ancillary Cost for Acute and 

Sub-Provider Services 

Cost to Charge Ratios per Medicaid Worksheet D-4 

(as adjusted above) for acute services and the 

respective sub-providers Column 1, lines 37-68 

times the charges based on charges from the 

hospital’s financial records mapped to the 

respective Medicaid Worksheet D-4 Column 2, 

Lines 37-68. 

Cost to Charge Ratios per Medicaid Worksheet D-3 

(as adjusted above) for acute services and the 

respective sub-providers Column 1, lines 50-98 

times the charges based on charges from the 

hospital’s financial records mapped to the 

respective Medicaid Worksheet D-3 Column 2, 

Lines 50-98. 

Individuals With No Source of Third Party 

Insurance Outpatient Ancillary Cost for Acute and 

Sub-Provider Services 

Individuals With No Source of Third Party 

Insurance Outpatient Ancillary Cost for Acute and 

Sub-Provider Services 

Cost to Charge Ratios per Medicaid Worksheet D 

Part V (as adjusted above) for acute services and 

the respective sub-providers Column 1, lines 37-68 

times charges based on charges from the hospital’s 

financial records mapped to the respective 

Medicaid Worksheet D Part V Column 5, Lines 37-

68. 

Cost to Charge Ratios per Medicaid Worksheet D 

Part V (as adjusted above) for acute services and 

the respective sub-providers Column 1, lines 50-98 

times charges based on charges from the hospital’s 

financial records mapped to the respective 

Medicaid Worksheet D Part V Column 4, Lines 50-

98. 
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b. For each organ type, Total Organ Acquisition cost per Worksheet D-4 Part 

III Line 60 Column 1 will be divided by Total Usable Organs per Worksheet D-4 Part III 

Line 61 Column 1 to determine the cost per organ for each organ type. The cost per organ for 

each organ type will be multiplied by the number of organs transplanted obtained from the 

hospital’s internal records for individuals with no source of third party insurance. 

c. Combining the cost of uninsured routine services, cost of uninsured inpatient 

ancillary services, cost of uninsured outpatient ancillary services, the cost of uninsured organ 

acquisition costs plus the Medicaid portion of CRNA expense removed on Worksheet A-8 

based on the uninsured utilization of uninsured charges divided by total charges to determine 

the total cost of services provided to individuals with no source of third party insurance. 

d. The payments received during the reporting period related to accounts of 

individuals with no source of third party will be used as offset to total cost of services to 

determine the uncompensated cost of care of services provided to individuals with no source 

of third party insurance 

 The uncompensated care of hospital services for individuals with no source of third party 

insurance will be combined with the uncompensated cost of care for hospital services provided to 

Medicaid eligible individuals to determine the uncompensated care cost.  Any Medicaid payments in 

excess of Medicaid cost will be used to offset uncompensated care of hospital services for individuals 

with no source of third party insurance. 

 The State will compare the interim reconciliation to initial DSH limit for each 

hospital.  Any difference to the reimbursement amount will be recorded as an adjustment on 

the CMS 64 report. 

e. Final Reconciliation of Interim Disproportionate Share Hospital (DSH) Limit Post  

Reporting Year:  Upon issuance of a Notice of Program Reimbursement for CMS 2552 cost 

report(s) that incorporate the State fiscal year, each hospital's interim reconciliation will be reconciled to 

its CMS 2552 cost report as adjusted by the MAC for purposes of Medicare reimbursement for the 

respective cost reporting period(s).   For hospitals that have a cost reporting period that differs from the 

State fiscal year end date of September 30
th
, the cost reports that overlap the State fiscal year will be used 

for the calculation.   

 

The final reconciliation will be completed by the end of the third CMS Form 64 quarter that 

follows the CMS Form 64 quarter where the of the filing of the last electronic CMS cost report filed by a 

State government owned or operated or a non-State government owned or operated hospital to its 

applicable MAC that included the September 30
th
 fiscal year end of the State occurs. 

 

If necessary, each hospital will supply the State with updated covered detailed days and covered 

charges information for services provided to Medicaid eligible individuals paid through the Alabama 

Medicaid Management Information System and for services provided to individuals with no source of 

third party insurance.  The State will also update any payment offset if necessary. 

 

Uncompensated cost of care for services provided to Medicaid eligible individuals shall be 

calculated as follows: 

 a. The cost of services for inpatient routine care services, inpatient ancillary 

services, and outpatient ancillary services will be determined in accordance with the DSH final rule 

published on December 19, 2008 and the CMS General DSH Audit Reporting Protocol as follows: 
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CMS Form 2552-96 CMS Form 2552-10 

Adjustments Made to Cost Report Prior to 

Calculation of Cost 

Adjustments Made to Cost Report Prior to 

Calculation of Cost 

Graduate Medical Education reported on 

Worksheet B Part I Columns 22 and 23 lines 25-31, 

33, and 37-94 shall be included in the calculation of 

cost of services for individuals with no source of 

third party insurance. 

Graduate Medical Education reported on 

Worksheet B Part I Columns 21 and 23 lines 30-43 

and 50-117 shall be included in the calculation of 

cost of services for individuals with no source of 

third party insurance. 

Medicaid FFS Medicaid Eligible Routine Service 

Cost For Sub-Provider Services 

Medicaid FFS Medicaid Eligible Routine Service 

Cost For Sub-Provider Services 

Cost Per Diems per Medicaid Worksheet D-1 Part 

II Lines 38 and 42-47 (as adjusted above) to routine 

days based on mapping of routine days per 

hospital’s financial records to Worksheet S-3, Part I 

Column 5, lines 6-12. 

Cost Per Diems per Medicaid Worksheet D-1 Part 

II Lines 38 and 42-47 (as adjusted above) to routine 

days based on mapping of routine days per 

hospital’s financial records to Worksheet S-3, Part I 

Column 7, lines 7-13. 

Medicaid FFS Medicaid Eligible Routine Service 

Cost For Sub-Provider Services 

Medicaid FFS Medicaid Eligible Routine Service 

Cost For Sub-Provider Services 

Cost Per Diems per Medicaid Worksheet D-1 Part 

II Lines 38 (as adjusted above) on the respective 

Worksheet for the sub-provider times its respective 

days based on days from the hospital’s financial 

records to the applicable Worksheet S-3, Part I 

Column 5, line 14. 

Cost Per Diems per Medicaid Worksheet D-1 Part 

II Lines 38 (as adjusted above) on the respective 

Worksheet for the sub-provider times its respective 

days based on days from the hospital’s financial 

records to the applicable Worksheet S-3, Part I 

Column 7, lines 16-18. 

Medicaid FFS Medicaid Eligible Inpatient 

Ancillary Cost for Acute and Sub-Provider 

Services 

Medicaid FFS Medicaid Eligible Inpatient 

Ancillary Cost for Acute and Sub-Provider 

Services 

Cost to Charge Ratios per Medicaid Worksheet D-4 

(as adjusted above) for acute services and the 

respective sub-providers Column 1, lines 37-68 

times the charges based on charges from the 

hospital’s financial records mapped to the 

respective Medicaid Worksheet D-4 Column 2, 

Lines 37-68. 

Cost to Charge Ratios per Medicaid Worksheet D-3 

(as adjusted above) for acute services and the 

respective sub-providers Column 1, lines 50-98 

times the charges based on charges from the 

hospital’s financial records mapped to the 

respective Medicaid Worksheet D-3 Column 2, 

Lines 50-98. 

Medicaid FFS Medicaid Eligible Outpatient 

Ancillary Cost for Acute and Sub-Provider 

Services 

Medicaid FFS Medicaid Eligible Outpatient 

Ancillary Cost for Acute and Sub-Provider 

Services 

Cost to Charge Ratios per Medicaid Worksheet D 

Part V (as adjusted above) for acute services and 

the respective sub-providers Column 1,  

lines 37-68 times charges based on charges from 

the hospital’s financial records mapped to  

the respective Medicaid Worksheet D Part V 

Column 5, Lines 37-68 

Cost to Charge Ratios per Medicaid Worksheet D 

Part V (as adjusted above) for acute services and 

the respective sub-providers Column 1, lines 50-98 

times charges based on charges from the  

hospital’s financial records mapped to the 

respective Medicaid Worksheet D Part V Column 

4, Lines 50-98. 
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b. For each organ type, Total Organ Acquisition cost per Worksheet D-

4 Part III Line 60 Column 1 will be divided by Total Usable Organs per Worksheet D-4 Part 

III Line 61 Column 1 to determine the cost per organ for each organ type. The cost per organ 

for each organ type will be multiplied by the number of organs transplanted obtained from the 

State’s MMIS system for Alabama Fee for Service and from the hospital’s internal records 

for Medicaid Managed Care and Medicaid Out Of State services. Medicare/Medicaid Dual 

Eligibles individuals will not be included as the amount for Medicaid Services would be 

offset by the amount reimbursed by Medicare Services. 

c. Combining the cost of Medicaid routine services, cost of Medicaid inpatient 

ancillary services, cost of Medicaid outpatient ancillary services, the cost of Medicaid organ acquisition 

costs plus the Medicaid portion of CRNA expense removed on Worksheet A-8 based on the Medicaid 

utilization of Medicaid charges divided by total charges less the payments received for CRNA services 

will represent the cost of Medicaid eligible hospital services. 

 

d. The payments received related to Medicaid hospital services provided during the 

reporting period will be offset against total Medicaid cost of services to determine the Medicaid 

uncompensated care. 

 

Uncompensated cost of care for hospital services provided to individuals with no source of third 

party insurance shall be calculated as follows: 

 

a. The cost of hospital services for inpatient routine care services, inpatient ancillary 

services, outpatient ancillary services, and transplant services will be determined in 

accordance with the DSH final rule published on December 19, 2008 and the CMS 

General DSH Audit Reporting Protocol as follows: 

CMS Form 2552-96 CMS Form 2552-10 

Adjustments Made to Cost Report Prior to Calculation 

of Cost 

Adjustments Made to Cost Report Prior to Calculation 

of Cost 

Graduate Medical Education reported on Worksheet B 

Part I Columns 22 and 23 lines 25-31, 33, and 37-94 

shall be included in the calculation of cost of services for 

individuals with no source of third party insurance. 

Graduate Medical Education reported on Worksheet B 

Part I Columns 21 and 23 lines 30-43 and 50-117 shall 

be included in the calculation of cost of services for 

individuals with no source of third party insurance. 

Individuals With No Source of Third Party Insurance 

Routine Service Cost For Acute Services 

Individuals With No Source of Third Party Insurance 

Routine Service Cost For Acute Services 

Cost Per Diems per Medicaid Worksheet D-1 Part II 

Lines 38 and 42-47 (as adjusted above) to routine days 

based on mapping of routine days per hospital’s 

financial records to Worksheet S-3, Part I Column 5, 

lines 6-12 

Cost Per Diems per Medicaid Worksheet D-1 Part II 

Lines 38 and 42-47 (as adjusted above) to routine days 

based on mapping of routine days per hospital’s 

financial records to Worksheet S-3, Part I Column 7, 

lines 7-13. 

Individuals With No Source of Third Party Insurance 

Routine Service Cost For Sub-Provider Services 

Individuals With No Source of Third Party Insurance 

Routine Service Cost For Sub-Provider Services 

Cost Per Diems per Medicaid Worksheet D-1 Part II 

Lines 38 (as adjusted above) on the respective 

Worksheet for the sub-provider times its respective days 

based on days from the hospital’s financial records to the 

applicable Worksheet S-3, Part I Column 5, lines 14. 

Cost Per Diems per Medicaid Worksheet D-1 Part II 

Lines 38 (as adjusted above) on the respective 

Worksheet for the sub-provider times its respective days 

based on days from the hospital’s financial records to the 

applicable Worksheet S-3, Part I Column 7, lines 16-18. 
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Individuals With No Source of Third Party Insurance 

Inpatient Ancillary Cost for Acute and Sub-Provider 

Services 

Individuals With No Source of Third Party Insurance 

Inpatient Ancillary Cost for Acute and Sub-Provider 

Services 

Cost to Charge Ratios per Medicaid Worksheet D-4 (as 

adjusted above) for acute services and the respective 

sub-providers Column 1, lines 37-68 times the charges 

based on charges from the hospital’s financial records 

mapped to the respective Medicaid Worksheet D-4 

Column 2, Lines 37-68. 

Cost to Charge Ratios per Medicaid Worksheet D-3 (as 

adjusted above) for acute services and the respective 

sub-providers Column 1, lines 50-98 times the charges 

based on charges from the hospital’s financial records 

mapped to the respective Medicaid Worksheet D-3 

Column 2, Lines 50-98. 

Individuals With No Source of Third Party Insurance 

Outpatient Ancillary Cost for Acute and Sub-Provider 

Services 

Individuals With No Source of Third Party Insurance 

Outpatient Ancillary Cost for Acute and Sub-Provider 

Services 

Cost to Charge Ratios per Medicaid Worksheet D Part V 

(as adjusted above) for acute services and the respective 

sub-providers Column 1, lines 37-68 times charges 

based on charges from the hospital’s financial records 

mapped to the respective Medicaid Worksheet D Part V 

Column 5, Lines 37-68. 

Cost to Charge Ratios per Medicaid Worksheet D Part V 

(as adjusted above) for acute services and the respective 

sub-providers Column 1, lines 50-98 times charges 

based on charges from the hospital’s financial records 

mapped to the respective Medicaid Worksheet D Part V. 

 

 

b. For each organ type, Total Organ Acquisition cost per Worksheet D-4 Part 

III Line 60 Column 1 will be divided by Total Usable Organs per Worksheet D-4 Part III 

Line 61 Column 1 to determine the cost per organ for each organ type. The cost per organ for 

each organ type will be multiplied by the number of organs transplanted obtained from the 

hospital’s internal records for individuals with no source of third party insurance. 

 

c. Combining the cost of uninsured routine services, cost of uninsured inpatient ancillary 

services, cost of uninsured outpatient ancillary services, the cost of uninsured organ acquisition plus the 

uninsured portion of CRNA expense removed on Worksheet A-8 based on the uninsured utilization based 

on uninsured charges divided by total charges to determine the total cost of hospital services provided to 

individuals with no source of third party insurance. 

 

d. The payments received during the reporting period related to accounts of individuals with 

no source of third party will be used as offset to total cost of services to determine the uncompensated 

cost of care of services provided to individuals with no source of third party insurance. 

 

The uncompensated care of hospital services for individuals with no source of third party insurance 

will be combined with the uncompensated cost of care for services provided to Medicaid eligible 

individuals to determine the uncompensated care cost of hospital services.  Any Medicaid payments 

in excess of Medicaid cost will be used to offset uncompensated care of hospital services for 

individuals with no source of third party insurance. 

 

The State will compare the final reconciliation to the interim reconciliation for each hospital.  Any 

difference to the reimbursement amount will be recorded as an adjustment on the CMS 64 report. 
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TN No. AL-13-016 

Supersedes Approval Date:  December 2, 2014 Effective Date:  10/01/13 

TN No. NEW 

Listing of Inpatient Access Payments and Disproportionate Share Hospital Payments 

 

Inpatient access payments and DSH payments distributed to individual hospitals include 

consideration of the following factors; Hospital Cost, OBRA limits, hospital charges, overall 

UPL GAP by hospital category, and other special circumstances. The payments for each 

hospital are noted below for rate year 2014. 

 

Inpatient Access Payments for the State Fiscal Year Ended September 30, 2014 

 

State Owned and Operated Hospitals 

Facility 

Inpatient Access 

Payments 

UNIVERSITY OF ALABAMA  59,707,266  

USA CHILDRENS & WOMENS HOSPITAL  8,932,741  

USA MEDICAL CTR HOSP  24,344,371  

Total State Owned and Operated Hospitals 92,984,378  

 

Non-State Government Owned and Operated Hospitals 

Facility 

Inpatient Access 

Payments 

ATHENS LIMESTONE HOSP  2,790,129 

GULF HEALTH HOSPITALS DBA THOMAS HOSPITAL  322,014 

BAPTIST MEDICAL CENTER EAST  9,176,040 

BAPTIST MEDICAL CTR SOUTH 24,437,969 

BIBB MEDICAL CENTER HOSPITAL 1,217,948 

BRYAN W WHITFIELD MEMORIAL H 1,946,778 

CALLAHAN EYE FOUNDATION HOSPITAL 4,402 

COOSA VALLEY MEDICAL CENTER 1,810,995 

CULLMAN REG MEDICAL CENTER 2,401,431 

D.W. MCMILLAN MEMORIAL HOSPITAL 69,431 

DALE MEDICAL CENTER 341,132 

DCH REGIONAL MEDICAL CENTER 8,382,898 

DECATUR GENERAL HOSPITAL 2,490,010 

EAST AL MEDICAL CENTER 4,469,272 
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Supersedes Date Approved:  December 2, 2014 Effective Date:  10/01/13 

TN No. NEW 

Facility 

Inpatient Access 

Payments 

ECACH INC/ATMORE COMMUNITY H 219,480 

GREENE COUNTY HOSPITAL 1,145,673 

GROVE HILL MEMORIAL HOSPITAL 915,665 

HALE COUNTY HOSPITAL 105,630 

HELEN KELLER HOSPITAL 1,905,966 

HIGHLANDS MEDICAL CENTER 694,160 

HILL HOSPITAL OF SUMTER COUN 654,699 

HUNTSVILLE HOSPITAL 9,964,993 

JPAUL JONES HOSPITAL 1,379,061 

LAWRENCE MEDICAL CENTER 251,433 

MARSHALL MEDICAL CENTER SOUT 2,640,614 

MEDICAL CENTER BARBOUR 1,830,240 

MEDICAL WEST 4,016,017 

MONROE COUTNY HOSPITAL 936,472 

NORTH BALDWIN INFIRMARY 601,205 

NORTHEAST AL REGIONAL MED CT 4,378,541 

PARKWAY MEDICAL CENTER 2,416,292 

PICKENS COUNTY MEDICAL CTR 711,832 

PRATTVILLE BAPTIST HOSPITAL 539,682 

RED BAY HOSPITAL 77,885 

SOUTHEAST ALABMAM MED CTR 4,661,216 

TROY REGIONAL MEDICAL CENTER 1,626,880 

WASHINGTON COUTNY HOSPITAL 2,490 

WEDOWEE HOSPITAL 183,136 

WIREGRASS MEDICAL CENTER 547,613 

Total Non-State Government Owned and Operated Hospitals 102,267,324 
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Supersedes Date Approved:  December 2, 2014 Effective Date:  10/01/13 

TN No. NEW 

Privately Owned and Operated Hospitals 

Facility 

Inpatient Access 

Payments 

ANDALUSIA REGIONAL HOSPITAL 3,990,633 

BULLOCK COUTNY HOSPITAL 1,689,107 

CHOCTAW COMMUNITY HOSPITAL 394,702 

CITIZENS BAPTIST MEDICAL CTR 7,913,736 

COMMUNITY HOSPITAL 2,391,836 

EVERGREEN MEDICAL CENTER 1,436,994 

FLORALA MEMORIAL HOSPITAL 86,576 

FLOWERS HOSPITAL 11,643,691 

GEORGIANA HOSPTIAL 725,321 

HEALTHSOUTHLAKESHORE HOSPITAL 76,319 

JACK HUGHSTON MEMORIAL HOSPITAL 1,036,368 

JACKSON HOSPITAL & CLINIC 13,106,429 

LAKE MARTIN COMMUNITY HOSPITAL 766,445 

LV STABLER MEMORIAL HOSPITAL 1,153,425 

MOBILE INFIRMARY 26,587,178 

NORTHWEST MEDICAL CENTER 2,655,614 

RIVERVIEW REGIONAL MED CTR 9,481,887 

RUSSELL HOSPITAL 5,580,241 

SHOALS HOSPITAL 2,484,355 

SPRINGHILL MEM HOSP 4,327,767 

ST VINCENTS EAST 11,614,723 

THE CHILDRENS HOSPITAL OF ALABAMA 84,970,068 

TRINITY MEDICAL CENTER 12,015,100 

WALKER BAPTIST MEDICAL CENTE 11,766,024 

PROFESSIONAL RESOURCES MANAGEMENT PSYCHIATRIC SERV X 1,265,690 

LAUREL OAKS BEHAVIORAL HEALTH CEN X 1,404,023 

MOUNTAIN VIEW HOSPITAL X 1,080,702 

HILL CREST BEHAVIORAL HLTH S X 1,924,132 

BAYPOINTE BEHAVIORAL HEALTH X  975,772 

     Total Privately Owned and Operated Hospitals 224,544,858 

 

X - Privately owned and operated psychiatric hospitals 
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Privately Owned or Operated Disproportionate Share Hospitals  

Facility DSH Payments 

BAPTIST MED CENTER – PRINCET 17,584,820 

BROOKWOOD MEDICAL CENTER 9,638,674 

CHEROKEE MEDICAL CENTER 1,781,512 

CRENSHAW COMMUNITY HOSPITAL 1,678,193 

CRESTWOOD MEDICAL CENTER 6,955,069 

DEKALB REGIONAL MEDICAL CENTER 5,122,720 

ELIZA COFFEE MEMORIAL HOSPIT 13,554,240 

ELMORE COMMUNITY HOSPITAL 815,865 

FLORALA MEMORIAL HOSPITAL 220,398 

GADSDEN REGIONAL MEDICAL CTR 13,738,710 

GEORGE H LANIER MEMORIAL HOS 3,050,666 

JACKSON MEDICAL CENTER 1,626,969 

LAKELAND COMMUNITY HOSPITAL 2,250,346 

MARION REGIONALMEDICAL CENTE 1,434,038 

MIZELL MEMORIAL HOSPITAL 1,611,782 

PROVIDENCE HOSPITAL 13,405,106 

QHG OF ENTERPRISE INC 4,862,051 

RUSSELLVILLE HOSPITAL 6,424,464 

SHELBY BAPTIST MEDICAL CENTE 14,810,456 

SOUTH BALDWIN REGIONAL MED C 5,761,895 

SPRINGHILL MEM HOSP 1,717,510 

ST VINCENTS BLOUNT 2,581,742 

ST VINCENTS EAST 739,894 

ST VINCENTS HOSPITAL 9,216,258 

ST VINCENTS ST CLAIR 2,121,849 

STRINGFELLOW MEM HOSP 4,811,552 

TRINITY MEDICAL CENTER 785,561 

VAUGHAN REG MED CTR PARKWAY CAMPU 9,461,712 

 

NOTE: State owned and operated hospitals and non-State government owned and operated hospitals 

initial DSH payments will be determined with the CPE estimate in Exhibit C of this attachment and final 

payments will be determined through the DSH audit process and the CPE reconciliations in Exhibit C of 

this attachment. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE OF ALABAMA 

 

   Payment for Medical Care and Services, Excluding Inpatient Hospitals and Long Term Care Services 

   

A description of the policy and methods to be used in establishing payment rates for each type of 

service, except for inpatient hospital and long term care services, listed in Section 1905(a) of the 

Social Security Act and included in the Alabama Medical Assistance Program, is set forth in this 

attachment.  Payment methodology for inpatient hospital services is covered in Attachment 4.19-A.  

Payment for long-term care services is covered in Attachment 4.19-D.  

 

1. Rural Health Clinic  

   

Alabama Medicaid uses a Prospective Payment System (PPS) for RHCs as required by S.S.A. 

§1902(a)(15) [42 U.S.C. § 1396a (a)(15)] and S.S.A. §1902(bb) [42 U.S.C. §1396a(bb)]. The PPS for 

RHCs was implemented and took effect on January 1, 2001. 

 
A.  Prospective Payment System (PPS) rates 

The baseline Prospective Payment System (PPS) for each RHC in FY2002 was developed by weighing the 

RHC’s provider specific reasonable costs for Fiscal Years 1999 and 2000 by the number of Medicaid 

encounters provided in each year.  The RHC is entitled to the previous year’s PPS, increased by the 

percentage increase by the Medicare Economic Index (MEI) for primary care services, and adjusted to take 

into account any increase (or decrease) in the scope of services furnished by the RHC during that fiscal 

year. 

 

Prospective Payment System (PPS) Reimbursement for New Facilities 

 

The rate established for a new RHC shall be equal to 100% of the reasonable cost used in calculating the 

rates of like RHCs located in the same or an adjacent area during the same fiscal year.  The costs that must 

be considered in calculating the payment rate are those reasonable costs used in calculating the rates for 

neighboring clinics with similar caseloads. 

 

Change in Scope of Services 

 

The PPS rate for a RHC shall be adjusted to take into account a change (either increase or decrease) in the 

scope of services furnished by the RHC.  A change in scope of services occurs if the RHC has added or 

dropped any service that meets the definition of RHC services as provided in section 1905(a)(2)(B) and 

(C) of the Social Security Act or if the service is included as a covered Medicaid service in the state plan.  

A change in the scope of services is defined as a change in the type, intensity, duration, and/or amount of 

services provided during a RHC visit.  A change in the cost of a service is not considered in and of itself a 

change in the scope of services. 
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A. Alternative Payment Methodology (APM) Reimbursement
Beginning October 1, 2019, RHCs that are Alabama Coordinated Health Network (ACHN) Certified are eligible to receive 
an APM reimbursement in addition to the PPS rate, but only if the following statutory requirements are met.  First, the APM 
must be agreed to by Alabama Medicaid and by each individual RHC that participates in the program.  Second, the 
methodology must result in a total payment (PPS plus APM) that is at least equal to the amount to which the RHC is entitled 
under the Medicaid PPS. 

 ACHN Certified Delivering Healthcare Professionals (DHCPs) Enhanced Payment  
ACHN Certified DHCPs will receive an enhanced payment for:  

i. an initial prenatal visit in the first trimester and/or
ii. a post-partum visit.

ACHN Certified Provider Performance Payments 
Performance Payments for ACHN Certified Primary Care Provider (PCP) Groups: 
A performance payment pool will be established in the amount of $15 million annually to fund three (3) performance 
payments for ACHN Certified PCP groups.  The performance payments’ pool is allotted as follows:  50% for quality, 45% 
for cost effectiveness, and 5% for PCMH Recognition. 

a. Quality Performance Payments
a. Eligibility:  All ACHN Certified PCP groups will be eligible for a performance payment if the PCP group meets

the requirements described below.
b. Methodology:

i. ACHN Certified PCP groups that achieve annual performance benchmarks determined by the Agency are
eligible to receive performance payments.

ii. Benchmarks will be posted at www.medicaid.alabama.gov by September 1, 2019 and will be updated
annually at least 30 days prior to the contract period.

iii. The quality benchmarks will be posted to:  www.medicaid.alabama.gov
Click the ACHN tab/Provider 

iv. The amount available for the quarterly quality payment will be one-quarter (1/4) of the annual amount
described above.

v. The first payment will be made in October 2019.  Subsequent payments will be made on a quarterly
basis.

vi. Level One Quality Performance Payment for the period between October 1, 2019 and September 30,
2021:
1. The Agency will make quarterly payments in the first month of the quarter based on provider

reporting of necessary data and other activities including provider engagement in the ACHN and
their review and response to quality data provided by the Agency, implementing any policies and
processes to improve the efficiency of their practices, and engaging with the ACHNs in preparation
to be paid based on performance-based quality payments.  Providers will also be readjusting their
practice guidelines to manage attributed patient populations rather than Agency assigned panels.

2. Payments made in this period are based on the engagement by the PCP group and not for the
achievement of quality measurements.

3. Payments will be distributed to each PCP group based on the number of Medicaid members
attributed to the PCP group for the prior quarterly period.

vii. Level Two Quality Performance Payment for the period of October 1, 2021 and beyond:
1. The Agency’s quarterly payments beginning with the October 2021 payment will be based on actual

quality measure performance as soon as the previous calendar year’s performance has been
calculated (anticipated date twelve months after the start of the second contract year).  For example,
the quarterly payments made in October 2021, January 2022, April 2022, and July 2022 will be
based on the actual quality measure performance calculated for the period between January 1, 2020
and December 31, 2020.
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2. Payments will be distributed to each PCP group based on the number of Medicaid 

members attributed to the PCP group for the prior quarterly period. 

 
b. Cost Effectiveness Performance Payments 

 

a. Eligibility:  All ACHN Certified PCP groups will be eligible for a performance payment if the 

PCP group meets or exceeds the cost effectiveness criteria established by the Agency. 

b. Methodology:   

i. ACHN Certified PCP groups that achieve annual performance benchmarks determined by 

the Agency are eligible to receive performance payments.  

ii. Benchmarks will be posted at www.medicaid.alabama.gov by September 1, 2019 and 

will be updated annually at least 30 days prior to the contract period.     

iii. The cost effectiveness performance payment criteria will be posted to:  

www.medicaid.alabama.gov 

Click the ACHN tab/Provider 

iv. The amount available for the quarterly cost effectiveness payment will be one-quarter 

(1/4) of the annual amount described above. 

v. The first payment will be made in October 2019.  Subsequent payments will be made on 

a quarterly basis. 

vi. Level One Cost Effectiveness Performance Payment for the period between October 1, 

2019 and December 31, 2020: 

1. The Agency will make quarterly payments in the first month of the quarter for review and 

response to cost effectiveness data provided by the Agency, implementing any policies and 

processes to improve the efficiency of their practices, and engaging with the ACHNs in 

preparation to be paid based on performance-based cost effectiveness payments.  Providers 

will also be readjusting their practice guidelines to manage attributed patient populations 

rather than Agency assigned panels.    

2. Payments made in this period are based on the engagement by the PCP group and not for 

the achievement of cost effectiveness measurements. 

3. Payments will be distributed to each PCP group based on the number of Medicaid 

members attributed to the PCP group for the prior quarterly period. 

vii. Level Two Cost Effectiveness Performance Payment for the period of January 1, 2021 

and beyond: 

1. The Agency’s quarterly payments beginning with the January 2021 payment will be 

based on actual cost effectiveness performance. 

2. The cost effectiveness performance calculation compares a 12-month per member per 

month (PMPM) to a risk-adjusted expected PMPM based on the costs of similar PCP 

groups that treat Medicaid recipients.  Groups will be ranked by an efficiency score that is 

derived from actual PMPM versus the expected PMPM.  Performance payment will be 

made for PCP groups at or below the median efficiency score.  This calculation will occur 

as soon as the previous calendar year’s performance has been calculated (anticipated date 

three months after the start of the second contract year).  For example, the quarterly 

payments made in January 2021, April 2021, July 2021 and October 2021 will be based on 

the actual cost effectiveness calculated for the period between October 1, 2019 and 

September 30, 2020 providing three months of claims payment run-out. 

3. Payments will be distributed to each PCP group based on the number of Medicaid 

members attributed to the PCP group for the prior quarterly period.  
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Patient Centered Medical Home (PCMH) Performance Payments 

 

The purpose of the PCMH Recognition performance payment is to incentivize providers to attain PCMH 

Recognition thereby ensuring Medicaid Recipients are receiving care through a nationally recognized 

medical home model.   

 

1.   Eligibility:  All ACHN Certified PCP groups who receive PCMH recognition as described below. 

2.  Methodology:   

i. PCMH Recognition information may be obtained at:  www.medicaid.alabama.gov 

Click the ACHN tab/Provider 

ii. The PCP group can obtain PCMH Recognition or certification through a nationally recognized 

entity such as National Committee for Quality Assurance (NCQA).  Details from NCQA can be 

found at https://www.ncqa.org/programs/helath-care-providers-practices/patient-centered-medical-

home-pcmh.  

iii. The amount available for the quarterly PCMH Recognition payment will be one-quarter (1/4) of 

the annual amount described above. 

iv. The first payment will be made in October 2019.  Subsequent payments will be made on a quarterly 

basis. 

v. Level One PCMH Performance Payment for the period between October 1, 2019 and September 

30, 2020: 

The Agency will make quarterly payments in the first month of the quarter for PCMH Recognition 

performance payments. 

a.  Payments made in this period are for PCP groups that have already obtained the 

Recognition or certification and PCP groups that are progressing toward attainment of 

Recognition or certification.  To be eligible for the PCMH Recognition performance 

payment, PCP groups must attest to the status of their attainment of PCMH Recognition or to 

their progress towards attainment. 

b.  Payments will be distributed to each PCP group based on the number of Medicaid 

members attributed to the PCP group for the prior quarterly period. 

 

vii. Level Two PCMH Performance Payment for the period October 1, 2020 and beyond 

                       

 a.  Payments made in this period are for PCP groups that attest they have obtained the 

Recognition or certification. The Agency will review the PCP groups attestation on an annual 

basis on the last business day of the month prior to the first quarterly payment for the ensuing 

year. For example, the quarterly payments made in October 2020, January 2021, April 2021, 

and July 2021 will be based on the PCP groups attestation of their achievement of recognition 

or certification as of the last business day in September 2020. 

b. The amount of the performance payment distributed to each PCP group will be based on the 

number of Medicaid members attributed to the PCP group for the prior quarterly period. 

c.  If a PCP group does not meet PCMH Recognition and does not show adequate progress toward 

meeting recognition, the Agency will not pay the PCMH performance payment. 

 
2. Other Laboratory and X-Ray Services 
 

 Effective Date:  04/01/83 

 

a. Payment to laboratories and x-ray facilities will be based on customary charges calculated by 

methods consistent with Federal Regulations.   
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c. For crossover claims the allowable payment to the provider is determined not by the Alabama 

Medicaid Agency but by Medicare.  The Alabama Medicaid Agency will pay no more than the 

part of the allowable payment not paid by Medicare and other insurers who are obligated to pay 

part of the claim. 

  

3. Physicians and Other Practitioners 

 

    Effective Date:  10/01/18 

a. Physician Fee Schedule Payment:  A statewide maximum payment will be calculated for each 

service designated by a procedure code recognized by the Alabama Medicaid Agency as 

designating a covered service.  To determine payments for procedures codes without an 

established Medicaid rate, the Alabama Medicaid Agency will base rates on the current Medicare 

rate, and if not available the average commercial rate.  Except as otherwise noted in the state plan, 

state-developed fee schedule rates are the same for both governmental and private physicians and 

other practitioners. The Agency’s fee schedule rates were set as of October 1, 2018 and are 

effective for services provided on or after that date. All rates are published and maintained on the 

Agency’s website at www.medicaid.alabama.gov.  For the most recent Physician Service Fee 

Schedule click on the Providers tab, select Fee Schedules, check “I Accept” on the User 

Agreement, and select Physician Fee Schedule. 

 

1. Rural Physician (Enhanced) Payment:   

 

(i) Providers in rural counties whose specialty is OB/GYN, Family Practice, General 

practice or Pediatrics, will be paid an enhanced rate for global delivery codes and 

delivery codes only.  These rates can be found at www.medicaid.alabama.gov To view a 

Rural Physician Fee Schedule visit    

http://medicaid.alabama.gov/content/Gated/7.3G_Fee_Schedules/7.3G_Rural_Physician_

Fee_Schedule_5-27-15.pdf  

(ii) In order to increase provider participation and improve access to care, both  

 governmental and non-governmental providers of all specialties in rural counties will be 

paid an additional $1.00 per office visit or hospital visit.   

 

2.   Physician Access (Enhanced) Payment:  In order to maintain adequate access to specialty faculty 

physician (all specialties including general practice, family practice, and general pediatrics) 

services as required by 42 USC 1396(a) (30) and 42 CFR 447.204, enhanced rates will be paid to 

teaching physicians.  Teaching physicians are defined as doctors of medicine or osteopathy 

employed by or under contract with (a) a medical school that is part of the public university 

system (The University of Alabama at Birmingham and The University of South Alabama) or (b) 

a children’s hospital healthcare system which meets the criteria and receives funding under 

Section 340E (a) of the U.S. Public Health Service Act (42 USC 256e), and which operates and 

maintains a state license for specialty pediatric beds. The State will perform the average 

commercial rate demonstration for a calendar year to set a Medicaid rate based on a percentage of 

the Medicare rate. The established rate will be effective for up to three years based on the average 

commercial rate demonstration. All rates are published on the Agency’s website at 

www.medicaid.alabama.gov. For the most recent Physician Access (Enhanced) Fee Schedule 

click on the Providers tab, select Fee Schedules, I accept on the User Agreement, then click the 

Providers tab, Fee Schedules, and Physician (Teaching) Fee Schedule.   
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a. Calculation of the rates for teaching physicians is described as follows: 

 

(i)  Recognize the non facility Medicare physician fee schedule for the most 

recent full calendar year. 

 

(ii)   Obtain the rates paid by the top five commercial insurance companies in 

Alabama for each public university system and children’s hospital healthcare 

system, specified in section 3 a 2, for the most recent full calendar year. 

 

(iii)  Obtain the adjudicated units of service by procedure code for the most 

recent full calendar year. The State identifies adjudicated claims through 

Medicaid’s MMIS system that were processed during the most recent full 

calendar year for services performed by eligible physicians at approved places 

of service.  Approved places of service include a hospital sponsored location 

such as an inpatient hospital, outpatient hospital, hospital-based clinic or a 

hospital-affiliated clinic.  The following services are excluded from these 

claims:  clinical diagnostic lab procedures, services provided to dual eligibles, 

and the technical component of radiology services.   

 

(iv) Anesthesia payment is based on a fifteen minute unit of service as well as 

a base payment.    

 

(v)   Calculate the aggregate commercial payment equivalent for the most 

recent full calendar year by multiplying the Medicaid units identified in (iii) 

above by the commercial rates identified in (ii), then combine the payments 

for all services. This produces the Total Commercial Equivalent Payment 

Amount.  

 

(vi)  Calculate the equivalent Medicare payments for the most recent full 

calendar year by multiplying the Medicaid units from (ii) above by the 

Medicare rates identified in (i), then combine the payments for all services. 

This produces the Total Medicare Equivalent Payment Amount. 
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(vii) Divide the Total Commercial Payment Amount by the Total Medicare 

Equivalent Payment Amount to determine the aggregate Average 

Commercial Rate Percentage of Medicare. 

 

(viii) Based on the average commercial rate demonstration for calendar year 

2015 Medicaid utilization and 2015 Medicare base rates the established 

teaching physician percentage is 162.41%.  

 

(ix) Calculated reimbursement rates for all numeric procedure codes will be rounded 

to the nearest dollar.  Rates for procedure codes starting with an alpha 

character will be rounded to the nearest penny. 

 

(x) Reimbursement rates for numeric procedure codes not recognized by Medicare, 

but recognized by the Alabama Medicaid Agency will be the average rate 

paid by the top five commercial insurance companies in Alabama for that 

numeric procedure code for each public university system and children’s 

hospital system, identified in section 3 a 2, for the most recent full calendar 

year. 

 

 

Effective Date: 10/01/19 

 

3.  Primary Care (Enhanced) Rates “Bump”: 

 

The state will continue to reimburse for services provided by physicians with a primary specialty 

designation of family medicine, pediatric medicine or internal medicine as if the requirements of 42 

C.F.R. § 447.400 remain in effect and there is no signed Alabama Coordinated Health Network (ACHN) 

agreement on file for ACHN certified Primary Care Physicians (PCPs).  A provider must meet one of the 

following requirements listed below to qualify for the Alabama Medicaid Physicians Primary Care 

Enhanced Rates “Bump” Program. 

 

a. A provider must be Board certified with a specialty or subspecialty designation in family 

medicine, general internal medicine, or pediatrics that is recognized by the American Board of 

Medical Specialties (ABMS), the American Board of Physician Specialties (ABPS), or the 

American Osteopathic Association (AOA), and must actually practice in their specialty. 

 

b. A NON-board certified provider who practices in the field of family medicine, general internal 

medicine, or pediatrics or a subspecialty under one of these specialties, is eligible if he/she can 

attest that sixty percent of their paid Medicaid procedures billed are for certain specified 

procedure codes for evaluation and management (E&M) services and certain Vaccines for 

Children (VFC) vaccine administration codes during the most recently completed CY or, for 

newly eligible physicians, the prior month. 

 

Payment Methodology 

 

I. Applies to E&M billing codes 99201 through 99499 that are considered reimbursable by Alabama 

Medicaid.  
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II. Applies to Vaccine Administration  

a. The state reimburses vaccine administration services furnished by physicians meeting the 

requirements of 42 C.F.R. § 447.400(a) at the regional maximum administration fee set by the VFC 

program. 

b. The Alabama Medicaid Agency requires VFC administration fees to be billed using the specific 

product code (vaccine codes).   

 

The Primary Care (Enhanced) Rates “Bump” fee schedule is effective October 1, 2019.  All rates are published on 

the Agency’s website at www.medicaid.alabama.gov.  To view the Primary Care (Enhanced) Rates “Bump” fee 

schedule visit: www.medicaid.alabama.gov 

a. click Providers tab 

b. click fee schedules 

c. click Physicians Primary Care Enhanced Bump Rates 

 

4.  Higher Levels of Service Defined by Engagement of ACHN Certified PCP Groups with the ACHN Program:  

ACHN Certified PCP group may earn higher payment levels (Certified Rates) on 15 E&M codes (refer to 

1 (a) under Payment Methodology) and Performance payments (Section III) if they provide a higher level 

of service by engaging with the ACHN as follows:  

a. Over a twelve (12) month period, attending in person in at least two (2) quarterly Medical 

Management Meetings and one webinar/facilitation exercise with the ACHN’s Medical Director. 

Attendance requirements can be met by having one PCP or Nurse Practitioner/Physician Assistant 

from the group attend;  

b. Engagement in ACHN initiatives centered around quality measures;   

c. Reviewing data provided by the ACHN to help achieve Agency and ACHN quality goals; 

d.     Engagement as appropriate in the ACHN’s Multidisciplinary Care Team and the development of an 

individualized and comprehensive Care Plan; 

e.     Certification requirements will be monitored on a monthly basis.  ACHNs will report monthly to the 

Agency a list of PCP groups who are meeting certification requirements.  If the ACHN indicates a 

PCP group is decertified due to failure to meet the certification requirements, then the Agency will 

confirm with the ACHN as well as the PCP group before allowing the PCP group to receive the 

ACHN certification rates.  

 

5.  Higher Levels of Service Defined by Engagement of ACHN Certified Delivering Health Care Professionals 

(DHCPs) with the ACHN Program: 

a.     DHCPs, which include OB/GYNs, Nurse Midwives, and other physicians, a provide a higher level of 

service by engaging with an ACHN as described below: 

i. Providing data to the ACHN; 

ii. Engagement in the development of the Eligible Individual’s (EI’s) care plan; and  

iii. Engagement in the DHCP selection and referral process. 

b. Certification requirements will be monitored on a monthly basis.  ACHNs will report monthly to 

the Agency a list of DHCPs who they have contracted and engaging with to provide maternity 

services.  DHCPs who fail to meet certification requirements will no longer be referred to by the 

ACHN or will be able to provide maternity services to the ACHN population. 
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ACHN Certified Provider Rates 

 

III. Rates for ACHN Certified PCPs: 

 ACHN Certified PCPs will receive higher rates for certain E&M billing codes (99201-99205, 99211-

99215, 99241-99245) that are considered reimbursable by Alabama Medicaid.  The ACHN Certified Rate fee 

schedule is effective October 1, 2019.  All rates are published on the Agency’s website at 

www.medicaid.alabama.gov.   

To view the ACGN Certified Rates, visit www.medicaid.alabama.gov 

a. click Providers tab 

b. click fee schedules 

c. click Physician Primary Care “ACHN Certified Rates” 

 

The following provider groups are not eligible to receive the ACHN Certified Rates: 

a. Federally Qualified Health Centers (FQHCs) 

b. Rural Health Centers (RHCs) 

c. OB/GYNs and Nurse Midwives 

d. Nursing Facilities 
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IV. Rates for ACHN Certified DHCPs:
a. ACHN Certified DHCPs will receive an enhanced payment for:

i. an initial prenatal visit in the first trimester and/or
ii. a post-partum visit.

V. ACHN Certified Provider Performance Payments
Performance Payments for ACHN Certified PCP Groups:

A performance payment pool will be established in the amount of $15 million annually to fund three (3) 
performance payments for ACHN Certified PCP groups.  The performance payments’ pool is allotted as 
follows:  50% for quality, 45% for cost effectiveness, and 5% for PCMH Recognition. 

a. Quality Performance Payments
a. Eligibility:  All ACHN Certified PCP groups will be eligible for a performance payment if the

PCP group meets the requirements described below.
b. Methodology:

i. ACHN Certified PCP groups that achieve annual performance benchmarks
determined by the Agency are eligible to receive performance payments.

ii. Benchmarks will be posted at www.medicaid.alabama.gov by September 1, 2019
and will be updated annually at least 30 days prior to the contract period.

iii. The quality benchmarks will be posted to:  www.medicaid.alabama.gov
Click the ACHN tab/Provider 

iv. The amount available for the quarterly quality payment will be one-quarter (1/4) of
the annual amount described above.

v. The first payment will be made in October 2019.  Subsequent payments will be made
on a quarterly basis.

vi. Level One Quality Performance Payment for the period between October 1, 2019
and September 30, 2021:

1. The Agency will make quarterly payments in the first month of the quarter
based on provider reporting of necessary data and other activities including
provider engagement in the ACHN and their review and response to quality
data provided by the Agency, implementing any policies and processes to
improve the efficiency of their practices, and engaging with the ACHNs in
preparation to be paid based on performance-based quality payments.
Providers will also be readjusting their practice guidelines to manage
attributed patient populations rather than Agency assigned panels.

2. Payments made in this period are based on the engagement by the PCP
group and not for the achievement of quality measurements.

3. Payments will be distributed to each PCP group based on the number of
Medicaid members attributed to the PCP group for the prior quarterly
period.

vii. Level Two Quality Performance Payment for the period of October 1, 2021 and
beyond:

1. The Agency’s quarterly payments beginning with the October 2021
payment will be based on actual quality measure performance as soon as the
previous calendar year’s performance has been calculated (anticipated date
twelve months after the start of the second contract year).  For example, the
quarterly payments made in October 2021, January 2022, April 2022, and
July 2022 will be based on the actual quality measure performance
calculated for the period between January 1, 2020 and December 31, 2020.

6/1/21

http://www.medicaid.alabama.gov/
http://www.medicaid.alabama.gov/


                                    

AL-19-0004 

Attachment 4.19-B 

Page 2e 
 

2. Payments will be distributed to each PCP group based on the number of 

Medicaid members attributed to the PCP group for the prior quarterly period. 

d. Cost Effectiveness Performance Payments 

a. Eligibility:  All ACHN Certified PCP groups will be eligible for a performance payment if the 

PCP group meets or exceeds the cost effectiveness criteria established by the Agency. 

b. Methodology:   

i. ACHN Certified PCP groups that achieve annual performance benchmarks determined by 

the Agency are eligible to receive performance payments.  

ii. Benchmarks will be posted at www.medicaid.alabama.gov by September 1, 2019 and 

will be updated annually at least 30 days prior to the contract period.     

iii. The cost effectiveness performance payment criteria will be posted to:  

www.medicaid.alabama.gov 

Click the ACHN tab/Provider 

iv. The amount available for the quarterly cost effectiveness payment will be one-quarter 

(1/4) of the annual amount described above. 

v. The first payment will be made in October 2019.  Subsequent payments will be made on 

a quarterly basis. 

vi. Level One Cost Effectiveness Payment for the period between October 1, 2019 and 

December 31, 2020: 

1. The Agency will make quarterly payments in the first month of the quarter for 

review and response to cost effectiveness data provided by the Agency, 

implementing any policies and processes to improve the efficiency of their practices, 

and engaging with the ACHNs in preparation to be paid based on performance-based 

cost effectiveness payments.  Providers will also be readjusting their practice 

guidelines to manage attributed patient populations rather than Agency assigned 

panels.    

2. Payments made in this period are based on the engagement by the PCP group 

and not for the achievement of cost effectiveness measurements. 

3. Payments will be distributed to each PCP group based on the number of 

Medicaid members attributed to the PCP group for the prior quarterly period. 

vii. Level Two Cost Effectiveness Performance Payment for the period of January 1, 2021 

and beyond: 

1. The Agency’s quarterly payments beginning with the January 2021 payment 

will be based on actual cost effectiveness performance. 

2. The cost effectiveness performance calculation compares a 12-month per 

member per month (PMPM) to a risk-adjusted expected PMPM based on the costs of 

similar PCP groups that treat Medicaid recipients.  Groups will be ranked by an 

efficiency score that is derived from actual PMPM versus the expected PMPM.  

Performance payment will be made for PCP groups at or below the median 

efficiency score.  This calculation will occur as soon as the previous calendar year’s 

performance has been calculated (anticipated date three months after the start of the 

second contract year).  For example, the quarterly payments made in January 2021, 

April 2021, July 2021 and October 2021 will be based on the actual cost 

effectiveness calculated for the period between October 1, 2019 and September 30, 

2020 providing three months of claims payment run-out. 

3. Payments will be distributed to each PCP group based on the number of 

Medicaid members attributed to the PCP group for the prior quarterly period.  
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e. Patient Centered Medical Home (PCMH) Performance Payments 

The purpose of the PCMH Recognition performance payment is to incentivize providers to attain PCMH 

Recognition thereby ensuring Medicaid Recipients are receiving care through a nationally recognized medical 

home model.   

a. Eligibility:  All ACHN Certified PCP groups who receive PCMH recognition as described below. 

b. Methodology:   

i. PCMH Recognition information may be obtained at:  www.medicaid.alabama.gov 

Click the ACHN tab/Provider 

ii. The PCP group can obtain PCMH Recognition or certification through a nationally 

recognized entity such as National Committee for Quality Assurance (NCQA).  Details from 

NCQA can be found at https://www.ncqa.org/programs/helath-care-providers-

practices/patient-centered-medical-home-pcmh. 

iii. The amount available for the quarterly PCMH Recognition payment will be one-quarter 

(1/4) of the annual amount described above. 

iv. The first payment will be made in October 2019.  Subsequent payments will be made on 

a quarterly basis. 

v. Level One PCMH Performance Payment for the period between October 1, 2019 and 

September 30, 2020: 

1. The Agency will make quarterly payments in the first month of the quarter for 

PCMH Recognition performance payments.  

2. Payments made in this period are for PCP groups that have already obtained the 

Recognition or certification and PCP groups that are progressing toward attainment 

of Recognition or certification.  To be eligible for the PCMH Recognition 

performance payment, PCP groups must attest to the status of their attainment of 

PCMH Recognition or to their progress towards attainment. 

3. Payments will be distributed to each PCP group based on the number of 

Medicaid members attributed to the PCP group for the prior quarterly period. 

vii. Level Two PCMH Performance Payment for the period October 1, 2020 and beyond 

a. Payments made in this period are for PCP groups that attest they have obtained the 

Recognition or certification. The Agency will review the PCP groups attestation on an 

annual basis on the last business day of the month prior to the first quarterly payment for 

the ensuing year. For example, the quarterly payments made in October 2020, January 

2021, April 2021, and July 2021 will be based on the PCP groups attestation of their 

achievement of Recognition or certification as of the last business day in September 2020. 

b. The amount of the performance payment distributed to each PCP group will be based on 

the number of Medicaid members attributed to the PCP group for the prior quarterly 

period. 

c. If  a PCP group does not meet PCMH Recognition and does not show adequate progress 

toward meeting recognition, the Agency will not pay the PCMH performance payment. 

Effective Date:  04/01/90 

b. For Medicare crossover claims, refer to item 19 in this attachment. 

     Effective Date:  01/01/12 

c. Payment to Certified Registered Nurse Anesthetists is 80% of the maximum allowable rate paid to 

physicians for providing the same service. 

    Effective Date:  01/01/12 

d. Payment to physician-employed Physician Assistants and Certified Registered Nurse Practitioners is 80% 

of the maximum allowable rate paid to physicians for providing the same service except for injectables and 

laboratory procedure.  Injectable and Laboratory procedures are reimbursed at 100% of the amount paid to 

physicians. 

Effective Date: 01/01/12 

e. Pharmacists, employed by pharmacies participating in the Alabama Medicaid program, are reimbursed a 

vaccine administration fee established at the same rate paid to physicians.  The Agency’s rate for vaccine 

administration was set as of January 1, 1999 and is effective for services on or after that date.  All rates are 

published on the Agency’s website at www.Medicaid.alabama.gov .  Except as otherwise noted in the plan, 

state developed rates are the same for both governmental and private providers. 
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 4. Prescribed Drugs 
  
 Medicaid pays for covered outpatient legend and non-legend, brand and generic drugs prescribed by individuals 

legally licensed to prescribe the drugs authorized under the program and dispensed by a licensed pharmacist or 
licensed authorized physician in accordance with state and federal laws. 

 
No payments made pursuant to methods and standards described in this Attachment 4.19-B will exceed upper limits 
established in 42 CFR Section 447, Subpart D.  
 

A. Notwithstanding specific reimbursement described in this section, payment for covered outpatient drugs 
(both brand and generic) dispensed by a:  

1. Retail community pharmacy 
2. Specialty pharmacy 
3. Long-term care or institutional pharmacy (when not included as an inpatient stay) 
4. 340B eligible entities (including 340B contract pharmacies) not listed on the U.S. Department of 

Health and Human Services  Health Resources & Service Administration (HRSA) 340B Drug 
Pricing Program Database 

5. Indian Health Service, Tribal and Urban Indian pharmacy 
Shall not exceed the lowest of:  

a.   The Alabama Average Acquisition Cost (AAC) of the drug; when no AAC is available, the 
Wholesale Acquisition Cost (WAC) -4% for brand drugs and WAC + 0% for generic drugs, plus 
a reasonable professional dispensing fee of $10.64, 

b.   The Federal Upper Limit (FUL), plus a professional dispensing fee of $10.64, or 
c.   The provider’s Usual and Customary (U&C) charge to the general public regardless of  
        program fees.    

B. Payment for blood clotting factor products will be the Average Sales Price (ASP) + 6% plus a professional 
dispensing fee of $10.64.   

C. For eligible 340B entities listed on the U.S. Department of Health and Human Services Health Resources & 
Service Administration (HRSA) 340B Drug Pricing Program Database, payment shall not exceed the entity’s 
actual acquisition cost for the drug, as charged by the manufacturer at a price consistent with the Veterans 
Health Care Act of 1992, plus a professional dispensing fee of $10.64.  

D. For facilities purchasing drugs through the Federal Supply Schedule (FSS), payment shall not exceed the 
entity’s actual acquisition cost for the drug, plus a professional dispensing fee of $10.64.   

E. For facilities purchasing drugs at Nominal Price, payment shall not exceed the entity’s actual acquisition cost 
for the drug, plus a professional dispensing fee of $10.64. 

F. Physician Administered Drugs (PADs) are reimbursed at a rate of ASP + 6%. For PADs that do not have a 
published ASP, the reimbursement is calculated based on published compendia pricing such as Wholesale 
Acquisition Cost (WAC). For PADs administered by 340B entities, payment shall not exceed the entity’s 
actual acquisition cost for the drug. 

G. Investigational drugs not approved by the FDA are not covered.   
H. Medication Assisted Treatment (MAT) drugs for Opioid Use Disorder (OUD) are reimbursed as described 

above in Sections 4. A, C, D, E, and F.   
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5. Prosthetic Devices 

 

 Reasonable, customary charges submitted by the vendor, not to exceed the amount payable under Title 

XVIII, Part B or the amount paid by the general public. 

   

 Effective Date:   10/1/14 

 The pricing methodology is 80% of the 2005 Medicare allowable amount as listed on the Alabama 

Supplies, Appliances, and DME Fee Schedule.  The agency’s fee schedule rate is in effect for services 

provided on or after October 1, 2014.  All rates are published on the Medicaid Agency’s website 

(www.medicaid.alabama.gov).  Except as otherwise noted in the plan, the Medicaid developed fee 

schedule rates are the same for both governmental and private providers.   

 

6. Eyeglasses 

 

a. Eyeglasses are procured from a central source selected through the State competitive bid system.  

Payment is based on reasonable charges, obtained through the bidding procedures, which are 

included in a contract between Medicaid and the central source contractor.  The contracted 

charges will not exceed the amount paid by the general public or other third party organizations. 

 

b. The contract between Medicaid and the central source contractor will be on file and available for 

review in the office of the Single State Agency. 

 

c. Eyeglasses may, at the option of the provider, be procured from the central source contractor or 

from any other source, but at a price not to exceed the contract price charged by the central 

source.  However, the quality of the eyeglasses must be equal to or better than that provided by 

the central source contractor. 
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Effective Date:  01/01/92 

7. Early and Periodic Screening Diagnosis and Treatment of Individuals under 21 Years of Age 

 

a. Screening providers (including physicians - not included elsewhere in this State 

Plan) - Governmental providers will be paid on an interim rate which will be the 

present rate paid to the Department of Public Health for screening. This rate will be 

adjusted to actual cost for each governmental agency.  Non-governmental providers 

will be paid their usual and customary charge not to exceed the maximum allowable 

rate established by Medicaid. 

 

b. Hearing aid vendors - Providers will be paid their usual and customary charge not to 

exceed the maximum allowable rate established by Medicaid. 

 

c. Physical Therapy - for the covered procedure codes the reimbursement is the same as 

that for a physician.  The reimbursement methodology is the same as identified in 

Attachment 4.19-B, Number 3a of the State Plan. 

 

d. Occupational Therapy - for the covered procedure codes the reimbursement is the 

same as that for a physician.  The reimbursement methodology is the same as 

identified in Attachment 4.19B, Number 3a of the State Plan. 

 

e. Speech-Language-Hearing Therapy - for the covered procedure codes the 

reimbursement is the same as that for a physician.  The reimbursement methodology 

is the same as identified in Attachment 4.19B, Number 3a of the State Plan. 

 

f. Psychology - for the covered procedure codes the reimbursement is the same as that 

for a physician.  The reimbursement methodology is the same as identified in 

Attachment 4.19B, Number 3a of the State Plan. 

 

g. Chiropractic - for the covered procedure codes the reimbursement is the same as that 

for a physician.  The reimbursement methodology is the same as identified in 

Attachment 4.19B, Number 3a of the State Plan. 

 

h. Podiatry - for the covered procedure codes the reimbursement is the same as that for 

a physician.  The reimbursement methodology is the same as identified in 

Attachment 4.19B, Number 3a of the State Plan. 

 

i. Christian Science - the reimbursement methodology is 75% of the usual and 

customary charge for licensed Christian Science providers in the State of Alabama. 

 

 

__________________________________________________________________________________ 
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j. Private Duty Nursing - the reimbursement methodology is based on an hourly rate for 

a registered nurse or licensed practical nurse.  Rates are established using the lowest 

rates for agencies surveyed. 

 

k. Transplant (heart-lung, pancreas-kidney and lung) - the reimbursement methodology 

is  the same as identified in Attachment 4.19-B, Number 18 of the State Plan. 

 

l. Air Ambulance - the reimbursement methodology is the same as identified in  

 Attachment 4.19B, Number 11 of the State Plan. 
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m.   School Based Services:  Medicaid services provided in schools are services that  

       are medically necessary and provided in schools to Medicaid recipients in  

       accordance with an Individualized Education Program, (IEP) or an Individual   

       Family Service Plan (IFSP). Covered services include the following: 

 

1. Audiology Services  

2. Occupational Therapy  

3. Physical Therapy  

4. Counseling Services 

5. Personal Care Services 

6. Speech/Language Services  

7. Nursing Services 

8. Transportation Services 

 

For the purpose of making interim Medicaid payments to LEA providers, the 

Alabama Medicaid Fee Schedule will be applied to claims submitted to the 

Medicaid Management Information System (MMIS) for the above services.  

Except as noted otherwise in the plan, state-developed fee schedule rates are the 

same for both governmental and private providers of Audiology Services, 

Occupational Therapy, Physical Therapy, Counseling Services, Personal Care 

Services, Speech/Language Services, and Nursing Services. The agency’s fee 

schedule rate is in effect for services provided on or after 4/1/12.  All rates are 

published at: 

http://medicaid.alabama.gov/CONTENT/6.0_Providers/6.6_Fee_Schedules.aspx. 

 

For transportation services, an interim rate will be determined based on a rate that 

represents the actual cost of providing the transportation service, upon final 

approval of the SPA and cost allocation plan 

 

 (A). Direct Medical Services Payment Methodology: 

      Beginning with cost reporting period April 1, 2012, the Alabama Medicaid 

Agency will begin settling Medicaid reimbursement for direct medical  

 services at cost for all Local Education Agencies (LEA’s). This 

reimbursement at cost methodology will include a quarterly Random 

Moment Time Study, an annual cost report and reconciled settlement as 

well as quarterly interim settlements. The quarterly interim settlements  

for services will be based on the quarterly Random Moment Time Study 

and use of the interim cost reports compiled on a quarterly basis.  

However, for transportation services, Item (b) provides the transportation 

payment services methodology. 

___________________________________________________________________________________  
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Effective for services provided on or after April 1, 2012 school based  

services will be reimbursed at cost according to this methodology  

described in the state plan. 

 

To determine the Medicaid-allowable direct and indirect costs of  

providing direct medical services to Medicaid-eligible clients in the LEA,  

the following steps are performed: 

           

1. Direct costs for direct medical services include unallocated payroll  

 costs and other unallocated costs that can be directly charged to  

 direct medical services.  Direct payroll costs include total  

 compensation of direct services personnel listed in the descriptions  

 for the covered Medicaid services delivered by school districts.     

 Other direct costs include costs directly related to the approved  

 direct services personnel for the delivery of medical services, such  

 as purchased services, direct materials, supplies, and equipment.   

 Medical devices and equipment are only allowable for the  

 provision of direct medical services.  For items not previously  

 approved, the LEA must use a pre-approval process to determine 

suitability, coverage, and reimbursement of medical supplies,  

 material, and equipment.  The following process must be followed  

 by the schools at a minimum: 

 

a)   The medical device must be approved and effective (i.e., not 

 experimental) and within the scope of the school based services  

 shown as covered in the Medicaid state plan; 

b) The use of the device must be determined suitable for the 

 individual; and 

c) The service or device must be approved by one of the covered 

 medical professionals and reviewed by the Alabama Medicaid 

 Agency. 

 

These direct costs are accumulated on the annual cost report,  

resulting in total direct costs.  The cost report contains the scope of  

the cost and methods for cost allocation that have been approved  

by the Centers for Medicare & Medicaid Services (CMS). 

 

2. The net direct cost for each service is calculated by applying the  

 direct medical services percentage from the CMS-approved time  

 study to the direct cost in 1 above.  A time study, which  
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incorporates a CMS-approved Random Moment Time Study 

methodology, is used to determine the percentage of time medical  

service personnel spend on IEP-related medical services, and  

general and administrative time.  This time study will assure that  

there is no duplicate claiming relative to claiming for  

administrative costs.  

 

3. Indirect costs are determined by applying the school district’s  

 specific unrestricted indirect cost rate to its net direct costs.   

 Alabama public school districts use predetermined fixed rates to  

indirect costs.  The State Department of Education (SDE) is the  

cognizant agency for the school districts, and approves unrestricted 

indirect cost rates for school districts for the US Department of  

Education (USDE). Only Medicaid-allowable costs are certified by 

providers. Providers are not permitted to certify indirect costs that  

are outside their unrestricted indirect cost rate.  

 

 4. Net direct costs and indirect costs are combined. 

 

5. Medicaid’s portion of total net costs is calculated by multiplying  

 the results for Item 4 by the ratio of the total number of Medicaid  

 covered children with IEPSs and IFSPs by the total number of  

 children with IEPs and IFSPs. 

 

            (B)        Transportation Services Payment Methodology 

   

 Effective dates of services on or after April 1, 2012, providers will be paid  

 on an interim cost basis.  Providers will be reimbursed interim rates for  

 school based health services, specialized transportation services at the  

 lesser of the providers billed charges or the interim rate.  On an annual  

 basis, a cost reconciliation and cost settlement will be processed for all  

 over and under payments.   

 

Transportation to and from school may be claimed as a Medicaid services  

when the following conditions are met: 

 

1) Special transportation is specifically listed in the IEP as a required  

 service; 
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2) A medical service is provided on the day that specialized  

 transportation is provided; and 

3) The service billed only represents a one-way trip 

 

Transportation costs included on the cost report worksheet will only  

include those personnel and non-personnel costs associated with special 

education.  The cost identified in the cost report includes the following: 

1) Bus Drivers 

2) Bus Aides/Monitors 

3) Mechanics 

4) Substitute Drivers 

5) Fuel 

6) Repairs and Maintenance 

7) Rentals 

8) Contract Use Cost 

9) Vehicle Depreciation 

 

The source of these costs will be audited Chart of Accounts data kept at the  

school district and the Department of Education level.  The Chart of Accounts is  

uniform throughout the State of Alabama.  Costs will be reported on an accrual  

basis. 

1) A rate will be established and applied to the total transportation cost of  

 the school system.  This rate will be based on the Total IEP/IFSP  

 Special Education Department (SPED) Students in the District  

 Receiving Transportation.  The result of this rate (%) multiplied by the 

 Total District or Department of Education Transportation Cost for  

 each of the categories listed above will be included on the cost report.   

 It is important to note that this cost will be further discounted by the  

 ratio of Medicaid Eligible SPED IEP/IFSP One Way Trips divided by  

 the total number of SPED IEP/IFSP One Way Trips.  This data will be 

 provided from transportation logs.  The process will ensure that only  

 one way trips for Medicaid eligible Special Education children with  

 IEP’s are billed and reimbursed for. 

2) Indirect costs are determined by applying the school districts specific 

unrestricted indirect cost rate to its net direct costs.  Alabama school  
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systems use predetermined fixed rates for indirect costs.  The State 

Department of Education is the cognizant agency for the school  

systems, and approves unrestricted indirect cost rates for the school  

systems for the US Department of Education (USDE).  Only Medicaid 

allowable costs are certified by providers. Providers are not permitted  

to certify indirect costs that are outside their unrestricted indirect cost  

rate. 

           

 3) Net Direct Costs and Indirect costs are combined. 

 

(C). Certification of Costs Process: 

On a quarterly basis, each provider will certify through its cost report, its  

total actual, incurred Medicaid allowable costs/expenditures, including the  

federal share and the nonfederal share.  Providers are permitted only to  

certify Medicaid-allowable costs and are not permitted to certify any  

indirect costs that are outside their unrestricted indirect cost rate. 

 

   (D). Cost Report Process: 

For Medicaid services listed in Paragraph (a) 1-10 provided in schools  

during the state fiscal year, each LEA provider must complete the  

following: 

 

1. Quarterly Interim Settlement Cost Report.  This Interim  
Settlement Cost Report is due within 90 days from the  

close of a quarterly reporting period,  
2. Annual Settlement Cost Report.  An annual cost report to  

reconcile the LEA’s final settlement is due on or before  

April 1 following the reporting period. 
 

   The primary purposes of the cost report process are to: 

 

     1.   Document the provider’s total CMS-approved, Medicaid-   

   allowable costs of delivering Medicaid coverable services using a   

   CMS-approved cost allocation methodology. 
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2. Reconcile any interim payments to its total CMS-approved, Medicaid-

allowable costs using a CMS approved cost allocation methodology. 

 

The Quarterly Interim Settlement Cost Report and the Annual Settlement Cost 

Report includes a certification of costs statement to be completed certifying the 

provider’s actual incurred costs/expenditures.  All filed annual Cost Reports are 

subject to desk review by the Alabama Medicaid Agency. 

 

(E). The Cost Reconciliation Process: 

The cost reconciliation process must be completed by the Alabama 

Medicaid Agency within twenty-four (24) months of the end of the 

reporting period covered by the Annual Settlement Cost Report.  The total 

Medicaid-allowable costs based on CMS-approved cost allocation 

methodology procedures are compared to any LEA provider’s Medicaid 

interim payments delivered during the reporting period as documented in 

the Medicaid Management Information System (MMIS) as well as 

amounts received from Quarterly Interim Settlements, to determine the 

final cost reconciliation and settlement.  For the purposes of cost 

reconciliation, the state may not modify the CMS-approved scope of costs, 

the CMS-approved cost allocation methodology procedures, or its CMS-

approved time study for cost-reporting purposes.   

 

Any modification to the scope of cost, cost allocation methodology procedures, or 

time study for cost-reporting purposes requires approval from CMS prior to 

implementation; however, such approval does not necessarily require the 

submission of a new state plan amendment.  

 

(F). The Cost Settlement Process 

 

EXAMPLE:  

• For services delivered for the period covering January 1, through March 31, the Quarterly 

Interim Settlement Cost Report is due on or before June 30.  

• For services delivered for the period covering April 1, through June 30, the Quarterly 

Interim Settlement Cost Report is due on or before September 30. 
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• For services delivered for the period covering July 1, through September 30, the 

Quarterly Interim Settlement Cost Report is due on or before November 30.  

• The Annual Settlement Cost Report will reconcile the costs and payments received 

through the Interim Claiming process and will be due by April 1 of each year. 
If a provider’s interim payments exceed the actual, certified costs for Medicaid services 

provided in schools to Medicaid clients, the provider will remit the federal share of the 

overpayment at the time the Annual Settlement Cost Report is submitted.  The Alabama 

Medicaid Agency will submit the federal share of the overpayment to CMS within 60 days of 

identification.  If the actual, certified costs of a LEA provider exceed total interim payments, 

the Alabama Medicaid Agency will pay the federal share of the difference to the provider in 

accordance with the final actual certification agreement and submit claims to CMS for 

reimbursement of that payment in the federal fiscal quarter following payment to the 

provider.  
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 Effective Date:  04/01/12 

8. Dental Services (Clinics) 

  

All dental clinics, including orthodontic clinics, are paid fee for service. 

 

The agency’s rates were set as of April 1, 2012, and are effective for services on or after that 

date.  All rates are published on www.medicaid.alabama.gov.  Except as otherwise noted in 

4.19-B of the plan, state developed fee schedule rates are the same for both governmental and 

private providers. 

 

Effective Date:  04/01/12 

9. Home Health Care 

a. Nursing and Home Health Aide Services 

Reimbursement for skilled nursing services and home health aide services will be at a per unit 

of service rate established by Medicaid.  Payments to governmental providers will not exceed 

actual costs and will meet all requirements of Circular A-87.   

 

Medicaid will reimburse governmental providers at interim rates for skilled nursing and 

home health aide services. Interim rates will be established based upon final costs per 

discipline according to the most recent home health cost report settled and approved by 

the provider’s fiscal intermediary. At least annually, reimbursement at interim rates will 

be reconciled to actual costs per discipline when submitted costs are finalized and 

approved by the provider’s fiscal intermediary.  In order to find the Medicaid cost, the 

average cost per visit from the Medicare cost report will be applied to Medicaid visits per 

discipline to arrive at total Medicaid costs.  

 

The agency’s rates were set as of April 1, 2012, and are effective for services on or after that 

date.  All rates are published on www.medicaid.alabama.gov.  Except as otherwise noted in 

4.19-B of the plan, state developed fee schedule rates are the same for both governmental and 

private providers. 
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Effective Date:  05/01/18 

 

 For DME items described in section 1861(n) of the Social Security Act, the pricing methodology is equal 

to the Medicare rate, and will be updated on an annual basis based on the January Medicare published rate.  

The agency’s fee schedule rate is in effect for services provided on or after May 1, 2018.  All rates are 

published on the Medicaid Agency’s website (www.medicaid.alabama.gov).  Except as otherwise noted in 

the plan, the Medicaid developed fee schedule rates are the same for both governmental and private 

providers.     

 

 

Effective Date:   10/1/14 

   

   The pricing methodology is 80% of the 2005 Medicare allowable amount as listed on the 

Alabama Supplies, Appliances, and DME Fee Schedule.  The agency’s fee schedule rate is in effect 

for services provided on or after October 1, 2014.  All rates are published on the Medicaid 

Agency’s website (www.medicaid.alabama.gov).  Except as otherwise noted in the plan, the 

Medicaid developed fee schedule rates are the same for both governmental and private providers.   

 

   

Effective Date:  06/01/93 

 

If no Medicare price is available, Medicaid will establish a price  for supplies, appliances, 

and durable medical equipment using the manufacturer's generated invoice to determine provider's 

actual cost after all discounts are applied.  Medicaid will reimburse provider at their actual cost after 

all discounts are applied, plus 20% markup.  If documented invoices cannot be obtained, 

reimbursement will be based on the Manufacturer Suggested Retail Price (MSRP) minus 40%.  

Freight and delivery, evaluation and fitting charges are included in the markup percentage for 

specially constructed wheelchairs. 

 

 

Effective Date:  08/12/94 

 

If no Medicare price is available, reimbursement rates established by Medicaid for EPSDT-

referred wheelchair systems will be based on a Discount from Manufacturer Suggested Retail Price 

(MSRP).  Providers are required to submit available MSRPs from three manufacturers for equipment 

appropriate for the individual's medical needs.  Provider must document nonavailability of required 

MSRPs to justify not sending in three prices.  The established rate will be based on the MSRP minus 

the following discounts: 

 

1. Manual Wheelchair Systems - 20% discount from MSRP. 

    

2. Power Wheelchair Systems - 15% discount from MSRP. 

                

3. Ancillary (add-on) products - 20% discount from MSRP. 
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 Effective Date:  06/01/11 

  (d) In-Home Monitoring 

   Reimbursement for skilled nursing, licensed practical nurse services 

will be at a per unit of service rate established by Medicaid.  

Equipment, necessary to upload patient data and support the date 

base, will be based on a monthly service fee.  Rates will be 

established by Medicaid and based on usual and customary charges. 

 

   The agency’s rates were set as of April 1, 2005, and are effective for 

services on or after that date.  All rates will be on the agency’s 

website at www.medicaid.alabama.gov.  Except as otherwise noted 

in the plan, state developed fee schedule rates are the same for both 

governmental and private providers. 

 

 Effective Date:  07/01/87 

  (2) The Medicaid recipient shall pay the maximum allowable copayment for 

each prescribed item covered under the Medicaid Supplies, Appliances, 

and Durable Medical Equipment Program, except for eligible recipients 

under (18) years of age. The allowable copayment amount shall be 

collected by the dispensing supplier and credited against the Medicaid 

payment to the provider for items per copay as explained in Attachment 

4.18-A. 
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10. Family Planning 

 

  Effective Date:  01/01/92 

 

a. Physicians - Payment is made pursuant to the method described 

 in section 3 of this attachment. 

 

b. Hospitals - Payment is made pursuant to the method described in 

 Attachment 4.19-A. 

 

c. Laboratory and X-ray Services - Payment is made pursuant  

 to the method described in section 2 of this attachment. 

 

d. Family Planning Agencies - Payment will be a provisional 

 rate based on the cost study conducted according to cost 

 principles outlined in 45 CFR Part 74 and HIM 15 (Medicare 
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Provider Reimbursement Manual). Rates will be renegotiated upon mutual 

agreement between the agencies and will not exceed the allowable costs 

according to the principles for cost determination cited above.  

 

Effective Date:  01/01/92 

e.     Covered Family Planning drugs prescribed (oral contraceptives 

and supplies) are paid pursuant to the method described in 

section 4 of this attachment. 

 

Effective Date:  01/01/92 

f.      Covered Drugs prescribed for treatment of conditions identified 

and referred from an EPSDT examination are paid pursuant to 

the method described in section 4 of this attachment. 

 

11.     Ambulance Services 

          Effective Date: 10/01/2011 

Payment for ground or air (for children under the age of 21 years old) ambulance 

services shall be based on the lesser of the submitted charge or Alabama Medicaid's 

statewide ambulance service rates. Air transportation for adults 21 years of age and 

older will be reimbursed at the emergency ground rate. The amount to be paid to out-

of-state providers shall be their usual and customary fees not to exceed the maximum 

allowable charges or benefits established by Medicaid. Except as otherwise noted in 

the plan, payment for ambulance services is based on state-developed fee schedule 

rates, which are the same for both governmental and private providers.  The agency’s 

rates were set as of May 14, 2010 and are effective for services provided on or after 

that date.  The fee schedule is subject to annual/periodic adjustments and all current 

rates are published and maintained on the Alabama Medicaid Agency’s website as 

follows:  

http://www.medicaid.alabama.gov/documents/6.0_Providers/6.6_Fee_Schedules/6.6_

Ambulance_Rates_12-21-11.pdf 

 

12.     Nurse-midwives 

          Effective Date:  10/01/2011 

Payment to nurse-midwives shall be based on payments made to physicians for 

similar services.  Payment to midwives shall be 80% of the amount paid to 

physicians.  Except as otherwise noted in the plan, payment for nurse-midwife 

services is based on 80% of the state-developed physician fee schedule rates, which 

are the same for both governmental and private providers.  The agency’s rates were 

set as of January 15, 1992 and are effective for services provided on or after that date.  

The fee schedule is subject to annual/periodic adjustments and all current rates are 

published and maintained on the Alabama Medicaid Agency’s website as follows: 

http://www.medicaid.alabama.gov/documents/6.0_Providers/6.6_Fee_Schedules/6.6_

Physician_Fee_Sched_8-12-11.pdf 
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13. Outpatient Hospital Services
Effective Date: 10/01/2020
a. Definitions Related to Payments for Outpatient Hospital Services

(1) Supplemental Payment: Eligible hospitals may receive a supplemental
hospital payment for services provided to Medicaid recipients.  These payments
will be in the form of an access payment or enhanced payment as outlined in
paragraph b on page 8.2 (Upper Payment Limit Calculation).

(2) Hospital: For purposes of Medicaid base fee schedule payments, access
payments, enhancement payments, and DSH payments for the period from
October 1, 2013, through September 30, 2021, a facility, which is licensed as a
hospital under the laws of the State of Alabama, provides 24-hour nursing
services, and is primarily engaged in providing, by or under the supervision of
doctors of medicine or osteopathy, inpatient services for the diagnosis, treatment,
and care or rehabilitation of persons who are sick, injured, or disabled.
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(3) Medicare Cost Report: The electronic cost report (ECR) filing  of the
Form CMS Form 2552-96 or CMS Form 2552-10 Hospital and Hospital Health Care 
Complex Cost Report, as defined in CMS Provider Reimbursement Manual (PRM) 15-II 
(hereinafter referred to as “CMS Form 2552”). 

(4) Privately Owned or Operated Hospital: For purposes of Medicaid base,
access and DSH payments for the period from October 1, 2013, through September 30, 
2021, a hospital in Alabama other than: 

(a) Any hospital that is owned and operated by the federal government;
(b) A hospital that is a state agency or unit of state government,

including without limitation a hospital owned by a state agency or a state university. 
(c) A hospital created and operating under the authority of a governmental

unit which has been established as a public corporation pursuant to Chapter 21 of Title 
22 or Chapter 95 of Title 11, or a hospital otherwise owned and operated by a unit of 
local government pursuant to Code of Alabama of 1975, Section 22-21-1. 

(d) A hospital that limits services to patients primarily to rehabilitation
services as authorized by Alabama Administrative Code 410-2-4-.08; or 

(e) A hospital defined as a Long Term Acute Care Hospital by Alabama
Administrative Code 410-2-4-.02(8). 

(5) Non State Owned or Operated Government Hospitals: For purposes of
Medicaid base fee schedule payments, quarterly adjustment and DSH payments for the 
period from October 1, 2013, through September 30, 2021, a  hospital in Alabama 
created and operating under the authority of a governmental unit which has been 
established as a public corporation pursuant to Ala. Code, Chapter 21 of Title 22 or 
Chapter 95 of Title 11, or a hospital otherwise owned and operated by a unit of local 
government pursuant to Code of Alabama of 1975, Section 22-21-1. 

(6) State Government Owned or Operated Hospital: For purposes of
Medicaid base fee schedules, quarterly adjustment and DSH payments for the period 
from October 1, 2013, through September 30, 2021, a hospital in Alabama that is a state 
agency or unit of state government, including without limitation a hospital owned by a 
state agency or a state university. 

(7) Rehab Hospitals and Long Term Acute care hospitals referenced in
paragraph (4)(d) and (4)(e) above are not included in UPL or reimbursed by Medicaid 
for base payments, access payments under section 4.19-B. 

Outpatient Medicaid Base Payments: 
For State fiscal years 2014 through 2021, Medicaid shall pay each in-state hospital a base amount 
from approved rates based on procedure codes. The Agency’s outpatient rates will be set using the fee 
schedule adopted by the Agency as of October 1, 2011, with a one-time six percent (6%) inflation rate 
applied for each procedure code at October 1, 2013. 

Effective October 1, 2018, Long Acting Reversible Contraceptives (LARCs) will be reimbursed 
separately from the inpatient daily per diem rate when the LARC is provided as part of the inpatient 
obstetrical delivery or in the outpatient setting immediately after discharge. A separate outpatient 
claim may be submitted by the hospital for reimbursement under the appropriate HCPCS code when 
the LARC is provided in the inpatient setting immediately after delivery. 
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Payment for all out-of-state outpatient hospital services will be from approved rates based on procedure codes. The 
Agency's rates were set as of October 1, 2009 and are effective for services on or after that date. 

Except as otherwise noted in the plan, state developed fee schedule rates are the same for both governmental and 
private providers and the fee schedule and any annual/periodic adjustments to the fee schedule are published on the 
Alabama Medicaid Agency's website at www.medicaid.alabama.gov. Certified emergency room visits must be  
properly documented  by the attending licensed physician, nurse practitioner or physician assistant in the medical 
record. The costs of providing additional care for all non-certified emergency room visits shall be accounted for and 
reported to Alabama Medicaid as a cost of providing care to Medicaid eligible recipients. 

b. Upper Payment Limit
For the period from October 1, 2018, through September 30, 2021, in addition to any other
Medicaid covered outpatient service base payments paid to hospitals for outpatient hospital
services to Medicaid patients, each eligible hospital, except for hospitals as outlined in
paragraph 8 on page 8.3.b below, shall receive outpatient hospital access payments each
state fiscal year. The outpatient hospital access payment shall be calculated as follows:

(1.)  Hospitals cost reports with a fiscal year ending during the rate year one year prior to
the beginning of the rate year (ex. Cost reports ending in rate year 2012 would be used 
for rate year beginning October 1, 2013) will be used to determine the upper payment 
limit. 

(2.)  From the CMS Form 2552-10 cost reporting forms, an outpatient ancillary cost to 
charges ratio was calculated as follows: 
a. Total cost for each of the following cost centers on Worksheet B Part I Column 24

are obtained: CMS Lines 50-76.99 and 90-93.99 excluding line 60.
b. Outpatient charges for each of the following cost centers on Worksheet C Part I

Column 7 are obtained: CMS Line 50-76.99 and 90-93.99 excluding line 60.
c. Total charges for each of the following cost centers on Worksheet C Part I Column

8 are obtained: CMS Line 50-76.99 and 90-93.99 excluding line 60.
d. Outpatient charges for each CMS Line in paragraph b. will be divided by the total

charges for each CMS Line in paragraph c. to determine an outpatient percentage
of charges.

e. The total cost for each CMS Line in paragraph a. will be multiplied by the
outpatient percentage of charges for each CMS Line in paragraph d. to determine
the outpatient cost.

f. Total outpatient cost determined in paragraph e. Will be divided by total outpatient
charges from paragraph b. to determine an outpatient ancillary cost to charge ratio.

(3.) Total Medicaid hospital outpatient covered charges were obtained from the Alabama 
Medicaid MMIS system for claims incurred for services for each hospital’s cost 
reporting period which meet the definition of a paid claim for SFY 2021. Consistent 
with paragraph (1.) above, the applicable cost reporting period for each hospital will 
be the cost report with a fiscal year ending during the rate year one year prior to the 
rate year (ex. Cost reports ending in rate year 2012 would be used for rate year 
beginning October 1, 2013.) 
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(4.)   Total Medicaid outpatient charges in Step (3) on page 8.2 are multiplied by the cost to charge 
ratio calculated in Step (2) on page 8.2 to determine Medicare cost of Medicaid services for each 
hospital’s cost report year. The Medicaid cost will be increased by the Medicaid outpatient 
percentage of CRNA cost removed on Worksheet A-8.  The Medicaid outpatient percentage is 
determined by dividing total Medicaid outpatient charges by total charges for the hospital.  The 
Medicaid cost amount will be multiplied by an increase in cost due to the CMS Market basket 
Inpatient Hospital PPS (https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-
Trends-and-Reports/MedicareProgramRatesStats/MarketBasketData) and a separate utilization 
increase based on change in paid ICN claim counts between the State Fiscal Year ended during 
the rate year used for cost reports and the preceding State Fiscal Year for outpatient hospitals in 
Alabama.  Both inflation and utilization will be applied from the mid-point of cost report year to 
the mid-point of rate year. 

(5.)  The Medicaid cost for the State Fiscal Year being calculated will be increased by the 
Medicaid outpatient percentage of provider assessment for the State Fiscal Year being 
calculated for each privately owned and operated hospital.  The Medicaid outpatient 
percentage is determined by dividing total Medicaid outpatient charges from the cost reports 
outlined in paragraph (1) on page 8.2 by total charges for the hospital from the cost reports 
outlined in paragraph (1) on page 8.2. 
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The amount calculated in this paragraph will constitute aggregate Upper Payment Limit for 
State owned and operated hospitals and Non-state government owned and operated hospitals 
as set forth in 42 CFR 447.321. The amount calculated in this paragraph for privately owned 
and operated hospitals will constitute the Upper Payment Limit for privately owned and 
operated hospitals as set forth in 42 CFR 447.321. 

(6) The Medicaid allowed amount for claims included in Step (3) on page 8.2 was obtained from
the MMIS to constitute the Medicaid payments for cost reporting periods ending in the rate
year one year prior to the beginning of the rate year.  The utilization increase identified in
paragraph (4) on page 8.3 and the cost report factors in paragraph (4) on page 8.3 was
applied to the Medicaid allowed amount to standardize all hospital payments to the State
Fiscal Year ending in the cost reporting year.  The standardized Medicaid payments for mid-
point of the State Fiscal Year the cost reporting year ends during were multiplied by the
utilization increase amount and adjustment factor in paragraph (5) on page 8.3 to determine
the Medicaid payments for the rate year and the preceding rate year.
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(7) The difference between Medicare cost of Medicaid services determined in Step (5) on page 8.3
and the Medicaid payments in Step (6) on page 8.3.a will be the Upper Payment Limit Gap for
each hospital type.

(8) Privately owned acute care hospitals, that meet the criteria in (a) and (b) below, may be paid an
enhanced payment not to exceed an amount as may be set annually by Medicaid based on amounts
paid in prior years and consistent with paragraph (9) and subject to any applicable limits related to
the individual hospital’s billed charges under provisions of Medicare reimbursement regulations:

a. The hospital must be located in a county with a population
greater than 200,000 (according to the latest U.S. census), and

b. the hospital must participate in the county's largest city's
outpatient/emergency room assistance program.

The enhancement payment under this section for the fiscal year ending September 
30, 2021 is zero. 

(9) Each hospital, excluding private free-standing psychiatric hospitals, may receive
outpatient access payments. Additionally, qualified hospitals under paragraph (8)
shall receive enhancement payments.  The total amount of outpatient access
payments and enhancements payments shall not exceed the aggregate hospital type
Upper Payment Limit Gap set forth in paragraph (7).

a. State owned and operated hospitals’ outpatient access payments will be
distributed first by removing any negative Upper Payment Limit Gap then
set University of South Alabama Women and Children’s at 115% of UPL.
All remaining access will be allocated based on the hospitals Upper Payment
Limit Gap in relation to the total Upper Payment Limit Gap.

b. Non state government owned or operated hospitals’ outpatient access
payments will be distributed first by removing any negative Upper Payment
Limit Gap then allocating remaining access based on the hospitals Upper
Payment Limit Gap in relation to the total Upper Payment Limit Gap.

c. Privately owned and operated hospitals’ outpatient access payments will be
distributed first by removing any negative Upper Payment Limit Gap then
reallocate Access necessary to cover the enhancement payments per
paragraph 9. The remaining access will be allocated based on the hospitals
Upper Payment Limit Gap in relation to the total Upper Payment Limit Gap.

(10) Access payments are paid quarterly.
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15.  Case Management Services 

 

     Effective Date:   2/1/2012 

 

(1) The following documentation must be maintained in the recipient's record when billing 

for services: 

 

(a) There must be a current comprehensive service plan which identifies the medical, 

nutritional, social, educational, transportation, housing and other service needs 

which have not been adequately accessed and a time frame to reassess service 

needs. 

 

(b) Services must consist of at least one of the following activities: 

 

1. Establishment of the comprehensive case file for development and 

implementation of an individualized service plan to meet the assessed 

service needs of the recipient; 

2. Assisting the recipient in locating needed service providers and making 

the necessary linkages to assure the receipt of services identified in the 

service plan; 

3. Monitoring the recipient and service providers to determine that the services 

received are adequate in meeting the identified needs; or 

4. Reassessment of the recipient to determine services needed to resolve any 

crisis situation resulting from changes in the family structure, living condi-

tions, or other events. 

 

(2) For target group 4 (Foster Children) and target group 7 (Adult Protective Service 

Individuals) reimbursement will be as follows: 

 

(a) Reimbursement interim rates will be established based on cost as determined by 

the quarterly Social Services Work Sampling Study.  Interim rates will be adjusted 

annually based on the results of the previous four quarters.  Random Moment 

Sampling may not be used as a method of documenting services provided to 

recipients.  The Work Sampling Study must provide an audit trail that identifies each 

client whose case is included in the data used for interim  rate formulation, and 

identifies that at least one of the targeted case management core services listed above 

in B. 1, 2, 3, or 4 has been provided. 

 

Sampling observations are developed using employee position numbers and basic 

statistical principles.  The statistical principle used is random sampling with 

replacement where each position number has an equal chance of being selected for 

each observation as described in the federally approved Cost Allocation Plan. 
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(b) Governmental Providers for target group 4 (Foster Children) and target group 7 

(Adult Protective Service Individuals) will submit an annual cost report not later than 

90 days after the close of the following fiscal year.  This report will indicate the costs 

associated with providing the service and also statistical data indicating the units of 

service, as described in (3) below, provided during the fiscal year.  Costs will be 

included based on the applicable DHR cost allocation plan approved by CMS.   

 

(c) Cost reports will be reviewed for reasonableness and an average cost per 

encounter will be computed.  The average cost per encounter will be used as the 

interim reimbursement rate for the succeeding year. 

 

(d) If the cost report indicates any underpayment or overpayment during the reporting 

year, a lump sum adjustment will be made. 

 

(e)  A maximum of one unit of case management services will be reimbursed per month 

for each eligible recipient receiving case management services as defined in (3) below. 

 

(3) The case management unit of service (encounter) consists of providing any of the targeted case 

management core services listed above in B. 1, 2, 3, or 4 with the recipient, a family member, 

significant other, or Agency from which the client receives services.  This array of services is 

provided on an on-going basis during each month.  One unit of service (encounter) consists of 

all contacts during the month.  All contacts must be documented in the client’s record for the 

coordination or linkage of services for a specific identified recipient. 
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(4) The monthly encounter payment for case management services of target group 4 (Foster
Children) is limited to one child per family unit, per month when there is more than one child
within a family unit and no child is in an out-of-home placement.  If there is more than one
eligible child and no child is exclusively identified as the primary recipient of treatment, then the
oldest child’s recipient ID number must be used for billing purposes.  However, if a specific
child is identified as the primary recipient of treatment, then that child’s recipient ID number
must be used for billing purposes.

(5) Payment for case management services of target group 7 (Adult Protective Service Individuals)
is limited to one person per family unit.  However, when adult protective services are needed by
other members of the family unit or when encounters are necessary by multiple providers, those
services are provided as often as necessary to achieve the objectives of the case plan. These
services may include investigation and case management services and are provided pursuant to
statutory authority to achieve the degree of protection necessary and to assure the effectiveness
of the services.

(6) For target group 1 (Mentally Ill Adults), target group 2 (Mentally Retarded Adults), target group
3 (Disabled Children), target group 5 (Pregnant Women), target group 6 (AIDS/HIV), target
group 8 (Technology Assisted Waiver for Adults), and target group 9 (Substance Use Disorders)
a unit of service is reimbursed in increments of five minutes. Except as otherwise noted in the
plan, payment for these services is based on state-developed fee schedule rates, which are the
same for both governmental and private providers of Targeted Case Management. The Agency’s
rates were set as of November 1, 2018 and are effective for services provided on or after that
date.    All rates, including current and prior rates, are published and maintained on the Agency’s
website.  The fee schedule is published at
http://www.medicaid.alabama.gov/content/Gated/7.3G_Fee_Schedules.aspx

(7) Reimbursement for services provided by Governmental Providers for target group 4 (Foster Children)
and target group 7 (Adult Protective Service Individuals) will be based on actual costs and meet all the
requirements of 45 CFR §75 Uniform Administration Requirements, Cost Principles, and Audit
Requirements for Health and Human Services (HHS) Awards and 42 CFR §413 Principles of
Reasonable Cost Reimbursement.

(8) The monthly encounter rate for case management services of target group 10 (High Intensity
Care Coordination) is limited to one recipient, per month. The monthly encounter rates were
derived from an analysis of caseloads and staffing configurations, productivity, staffing costs and
fee-for-service utilization. Staffing costs include salaries and wages, fringe benefits and
operating and support costs. These staffing costs were based on existing costs of community
mental health center staff and/or 310 Board staff that would meet the qualifications to perform
Intensive Care Coordination.
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16. Psychiatric Facilities for Individuals Under 21 Years of Age 

 

Effective Dates:  10/01/88 through 09/13/89 

Payment for inpatient services provided by psychiatric facilities for individuals 

under 21 years of age shall be the lesser of the hospital's current Medicare per 

diem rate, or the prevailing charges in the locality for comparable services under 

comparable circumstances, or the Alabama Medicaid flat rate, which shall be 

composed of the average of the per diem rates paid to in-state hospitals for 

inpatient services.  This flat rate shall be subject to change. 

 

Effective Dates: 9-14-89 and continuously thereafter 

Payment for inpatient services provided by psychiatric facilities for individuals 

under 21 years of age shall be at the inpatient hospital rate as computed under the 

methodology found at Attachment 4.19 A of this Plan. 

 

17. Clinic Services Provided by Prenatal Clinic Providers 

 

Effective Date:  07/01/88 

Reimbursement for prenatal clinic services will be at a per visit rate established 

by Medicaid.  Reimbursement shall not exceed the following upper limits: (a) for 

governmental entities providing these services, the lower of the upper limits under 

42 CFR 447.325 or the actual costs of the provider; (b) for Free Standing Clinics 

other than governmental entities, the upper limits of 42 CFR 447.325 shall apply. 

 

18. Heart, Liver, Bone Marrow and EPSDT Referred Transplants 

 

Effective Date:  03/01/96 

Providers will be paid at the lesser of charges or a global payment up to a 

maximum of $145,000 for liver transplants and $135,000 for heart transplants.  

This global payment includes pre-transplant evaluation, organ procurement, 

hospital room, board, and all ancillary costs both in and out of the hospital setting, 

inpatient postoperative care, and all professional fees. 

Providers shall be paid at the lesser of charges or a global payment up to a 

maximum of $90,000 for bone marrow transplants.  This global payment includes 

the pre-transplant evaluation, organ procurement, hospital room, board, and all 

ancillary costs both in and out of the hospital setting, inpatient postoperative care, 

and all professional fees. 

These payment maximums in no case shall exceed amounts customarily paid for 

comparable services under comparable circumstances.  These services are not 

counted toward a recipient's routine benefit limits. 

 

No payments made pursuant to the methods and standards described in this  

Attachment 4.19-B will exceed upper limits established in 42 CFR §447, Subpart F. 
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Providers will be paid at the lesser of charges or a global payment for EPSDT referred 

non-experimental organ transplants.  Global payment includes pre-transplant 

evaluation; organ procurement; all transplant services including hospital room, board 

and ancillaries, inpatient post-operative care and professional fees.  Global payment 

maximums are $150,000.00 for a heart/lung transplant, $100,000.00 for a 

kidney/pancreas transplant and $135,000.00 for a lung transplant. 

 

Any other medically necessary EPSDT referred non-experimental organ transplants 

will be paid at the lesser of charges or a global payment determined by the Agency.  

Payment amounts are determined by review of charges made by transplant centers 

performing the transplant to determine an amount that is reasonable and adequate to 

secure the required transplant service. 

 

Effective Date:  02/01/01 

As an alternate payment methodology to the above, Medicaid may use an approved 

prime contractor.  Medicaid's approved prime contractor will be responsible for the 

coordination of and reimbursement for all Medicaid reimbursable organ transplants 

with the exception of cornea transplants.  Payments to providers for heart, lung, 

heart/lung, kidney, pancreas, kidney/pancreas, liver, small bowel, liver/small bowel 

and bone marrow transplants shall be made based on the lesser of the charge for the 

service or the fixed global fee specified by Medicaid based on reasonable cost.  This 

global payment includes pre-transplant evaluation, organ procurement, hospital room, 

board, and all ancillary costs both in and out of the hospital setting, inpatient 

postoperative care, and all professional fees.  These payment maximums in no case 

shall exceed amounts customarily paid for comparable services under comparable 

circumstances.  These services are not counted toward a recipient's routine benefit 

limits. 

 

19.  Payment of Title XVIII Part A and Part B Deductible/Coinsurance 

 

     Effective Date: 11/10/97 

Reimbursement for Part A nursing home claims shall be based on the coinsurance 

amount due minus prorated recipient liabilities not to exceed the Medicaid per diem 

rate.  Recipient liabilities will not be applied to QMB eligibles. 

 

No payments made pursuant to the methods and standards described in this 

Attachment 4.19-B will exceed upper limits established in 42 CFR §447, Subpart F. 
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Effective Date:  May 14, 2010 

Reimbursement for Part B outpatient claims shall be based on the lesser of the 

coinsurance and/or deductible amount or the Medicare allowed amount times the 

outpatient percentage rate minus the Medicare paid amount. Reimbursement for 

Part B medical crossover claims and Part B nursing home claims shall be limited 

to the payment of the Medicare Part B deductible and coinsurance to the extent of 

the lesser of the level of reimbursement under Medicare rules and allowances or 

total reimbursement allowed by Medicaid less Medicare payment.  
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20.   Federally Qualified Health Center 

 

       

Alabama Medicaid uses a Prospective Payment System (PPS) for FQHCs as required by S.S.A. 

§1902(a)(15) [42 U.S.C. § 1396a (a)(15)] and S.S.A. §1902(bb) [42 U.S.C. §1396a(bb)]. The PPS 

for FQHCs was implemented and took effect on January 1, 2001. 

 

A. Prospective Payment System (PPS) rates 

The baseline Prospective Payment System (PPS) for each FQHC (including “FQHC look alike 

clinics”) in FY 2002 was developed by weighing the FQHC’s provider specific reasonable costs for 

Fiscal Years 1999 and 2000 by the number of Medicaid encounters provided in each year.  The 

FQHC is entitled to the previous year’s PPS, increased by the Medicare Economic Index (MEI) for 

primary care services, and adjusted to take into account any increase (or decrease) in the scope of 

services furnished by the FQHC during that fiscal year. 

 

Prospective Payment System (PPS) Reimbursement for New Facilities 

 

The rate established for a new FQHC shall be equal to 100% of the reasonable cost used in 

calculating the rates of like FQHCs located in the same or an adjacent area during the same fiscal 

year.  The costs that must be considered in calculating the payment rate are those reasonable costs 

used in calculating the rates for neighboring clinics with similar caseloads. 

 

Change in Scope of Services 

 

The PPS rate for a FQHC shall be adjusted to take into account a change (either increase or decrease) 

in the scope of services furnished by the FQHC.  A change in scope of services occurs if the FQHC 

has added or dropped any service that meets the definition of FQHC services as provided in section 

1905(a)(2)(B) and (C) of the Social Security Act or if the service is included as a covered Medicaid 

service in the State Plan.  A change in the scope of services is defined as a change in the type, 

intensity, duration, and/or amount of services provided during a FQHC visit.  A change in the cost of 

a service is not considered in and of itself a change in the scope of services. 

 

B. Alternative Payment Methodology (APM) Reimbursement 

 

Beginning October 1, 2019, FQHCs that are Alabama Coordinated Health Network (ACHN) 

Certified are eligible to receive an APM reimbursement in addition to the PPS rate, but only if the 

following statutory requirements are met.  First, the APM must be agreed to by Alabama Medicaid 

and by each individual FQHC that participates in the program.  Second, the methodology must result 

in a total payment (PPS plus APM) that is at least equal to the amount to which the FQHC is entitled 

under the Medicaid PPS. 
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  ACHN Certified Delivering Healthcare Professionals (DHCPs) Enhanced Payment  
ACHN Certified DHCPs will receive an enhanced payment for:  

i. an initial prenatal visit in the first trimester and/or
ii. a post-partum visit.

ACHN Certified Provider Performance Payments 
Performance Payments for ACHN Certified Primary Care Provider (PCP) Groups: 

A performance payment pool will be established in the amount of $15 million annually 
to fund three (3) performance payments for ACHN Certified PCP groups.  The 
performance payments’ pool is allotted as follows:  50% for quality, 45% for cost 
effectiveness, and 5% for PCMH Recognition. 

a. Quality Performance Payments
a. Eligibility:  All ACHN Certified PCP groups will be eligible for a

performance payment if the PCP group meets the requirements
described below.

b. Methodology:
i. ACHN Certified PCP groups that achieve annual

performance benchmarks determined by the Agency are
eligible to receive performance payments.

ii. Benchmarks will be posted at
www.medicaid.alabama.gov by September 1, 2019 and
will be updated annually at least 30 days prior to the
contract period.

iii. The quality benchmarks will be posted to:
www.medicaid.alabama.gov
Click the ACHN tab/Provider

iv. The amount available for the quarterly quality payment
will be one-quarter (1/4) of the annual amount described
above.

v. The first payment will be made in October 2019.
Subsequent payments will be made on a quarterly basis.

vi. Level One Quality Performance Payment for the period
between October 1, 2019 and September 30, 2021:

1. The Agency will make quarterly payments in the
first month of the quarter based on provider
reporting of necessary data and other activities
including provider engagement in the ACHN and
their review and response to quality data
provided by the Agency, implementing any
policies and processes to improve the efficiency
of their practices, and engaging with the ACHNs
in preparation to be paid based on performance-
based quality payments.  Providers will also be
readjusting their practice guidelines to manage
attributed patient populations rather than Agency
assigned panels.

6/1/21
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2. Payments made in this period are based on the
engagement by the PCP group and not for the
achievement of quality measurements.

3. Payments will be distributed to each PCP group
based on the number of Medicaid members
attributed to the PCP group for the prior
quarterly period.

vii. Level Two Quality Performance Payment for the period
of October 1, 2021 and beyond:

1. The Agency’s quarterly payments beginning
with the October 2021 payment will be based on
actual quality measure performance as soon as
the previous calendar year’s performance has
been calculated (anticipated date twelve months
after the start of the second contract year).  For
example, the quarterly payments made in
October 2021, January 2022, April 2022, and
July 2022 will be based on the actual quality
measure performance calculated for the period
between January 1, 2020 and December 31,
2020.

2. Payments will be distributed to each PCP group
based on the number of Medicaid members
attributed to the PCP group for the prior
quarterly period.

b. Cost Effectiveness Performance Payments

a. Eligibility:  All ACHN Certified PCP groups will be eligible for a
performance payment if the PCP group meets or exceeds the cost
effectiveness criteria established by the Agency.

b. Methodology:
i. ACHN Certified PCP groups that achieve annual

performance benchmarks determined by the Agency are
eligible to receive performance payments.

ii. Benchmarks will be posted at
www.medicaid.alabama.gov by September 1, 2019 and
will be updated annually at least 30 days prior to the
contract period.

iii. The cost effectiveness performance payment criteria will
be posted to:  www.medicaid.alabama.gov
Click the ACHN tab/Provider

iv. The amount available for the quarterly cost effectiveness
payment will be one-quarter (1/4) of the annual amount
described above.

v. The first payment will be made in October 2019.
Subsequent payments will be made on a quarterly basis.

6/1/21
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vi. Level One Cost Effectiveness Performance Payment for 

the period between October 1, 2019 and December 31, 2020: 

1. The Agency will make quarterly payments in the 

first month of the quarter for review and response to 

cost effectiveness data provided by the Agency, 

implementing any policies and processes to improve 

the efficiency of their practices, and engaging with 

the ACHNs in preparation to be paid based on 

performance-based cost effectiveness payments.  

Providers will also be readjusting their practice 

guidelines to manage attributed patient populations 

rather than Agency assigned panels.    

2. Payments made in this period are based on the 

engagement by the PCP group and not for the 

achievement of cost effectiveness measurements. 

3. Payments will be distributed to each PCP group 

based on the number of Medicaid members 

attributed to the PCP group for the prior quarterly 

period. 

 

vii. Level Two Cost Effectiveness Performance Payment for 

the period of January 1, 2021 and beyond: 

1. The Agency’s quarterly payments beginning 

with the January 2021 payment will be based on 

actual cost effectiveness performance. 

2. The cost effectiveness performance calculation 

compares a 12-month per member per month 

(PMPM) to a risk-adjusted expected PMPM based 

on the costs of similar PCP groups that treat 

Medicaid recipients.  Groups will be ranked by an 

efficiency score that is derived from actual PMPM 

versus the expected PMPM.  Performance payment 

will be made for PCP groups at or below the median 

efficiency score.  This calculation will occur as soon 

as the previous calendar year’s performance has 

been calculated (anticipated date three months after 

the start of the second contract year).  For example, 

the quarterly payments made in January 2021, April 

2021, July 2021 and October 2021 will be based on 

the actual cost effectiveness calculated for the period 

between October 1, 2019 and September 30, 2020 

providing three months of claims payment run-out. 

3. Payments will be distributed to each PCP group 

based on the number of Medicaid members 

attributed to the PCP group for the prior quarterly 

period.  
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c.   Patient Centered Medical Home (PCMH) Performance Payments 

The purpose of the PCMH Recognition performance payment is to 

incentivize providers to attain PCMH Recognition thereby ensuring Medicaid 

Recipients are receiving care through a nationally recognized medical home 

model.   

 

                       1.  Eligibility:  All ACHN Certified PCP groups who receive PCMH  

     recognition as described below. 

 

                           2.  Methodology:   

                                                                            i.   PCMH Recognition information may be obtained at:    

                                                                                 www.medicaid.alabama.gov 

                      Click the ACHN tab/Provider 

         ii.    The PCP group can obtain PCMH Recognition or certification  

                through a nationally recognized entity such as National     

                Committee for Quality Assurance (NCQA).  Details from  

                NCQA can be found at https://www.ncqa.org/programs/helath- 

                care-providers-practices/patient-centered-medical-home-pcmh. 

                                                                         iii .   The amount available for the quarterly PCMH Recognition 

                                                                                 payment will be one-quarter (1/4) of the annual amount 

                                                                                 described above. 

                                                                          iv.   The first payment will be made in October 2019.  Subsequent  

                                                                                 payments will be made on a quarterly basis. 

               v.    Level One PCMH Performance Payment for the period 

between 

                      October 1, 2019 and September 30, 2020: 

        a. The Agency will make quarterly payments in the first 

            month of the quarter for PCMH Recognition performance 

            payments. 

 

               b. Payments made in this period are for PCP groups that 

have     

                   already obtained the Recognition or certification and PCP  

                   groups that are progressing toward attainment of  

                   Recognition or certification.  To be eligible for the PCMH  

                   Recognition performance payment, PCP groups must 

attest  

                   to the status of their attainment of PCMH Recognition or  

                   to their progress towards attainment. 

 

         c. Payments will be distributed to each PCP group based on  

             the number of Medicaid members attributed to the PCP  

             group for the prior quarterly period. 

 

 

 

__________________________________________________________________________ 
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            vii.     Level Two PCMH Performance Payment for the period 

October 

                      1, 2020 and beyond 

 

         a. Payments made in this period are for PCP groups that attest  

             they have obtained the Recognition or certification. The      

             Agency will review the PCP groups attestation on an annual  

             basis on the last business day of the month prior to the first  

            quarterly payment for the ensuing year. For example, the  

            quarterly payments made in October 2020, January 2021,         

            April 2021, and July 2021 will be based on the PCP groups  

            attestation of their achievement of Recognition or  

            certification as of the last business day in September 2020. 

 

         b. The amount of the performance payment distributed to  

            each PCP group will be based on the number of Medicaid  

            members attributed to the PCP group for the prior quarterly  

            period. 

 

        c. If a PCP group does not meet PCMH Recognition and does  

            not show adequate progress toward meeting recognition,  

            the Agency will not pay the PCMH performance payment. 
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Effective : 10/01/2020 
 
21. Rehabilitative Services 
 
A statewide maximum payment will be calculated for each service designated by a procedure code 
recognized by the Alabama Medicaid Agency as a covered service.  

     
The Medicaid reimbursement for each service provided by a rehabilitative services provider shall 
be based on the following criteria in accordance with the methodology described below: 
 
(1)        For procedure codes with an assigned Medicare rate (i.e. CPT codes), the proposed rate 
will be the current published Medicare Physician Fee Schedule Rate for Alabama. 
 
(2)        For procedure codes without an assigned Medicare Rate on the Physician Fee Schedule 
(i.e. HCPCS) codes, the reimbursement will be ‘By Report’.  ‘By Report’ means paying a 
percentage of billed charges.  The percentage is derived by dividing the previous state fiscal 
year’s total Medicaid reimbursement (total allowed charge) for services included in the Physician 
Fee Schedule by the previous state fiscal years total Medicaid billings. 
a.         Percentage = Total ‘Allowed Amount’ / Total ‘Billed Amount’ 
b.         Average Billed Amount = Total ‘Billed Amount’ / Total ‘Allowed Quantity’ 
c.         Proposed Rate = Percentage times Average Billed Amount 
 
(3)        For procedure codes with no utilization one of the three methods below will be used. 
a. Current rate that the Rehabilitative Services State Agencies utilizes. 
b. Current rate from another state for same service. 
c. For those services that need rate different from current Alabama or other state rate a 
financial cost model will be used to calculate rate. 
 
Except as otherwise noted in the plan, payment for these services is based on state-developed fee 
schedule rates, which are the same for both governmental and private providers of Rehabilitative 
Services.  The Agency’s fee schedule rates were set as of October 1, 2018 and are effective for 
services provided on or after that date. 
All rates are published and maintained on the Agency’s website at www.medicaid.alabama.gov.  
For the most recent Rehabilitative Service Fee Schedule click on the Providers tab, select Fee 
Schedules, check “I Accept” on the User Agreement, then click the Providers tab, Fee Schedules, 
and Rehabilitative Option Fee Schedule. 
 
(4)  Medication Assisted Treatment (MAT) drugs for Opioid Use Disorder (OUD) as a 
part of the service for the MAT code are reimbursed as described above in Section (2). 
 

Actual reimbursement will be based on the rate in effect on the date of service.  Only those services that 
qualify for reimbursement will be provided under this program.   
          

http://www.medicaid.alabama.gov/
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22. Hospice Care Services 

 

    Effective Date:  10/01/90 

a. With the exception of payment for direct patient care services by physicians, payment is made 

to the hospice for all covered services related to the treatment of the recipient's terminal 

illness for each day during which the recipient is Medicaid eligible and under the care of the 

hospice regardless of the amount of services furnished on any given day. 

 

b. Payment for hospice care shall be in the methodology and amounts calculated by the Health 

Care Financing Administration (HCFA).  Each rate is a prospectively determined amount 

which HCFA estimates equals the costs incurred by hospice generally in efficiently providing 

that type of hospice care to Medicaid beneficiaries.  The rates are adjusted by Medicaid to 

reflect local differences in wages. 

 

c.   With the exception of payment for physician services,  Medicaid reimbursement for hospice care 

will be made at one of the four rates for each day in which a Medicaid recipient is under the 

care of hospice.  The payment amounts are determined within each of the following 

categories: 

 

(1) Routine home care.  The hospice shall receive reimbursement for routine home care 

for each day the recipient is at home, under the care of the hospice, and not receiving 

continuous home care.  This rate is paid without regard to the volume or intensity of 

routine home care services provided on any given day. 

 

(2) Continuous home care.  The hospice shall receive reimbursement for 

continuous home care when, in order to maintain the terminally ill recipient at 

home, nursing care is necessary on a continuous basis during periods of crises.  

Continuous home care is intended only for periods of crises where 

predominately skilled nursing care is needed on a continuous basis to achieve 

palliation or management of the recipient's acute medical symptoms; and only 

as necessary to maintain the recipient at home.  A minimum of eight (8) hours 

per day must be provided.  For every hour or part of an hour of continuous 

care furnished, the hourly rate will be reimbursed to the hospice up to 24 

hours a day. 

 

(3) Inpatient respite care.  The hospice shall receive reimbursement for inpatient respite 

care for each day on which the recipient is receiving respite care. Patients admitted for 

this type of care are not in need of general inpatient care.  Inpatient respite 
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care may be provided only on an intermittent, non-routine, and occasional basis and 

may not be reimbursed for more than five consecutive days, including date of admis-

sion, but not date of discharge. 

 

(4) General inpatient care.  The hospice shall be reimbursed for general inpatient care for 

each day in which the recipient is in an approved inpatient facility for pain control or 

acute or chronic symptom management.  Payment for inpatient care (general or 

respite) is subject to a limitation that total inpatient care days for Medicaid patients 

does not exceed twenty percent of the total days for which these patients had elected 

hospice care.  Medicaid recipients afflicted with acquired immunodeficiency 

syndrome (AIDS) are excluded in calculating the inpatient care limitation. 

 

d. Reimbursement for drugs not related to the recipient's terminal illness may be made to the 

dispensing pharmacy through the Medicaid Pharmacy Program. 

 

e. Medicaid will not restrict hospice services based on a patient's place of residence.  If a 

beneficiary residing in a nursing home elects the Medicaid Hospice benefit, the Medicaid 

Program will pay the hospice directly a room and board rate in lieu of payments directly to the 

nursing home.  The payment rate will be 95% of the rate Medicaid would have paid the 

nursing home directly for the same patient. 

 

Effective Date:  10/01/91 

23.  Prenatal Parenting Education (Extended Services to Pregnant Women) 

 

Governmental providers will be paid on a negotiated rate basis which will not exceed actual costs 

which result from efficient and economic operation of the provider.  Reimbursement of non-govern-

mental providers will be based on reasonable charges which will not exceed the prevailing charges in 

the locality for comparable services provided under comparable circumstances. These services are 

limited to 12 visits per recipient during each two-year period beginning with the first date of service. 

 

No payments made pursuant to the methods and standards described in this Attachment 4.19-B will exceed 

upper limits established in 42 CFR §447, Subpart F. 
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 Effective Date:  10/01/91 

24. Postnatal Parenting Education (Preventive Health Services) 

 

Governmental providers will be paid on a negotiated rate basis which will not exceed actual 

costs which result from efficient and economic operation of the provider.  Reimbursement of 

non-governmental providers will be based on reasonable charges which will not exceed the 

prevailing charges in the locality for com-parable services provided under comparable 

circumstances.  These services are covered for Medicaid eligible pregnant women, post-natal 

women, and the eligible caretaker relatives of eligible children.  Only one payment per family 

unit on the same date of service is permitted.  These services are limited to 16 visits per recipient 

during each two- year period beginning with the first date of service. 

 

 Effective Date:  10/01/91 

25. Adolescent Pregnancy Prevention Education (EPSDT) 

 

Governmental providers will be paid on a negotiated rate basis which will not exceed actual 

costs which result from efficient and economic operation of the provider.  Reimbursement of 

non-governmental providers will be based on reasonable charges which will not exceed the 

prevailing charges in the locality for comparable services provided under comparable 

circumstances. Services are limited to non-pregnant recipients of child-bearing age who are 

eligible for treatment under the Early and Periodic Screening Diagnosis and Treatment (EPSDT) 

Program, regardless of sex or previous pregnancy.  There is no limit on the number of visits. 

 

 Effective Date:  01/01/92 

26. Clinic Services Provided by Children Specialty Clinic Providers 

 

Clinics will be reimbursed at a cost rate per visit (encounter).  Governmental providers of such 

services will be paid at an interim rate which will approximate cost.  This rate will be adjusted to 

actual cost for each service/agency.  Nongovernmental providers will be paid their usual and 

customary charge not to exceed the maximum allowable rate established by Medicaid. 

 

 Effective Date:  01/01/2014 

27. Tobacco Cessation Counseling Services for Pregnant Women 

 

A statewide maximum payment for tobacco cessation counseling services will be calculated 

based on 75% of the 2008 Medicare fee schedule rate.   These services are covered for Medicaid 

eligible pregnant women beginning in the prenatal through the postpartum period (the 60 day 

period following termination of pregnancy) and are limited to four (4) visits per recipient during 

a 12 month period.    

 

Except as otherwise noted in the plan, payment for these services is based on state-developed fee schedule rates 

effective January 1, 2014.  Current rates are published and maintained on the agency’s website at 

http://www.medicaid.alabama.gov/CONTENT/6.0_Providers/6.6_Fee_Schedules.aspx.  Payment rates are the 

same for both governmental and non-governmental providers and reimbursed at a per visit rate.    

_______________________________________________________________________________ 
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 Effective Date:  10/01/13 

27.    Non-Emergency Medical Transportation 

 

Non-emergency medical transportation provided by the Alabama Department of Mental 

Health for Medicaid clients receiving allowable mental health services will be reimbursed 

a rate of $17 per trip.  This rate applies to government and non-governmental providers. 
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Effective Date: 10/01/20 
29. 1905(a)(29) Medication-Assisted Treatment (MAT) 
 
Bundled prescribed drugs dispensed or administered as a part of the service for the MAT code 
shall be reimbursed using the same methodology as described in Attachment 4.19-B, section 
21(2), for rehabilitative services. 
 
Reimbursement for unbundled MAT prescribed drugs and biologicals used to treat opioid use 
disorder will be reimbursed using the same methodology as described for prescribed drugs in 
Attachment 4.19-B, page 3, sections 4(A),(C),(D),(E), and (F) for prescribed drugs that are 
dispensed or administered. 
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Listing of Outpatient Supplemental Payments 

 

Outpatient access payments per Attachment 4.19-B Page 8.3.b paragraph (10) distributed to individual hospitals 

include consideration of the following factors; Hospital Cost, OBRA limits, hospital charges, overall UPL GAP 

by hospital category, and other special circumstances. The payments for each hospital are noted below for rate 

year 2014. 

 

Outpatient enhanced payments per Attachment 4.19-B Page 8.3.b paragraph (11) are included in this Exhibit as 

necessary. The payments for each hospital are noted below for rate year 2014. 

 

Outpatient Supplemental Payments for the State Fiscal Year Ended September 30, 2014 

 

State Owned and Operated Hospitals 

 

Facility 

Total Outpatient 

Supplemental Payments 

UNIVERSITY OF ALABAMA  13,401,731  

USA CHILDRENS & WOMENS HOSPITAL  4,669,740  

USA MEDICAL CTR HOSP  3,754,678  

Total State Owned and Operated Hospitals 21,826,149  

 

Non-State Government Owned and Operated Hospitals 

 

Facility 

Total Outpatient 

Supplemental Payments 

ATHENS LIMESTONE HOSP  1,247,272 

GULF HEALTH HOSPITALS DBA THOMAS HOSPITAL  1,027,656 

BAPTIST MEDICAL CENTER EAST  1,515,118 

BAPTIST MEDICAL CTR SOUTH 4,751,697 

BIBB MEDICAL CENTER HOSPITAL 327,183 

BRYAN W WHITFIELD MEMORIAL H 892,861 

CALLAHAN EYE FOUNDATION HOSPITAL 840,522 

CLAY COUNTY 292,276 

COOSA VALLEY MEDICAL CENTER 1,412,439 

CULLMAN REG MEDICAL CENTER 2,134,081 

D.W. MCMILLAN MEMORIAL HOSPITAL 815,388 

DALE MEDICAL CENTER 767,409 

DCH REGIONAL MEDICAL CENTER 5,849,624 
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Facility 

Total Outpatient 

Supplemental Payments 

DECATUR GENERAL HOSPITAL 2,125,878 

EAST AL MEDICAL CENTER 4,740,996 

ECACH INC/ATMORE COMMUNITY H 301,119 

FAYETTE MEDICAL CENTER 145,650 

GREENE COUNTY HOSPITAL 498,468 

GROVE HILL MEMORIAL HOSPITAL 645,944 

HALE COUNTY HOSPITAL 425,116 

HELEN KELLER HOSPITAL 2,271,647 

HIGHLANDS MEDICAL CENTER 1,573,592 

HILL HOSPITAL OF SUMTER COUN 84,743 

HUNTSVILLE HOSPITAL 7,676,812 

JACKSONVILLE MEDICAL CENTER 1,142,556 

JPAUL JONES HOSPITAL 297,485 

LAWRENCE MEDICAL CENTER 570,800 

MARSHALL MEDICAL CENTER SOUT 2,341,274 

MEDICAL CENTER BARBOUR 730,094 

MEDICAL WEST 1,072,707 

MONROE COUNTY HOSPITAL 953,790 

NORTH BALDWIN INFIRMARY 1,001,229 

NORTHEAST AL REGIONAL MED CT 2,193,934 

PARKWAY MEDICAL CENTER 1,099,513 

PICKENS COUNTY MEDICAL CTR 537,035 

PRATTVILLE BAPTIST HOSPITAL 689,574 

RED BAY HOSPITAL 159,495 

SOUTHEAST ALABAMA MED CTR 4,187,133 

TROY REGIONAL MEDICAL CENTER 1,523,165 

WASHINGTON COUNTY HOSPITAL 149,018 

WEDOWEE HOSPITAL 50,686 

WIREGRASS MEDICAL CENTER 937,594 

Total Non-State Owned and Operated Hospitals 62,000,573 
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Privately Owned and Operated Hospital 

Facility 

Total Outpatient 

Supplemental Payments 

ANDALUSIA REGIONAL HOSPITAL 558,048 

BULLOCK COUNTY HOSPITAL 79,839 

CHOCTAW COMMUNITY HOSPITAL 2,142,850 

CITIZENS BAPTIST MEDICAL CTR 1,216,813 

COMMUNITY HOSPITAL 180,709 

EVERGREEN MEDICAL CENTER 288,356 

FLORALA MEMORIAL HOSPITAL 43,416 

FLOWERS HOSPITAL 1,173,082 

GEORGIANA HOSPITAL 166,743 

HEALTHSOUTHLAKESHORE HOSPITAL 0 

JACK HUGHSTON MEMORIAL HOSPITAL 808,795 

JACKSON HOSPITAL & CLINIC 18,698,258* 

LAKE MARTIN COMMUNITY HOSPITAL 167,329 

LV STABLER MEMORIAL HOSPITAL 571,819 

MOBILE INFIRMARY 2,819,975 

NORTHWEST MEDICAL CENTER 458,936 

RIVERVIEW REGIONAL MED CTR 569,172 

RUSSELL HOSPITAL 1,121,544 

SHOALS HOSPITAL 1,247,032 

SPRINGHILL MEM HOSP 0 

ST VINCENTS EAST 0 

THE CHILDRENS HOSPITAL OF ALABAMA 79,748,662 

TRINITY MEDICAL CENTER 771,812 

WALKER BAPTIST MEDICAL CENTE 1,724,229 

     Total Privately Owned and Operated Hospitals 114,557,419 

 

*This includes enhancement payments as outlined in Attachment 4.19-B Page 8.3.b paragraph (11) 
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  STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 

State/Territory:     ALABAMA     

 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 

OTHER TYPES OF CARE 

 

Payment of Medicare Part A and Part B Deductible/Coinsurance 

 

____________________________________________________________________ 

 

Except for a nominal recipient copayment (as specified in Attachment 4.18 of this State 

plan), if applicable, the Medicaid Agency uses the following general method for 

payment: 

 

1. Payments are limited to State plan rates and payment methodologies for the 

groups and payments listed below and designated with the letters "SP". 

 

For specific Medicare services which are not otherwise covered by this State plan, 

the Medicaid agency uses Medicare payment rates unless a special rate or method 

is set out on Page 3 in item     of this attachment (see 3. below). 

 

2. Payments are up to the full amount of the Medicare rate for the groups and 

payments listed below, and designated with the letters "MR". 

 

3. Payments are up to the amount of a special rate, or according to a special method, 

described on Page 3 in item(s) 1 and 2 of this attachment, for those groups and 

payments listed below and designated with the letters "NR". 

 

4. Any exceptions to the general methods used for a particular group or payment are 

specified on Page 3 in item     of this attachment (see 3. above). 

 

   

          Provider-Based Rural Health Clinics MR 

Rural Health Clinics NR 

Federally Qualified Health Centers NR 

 

 

 

 

 

________________________________________________________________ 

TN No. AL-96-04 

Supersedes              Approval Date 3/13/96   Effective Date 02/01/96 

TN No. AL-95-24 
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  STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 

State/Territory:     ALABAMA     

 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 

OTHER TYPES OF CARE 

 

Payment of Medicare Part A and Part B Deductible/Coinsurance 

 

 

____________________________________________________________________ 

 

 QMBs:  Part A  MR  Deductibles  SP  Coinsurance 

  Part B  SP  Deductibles  SP  Coinsurance 

 

 

____________________________________________________________________ 

 

  Other  Part A  MR  Deductibles  SP  Coinsurance 

  Medicaid Part B  SP  Deductibles  SP  Coinsurance 

Recipients 

 

 

____________________________________________________________________ 

 

Dual   Dual  Part A  MR  Deductibles  SP  Coinsurance 

Eligible 

 (QMB Plus) Part B  SP  Deductibles  SP  Coinsurance 

 

 

____________________________________________________________________ 

 

 

This same information is outlined on approved Page A, of Attch. 4.19-B in the Alabama State 

Plan. 

 

 

 

 

 

 

 

____________________________________________________________________ 

TN No. AL-97-06 

Supersedes            Approval Date 12/3/97   Effective Date 11/10/97 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 

State/Territory:     ALABAMA 

 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES 

OTHER TYPES OF CARE 

 

Payment of Medicare Part A and Part B Deductible/Coinsurance 

 

___________________________________________________________________________ 

 

1. Medicare Part B Deductible/Coinsurance will be reimbursed up to the Rural Health Clinic's (RHC) 

encounter rate established by the Medicaid Agency. 

 

2. Medicare Part B Deductible/Coinsurance will be reimbursed up to the Federally Qualified Health 

Center's encounter rate established by the Medicaid Agency. 

 

3.   Medicare Part B Deductible/Coinsurance will be reimbursed up to the Provider-Based  

      Rural Health Clinic’s (PBRHC) encounter rate established by the Medicaid Agency. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

_______________________________________________________________________ 

TN No. AL-02-01   
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

MEDICAL ASSISTANCE PROGRAM 

 

                     STATE ALABAMA       

 

        METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES- 

        OTHER TYPES OF CARE 

____________________________________________________________________ 

 

 Item Payment to Title XVIII Part A and Part B Deductible/Coinsurance 

 

 Except for a nominal recipient co-payment, if applicable, the Medicaid agency uses the following 

method: 

____________________________________________________________________ 

  Medicare-Medicaid    Medicare-Medicaid/  QMB Medicare-QMB 

  Individual           Individual              Individual  

 

 Part A         limited to         limited to           limited to 

 Deductible  State plan            State plan              State plan 

                      rates*                                rates*                  rates* 

 

                    X  full amount                  X  full amount                      X  full amount 

              

 Part A       X  limited to      X  limited to       X  limited to 

 Coinsurance  State plan               State plan                               State plan 

                       rates*                   rates*                   rates* 

 

                  full amount       full amount         full amount 

 

 Part B       X  limited to      X  limited to       X  limited to 

 Deductible    State plan               State plan                State plan 

                  rates*                    rates*               rates* 

 

                  full amount       full amount         full amount 

 

 Part B        X  limited to     X  limited to       X  limited to 

 Coinsurance         State plan                    State plan                      State plan 

                              rates*                           rates*                             rates* 

 

                 full amount       full amount          full amount 

 

*For those title XVIII services not otherwise covered by the title XIX State plan, the Medicaid 

agency has established reimbursement methodologies that are described in Attachment 4.19-B, 

Item(s)19. 

____________________________________________________________________ 

TN No. AL-97-06  

Supersedes         Approval Date 12/3/97       Effective Date 11/10/97 

TN No. AL-96-04 



AL-00-02 
Attachment 4. 19-C 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE OF ALABAMA 

Policy on Payment for Reserving Beds in an Inpatient Facility 

Effective Date: 08/10/00 

Payments to facilities other than ICF/MR facilities will only be made for therapeutic 
visits not to exceed three days per visit and eight such visits per patient during any 
calendar year; limited to two visits per calendar quarter to home, relatives or friends. 
Payments to ICFIMR facilities for therapeutic visits are limited to 14 days per calendar 
month, not to exceed 14 consecutive days at any time. 

Effective Date: 08/10/00 

Neither Medicaid patients, nor their families, nor their sponsor, may be charged for 
reservation of a bed when they are temporarily absent to a hospital for a period not to 
exceed four days. After the four-day reservation period, the patient, the family of the 
patient, or the sponsor of the patient is responsible for making arrangements with the 
nursing home for the reservation of the bed and any costs associated with reserving the 
bed for the patient. This policy does not apply to patients while they are on Medicare 
covered days. 

Effective Date: 02/12/81 
The long term care facility must ensure that each therapeutically indicated visit by a 
patient is authorized and certified as necessary by a physician. 

The complete therapeutic leave records will be retained at the long term care facility and 
will become an audit item for Alabama Medicaid Agency purposes. 

TN No. AL-00-02 
Supersedes 
TN No. AL-90-2 

Approval Date 08/03/00 Effective Date 08/10/00 
HCF A ID: 0069P/0002P 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

METHODS/PROCEDURES FOR DETERMINING NURSING FACILITY REIMBURSEMENT 
______________________________________________________________________________ 
 
I.   Introduction 
 
Effective Date:  09/01/91 
       A.  The following sections summarize the methods and procedures used by the 
Alabama Medicaid Agency (hereinafter "Agency") in determining proper reimbursement to 
nursing facilities.  Under this plan, all facilities are considered the same with the exception 
of NF/IMD (Nursing Facility/Institution for Mental Disease) and NF/IDD (Nursing Facility/ 
Institution for the Developmentally Disabled).  This summary does not apply to the 
classification of ICF/MR, which is an additional functional classification established by the 
Agency. 
 
Effective Date 10/01/90  
       B.  All reimbursement will be determined in compliance with generally accepted 
accounting principles, principles outlined in the State Plan, Medicare (Title XVIII) 
Retrospective Reasonable Cost Principles of Reimbursement, and principles and procedures 
promulgated by the Agency to provide reimbursement of provider costs which must be 
incurred by efficiently and economically operated nursing facilities.  The Agency may, in 
the absence of applicable procedures, standards, and provisions within published 
Regulations, apply certain reasonability standards to expenses for which reimbursement is 
sought, to determine whether reimbursement should be made.  The granting of variances to 
the Agency Reimbursement Principles will be discretionary with the Agency, based on the 
submission of substantiating documentation and convincing evidence by the provider that 
services can be provided in a more cost efficient manner if the variance is granted. 
 
       C.  Providers/Administrators are expected to conduct their business in an efficient 
and cost-effective manner and to seek reimbursement only for those costs which must be 
incurred in the conduct of an economically and efficiently operated nursing facility. 
 
       D.  The Agency will conduct desk reviews and on-site audits to insure that only 
allowable costs are allowed and reimbursed, and the Agency's previous failure to disallow 
costs shown in cost reports will not insure their continued allowance if those costs are 
identified as unallowable.  In addition, attempts by a provider to include costs previously 
disallowed by the Agency may result in additional investigation by the Agency or 
investigation by the Alabama Attorney General. 
 
 
 
____________________________________________________________________________________ 
TN No. AL-91-13 
Supersedes          Approval Date 08/08/91     Effective Date 09/01/91 
TN No. AL-90-8  
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____________________________________________________________________________________ 
 
       E.     The Agency recognizes the impact of inflation on all costs associated with 
doing business and has taken this into account in initiating the application of the Agency 
Inflation Index.  The Alabama Medicaid Inflation Index shall be based upon the economic 
indicators as published by Data Resources, Inc. (DRI) for the Department of Health and 
Human Services.  The indicators shall be the Market Basket Index of Operating Costs - 
Nursing Facility, which are published quarterly, whereas the Medicaid fiscal year for cost 
reporting and rate setting purposes ends on June 30.  Therefore, the Medicaid Inflation Index 
for a rate period will be the DRI Index for the twelve-month period ending on the calendar 
quarter for which the index has been published or made available at October 1st of each 
year. 
 
II.  Cost Recording and Cost Reporting Procedures  
 
       A.   All nursing facilities participating in the Alabama Medicaid Nursing Facility 
Program are required to report costs for the reporting period July 1 to June 30 of each year.  
The costs included are required to be detailed on the cost reports and must have been 
recorded by the facility on the basis of generally accepted accounting principles and in 
accordance with the accrual method of accounting. 
 
       B.   Each nursing facility must submit its costs for the reporting period on the 
uniform cost report form provided by the Agency. Each complete cost report must be 
verified and must be received by the Alabama Medicaid Agency on or before September 15 
for the report period ending the previous June 30.  Should September 15 fall on a holiday or 
weekend, the complete, verified cost report must be received by the Alabama Medicaid 
Agency on the next working day. Failure to comply with the established deadline may result 
in the imposition of penalties against the facility.  Nursing facilities ceasing their operation 
or terminating their participation in the program must submit a final cost report within 
seventy-five (75) days of cessation or termination. 
 
       C.   All nursing facilities are required to maintain financial and statistical records 
for each cost reporting year, which are accurate and in sufficient detail to substantiate the 
cost data reported for a period of at least three (3) years following the date of submission of 
the cost report form to the Alabama Medicaid Agency.  Records required by the Alabama 
Medicaid Agency to be maintained are specified in the Nursing Home Reimbursement 
Chapter of the Alabama Medicaid Agency Administrative Code.  These records must be 
made available upon request to representatives of the Alabama Medicaid Agency or the 
United States Department of Health and Human Services. 
 
 
 
 
 
____________________________________________________________________________________ 
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       D.   The Alabama Medicaid Agency shall retain all uniform cost reports 
submitted in accordance with the requirements of the Alabama Medicaid Agency for a 
period of three (3) years following the date of submission of each report and will maintain 
those reports pursuant to recordkeeping and reporting requirements of the Department of 
Health and Human Services. 
 
       E.   For hospital related facilities and domiciliary facilities, the step-down cost 
findings method must be applied to its allowable costs to ascertain the costs of the various 
services provided during the reporting period. 
 
III.  Allowable Costs 
 
Effective Date:  09/01/91  
       A.   Allowable Costs shall include all items of expense which providers must 
incur in the provision of routine services.  Routine services means the regular room, dietary 
and nursing services, minor medical and surgical supplies, and the use of equipment and 
facilities. 
 
   1. Management and Administrative Costs - Specific, al though not all 

inclusive, allowable management and administrative costs are set out 
in the Nursing Home Reimbursement Chapter (Chapter 22) of the 
Alabama Medicaid Agency Administrative Code.  All nursing 
facilities will be arrayed by the number of beds in the facility, and 
those operating costs deemed allowable by the Alabama Medicaid 
Agency for each provider will be separated into two groups, 75 beds 
or less and 76 beds and over. 

 
  2. Interest Expenses - For this expense to be allowable, it must be 

reasonable, necessary, and incurred strictly to satisfy a financial need 
directly related to patient care. Additionally, interest paid to a related 
party will not be characterized as allowable. 

 
3. Laundry Expenses - Allowable costs will be limited to the laundry 

costs which are ordinary and necessary to the operation of the nursing 
facility and will not include costs associated with the personal laundry 
of residents. The facilities will be reimbursed for personal laundry at a 
daily rate determined by the Agency.  This rate is determined by 
Medicaid by an analysis of laundry expenses and income to determine 
a net revenue.  The revenue is divided by total patient days. 

 
4. Travel Expenses - Travel expenses will be allowed as long as those 

costs are calculated in strict compliance with Alabama Medicaid 
Agency standards as set out in the Agency's Administrative Code. 

____________________________________________________________________________________ 
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  5. Property Costs - Those costs which are in accord with the standards 

established by the Alabama Medicaid Agency relating to property will 
be allowed.  A Fair Rental System, as outlined in Chapter 22 of the 
Alabama Medicaid Agency Administrative Code, will be used to 
reimburse property costs. 

 
6. Funding Qualified Retirement Plans - Cost of funding will be allowed 

for either a defined benefit plan or a defined contribution plan.  Any 
other plan may be considered by the Alabama Medicaid Agency on an 
individual basis in light of the standards and principles set by the 
Alabama Medicaid Agency. 

 
7. For nursing facilities which are part of hospitals, excessive allocations 

from the hospitals to the nursing home will be disregarded. 
 
      B. All allowable expenses will be examined to determine if costs are incurred 
from a related party in which case only the net costs to the related party will be allowed, and 
those net costs cannot exceed the fair market value of the goods or services. 
 
      C. All similar allowable costs will be categorized into one of four (4) groups, as 
follows: 
 
  1. Operating Costs - Administrative costs including medical records consultant. 
 

2. Direct Patient Care Costs - Nursing services costs, raw foods, medical 
director, nursing consultant, pharmacy consultant, and dental consultant. 

 
3. Indirect Patient Care Costs - Costs other than operating cost, direct 

patient care costs, and property costs such as:  Plant operations, 
dietary (minus raw foods), laundry (less costs associated with patient 
personal laundry), activities, social services, housekeeping, beauty 
and barber (if provided free of charge by the facility), dietary 
consultant, and social services consultant. 

 
4. Property Costs - Gross asset value, as defined in Chapter 22, of land, 

buildings, and equipment reduced by outstanding mortgage debt.  
Interest expense, property taxes, and property insurance are also in-
cluded. 

 
Effective Date:  10/01/90 
      D.   Total costs as reported will be offset by certain income items or receipts of 
the facility, as more fully described within published Regulations. 
 
____________________________________________________________________________________ 
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Effective Date 10/01/93 
      E.   Effective October 1, 1990, rates to nursing facilities took into account the costs of 
nursing facility's compliance with the requirements of §1919(b) (other than paragraph (3)(F) thereof), 
(C) and (d) of the Social Security Act. 
 
   1.  For the period beginning October 1, 1990, nursing facilities were permitted to budget 
estimated costs of compliance with OBRA 87.  Each facility submitted a budget for the estimated annual 
cost for each position to be filled because of OBRA 87 requirements.  Funding would be made available 
to cover the costs of services required to attain or maintain the highest practicable physical, mental, and 
psychosocial well-being of each resident.  Additional health care staff was authorized as outlined below:  
           
              1 RN per 50 Residents for assessments 
              1 LPN per Facility for rehab nursing 
              1 Qualified Social Worker for facilities of 120 beds and larger 
              1 Activities person per 60 Residents 
  
              Change staffing ratios for nurse aides: 
 
                SHIFT           FROM          TO 
             
                7 - 3          1 - 10       1 - 6 
                3 - 11         1 - 15       1 - 10 
               11 - 7          1 - 25       1 - 20 
   
Quarterly, beginning October 1, 1990, through April 1, 1991, each facility submitted a hiring form 
reporting the annual salary of actual staff, as authorized in approved budgets, hired that quarter.  Such 
costs per day were added to the existing per diem rates outside the ceiling limitation.  We estimated the 
average cost of those budgeted costs to be approximately $5.44 per day. 
  

2.  Effective September 1, 1991, a new reimbursement methodology was implemented to provide 
for maintaining the highest practicable physical, mental, and psychosocial well-being of each resident.  
Estimated OBRA 87 costs based on the above staffing requirement were added to the per diem rates and 
were considered in setting ceiling limitations. 
 
 
 
 
 
 
 
 
____________________________________________________________________________________ 
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 3.  Effective January 1, 1992, nursing home reform costs were included in establishing the per 
diem rates and were included in setting ceiling limitations.  This was done by taking the reported nursing 
home reform expenses in the June 30, 1991, cost report and adding, as a budget figure, the difference 
between nursing home reform expenses in the cost report and the dollar amount authorized on the 
October 1, 1990, budget form. Effective with the June 30, 1992 cost reports, and continuing forward, the 
cost of nursing home reform will be included in with all nursing facility allowable costs. 
  
Effective Date 10/01/90 
IV.   Audits and Rate Computation 
 
      A.   Nursing facilities will be audited by members of the Audit Staff of the Alabama Medicaid 
Agency or outside auditors, to insure that reimbursement is made only for allowable costs, as detailed in 
Section B. 
 

  1.  A desk review and analysis is made on data submitted on each  
          uniform cost report.  The analysis consists of a complete review of historical costs and an examination 

of costs for the reporting period as set out in the report.  Subsequent to the desk review and analysis of 
all submitted cost reports, a payment rate is established for each facility.  This rate is subject to 
adjustment resulting from an in-depth audit of that facility's records. 
 

 2.  The Alabama Medicaid Agency will conduct analyses of the uniform cost reports by 
January 1 of each year for those reports covering the reporting period ending the previous June 30 to 
verify that a complete cost report has been filed by each facility and to verify that it has properly 
detailed the costs for which it is seeking reimbursement. 
 
Effective Date 10/01/98 
  3.  Each nursing facility will be audited as necessary by an in-depth, on-site audit.  Unless a 
waiver is specifically granted by the Alabama Medicaid Agency, all records which substantiate the 
information reflected in the cost report(s) being audited are to be made available at the facility, and 
Alabama Medicaid Agency's audit staff is to           be provided adequate facilities and privacy to 
conduct the audit. 
 
 
 
 
 
 
 
 
 
 
____________________________________________________________________________________ 
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 4.  Subsequent to an audit of a facility, a final report of audit will be forwarded to the 
facility and certain disallowances of costs as reported on the cost report may be necessitated by 
the findings of the audit staff, resulting in a change of the per diem reimbursement rate.  It is also 
possible that an audit may obviate underpayments 
by the Alabama Medicaid Agency to the provider, both situations resulting in the need to either 
recoup from or pay to the provider any over or underpayments due. 
 
           5.  This settlement will be achieved in either event by a lump sum payment from the 
party underpaying (Alabama Medicaid Agency or being overpaid (the provider), and an 
adjustment in the per diem rate. 
 
          6.  Prior to collection of any amount due the Alabama Medicaid Agency as a result of 
disallowances contained in the final report of audit, the facility will be given thirty (30) days to contest 
Alabama Medicaid Agency's findings and to request an informal conference to present its position.  
Subsequent to any informal conference, an administrator who feels the results of the informal 
conference are adverse to his facility may request a fair hearing in writing within fifteen (15) days of 
Alabama Medicaid      Agency's mailing its determination on the issues presented at the informal 
conference.  All fair hearings are conducted in accordance with Alabama Medicaid Agency regulations 
governing fair hearings.  The Alabama Medicaid Agency will account for overpayments found in audits 
on the quarterly statement of expenditures no later than sixty (60) days after the overpayment was found. 
 

 7.  Nursing Facilities will be reimbursed on a reasonable cost-related basis, and payments will 
be based on the lower of the facility's billing rate or maximum reimbursement rate or the facility's usual 
and customary charge to the general public for the same range of services minus applicable patient 
income. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
____________________________________________________________________________________ 
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Effective Date 01/16/2012 

8.   For reimbursement, all nursing facility providers will be  grouped into three (3) 
functional categories:  NF, NF/IMD, and NF/IDD.  All similar allowable costs will be  

                  categorized into one of four (4) groups:  operating costs, direct patient care cost, indirect patient  
                  care cost, and property cost.  NF/IMD and NF/IDD facilities will be exempt from all ceilings. 

 
  (a) Operating Costs - The ceiling for operating costs will be at the median 

cost per patient day plus 5% for each of the two bed size groupings.  Actual allowable reported 
                  cost per patient day up to the ceiling will be used to establish the rates. 

 
                  The allowable management and administrative cost for each facility will be divided by reported 

patient days.  All nursing facilities will be grouped by the number of beds in the facility and the 
operating costs for each facility will be separated into two bed size groupings, 75 beds or less  

                  and 76 beds and over.  Each grouping will be arrayed by the cost per patient day.  The median  
                  plus 5 percent will be determined for each grouping that will be the ceiling.  This ceiling, or  
                  actual cost, whichever is less will be used for each provider’s rate computation. 

                  Ceilings are determined annually based upon allowable cost submitted in the Alabama Medicaid 
Nursing Home cost reports ending June 30th of each year. 

 (b) Direct Patient Care Cost - The ceiling for the direct patient care costs is 
the median cost per patient day plus 10%.  Actual allowable reported cost per patient day plus 
11% not to exceed the established ceiling plus 11% will be used to establish the rates. 

                  Direct care costs, consisting of nursing services, raw foods, medical director, nursing consultant, 
pharmacy consultant and dental consultant for each facility will be divided by reported patient 
days.  These costs per patient day will be arrayed and the ceiling for the direct patient care cost 
center will be the median cost per patient day plus 10 percent.  The provider’s actual allowable 
reported cost per patient day plus 11 percent not to exceed the established ceiling plus 11 percent 
whichever is less will be used for each provider’s rate computation. 

                  Ceilings are determined annually based upon allowable cost submitted in the Alabama Medicaid 
Nursing Home cost reports ending June 30th of each year. 

 (c)   Indirect Patient Care Cost - The ceiling for indirect patient care cost is 
the median cost per patient day plus 10%.  Actual allowable reported cost per patient day plus 
50% of the difference between reported cost and the ceiling up to the ceiling amount will be used 
to established rates. 

 Costs for plant operations, dietary (minus raw foods), laundry (less costs associated with 
patient personal laundry), activities, social services, housekeeping, beauty and barber (if 
provided free of charge), dietary consultant, social services consultant, and other allowable costs,  
____________________________________________________________________________________        
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__________________________________________________________________________________________ 
TN No. AL-20-0015  
Supersedes                         Approval Date_______    Effective Date 10/01/20 
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will be divided by reported patients days.  These costs per patient day will be arrayed and a median cost 
per patient day will be determined.  The ceiling for indirect patient care costs is the median cost per 
patient day plus 10 percent.  The providers actual allowable reported cost per patient day plus 50 percent 
of the difference between actual allowable cost and the established ceiling up to the ceiling amount, will 
be used for each provider’s rate computation. 

Ceilings are determined annually based upon allowable cost submitted in the Alabama Medicaid Nursing 
Home cost reports ending June 30th of each year. 

(d) Property Cost - Property costs will be reimbursed under a fair rental system as set out in
the Nursing Facility Reimbursement Chapter (Chapter 22) of the Alabama Medicaid Agency 
Administrative Code.  Facilities categorized as NF/IMD will be reimbursed a usage allowance of 2% for 
building values and 6 2/3% for equipment instead of the fair rental. 

                                                     Current Asset Values (CAV) for Nursing Homes are based upon historical data rebased annually using 
Marshall Swift Evaluation.  Effective October 1, 2020, the CAV will be increased by 41.03% due to 
increased costs of Nursing Homes. Allowable interest expense, property taxes and property insurance 
are determined from the annual Alabama Medicaid Nursing Home cost report ending June 30th of each 
year or the latest available cost report. 

(e) Reimbursement will be the sum of these cost groupings as adjusted under the
provisions of Chapter 22 of the Alabama Medicaid Agency Administrative Code. 

Allowable cost is determined based upon the annual Alabama Medicaid Nursing Home cost report 
ending June 30th of each year of the latest available cost report.  

4/13/21
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 Effective Date:  10/01/90 
     
  9.   The on-site audits conducted in accordance with generally accepted auditing 
standards will result in an audit report which will contain the auditor's opinion as to whether, in 
all material respects, the uniform cost report includes only expense items allowable under the 
Alabama State Plan, as detailed under Section III of this attachment, and that the expense items 
included are accurately determined, attributed, and are reasonable. These audit reports shall be 
kept by the Alabama Medicaid Agency for at least three (3) years following the date of 
submission of such reports, and will be maintained pursuant to the record keeping and reporting 
requirements of 42 CFR §431.16. 
 
      B.  Alabama has determined that the payment rates resulting from the Alabama Medicaid 
Agency methods and standards are at least equal to the level at which the State calculates a 
facility can be economically and efficiently operated. 
 
      C.  Payment rates to SNF's and ICF's are determined prospectively with an annual 
recalculation of applicable rates.  Alabama does not, however, adjust the per diem 
reimbursement rates to a nursing home provider based on service deficiencies or quality of 
service. 
 
V.    Payment Assurances and Payment Limitations 
 
      A.  The State will pay each provider of nursing care services, who furnishes services in 
accordance with the provisions of the State Plan, the amount determined for services furnished 
under said Plan. 
 
      B.  State payments made pursuant to the State Plan for nursing facilities shall not exceed 
the general payment limits established by the United States Congress and implemented through 
Agency regulations, when such limits are established by the Secretary of Health and Human 
Services.  These payments shall under no circumstances exceed the facility's customary charges 
to the general public for services. 
 
      C.  It is a primary intent that payments made in accordance with the methods, provisions, 
and standards of the Alabama Medicaid Agency Nursing Facility Reimbursement chapter of the 
Agency's Administrative Code will serve to ensure the participation of a sufficient number of 
providers of services in the program so that medical care and services included in the State Plan 
are available to eligible persons at least to the extent that they are available to the general public. 
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D. The Alabama Medicaid Agency will pay nursing facilities a supplemental fee-for-
service payment for care provided to ventilator-dependent residents who are eligible for 
Medicaid benefits. 

 
The nursing facility and the ventilator-dependent/tracheostomy resident must meet 

specific requirements established by the Medicaid Agency. 
 
The nursing facility must meet and comply with the following in order to be considered 

to receive the supplemental fee for ventilator-dependent/tracheostomy residents: 
• Comply with all of the State and federal requirements governing nursing facilities, 

including physical and life safety requirements 
• Ensure that an RN or LPN has primary responsibility for the unit 
• Ensure that in-house respiratory services are provided by a licensed Respiratory 

Therapist 24 hours per day 
• Provide a program of initial training and ongoing in-service training for direct care 

staff 
• Ensure that physician visits are conducted in accordance with federal regulations 

for nursing facilities 
• Not accept a ventilator-dependent and/or qualified tracheostomy resident if any of 

the following situations exist: 
o Termination of the NF’s Medicaid certification is imminent; or 
o The NF is a Special Focus Facility, under review by CMS, or the State Survey 

Agency, or the Alabama Medicaid Agency. 
 must meet specific requirements established by the Medicaid Agency. 
 
 The nursing facility will be reimbursed the daily per diem rate determined for the 

nursing facility plus an additional daily payment for the ventilator-dependent/tracheostomy 
resident. 

 
 The supplemental fee-for-service payment will be $120.00 and indexed annually in 

accordance with the cost of living increases based upon the economic indicators as published by 
Data Resources, Inc. (DRI) for the Department of Health and Human Services. 
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E. Providers who participate in the program shall accept as payment in full, those 

amounts paid to them in accordance with the State Plan. 
 
VI. Compliance with Provisions, Methods and Standards 
 
 In order to assure compliance with its regulations, the Alabama Medicaid Agency has 
established certain penalties which may be assessed at its discretion, the details of which are 
fully set out in the Agency Administrative Code. 
 
VII. Miscellaneous 
 
 A. The Alabama Medicaid Agency will utilize appropriate methods of notifying the 
public concerning proposed, substantial changes in methods and/or standards, and prior to the 
implementation of any substantial change in methods and/or standards, the public will have an 
opportunity to review and comment on the proposed changes. 
 B. Detailed information regarding the reimbursement methodology and related matters 
appears in Chapter 22 of the Alabama Medicaid Agency Administrative Code. 
 C. The regulations of the Alabama Medicaid Agency are implemented under the 
provisions of the Administrative Procedures Act. Through this process, the agency must publish 
its intent to make any changes in the reimbursement methodology.  Copies of the methodology 
and data used to establish per diem rates may be obtained by the public upon written request and 
payment of a reproducing fee. 
 
Effective Date:   5/01/02 
 D. In order to provide services to Alabama Medicaid recipients when there is no 
Alabama nursing facility with a suitable bed available that meets the medical needs of the 
recipient, the Agency may contract with out-of-state facilities at the other states’ Medicaid 
reimbursement rate.  The Agency will only make a placement of an Alabama Medicaid recipient 
into an out-of-state facility if (1) no Alabama nursing facility bed is available that meets the 
medical needs of the recipient, (2) in-state alternatives for providing services have been 
exhausted, and (3) prior approval for placement into an out-of-state facility is sought through the 
Agency.  If the Agency determines based upon the prior approval process to make a placement 
of the Alabama Medicaid recipient into an out-of-state nursing facility as described in 42 CFR 
435.403(e) the recipient will remain an Alabama resident.  Once an Alabama nursing facility bed 
meeting the medical needs of the recipient is available, the recipient must return to Alabama to 
remain eligible for Alabama Medicaid. 
 
   Alabama will contract with out-of-state nursing facilities on an as needed basis.  
Alabama will use the out-of-state facility’s survey conducted by its survey and certification 
agency.  No year-end Alabama Medicaid nursing facility cost report will be required from the 
contracting out-of-state facility nor will there be any requirement for Alabama conducted 
periodic audits. 
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Effective Date:  10/01/20 

E. A Quality Incentive Add-on payment will be distributed to nursing homes annually.

Quality Incentive Component 
For each measure, a provider is awarded points.  The points are adjusted based on provider total Medicaid 
patient days and the resulting adjusted point value is used to determine a provider’s portion of Quality Incentive 
funds. 

Process Measures 
For each process measure, each provider will be ranked and points will be awarded based on the percentage in 
which the provider scores in relation to the national average for the measure.  For each rate period, the process 
measures will be calculated using the most recent four quarter average from the MDS Quality Measures from 
the Nursing Home Compare datasets provided by the Centers for Medicare and Medicaid Services as of July 1 
of the year in which the rate period begins. 

1. Percentage of long-stay residents assessed and appropriately given the seasonal influenza vaccine
2. Percentage of long-stay residents assessed and appropriately given the seasonal pneumococcal

vaccine
3. Percentage of long-stay residents who received an antipsychotic medication

Outcome Measures 
For each outcome measure, each provider will be ranked and points will be awarded based on the percentage in 
which the provider scores in relation to the national average for the measure.  For each rate period, the outcome 
measures will be calculated using the most recent four quarter average from the MDS Quality Measures from 
the Nursing Home Compare datasets provided by the Centers for Medicare and Medicaid Services as of July 1 
of the year in which the rate period begins.   

1. Percentage of long-stay residents who were physically restrained
2. Percentage of SNF residents with pressure ulcers that are new or worsened

The customer satisfaction process measure will be calculated as reported on the most recent Satisfaction Survey 
Summary Report as prepared by NRC Health.  The survey measure will evaluate the combined Resident and 
Family response to the “Willingness to Recommend” survey element. For Year One of the Quality Incentive the 
Agency will only evaluate the response rate of the combined Resident and Family surveys. Starting with Year 
Two the points will be based on actual survey results. 

Quality Incentive Add-Ons 
1. To be eligible for the Quality Incentive a facility must:

a. Accept Medicaid recipients;
b. Participated and completed the most recent Satisfaction Survey by NRC Health; and
c. Earned a minimum of four (4) points based on the below criteria.
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2. Points are awarded to a provider for each quality measure using the following criteria:

Process 
Measures 0.75 points 1 point 2 points 3 points 

Max Points 
Per Provider 

Flu Vaccine 
*10% year over year

improvement N/A N/A 
At or Above the 
National Average 3 

Pneumonia 
Vaccine 

*10% year over year
improvement N/A N/A 

At or Above the 
National Average 3 

Antipsychotic 
*10% year over year

improvement 

At or Above 
the National 

Average 

20% Above the 
National 
Average 

40% Above the 
National Average 3 

Outcome Measures 
0.75 points 1 point 2 points 3 points 

Max Points 
Per 

Provider 

Restraints 
*10% year over year

improvement N/A N/A 
At or Above the 

National Average 3 

Pressure Ulcers *10% year over year
improvement 

At or Above 
the National 

Average 

5% Above the 
National 
Average 

10% Above the 
National Average 3 

Customer 
Satisfaction –
Recommendation** N/A 

Improve 
TopBox 

Excellent 
score by 5- 
points from 

previous year. 

Exceed 
National 

Average for 
Top3Box 

Excellent, Very 
Good, Good 

Score 

Exceed National 
Average for 

TopBox Excellent 
Score 

3 

*Year over Year improvement is calculated as the change from the year preceding the current year to the current year
measurement. For Year One there will be no calculation for annual improvement as it will be considered the Baseline
Year performance.
**For Year One of the Quality Incentive the facility must achieve a combined response rate of thirty percent (30%) on the
Resident and Family surveys. If the response rate is achieved the Facility will receive three points. If the response rate is
not met, the facility will receive zero (0) points and would only be eligible for the Incentive if they achieve at least 4 points
in the other catergories.

3. Three Quarter points for year over year improvement are only awarded to providers who do not meet the criteria
to earn 1-3 points within the measure.

4. Providers must have a quality score of at least the four (4) points  to qualify for a quality incentive payment.
5. Participation in the Quality Incentive Add-On is voluntary and a facility has the option to opt out and not

participate.
6. The weighted provider score for each qualifying provider is calculated by multiplying the provider quality points

by the number of annualized Medicaid days as reported on the most recent June 30 cost report received by the
Alabama Medicaid Agency.  The payment per quality point is established by dividing the total quality budget by
the sum of all weighted provider scores.  The per diem quality incentive component is calculated by multiplying a
provider’s weighted quality score by the payment per quality point.
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STATE     ALABAMA 

 
METHODS/PROCEDURES FOR DETERMINING REIMBURSEMENT RATES FOR 

INTERMEDIATE CARE FACILITIES FOR THE MENTALLY RETARDED (ICF/MR) 
_____________________________________________________________________ 
 
 Effective Date:  10/12/88 
I.   Introduction 
 
       A.    The following sections summarize the methods and procedures used by the 
Alabama Medicaid Agency (hereinafter "Agency") in determining proper reimbursement to 
providers operating long term care facilities functionally classified as Intermediate Care 
Facilities for the Mentally Retarded. 
 
       B.    All reimbursement will be determined in compliance with generally accepted 
accounting principles, principles outlined in the State Plan, Medicare (Title XVIII) 
Retrospective Reasonable Cost Principles of Reimbursement, and principles and procedures 
promulgated by the Agency to provide reimbursement of provider costs which must be  
incurred by efficiently and economically operated ICF/MRs. The Agency may, in the  
absence of applicable procedures, standards, and provisions within published Regulations, 
apply certain reasonability standards to expenses for which reimbursement is sought, to 
determine whether reimbursement should be made.  The granting of variances to the Agency 
Reimbursement Principles will be discretionary with the Agency, based on the submission  
of substantiating documentation and convincing evidence by the provider that services can  
be provided in a more cost efficient manner if the variance is granted. 
 
       C.    Providers/Administrators are expected to conduct their business in an  
efficient and cost effective manner and to seek reimbursement only for those costs which  
must be incurred in the conduct of an economically and efficiently operated facility. 
 
       D.    The Agency will conduct desk reviews and on-site audits to insure that only 
allowable costs are allowed and reimbursed, and the Agency's previous failure to disallow  
costs shown in cost reports will not insure their continued allowance if these costs are  
identified as unallowable.  In addition, attempts by a provider to include costs previously 
disallowed by the Agency may result in additional investigation by the Agency or  
investigation by the Alabama Attorney General's Medicaid Fraud Control Unit. 
 
       E.    The Agency recognizes the impact of inflation on all costs associated with  
doing business and has taken this into account in initiating the application of an inflation 
index.  The inflation index shall be based upon the economic indicators as published by Data 
Resources, Inc. (DRI) for the Department of Health and Human Services.  The indicators  
shall be the Market Basket Index of 
 
____________________________________________________________________________________ 
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Operating Costs - Skilled Nursing Facility, which are published quarterly, whereas the 
Medicaid fiscal year for ICF/MR for cost reporting purposes ends on September 30.  
Therefore, the inflation index for the rate period will be the DRI Index for the twelve-month 
period ending on the calendar quarter for which the index has been published or made 
available at October 1st of each year. 
 
       This factor shall be used to inflate allowable historical operating costs 
(excluding salaries and wages for State owned facilities).  This factor shall not apply to 
depreciation, interest, lease payments, insurance, taxes or any other property costs. Salary 
increases shall be computed separately for state owned facilities.  Property costs will be 
computed separately, and projections on these items will be allowed if they are not 
prohibited or limited by other provisions of this plan. 
 
II.  Cost Finding and Cost Reporting Procedures 
 
       A.    All ICF/MR facilities are required to report costs for the twelve months  
ending September 30th of each year. 
 
       B.    All ICF/MR facilities are required to detail their costs for the entire reporting 
year, or for the period of participation in the plan, if less than the full reporting year, for 
allowable costs under the Alabama Plan.  These costs are recorded by the facility on the  
basis of generally accepted accounting principles and the accrual method of accounting.   
Cash basis accountability will be allowed only for those ICF/MR facilities operated by, or  
for, an agency of the Federal, State or county governments. 
 
       C.    All ICF/MR facilities are required to report costs on the uniform cost report  
form provided by the State Agency.  All uniform cost reports must be filed with the State 
Agency within sixty (60) days of the close of the cost reporting year, unless an extension is 
authorized, or adequate justification is provided.  Failure to comply with the established  
deadline may result in the imposition of penalties against the facility. 
 
       D.    All nursing facilities are required to maintain financial and statistical records  
for each cost reporting year, which are accurate and in sufficient detail to substantiate the  
cost data reported for a period of at least three years, plus the current year, following the  
date of submission of the cost report form to the State Agency.  These records must be made 
available upon demand to representatives of the State Agency or the United States  
Department of Health and Human Services. 
 
       E.    The State Agency shall retain all uniform cost reports submitted in  
accordance with paragraph "C" above for a period of three years, plus the current year,  
following the date of submission of such reports and will maintain those reports pursuant to the 
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record keeping and reporting requirements of the Department of Health and Human Services. 
 
III. Allowable Costs 
 
      A.   The following items of expense are allowable costs under the Plan: 
 

  1.   All items of expense which providers must incur in meeting certification 
standards, to include costs involved in meeting the definition of intermediate care facility 
for the mentally retarded as contained in the Social Security Act or H&HS publications, 
costs to comply with the standards prescribed by the Secretary of Health and Human 
Services, costs to comply with the standards established by the State Agency responsible 
for establishing and maintaining health standards under the authority of 42 CFR §442.400 
and costs to comply with any other requirements for licensing under State law.  Some 
cost center limitations are detailed in Chapter 42 of the Alabama Medicaid 
Administrative Code. 
 

 2.   Allowable costs include reasonable costs of providing quality care.   
          Implicit in the intention that reasonable costs be paid is the expectation that the provider  
          seeks to minimize its costs and that its costs do not exceed what a prudent and cost  
          conscious buyer pays for a given item of service or product.  If costs are determined to  
          exceed the level that such buyers incur, in the absence of clear evidence that the higher costs  
          were unavoidable, the excess costs are not allowable costs.  Costs related to resident care  
          include all necessary and proper costs involved in developing and maintaining the operation  
          of resident care facilities and activities.  Necessary and proper costs related to resident care  
         are usually costs which are common and accepted occurrences of similar providers.  They  
         include such costs as property costs, resident care costs, maintenance costs, administrative  
         costs, etc. 

 
 3.   An allowance for return on equity capital for proprietary providers is 
also provided.  This rate of return shall be equal to the average of the rate of the Federal 
Hospital Insurance Trust Fund for the twelve-month period ending September 30th of 
each cost reporting year. 
 
Effective Date:  03/01/96 

 4.   Depreciation will be an allowable cost for non-governmental providers.  In lieu of 
depreciation for the use of buildings and improvements, State and local units of government will  

          be compensated  through use allowance.  A use allowance for buildings and improvements may be 
computed at an annual rate not exceeding two percent of acquisition cost. 
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           Major movable equipment for State owned and operated local units  
will be depreciated. 
 
Effective Date:  10/01/92  
 5.   Interest Expenses - For this expense to be allowable, it must be  
reasonable, necessary, and incurred strictly to satisfy a financial need directly related to  
patient care.  Additionally, interest paid to a related party will not be characterized as  
allowable. 
 
 6.   Bad debts of patients and charity and courtesy allowances shall not be  
included in allowable costs. 
 

 7.   Costs applicable to services, facilities, and supplies furnished to a  
          provider by organizations related to a provider by common ownership or control shall not  
          exceed the lower of the cost to the related organization or the price of comparable items 
          purchased elsewhere.  Providers shall identify such related organizations and costs in their  
          cost reports. 

 
 8.   A multiple-facility complex which has an ICF/MR and other  
          components, such as a hospital, must establish separate cost entities to insure an equitable  
          distribution of indirect costs to all cost centers.  This allocation method must be approved by  
          the Alabama Medicaid Agency and any excessive allocation to the ICF/MR facility will be  
          disregarded. 

 
    B.   Audits and Rate Computation 
 
       Description of State's Procedures for Audits - General: ICF/MR facilities will 
be audited by members of the audit staff of the Alabama Medicaid Agency or by an 
independent audit firm to ensure that reimbursement is being made only for allowable costs. 
 

   1.   A desk review and analysis is made on data presented in the Uniform 
Cost Report.  This analysis consists of a review of historical costs and an evaluation of 
budgeted changes.  A payment rate is established based on this analysis and this payment rate 
is subject to modification, based on findings disclosed by a subsequent in-depth audit. 
 
    The standards, desk review, and on-site audits will be sufficient to 
ensure that only expense items allowable under the Alabama Plan are included in the 
facility's Uniform Cost Report and that the expense items included are accurately 
determined and attributed and are reasonable. 
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   2.   The State Agency will conduct analyses of the Uniform Cost reports  
 by January 1st of each year of the reports submitted for the reporting year ending the  
 previous September 30th to verify that the facility has complied with paragraphs (1) and (2)  
 above in Section A. 

 
   3.   When certain budgeted data presented in the cost report appears to be    
      disproportionate to the historical costs or to prevailing conditions in other facilities,  
 additional analysis or audit is performed before a rate is established. 

 
   4.   An in-depth, on-site audit of each facility will be conducted as  
           necessary.  The audit standards set forth in Health Insurance Manual (HIM-18) will govern  
           the audit procedures, along with the more specific guidelines established in the Alabama  
           Medicaid Audit Guide for ICF/MRs.  Financial records and other pertinent documents will  
           be closely analyzed.  These on-site audits will be conducted in accordance with generally  
           accepted auditing standards and will be sufficiently comprehensive in scope to determine  
 that only proper items of cost were included in the Uniform Cost Report and complies with  
 paragraph (B)(1) above. 

 
   5.   The on-site audits conducted in accordance with paragraph (B)(4)  
 above shall produce an audit report, which shall meet generally accepted auditing standards 
 and shall declare the auditor's opinion as to whether, in all material respects, the Uniform  
 Cost Report includes only expense items allowable under the Alabama Plan, and that the  
 expense items included are accurately determined and attributed, and are reasonable.  These  
 audit reports shall be kept by the State Agency for at least three years following the date of   
                   submission of such reports, and will be maintained pursuant to the record keeping and  
 reporting requirements of the Department of Health and Human Services. 

 
   6.   Subsequent to an audit of a facility, a Report of Audit will be  
 forwarded to the facility.  Certain disallowances of costs as reported on the cost report may  
 be necessitated by the findings of the audit staff, resulting in a change of the per diem   
 reimbursement rate.  It is also possible that an audit may obviate underpayments by  
 Medicaid to the provider, both situations resulting in the need to either recoup from or pay to  
 the provider any over or underpayments due. 

 
   7.   This settlement will be achieved in either event by a lump sum payment from the   
 party underpaying (Alabama Medicaid 
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     Agency) or being overpaid (the provider), and an adjustment in the per diem rate. 
 

   8.   Prior to collection of any amount due the Alabama Medicaid Agency  
 as a result of disallowances contained in the final report of audit, the facility will be given  
 thirty (30) days to contest Medicaid's findings and to request an informal conference to   
 present its position.  Subsequent to any informal conference, an administrator who feels   
 the results of the informal conference are adverse to his facility may request a fair hearing   
 in writing within fifteen (15) days of Medicaid's mailing its determination on the issues  
 presented at the informal conference.  All fair hearings are conducted in accordance with  
 Alabama Medicaid Agency rules governing fair hearings. 

  
   9.   Payment rates to ICF/MRs are determined prospectively and are   
 redetermined annually effective with rates established after the first cost reporting year. 

 
   Effective Date:  10/01/93 
       10.  ICF/MRs will be reimbursed on a reasonable cost-related basis and 

payments will be based upon the lower of the facility's billing rate or maximum 
reimbursement rate or the facility's usual and customary charge to the general public for 
the same range of services minus applicable patient income.  In the above statement, the 
billing rate is equal to the rate determined using the following methodology: 

 
            (a)  Net reported costs (Schedule B, Column 5 of the cost report)  
shall be adjusted for cost recovery items, unallowable cost and excess administrative costs. 
 
            (b)  Costs as adjusted in (a) above (less any property cost) Shall be 
separated into Salaries and other cost.  The other cost will be multiplied by the Medicaid 
inflation index to calculate a budgeted increase in other expense. To determine a projected 
increase in salaries, the amount or % increase specified by the provider shall be used. 
 
       (c)  Budgeted increases/decreases (rent, depreciation, interest,  
major repairs) shall be calculated using as a basis data supplied by the provider. 
 
Effective Date: 03/01/96 
       (d)   In lieu of depreciation for buildings and improvements, a use 
allowance shall be determined for governmental entities.  Major movable equipment for  
governmental entities will be depreciated (see Appendix A). 
 
Effective Date:  10/01/93 
       (e)  The allowable equity capital will be multiplied by the  
             percentage rate of return specified in Rule No. 
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560-X-42-.13 and the product will be the allowance for Return on Equity Capital.  (This  
allowance applies to proprietary providers only.) 
             
        (f)  The sum of the amounts as determined in (a) - (e) above shall  
be divided by total patient days as reported by the provider.  The resulting average cost per  
day will be arrayed within each of the two functional groupings of facilities.  The number of 
facilities in each grouping will be multiplied by 90% to determine the position of the facility  
that represents the 90th percentile.  If the 90th percentile does not fall on a whole number,  
the Agency will round up or down to the nearest whole number.  If the number falls on .0 to  
.49, we will round down.  If the number falls on .50 or higher, we will round up.  Counting  
from the bottom of the arrayment (upward) that facility's cost in each grouping will be the  
ceiling reimbursement rate for all costs of the homes within that functional class.  
     
 
       (g)  The ICF/MR facilities are considered a separate class under  
the Alabama Long Term Care Program.  Within this class are two groupings of facilities: 
 
               (1)  Institutionally based, larger than fifteen (15) beds 
 
                  (2)  Institutionally based, with at least four (4), but no more than fifteen 
(15) beds 
 
                                     Within each of these facility groupings, the maximum 
reimbursement rate per day for a particular facility is the maximum reimbursement (as 
determined in (f) above) for the category in which the facility is assigned. 
 
        (h)  Once the percentile ceilings have been established for a  
calendar year, they will be final and not normally subject to revision or adjustment during  
the year.  Since the ceiling rates are based on information contained in the cost reports, it is  
to the benefit of each provider to insure that the provider's information is correct and  
accurate.  If obvious errors are detected during the desk audit/review process, providers will  
be given an opportunity to submit corrected data. 
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            (i)  Finally, if a change in ownership or level of care or number of  
    beds licensed has occurred, a facility may project the costs which are then divided by the  
             projected total inpatient days. 
 
        (j)  The monthly rate is computed by multiplying the per diem rate  
    by 30.42 days.  This rate is valid for patients in the facility for a full month.  For  
             partial month coverage, the per diem rate is multiplied times the number of days. 
 
IV.  Payment Rates Resulting from Methods and Standards 
 
      Alabama has determined that the payment rates resulting from these methods and  
standards are at least equal to the level which the State reasonably expects to be adequate to  
reimburse the actual allowable costs of a facility that is economically and efficiently  
operated. 
 
V.  Payment Assurances and Payment Limitations 
 
      A.   The State will pay each provider of ICF/MR services, who furnishes the  
service in accordance with the requirements of the State Plan, the amount determined for  
services furnished by the provider under the Plan. 
 
      B.   State payments made pursuant to the State Plan for ICF/MR facilities shall  
not exceed the general payment limits established by the United States Congress and  
implemented through Agency regulations, when such limits are established by the Secretary  
of Health and Human Services.  These payments shall under no circumstances exceed the  
facility's customary charges to the general public for services. 
 
      C.   Payments made in accordance with methods and standards described in this  
attachment are designed to enlist participation of a sufficient number of providers of services  
in the program, so that eligible persons can receive the medical care and services included in  
the State Plan at least to the extent these are available to the general public. 
 
      D.   Alabama does not adjust rates based on service deficiencies or quality of  
service; no payment will be made for services rendered at an inappropriate level of care. 
 
      E.   Providers who participate in the program shall accept as payment in full those  
amounts paid to them in accordance with the State Plan. 
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VI.  Compliance with Provisions, Methods and Standards 
 
      In order to assure compliance with its regulations, the Alabama Medicaid Agency  
has established certain penalties which may be assessed at its discretion, the details of which  
are fully set out in the Agency Administrative Code. 
 
VII.  Miscellaneous 
 
     A.   The Alabama Medicaid Agency will utilize appropriate methods of notifying  
the public concerning proposed, substantial changes in methods and/or standards, and prior  
to the implementation of any substantial change in methods and/or standards, the public will  
have an opportunity to review and comment on the proposed changes. 
 
     B.   Detailed information regarding the reimbursement methodology and related  
matters appears in Chapter 42 of the Alabama Medicaid Agency Administrative Code. 
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Addendum to B. 10.(d) (Page 16) 
 
Depreciation will be computed using the American Hospital Association Estimated Useful  
Lives of Depreciable Hospital Assets.  Equipment that has been amortized through a use  
allowance will have its remaining book value determined and that value will be depreciated  
over its remaining useful life.  Should the remaining useful life be zero, the book value will  
be written off in the current year. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT  

 STATE OF ALABAMA  

DEFINITION OF A CLAIM  

 

Effective Date:  10/01/80  

Within the guidelines of 42 CFR 447.45(b), the definition of a claim for each of the  

several types of covered services provided recipients through the Alabama Medicaid Program is  

included in this attachment. In each of the definitions the term "claim form" is used. This does  

not limit the submission of claims to hardcopy. Submission of claims in any Medicaid prior  

approved method is acceptable. This could include magnetic tape, diskettes, or continuous form  

of billing.  

Effective Date: 10/01/14 

1. Inpatient Hospital Claim 

 

An inpatient Hospital Claim is a bill for all services provided a recipient by a provider  

and submitted for payment on an approved Medicaid claim for each in-hospital period in  

a calendar year. Except for children under the age of one, or under the age of six who are  

receiving medically necessary inpatient services in a hospital which has been designated  

by Medicaid as a disproportionate share hospital, or additional inpatient days that have  

been authorized for deliveries, or children who have been referred for treatment as the  

result of an EPSDT screening. For rate year beginning October 1, 2014, the 16 day 

reimbursement limit will no longer be effective. 

 

Effective Date: 10/01/11 

2. Outpatient Hospital Claim 

 

An Outpatient Hospital Claim is a bill for all services except physician charges provided a 

recipient by a provider and submitted for payment on an approved Medicaid claim for each 

visit, except for chemotherapy, physical or occupational,
 
and radiation therapy which may be 

span billed for services rendered during a calendar month. 
 

Effective Date: 07/01/87 

3. Rural Health Clinic Claim 

 

A Rural Health Clinic Claim is a bill for all services provided a recipient by a provider  

and submitted for payment on an approved Medicaid claim form for each encounter.  

 

_______________________________________________________________________________________ 
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Effective Date: 07/01/87  

4. Renal Dialysis Center Claim 

A Renal Dialysis Center Claim is a bill for all services provided a recipient by a provider 

and submitted for payment on an approved Medicaid claim form. A claim may be for 

each visit or span billed for services provided during a calendar month. 

 

Effective Date: 10/01/83 

5. Physicians Claim 

A Physician Claim is a bill for all services identified by procedure codes provided to a 

recipient over a period of time by a provider and submitted for payment on an approved 

Medicaid claim form.  

 

6. Laboratory Claim 

 

A Laboratory Claim is a bill for all services provided a recipient over a period of time by 

a provider and submitted for payment on an approved Medicaid claim form. 

 

7. X-ray Services Claim 

 

An X-ray Services Claim is a bill for all services provided a recipient over a period of 

time by a provider and submitted for payment on an approved Medicaid claim form. 

 

Effective Date: 10/01/83 

8. Home Health, Family Planning, Prenatal, Hearing Aid, EPSDT Claim 

 

A claim for each of these covered services will be a bill for all services provided a 

recipient by a provider and submitted for payment on an approved Medicaid claim form. 

 

Effective Date: 10/01/83 

9. Durable Medical Equipment/Supplier Claim 

 

A Durable Medical Equipment/Supplier Claim is a bill for item(s) by a procedure code, 

provided a recipient for one date or over a period of time by a provider and submitted 

for payment on an approved Medicaid claim form. 

 

10. Optometric Claim 

 

An Optometric Claim is a bill for services by a provider over a period of time for all 

procedures provided a recipient and submitted on an approved claim form. 

 

 

____________________________________________________________________________________ 
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11. Ambulance Service Claim 

 

An Ambulance Service Claim is a bill for all services provided to a recipient for one 

date of ambulance service by a provider and submitted for payment on an approved 

Medicaid claim form. 

 

Effective Date: 10/01/83 

12. Pharmacy Claim 

 

A pharmacy Claim is a bill for one prescription filled for a recipient by a pharmacy 

provider and submitted on an approved Medicaid Pharmacy Claim Form or any 

Medicaid Claim form.  

 

A medical claim which contains one or more injectable drug line items is deemed to be one 

drug claim, for administrative reimbursement purposes only.  

 

Effective Date: 10/01/83 

13. Dental Claim (EPSDT) 

 

An EPSDT related dental claim is a bill for all services identified by procedure code  

provided to a recipient over a period of time by a provider and submitted for payment on an 

approved Medicaid claim form.  

 

14. Group Claim 

A Group Claim is a claim for long term care services which lists each recipient as a line item 

for a period of service by a provider and is submitted for payment on an approved Medicaid 

claim form.  

 

15. Medicare Crossover Claim 

A Medicare Crossover Claim is a bill for services provided a recipient by a provider and  

submitted on an approved federal form containing an Alabama Medicaid Recipient  

Number, together with a copy of the explanation of Medicare benefits paid, with a copy  

of the explanation of Medicare benefits paid, including deductible and coinsurance paid.  

(With prior approval of Medicaid, the submission may be by tape-to-tape transfer.)  

 

 

 

____________________________________________________________________________________ 

TN No. AL-11-016  
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OMB NO: 0938-0193 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/ Territory: ALABAMA 

Requirements for Third Party Liability -
Identifying Liable Resources 

Automated data exchanges with the Department of Industrial Relations 
(SWICA and Workmen's Compensation) and the Department of Public 
Safety (Motor Vehicle) are performed quarterly . Employment data 
identified thru the SSA Wage and Earnings File and by IV-A is 
referred to the Third Party Liability (TPL) Section by the certify­
ing agency for Medicaid upon identification of same. Diagnosis and 
trauma code edits are performed on a monthly basis. 

TPL data received as a result of SWICA, SSA and IV-A data exchanges 
is incorporated into the Eligibility File and TPL data base within 
thirty days of receipt of verification of coverage. Health insur­
ance information identified by Medicaid certifying agencies during 
application and redetermination is incorporated into the Eligibility 
File and TPL data base by the TPL section within sixty days of 
receipt of verification of coverage . 

The data exchange with the Department of Public Safety identifies 
drivers and pedestrians only if an injury code is listed on the 
accident report. The data exchange produces a listing of matches 
which the TPL submits to the Department of Public Safety with a 
request for copies of each accident report. The accident reports 
are reviewed by the TPL staff within 30 days of receipt. If poten­
tial TPL is identified, a case file is established withi n 30 days of 
identification of TPL. Pertinent insurance information is document­
ed in the third party data base if there is a reasonable expectation 
that the carrier will pay future related medical expenses . 

Paid claims identified monthly through trauma and diagnosis code 
edits result in recipient questionnaires which are computer generat­
ed and mailed to the recipients within sixty days of the end of the 
month in which the claim is paid.' A follow-up letter is c omputer 
generated to the recipient sixty days after the initial letter if no 
reply is received. Recipient responses are reviewed upon receipt 
for probable third party liability and case files are established 
within sixty days of receipt of the recipient questionnaire if a 
determination of probable third party liability is made. Insurance 
information is added to the third party data base when there is a 
reasonable expectation that the carrier will pay future related 
medicals. 

TN No. AL-90-7 
Supersedes 
TN No. AL-87-23 

Approval Date : OS L~Zf-91 Effective Date:OS/ 01 / 90 



AL-08-003 
SUPPLEMENT TO 
ATTACHMENT 4.22-A 

ST ATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE LAWS REQUIRJNG THIRD PARTIES TO PROVIDE 
COVERAGE ELIGIBILITY AND CLAIMS DAT A 

1902(a)(25) The Medicaid agency assures that the State has in effect laws requiring 
third parties to provide the State with coverage eligibility and claims data 
under 1902(a)(25)(l) of the Act. 

TN No: AL-08-003 
Supersedes 
TN No: NEW 

Approval Date: 08/ J 8/08 

~i 

Effective Date: 08/0 I /2008 
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TN No.  AL-21-0009   

Supersedes Approval Date:  2/11/22 Effective Date:12/01/21 

TN No.  AL-90-7   
 

 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 

State/Territory:         ALABAMA         

 

Requirements for Third Party Liability – 

Payment of Claims 

 

The Medicaid Agency’s TPL program primarily functions as a cost avoidance system.  Claims 

for medical services, unless excluded by federal law, are cost-avoided when a third party liability 

policy exists with the Medicaid Agency’s claims payment system.  Claims paid prior to the 

identification and input of third party coverage into the claims payment system are pursued by a 

vendor for post-payment recovery. 

 

Provider compliance with third party billing requirements (42 CFR 433.139(b)(3)(ii)(C)): 

The State Plan as referenced herein requires providers to bill liable third party coverage.  When a 

probable third party coverage is established, the Medicaid Agency notifies the provider that the 

claim was cost-avoided due to the existence of TPL. TPL cost-avoided claims are identified with 

an Explanation of Benefit Code which provides the third party payer information on the 

provider’s Remittance Advice.  Exceptions to the cost-avoidance process: 

 claims as specified in 42 CFR 433.139(b)(3)(i), 

 when the pursuit of liable third party can result in harm to the beneficiary (Good Cause 

exemption under 42 CFR 433.147(c)(2)), 

 any approved cost-avoidance waiver.  

The Medicaid Agency will apply cost-avoidance procedures for prenatal services, including 

labor, delivery and postpartum care services. 

In accordance with 42 CFR 433.139(b)(3)(i), the Medicaid Agency will make payment without 

regard to potential TPL for pediatric preventive services and will seek recovery from the carrier, 

unless the state has made a determination related to cost-effectiveness and access to care that 

warrants cost-avoidance for 90 days.  If a provider has billed a third party for pediatric 

preventive services and has not received a response, the provider will be required to submit proof 

that at least 90 days has passed from the date of service before the Medicaid Agency will pay the 

claim.  

Where the third party liability is derived from a parent whose obligation to provide medical support 

is being enforced by the State Title IV-D Agency, providers will be required to bill the third party 

before filing Medicaid. If a provider has billed a third party and has not received payment, the 

provider will be required to submit proof that at least 100 days has passed from the date of service 

before the Medicaid Agency will pay the claim. 
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TN No.  AL-21-0009   

Supersedes Approval Date:  2/11/22 Effective Date:12/01/21 

TN No.  NEW   
 

Providers are monitored for compliance with insurance billing requirements through post payment 

recovery by a vendor.  If a report of prior payment to either the provider or insured person is 

received, the amount paid by the carrier is recouped from the provider.  

 

Third Party Collection Procedures to be Cost-Effective: 

The Medicaid Agency’s MMIS uses a $50 threshold in determining whether to seek recovery from 

a health insurance carrier for all except drug claims. Claims which do not exceed a paid amount of 

$50 are placed in an automated suspense file. The suspense file is read monthly to identify 

recipients whose accumulated claims exceed the threshold. Claims are carried on the suspense file 

for up to twelve months. The Medicaid Agency’s MMIS uses a $25 threshold for drug claims. 

Drug claims are accumulated monthly for submission to a third party. Accumulated claims which 

exceed a $25 paid amount are submitted to the third party carrier. 

 

The Medicaid Agency uses a $250 threshold for casualty recovery. Once a liable third party is 

identified, the entire recipient paid claims history is reviewed. If the accumulated total of paid 

claims related to the injury third party exceeds $250, recovery is sought from the liable third party. 
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ST ATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State!Territory: Alabama 

1906 of the Act State Method on Cost Effectiveness of Employer-Based Group 
Health Plans (Private Health Insurance Buy In - PHIBI) 

The State of Alabama will use two methods to determine the likely cost effectiveness of a 
group health plan : 

1. Cost effectiveness based on Average Expenditure Projection 

The likely cost effectiveness of a health insurance policy to Medicaid may be 
determined by comparing the cost of the premiums, deductibles, copayments, plus the 
administrative cost of analysis and processing by the state against the average Medicaid 
expenditure for a recipient in the recipient's eligibility classification for types of 
service(s) covered under the policy. The premium shall be paid even if the policy covers 
other non-Medicaid person(s), but only to the extent when the premium portion of the 
recipient cannot be paid separately from the non-covered person. 

2. Cost Effectiveness Based on Actual Expenditures 

The likely cost effectiveness of health insurance may be established by 
documentation of actual expenditures (Explanation of Benefits) from the insurer which, 
based on a recipient's existing condition, are likely to continue and that exceed the cost of 
the policy as described in paragraph 1. above for the period of anticipated Medicaid 
coverage. 

Methodology for Determining Cost Effectiveness of the Health Insurance Premium 
Payment Program (HIPP) 

The purpose of the Health Insurance Premium Payment Program (HIPP) is to identify 
Medicaid cases in which payment of employer related group health insurance premiums 
would be cost effective. 

TN No. AL-09-003 
Supersedes 
TN No. New 

\ 
l 

Approval Date: 09129109 Effective Date:08/01/09 
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In order to qualify for HIPP, a person must be eligible for and receiving Medicaid, 
participate in a group health insurance plan, and payment of the health insurance 
premium by the Alabama Medicaid Agency must be determined to be cost effective. 
The recipient or a person acting on the recipient's behalf shall cooperate in providing 

information necessary for the Agency to establish availability and the cost effectiveness 

of group health insurance. 

THIRD PARTY LIABILITY 

Once a person is determined eligible for HIPP, the insurance will be treated as a third 
party resource. The policy will be listed on our third party file. The group insurance will 
become the primary payer. Medicaid will provide for payment of items and services to 
Medicaid recipients under the State Plan that are not covered in the group health plan. 

COST EFFECTIVENESS 

Cost effectiveness means that Medicaid payments for certain services will probab1y be 
greater than the cost of paying the health insurance premiums for those services. When 
determ.ining if a health insurance plan is cost effective, the following data will be 

considered: 

• The cost of the insurance premium, coinsurance and deductibles 

• The category of services covered under the insurance plan, including exclusions 
for pre-existing conditions, etc. 

• The average anticipated Medicaid use, by coverage group, for person covered 
under the insurance plan 

• The specific health related circumstances of the person covered under the 
insurance plan 

COVERAGE OF NON-MEDICAID ELIGIBLE FAMILY MEMBERS 

When it is determined to be cost effective, the Agency will pay for health insurance 

premiums for Non-Medicaid eligible family members if a Non-Medicaid eligible fami1y 
member must be enrolled in the health insurance plan in order to obtain coverage for the 
Medicaid eligible family members. The needs of the person/persons not covered by 

TN No. AL-09-003 
Supersedes 
TN No. New 

Approval Date: 09/29/09 Effective Date:08/0l/09 
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Medicaid will not be taken into consideration in determining cost effectiveness. 
Payments of deductibles and coinsurance will not be made on behalf of family members 

who are not Medicaid eligible. 

EXCEPTIONS TO PAYMENT 

Health insurance premiums will not be paid under the following circumstances: 

• The insurance plan is that of an absent parent 

• The insurance plan is an indemnity policy which supplements the policyholder's 
income or pays only a predetermined amount for services covered under the 
policy (example: $50.00 per day for hospital services instead of 80 percent of the 
charge) 

• The insurance plan is a school plan offered on the basis of attendance or 
enrollment at the school 

• The person/persons covered under the plan are not Medicaid eligible on the date 
the decision regarding eligibility for HIPP is made. 

DUPLICATE POLICIES 

When more than one health insurance plan or policy is available to a recipient, the 
Agency will pay for the most cost effective plan. In a situation where a recipient is on 
Buy-in (the Agency is paying the cost of the Medicare Part A or Part B premiums), the 
cost of premiums for a Medicare supplemental insurance policy may be paid ifthe 

Agency determines it to be cost effective. 

DISCONTINUATION OF PREMIUM PAYMENTS 

When a recipient loses Medicaid eligibility, premiums payments will be discontinued as 

of the month of Medicaid ineligibility. When part of a household loses Medicaid 
eligibility, a review will be completed in order to determine whether or not payment or 

the health insurance premium continues to be cost effective. 

TN No. AL-09-003 
Supersedes 
TN No. New 

Approval Date: 09/29/09 Effective Date:08/01 /09 
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The effective date of premium payments for cost effective health insurance plans will be 
the month in which the plan is determined to become cost effective as long as all 

necessary requirements have been met (e.g., Cobra forms are on file with employer, HIPP 
application is on file with Third Party, etc.). 

REVIEW OF COST EFFECTIVENESS 

A redetermination of cost effectiveness will be completed at least every six months for 
employer related group health plans and annually for non-employer related group health 
plans. Also, redeterminations will be completed whenever a predetermined premium 
rate, deductible or coinsurance increases, a person covered under the policy loses full 
Medicaid eligibility or there is a decrease in services covered under the policy. 

TIME FRAMES FOR DETERMINING COST EFFECTIVENESS 

The Agency will determine cost effectiveness of the insurance plan and notify the 
recipient of the decision regarding payment of premiums within 45 days of the receipt of 
the HIPP application. Additional time may be granted when, for reasons beyond the 
control of the Agency or recipient, information needed to establish cost effectiveness 
cannot be obtained within the 45 day period. 

NOTICES 

An adequate notice shall be provided to the Medicaid recipient or person responsible for 
the recipient under the following circumstances: 

• To inform the recipient of the initial decision regarding cost effectiveness and 
premium payment 

• To inform the recipient that premium payments are being discontinued because 
Medicaid eligibility has been lost by all persons covered under the policy 

• To inform recipient that premium payments are being discontinued because the 

insurance plan is no longer available (e.g., employer drops insurance coverage or 
the insurance company terminates the policy) 

• To inform recipient that payment of premiums is being discontinued because the 
Agency has determined the policy is no longer cost effective. 

TN No. AL-09-003 
Supersedes 
TN No. New 

Approval Date: 09/29/09 Effective Date:08/0l/09 
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The Agency will be entitled to any rate refund made when the health insurance carrier 

determines a return of premiums to the policyholder is due, because of lower than 
anticipated claims for any period of time for which the Agency paid the premium. 

TN No. AL-09-003 
Supersedes 
TN No. New 

Approval Date: 09/29/09 Effective Date:08/01 /09 
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Stateff erritory Alabama 
~~- -~~~~~~~~-

Citation 
l 902(y)( 1 ), 
l 902(y)(2)(A) 
and Section 
l 902(y)(3) 
of the Act 
(P.L. 101-508, 
Section 4755(a)(2)) 

1902(y)( I )(A) 
of the Act 

l 902(y)(l )(B) 
of the Act-

l 902(y)(2)(A) 

TN No. 03-07 
Supersedes 
TN No. New 

Sanctions for Psychiatric Hospitals 
(a) The State assures that the requirements of Section 

I 902(y)(l ), Section l 902(y)(2)(A), and Section 

(b) 

(c) 

(d) 

I 902(y)(3) of the Act are met concerning sanctions 
for psychiatric hospitals that do not meet the 
requirements of participation when the hospital's 
deficiencies immediately jeopardize the healtha iia 
safety of its patients or do not immediately jeopardize 
the health and safety of its patients. 

The State terminates the hospital's participation 
under the State Plan when the State determines that 
the hospital does not meet the requirements for a 
psychiatric hospital and further finds that the hospital's 
deficiencies immediately jeopardize the health and 
safety of its patients. 

When the State determines that the hospital does not 
meet the requirements for a psychiatric hospital and 
further finds that the hospital's deficiencies do not 
immediately jeopardize the health and safety of its 
patients, the State may: 

1. terminate the hospit£11 's participation under the 
State Plan; or 

2. provide that no payment will be made under the State 
Plan with respect to any individual admitted 
to such hospital after the effective date of the finding; or 

3. terminate the hospital's participation under the 
State Plan and provide that no payment will be made 
under the State Plan with respect to any 
individual admitted to such hospital after the 
effective date of the finding. 

When the psychiatric hospital described in (c) above 
has not complied with the requirements for a 
psychiatric hospital within 3 months after the date 
the hospital is found to be out of compliance with 
such requirements, the State shall provide that no 
payment will be made under the State Plan with ---­
respect to any individual admitted to such hospital 
after the end of such 3-month period. 

_X_ The above standards are required but coverage is limited to 
Medicaid eligible recipients up to age 21. 

Approval Date 12123/03 Effective Date 09/0 l/03 
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Stateff erritory ___ Alabama ________ _ 

Citation 
l 902(y)( 1 ), 
I 902(y)(2)(A) 
and Section 
I 902(y)(3) 
of the Act 
(P.L ro 1-sos, 
Section 4755(a)(2)) 

I 902(y)( 1 )(A) 
of the Act 

l 902(y)( 1 )(B) 
... of the Act-

l 902(y)(2)(A) 

TN No. 03-07 
Supersedes 
TN No. New 

Sanctions for Psychiatric Hospitals 
(a) The State assures that the requirements of Section 

1902(y)(l), Section 1902(y)(2)(A), and Section 

(b) 

(c) 

(d) 

l 902(y)(3) of the Act are met concerning sanctions 
for psychiatric hospitals that do not meet the 
requirements of participation when the hospital's 
deficiencies immediately jeopardize-the health and ___ -
safety of its patients or do not immediately jeopardize 
the health and safety of its patients. 

The State terminates the hospital's participation 
under the State Plan when the State determines that 
the hospital does not meet the requirements for a 
psychiatric hospital and further finds that the hospital's 
deficiencies immediately jeopardize the health and 
safety of its patients. 

When the State determines that the hospital does not 
meet the requirements for a psychiatric hospital and 
further finds that the hospital's deficiencies do not 
immediately jeopardize the health and safety of its 
patients, the State may: 

1. terminate the hospit~l 's participation under the 
State Plan; or 

2. provide that no payment will be made under the State 
Plan with respect to any individual admitted 
to such hospital after the effective date of the finding; or 

3. terminate the hospital's participation under the 
State Plan and provide that no payment will be made 
under the State Plan with respect to any 
individual admitted to such hospital after the 
effective date of the finding. 

When the psychiatric hospital described in ( c) above 
bas not complied with the requirements for a 
psychiatric hospital within 3 months after the date 
the hospital is found to be out of compliance with 
such requirements, the State shall provide that no 
payment will be made under the State Plan with - -
respect to any individual admitted to such hospital 
after the end of such 3-month period. 

_X_ The above standards are required but coverage is limited to 
Medicaid eligible recipients up to age 21. 

Approval Date 12/23/03 Effective Date 09101103 
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State: Alabama 

(a) 

Sanctions for MCOs and PCCMs 

The State will monitor for violations that involve 
the actions and failure to act specified in 42 CFR 
Part 438 Subpart I and to implement the provisions 
in 42 CFR 438 Subpart I, in manner specified 
below: 

(b) The State uses the definition below of the threshold 
that would be met before an MCO is considered to 
have repeatedly committed violations of section 
l 903(m) and thus subject to imposition of 
temporary management: 

(c) The State's contracts with MCOs provide that 
payments provided for under the contract will be 
denied for new enrollees when, and for so long as, 
payment for those enrollees is denied by CMS 
under 42 CFR 438.730(e). 

Not applicable; the State does not contract 
with MCOs, or the State does not choose to 
impose intermediate sanctions on PCCMs. 

Approval Date 12/23/03 Effective Date 9/01103 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE: ALABAMA 

INCOME AND ELIGIBILITY VERIFICATION SYSTEM PROCEDURES 
REQUESTS TO OTHER STATE AGENCIES 

TN No. AL-86-16 
Super sec es 
TN No. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE: ALABAMA 

METHOD FOR ISSUANCE OF MEDICAID ELIGIBI LITY CARDS 
TO HOMELESS INDIVIDUALS 

1. SSI Recipients 

Monthly eligibility cards are forwarded to the address provided the Ala­
bama Medicaid Agency through the State Data Exchange (SOX) update tapes . 
When the local Social Security Office presents an SSI assistance check to 
an eligible individual reporting to the office, the recipient's name and 
the local Social Security Office postal box number is provided the main 
Social Security headquarters in Baltimore, Maryland. This information is 
then entered on the next SOX update tape for Alabama . The Medicaid eligi­
bility file (AMAES) is updated from the SOX tape with the appropriate 
Social Security Office address which is then imprinted on the Medicaid 
monthly eligibility card and forwarded to the local Social Security Office 
identified in the address. 

2. Non-SSI Recipients 

Monthly eligibility cards for programs administered by the Department of 
Human Resources may be forwarded to the OHR County office where the Medi­
caid recipient was certified eligible, or at recipient's choice the card 
will be mailed to a recipient's postal box or to the U.S . Post Office 
General Delivery Section indicated in the address . 

TN No . AL-87-14 
Supersedes Approval Date 11-30-87 Effective Date 07-01-87 
TN No . _______!!L_a _ 

HCFA ID: 1080P/0020P 



Revision: HCFA-PM-91-9 (MB) 
AL-91-40 
Attachment 4.34-A 
Page 1 
OMB No.: 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: ~A=L~A=B=A~M~A=-=--~~~~~~~~~~~~~~~ 

REQUIREMENTS FOR ADVANCE DIRECTIVES UNDER STATE PLANS 
FOR MEDICAL ASSISTANCE 

The following is a written description of the law of the State 
{whether statutory or as recognized by the courts of the State) Con­
cerning advance directives. If applicable, States should include 
definitions of living will, durable power of attorney for health 
care, durable power of attorney, witness requirements, special State 
limitations on living will declarations, proxy designation, process 
information and State forms, and identify whether State law allows 
for a health care provider or agent of the provider to object to the 
implementation of advance directives on the basis of conscience. 

YOUR RIGHT TO MAKE YOUR OWN DECISIONS ABOUT MEDICAL CARE 
(A summary of the law in Alabama) 

This document was prepared by the Alabama Department of Public 
Health, the Alabama Medicaid Agency, and the Alabama Attorney Gener­
al, with the assistance of health law experts throughout the state. 
It is provided to you in compliance with federal law. 

DECIDING FOR YOURSELF WHAT TREATMENTS YOU WANT 

---IF you are nineteen years of age or older, 

~--AND IF you are reasonably alert and mentally capable 
of understanding the consequences of your own decisions, 

THEN Alabama law allows you to stop hospitals, nursing homes, 
physicians, nurses, or other health care workers from performing a 
medical procedure or treatment on you against your wishes. This 
includes life-saving emergency treatments, life-sustaining treat­
ments, and the provision of food and liquids by artificial means. 
Examples of life-saving treatments include cardio-pulmonary resusci­
tation ("CPR") and cardiac defibrillation, which is a procedure 
where electric current is applied to your chest to stabilize your 
heartbeat. Examples of life-sustaining treatments include mechani­
cal ventilators to assist breathing and kidney dialysis. Other 
life-sustaining treatments include administration of food and liq­
uids, which may be done through a tube inserted in your nose and 
down your throat, or through a tube surgically placed directly into 
your stomach. 
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If you are 19 or older, the law says you have the right to decide about your medical care. 

If you are very sick or badly hurt, you may not be able to say what medical care you want. 

If you have an advance directive, your doctor and family will know what medical care you want if 
you are too sick or hurt to talk or make decisions. 

What is an advance directive? 

An advance directive is used to tell your doctor and family what kind of medical care you want if 
you are too sick or hurt to talk or make decisions. If you do not have one, certain members of your 
family will have to decide on your care. 

You must be at least 19 years old to set up an advance directive. You must be able to think clearly 
and make decisions for yourself when you set it up. You do not need a lawyer to set one up, but 
you may want to talk with a lawyer before you take this important step. Whether or not you have an 
advance directive, you have the same right to get the care you need. 

Types of advance directives 

In Alabama you can set up an Advance Directive for Health Care. The choices you have include: 

A living will is used to write down ahead of time what kind of care you do or do not want if you are 
too sick to speak for yourself 

A proxy can be part of a living will. You can pick a proxy to speak. for you and make the choices 
you would make if you could. If you pick a proxy, you should talk to that person ahead of time. Be 
sure that your proxy knows how you feel about different kinds of medical treatments. 

Another way to pick a proxy is to sign a durable power of attorney for health care. The person you 
pick does not need to be a lawyer. 

TN No. AL-99-06 
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You can choose to have any or all of these three advance directives: Living will, proxy and/or 
durable power of attorney for health care. 

Hospitals, home health agencies, hospices and nursing homes usually have forms you can fill out if 
you want to set up a living will, pick a proxy or set up a durable power of attorney for health care. 
If you have questions, you should ask your own lawyer or call your local Council on Aging for 
help. 

When you set up an advance directive 

Be sure and sign your name and write the date on any. form or paper you fill out. Talk to your 
family and doctor now so they will know and understand your choices. Give them a copy of what 
you have signed. If you go to the hospital, give a copy of your advance directive to the person who 
admits you to the hospital. 

What do I need to decide? 

You will need to decide if you want treatments or machines that will make you live longer even if 
you will never get better. An example of this is a machine that breathes for you. 

Some people do not want machines or treatments if they cannot get better. They may want food and 
water through a tube or pain medicine. With an advance directive, you decide what medical care 
you want. 

Talk to your doctor and family now 

The law says doctors, hospitals and nursing homes must do what you want or send you to another 
place that will. Before you set up an advance directive, talk to your doctor ahead of time. Find out 
if your doctor is willing to go along with your wishes. If your doctor does not feel he or she can 
carry out your wishes, you can ask to go to another doctor, hospital or nursing home. 

Once you decide on the care you want or do not want, talk to your family. Explain why you want 
the care you have decided on. Find out if they are willing to let your wishes be carried out. 

Family members do not always want to go along with an advance directive. This often happens 
when family members do not know about a patient's wishes ahead of time or if they are not sure 
about what has been decided. Talking with your family ahead of time can prevent this problem. 
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As long as you can speak for yourself, you can change your mind any time about what you have 
written down. If you make changes, tear up your old papers and give copies of any new forms or 
changes to everyone who needs to know. 

For help or more information: 

Alabama Commission on Aging 
Choice in Dying 

TN No. AL-99-06 
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1-800-243-5463 
1-800-989-9455 

Approval Date 10-18-1999 Effective Date 07-13-99 



Revision: HCFA-PM-95-4 (HSQB) 
JUNE 1995 

AL-95-20 
Attachment 4.35-A 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE/TERRITORY: ALABAMA 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Compliance for Nursing Facilities 

The State uses other factors described below to determine the seri­
ousness of deficiencies in addition to those described at 
§ 488. 404 ( b) ( 1) : 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE/TERRITORY: ALABAMA 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Compliance for Nursing Facilities 

Termination of Provider Agreement : Describe the criteria (as re­
quired at §l919(h)(2)(A) for applying the remedy. 

__lL Specified Remedy 

(Will use the criteria and 
notice requirements specified 
in the regulation . ) 
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AL-95-20 
Attachment 4 : 35-C 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE/TERRITORY: ALABAMA ---

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

-------~-----------~----------------"'---Enforcement of Compliance for Nursing Facilities 

---------- - - - - ---·--------·--- ·----··------------------

Temporary Management: Describe the criteria (as required at 
§1919(h)(2)(A) for applying the remedy. 

~ Specified Remedy 

(Will use the criteria and 
notice requirements specified 
in the regulation.) 
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AL-95-20 
Attachment 4.35-D 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE/TERRITORY: ALABAMA 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Compliance for Nursing Facilities 

Denial of Payment for New Admissions: Describe the criteria (as 
required at §1919(h)(2)(A) for applying the remedy . 

~X~ Specified Remedy 

(Will use the criteria and 
notice requirements specified 
in the regulation.) 

TN No. AL-95-20 
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AL-95-20 
Attachment 4.35-E 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE/TERRITORY: ALABAMA 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Compliance for Nursing Facilities 

Ci vi 1 Money Penalty: Describe. the criteria (as required at 
§1919(h)(2)(A) for applying the remedy. 

_X~ Specified Remedy 

(Will use the criteria ~nd 
notice requirements specified 
in the regulation.) 

Alternative Remedy 

(Describe the criteria and 
demonstrate that the alternative 
remedy is as effective in 
deterring non-compliance. 
Notice requirements are as 
specified in the regulations.) 

------------- ----------· 
TN No. AL-95-20 
Supersedes 

~ H Cf /J,TN No . ALJ_P- 7 

'/ 15/?~ ('I dJIJ 

Approval Date '3-.2~-f5" Effective Date 07-01-95 



Revision: HCFA - PM-95-4 (HSQB) 
JUNE 1995 

AL-95-20 
Attachment 4.35-F 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE/TERRITORY: ALABAMA 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Compliance for Nursing Facilities 

State Monitoring: Describe the criteria (as required at 
§1919(h)(2)(A) for applyinq the remedy. 

~X~ Specified Remedy 

(Will use the criteria and 
notice requirements specified 
in the regulation.) 

Alternative Remedy 

(Describe the criteria and 
demonstrate that the alternative 
remedy is as effective in 
deterring non-compliance. 
Notice requirements are as 
specified in the regulations.} 
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AL-95-20 
Attachment 4.35-G 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE/TERRITORY: ALABAMA 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Compliance for Nursing Facilities 

Transfer of residents; Transfer of residents with closure of facili-
1.Y.:.. Describe the criteria (as required at §1919(h)(2)(A) for apply­
ing the remedy. 

~X~ Specified Remedy 

(Will use the criteria and 
notice requirements specified 
in the regulation.) 
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AL-95-20 
Attachment 4.35-H 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE/TERRITORY: ALABAMA 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Compliance for Nursing Facilities 

Additional Remedies: Describe the criteria (as required at 
§1919(h)(2)(A) for applying the additional remedy. Include the 
enforcement category in which the remedy will be imposed (i.e., 
category 1, category 2, or category 3 as described at 42 CFR 
488. 408). 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/ Territory: Alabama 

DEFINITION OF SPECIALIZED SERVICES 

Definitions 

Specialized Services for Mental Illness - 24 Hour 
Inpatient Psychiatric Treatment including individualized 
comprehensive treatment planning by an interdisciplinary 
team under the direction/supervision of a QMHP and physician. 

Specialized Services for Mental Retardation -
Continuous, aggressive, and consistent training to assist 
an individual to maintain or improve the current level of 
functioning in order for the individual to function with as 
much self-determination and independence as possible and to 
potentially prevent or decrease regression of functioning. 
Spec ialized Services for MR include individualized planning 
by an interdisciplinary team under the direction/supervision 
of a QMPR to assist an individual to achieve or maintain optimal 
functioning. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/ Territory: Alabama 

CATEGORICAL DETERMINATIONS 

Upon Level I identification of one of the following conditions : 

l. Need for Convalescent Care of 120 days or less 
2. Terminal Illness with life expectancy of. 6 months 

or less 
3. Comatose 
4. Ventilator Dependent 
5. Functioning Only at Brain Stem Level 
6. Cerebellar Degeneration 
7. Advanced Amolytrophic Lateral Sclerosis 
8. Huntington's Disease 

and written certification by the attending physician of the above 
condition and that the NF applicant is not a danger to himself or 
others, the applicant may be admitted directly to a NF. 

If the NF applicant has been identified as having any Suspected 
Mental Illness or Mental Retardation/Related Conditions, a determi­
nation of Specialized Services must be made although the individual 
may be admitted to a NF without a Level II evaluation before admis­
si on. Immediately upon admission to the NF, the NF must contact 
the OBRA Screening Office for a Specialized Services Determination 
to be made within seven working days from the date of admission to 
the NF. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/ Territory: Alabama ----

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Survey and Certification Education Program 

The State has in effect the following survey and certification periodic 
educational program for the staff and residents (and their representatives) 
of nursing faci 1 i ti es in order to present current regulations, procedures, 
and policies. 

The Division of Licensure and Certification (DLC) as a subsidiary of Public 
Health maintains a vital interest and active involvement in the education of 
the staff, residents and their representatives in facilities throughout the 
state. The programs provided by DLC for the educational benefit to meet the 
needs of the populous include: 

(1) Active participation in a Standardization Committee which jointly 
includes members of this di vision and members of the Alabama Nursing Horne 
Association. This committee meets regularly to discuss issues pertinent to 
this area of medical care. Through questions and comments submitted by the 
~1rsing Horne Association, DLC responds with answers which are discussed and 

;olved in writing . The questions, answers and pertinent areas of 
:ussion are then distributed to the long term care facilities and 
1eyors throughout this state in an effort to increase communication and 

consistency. 

(2) DLC Newsletters are published to address pertinent 
and clarification of information. Also addressed 
regulations, requirements and survey procedures. 

information, 
are changes 

issues, 
within 

( 3) Statewide tours addressing the CL IA regulations wi 11 be conducted by 
this agency who will be responsible for regulating these facilities. 

(4) DLC staff participates in workshops around the state as requested by 
various industry members. 

-
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Process for the Investigation of Allegations of Resident Neglect 
and Abuse and Misappropriations of Resident Property 

The State has in effect the following process for the receipt and timely 
review and investigation of allegations of neglect and abuse and 
misappropriation of resident property by a nurse aide or a resident in a 
nursing facility or by another individual used by the facility in providing 
services to such a resident. 

The Alabama Department of Public Health, Division of Licensure and 
Certifications, Complaint Unit is responsible for this function. The 
complaint unit consists of eight (will be increased by 100% by FY93) 
Licensure & Certification nurses (RN's) specially trained to 
investigate abuse, neglect and misappropriation of residents funds or 
property, two Steno I I administrative support personnel, and is 
supervised by a Licensure and Certification officer with extensive 
experience in heal th care management, i.e., Hospital and Nursing Home 
Administration. A one page Abuse Allegation Report form has been 
,eveloped and distributed to the nursing home industry to be utilized to 

eport an allegation of abuse, neglect or misappropriation of property. 
,See attachment one) This unit also has in-state toll free: "Hotline" 
that is manned 8 hours per day on normal duty days. The Hotline also 
has voice mail capability for recording allegations seven days per week, 
twenty-four hours per day. When an allegation is received in the 
complaint unit, a case number is assigned and the allegation is reviewed 
by the supervisor. The supervisor prioritizes the cases by degree of 
severity and assigns a survey nurse to make an unannounced on-sight visit 
to investigate the allegation. *(See Priority Below) When the nurse is 
unable to obtain sufficient evidence to substantiate the allegation the 
facility management and the accused is notified in writing, and the case 
is closed. When sufficient evidence is found, the allegation is 
substantiated and the process of adding the accused's name to the abuse 
register is implemented. A permanent file is established (and maintained 
in the complaint unit) which contains a complete report and supportive 
documentation of the allegation investigation, and disposition of each 
case. 

*Priority 1. (Initiate investigation within two working days of receipt) 
Physical abuse, temporary or permanent injury, disability or death. 

*Priority 2. (Initiate investigation within 45 days) All abuse, neg l ect 
or misappropriation of resident's property that do not fall into priority 
1. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

St ate Terri to ry : -----~A_l_a_b_a_m_a _____ _____ _ ___ _ _ _ _ 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Procedures for Scheduling and Conduct of Standard Surveys 

The State has in effect the following procedures for the scheduling and 
conduct of standard surveys to assure that it has taken all reasonable steps 
to avoid giving notice. 

-

The division of Licensure and Certification has in place a Security Plan 
to assure that all long term care on-site surveys are unannounced. All 
reasonable steps have been taken to avoid giving notice. Computer 
listings of surveys (recertification and follow-up) are distributed only 
to directors and supervisors that require this information. The schedule 
is distributed to the Director of Field Services and Quality Assurance, 
Director of Heal th Care Facilities Section, Director of Long Term Care 
Section, Long Term Care Supervisors, Complaint Supervisor, and Life 
Safety Code Supervisor . These schedules are careful 1 y protected by the 
management staff. Surv eyors are not given a copy of the schedule and do 
not have access to the schedule. Assignments are given to surveyors the 
Friday prior to a Monday survey or on the Monday prior to a Tuesday 
survey. Advance hotel / mote 1 reservations are not made; however, if room 
\Vailability is questionable, the surveyor may make an advance 
~eservation using a fictitious name. 

In checking out a State Motor Pool vehicle, surveyors do not list the 
cities involved in travel. This assures confidentiality of the survey 
towns. Surveyors are notified upon employment with the Division of the 
requirement that all surv eys are unannounced. They are made aware of the 
federal monetary fine as well as DLC's policy of disciplinary actions for 
divulging and unannounced survey. 

TN No . AL-93-5 Approval Date 3 10-93 Effectiv e Date 01-01-93 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State Terri to ry: ______ A:....:..=1--=a"'""b;;_a=m=-"-a'----------·----- -----

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Programs to Measure and Reduce Inconsistency 

The State has in effect the following programs to measure and reduce 
inconsistency in the application of survey results among surveyors. 

The state agency has a comprehensive Quality Assurance program which was 
designed to increase accuracy in documentation and consistency in surveyors' 
interpretations of regulation as well as reduce surveyor inconsistency in 
the application of survey results. This program is multi-dimensional and 
consists of 5 major areas. 

-

l. Supervisor contact with team on survey 
During surveys in which significant problems are found, there i s 
supervisor contact with the team as information is being collected and 
observations are being made. This increases consistency in the 
quality and type of information that is obtained, as well as the 
quality of information that is documented in the Statement of 
Deficiencies. 

~ Review Process 
Deficiencies go through a multi-step review process. 

a. A Peer Review of the deficiency by another surveyor is done prior 
to the deficiency being submitted. 

b. The team leader reviews the entire packet of information 
including the Statement of Deficiencies prior to submitting the 
packet to a long term care supervisor. 

c. A Long Term Care RN Supervisor reviews the survey information 
for: 

1.) Accuracy 
2 . ) Completeness 
3.) Content and clarity. Deficiencies are edited if needed. 
4.) Information and examples in the deficiencies are tracked back 

to the worksheets for substantiation and verification of 
findings. 

3. Training based on QA results 

The state agency's RN training officer is appraised of the results of 
QA reviews; and surveyor training needs are developed into inservice 
programs and presented to staff. 

TN No. AL-93-5 Approval Date 3-10 93 Effective Date 01-01-93 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

St ate Terri to ry: ____ __ A_l _a_b_a_m_ a _____________ _ ___ _ 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Programs to Measure and Reduce Inconsistency 

4. Monitoring Surveys 

State agency Long Term Care RN Supervisors monitor selected surv eys to 
determine adequacy of surveyor performance and to determine whether 
the survey process is accomplished according to HCFA directives. 
Recommendations to individual surveyors as well as the entire team may 
be made by the RN supervisor. 

5. Standardization Committee 

The state agency has developed committees consisting of professionals 
from each discipline within DLC: Nursing, Dietary, Pharmacy, Social 
Services and Ac ti vi ty Therapy to increase consistency i n t he 
professionals' interpretation of the regulations . Representatives 
from these committees, as well as DLC management staff meet with 
professional representatives of the Alabama Nursing Home Association 
to discuss common concerns attempting to further increase profess i onal 
communication and consistency in Long Term Care issues. The resul t of 
the meetings are published in written Question and An swer form and 
sent to all long term care facilities in Alabama as well as all 
surveyors in the state . 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Process for Investigations of Complaints and Monitoring 

The State has in effect the following process for investigating complaints 
of violations of requirements by nursing facilities and monitors onsi te on 
a regular, as needed basis, a nursing facility's compliance with the 
requirements of subsection (b), (c), and (d) for the following reasons: 

(i) the facility has been found not to be in compliance with such 
requirements and is in the process of correcting deficiencies to 
achieve such compliance; 

(ii) the facility was previously found not to be in compliance with 
such requirements and has corrected deficiencies to achieve such 
compliance, and verification of continued compliance is indicated; 
or 

(iii) the State has reason to question the compliance of the facility 
with such requirements. 

(Also see (c) & (d) on preprint 

PRIORITY 3 - General non-health care related complaints that 
are referred to an Ombudsman. 

These complaint investigations are conducted at the facility during 
an unannounced on-site visit by a Licensure & Certification nurse 
assigned to the complaint unit. Investigations are documented on 
appropriate state agency and HCFA forms plus a complete narrative 
report is written to address each allegation, the findings of the 
investigation, a conclusion as to the validity of the allegation 
and the disposition of the complaint. Complaint investigation 
files are maintained by facility and are separate from the facility 
Licensure and Certification file. Follow-up surveys are 
conducted within 90 days after a complete investigation that 
results in a Statement of Deficiencies being issued. These 
follow-up visits are conducted by the LTC certification survey 
teams in conjunction with routine survey visits when possible. 
When LTC routine surveys are not scheduled within this a 11 o t ted 
90 day period, the follow-ups are conducted by the complaint •:nit 
nurses. The facility complaint file is reviewed by the LTC 
survey team i'mmediately prior to a routine certification sur·.;,,.yor 
follow-up visit to a facility. A tracking log for all compla1nts 
is maintained on a computer and is updated on a daily basis. 
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Approval Date 3-10-93 Effective Date 01-01-93 
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Citation 4.42 
1902(a)(68) 
of the Act, 
P.L. 109-171 
(section 6032) 

TN No. 07-001 
Supersedes 
TN No. NEW 

Employee Education About False Claims Recoveries. 

(a) The Medicaid agency meets the requirements 
regarding establishment of policies and procedures for 
the education of employees of entities covered by 
section 1902(a)(68) of the Social Security Act (the 
Act) regarding false claims recoveries and 
methodologies for oversight of entities' compliance 
with these requirements. 

(1) Definitions. 

(A) An "entity" includes a governmental 
agency, organization, unit, corporation, 
partnership, or other business arrangement 
(including any Medicaid managed care 
organization, irrespective of the form of 
business structure or arrangement by which it 
exists), whether for-profit or not-for-profit, 
which receives or makes payments, under a 
State Plan approved under title XIX or under 
any waiver of such plan, totaling at least 
$5,000,000 annually. 

If an entity furnishes items or services at more 
than a single location or under more than one 
contractual or other payment arrangement, the 
provisions of section 1902(a)(68) apply ifthe 
aggregate payments to that entity meet the 
$5,000,000 annual threshold. This applies 
whether the entity submits claims for payments 
using one or more provider identification or tax 
identification numbers. 

A governmental component providing 
Medicaid health care items or services for 
which Medicaid payments are made would 
qualify as an "entity" (e.g., a state mental 

Approval Date: 05104107 
Effective Date: 01/01/07 
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health facility or school district providing 
school-based health services). A government 
agency which merely administers the Medicaid 
program, in whole or part (e.g., managing the 
claims processing system or determining 
beneficiary eligibility), is not, for these 
purposes, considered to be an entity. 

An entity will have met the $5,000,000 annual 
threshold as ofJanuary 1, 2007, if it received 
or made payments in that amount in Federal 
fiscal year 2006. Future determinations 
regarding an entity's responsibility stemming 
from the requirements of section l 902(a)(68) 
will be made by January 1 of each subsequent 
year, based upon the amount of payments an 
entity either received or made under the State 
Plan during the preceding Federal fiscal year. 

(B) An "employee" includes any officer or 
employee of the entity. 

(C) A "contractor" or "agent" includes any 
contractor, subcontractor, agent, or other 
person which or who, on behalf of the entity, 
furnishes, or otherwise authorizes the 
furnishing of, Medicaid health care items or 
services, performs billing or coding functions, 
or is involved in the monitoring of health care 
provided by the entity. 

(2) The entity must establish and disseminate written 
policies which must also be adopted by its 
contractors or agents. Written policies may be on 
paper or in electronic form, but must be readily 
available to all employees, contractors, or agents. 
The entity need not create an employee handbook 
if none already exists. 

Approval Date: 05104107 
Effective Date: 01101107 



AL-07-001 
Attachment 4.42-A 
Page 3 

Section 6032 State Plan Preprint 
Page 3 of 4 

TN No. 07-00 I 
Supersedes 
TN No.NEW 

ST ATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: ___ ....,.r--A~la~b~a~m=a ___________ _ 

(3) An entity shall establish written policies for all 
employees (including management), and of any 
contractor or agent of the entity, that include 
detailed information about the False Claims Act 
and the other provisions named in section 
1902(a)(68)(A). The entity shall include in those 
written policies detailed information about the 
entity 's policies and procedures for detecting and 
preventing waste, fraud, and abuse. The entity 
shall also include in any employee handbook a 
specific discussion of the laws described in the 
written policies, the rights of employees to be 
protected as whistleblowers and a specific 
discussion of the entity's policies and procedures 
for detecting and preventing fraud, waste, and 
abuse. 

(4) The requirements of this law should be incorporated 
into each State's provider enrollment agreements. 

(5) The State will implement this State Plan 
Amendment on January I. 2007. 

(b) ATTACHMENT 4.42-A describes, in accordance with 
section l 902(a)(68) of the Act, the methodology of 
compliance oversight and the frequency with which 
the State will re-assess compliance on an ongoing basis. 

Approval Date: 05/04/07 
Effective Date: 01/01/07 
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4.42 Employee Education About False Claims Recoveries 

It will be the responsibility of the Program Integrity Division of 
the Agency to monitor the compliance of entities with Section 6032 
of the DRA. Each December, the Program Integrity Division 
Director will receive a list of entities that received or made payments 
of at least $5 million or more during the previous federal fiscal year. 
This list will be provided by the Agency's fiscal agent. 

(a) Initially, letters will be sent to all entities listed requiring 
copies of their written policies regarding the False Claims 
Act as specified in section l 902(a)(68)(A). The entities should 
comply by April 30, 2007, or 15 days from the date of the letter, 
whichever is sooner. 

(b) Thereafter, only those entities added to the list each year 
will be required to provide entire copies of their written 
policies to the Agency. Entities that have previously been 
determined to be a covered entity and required to submit a 
written policy and continue still to be a covered entity will be 
required to sign a yearly statement attesting that their written 
policy remains in effect and no changes have been made to 
the policy with entire copies of their written policies required 
to be submitted only every five years. 

( c) All entities are responsible for monitoring state legislation 
to ensure that their written policies remain up to date and 
accurate. If there are changes to policies, the entity has 
30 days from the date of the change to provide copies of 
the updated policies to the Agency. 

(d) Non-compliance with Section 6032 of the DRA by an entity 
will result in payments to that entity being withheld until 
compliance is attained. 

Approval Date: 05/04/07 
Effective Date: 01 /01/07 
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1902(a)(69) of 
the Act, 
p .L. 109-1 71 
(section 6034) 

TN No. AL-08-001 
Supersedes 
TN No. New 

4.43 Cooperation with Medicaid Integrity Program Efforts. 
The Medicaid agency assures it complies with such 
requirements determined by the Secretary to be 
necessary for carrying out the Medicaid Integrity 
Program established under section 1936 of the Act. 

Approval Date: 08/07 /2008 Effective Date: 06/01/2008 
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STATEMENT OF COMPLIANCE CERTIFICATION 
FOR THE MEDICAL ASSISTANCE PROGRAM OF ALABAMA 

Page 

CAROL A. HERRMANN 
Co1M11U1on1r 

I hereby certify that it is the policy of the Alabama Medicaid Agency to 

1 apply the same requirements for eligibility and participation to everyone, 

and no distinction is made in providing services offered by this Agency 

regardless of race, color, creed, national origin, religion, sex, age, or 

handicap. All contracted facilities are available without distinction to 

all employees, Medicaid recipients, and visitors regardless of race, 

color, creed, national origin, religion, sex, age, or handicap. All 

persons and organizations having occasion either to refer Medicaid 

recipients for assistance or to reco!Tlllend this Agency are advised to do 

so without regard to race, color, creed, national origin, sex, age, or 

handicap. The Alabama Medicaid Agency fully complies with Title VI of 

the Civil Rights Act of 1964, Section 504 of the Rehabilitation Act of 

1973, and the Age Discrimination Act of 1975. 

.• . 

.. ' .... . ..... .. 2.:.':.'E/.~ECEI?T lZ/ 19!.!,0 
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METHODS OF PROGRAM ADMINISTRATION 
TO ASSURE NONDISCRIMINATION UNDER 

TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 

A. Purpose 

To describe the Alabama Medicaid Agency methods of administration to 
assure that each program or activity for which it receives federal 
financial assistance is operated in accordance with Title VI of the 
Civil Rights Act of 1964. 

B. Policy 

The Alabama Medicaid Agency shall comply with the provisions of Title 
VI of the Civil Rights Act of 1964 and 45 C.F.R., Part 80, and will 
monitor compliance by providers to ensure that their employees and 
Medicaid patients are not, on the grounds of race, color, creed, 
religion, national origin, age, sex, or disability, excluded from 
participation in, or denied the benefits of, or otherwise subjected to 
discrimination under any program or service administered for the 
Alabama Medicaid program. · 

C. Dissemination of Information 

1. Alabama Medicaid recipients, providers and the general public are 
informed through brochures, pamphlets, official communications, 
and public media announcements that Medicaid services are 
provided on a non-discriminatory basis as required under Title VI 
regulations. 

2. The Alabama Medicaid Agency ensures that its staff fully under­
stands their Title VI responsibilities through in-service train­
ing, bulletin board notices, and distribution of policies and 
rules. 

D. Administration 

1. The Alabama Medicaid Agency does not utilize any criteria or 
methods of administration which will result in, or have the effect 
of, distinction being made between individuals solely on the basis 
of race, color, creed, religion, national origin, age, sex, or 
disability, or which have the effect of impairing accomplishment 
of Title VI requirements of the Medicaid Program with respect to 
recipients and providers of service. 

TN No. AL-91-1 
Supersedes 
TN No. AL-86-19 

Approval Date 01/10/91 Effective Date 01/01/91 
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2. The opportunity to participate in the Alabama Medicaid Agency 
planning, advisory and policy deliberations, which are an integral 
part of the Alabama Medicaid Program, is available to all members 
of the staff. · 

3. The Alabama Medicaid Agency has implemented and maintains com­
plaint policies and procedures that provide appropriate recourse 
for any aggrieved person without regard to race, color, creed, 
religion, national origin, age, sex, or disability through an 
Affirmative Action Committee and a Grievance Committee. A current 
Affirmative Action Plan is available to all employees. 

4. The Alabama Medicaid Agency Civil Rights Coordinator will be 
responsible for Title VI Civil Rights compliance by the Alabama 
Medicaid Agency and its providers of services. The Coordinator 
will handle complaints of discrimination, and the dissemination of 
information pertaining to Title VI Civil Rights. 

5. The Alabama Medicaid Agency will schedule and perform visits 
on-site to institutional and non-institutional providers to review 
compliance with the Civil Rights Act, and to investigate Title VI 
complaints by Medicaid recipients or employees of Al abama Medica i d 
providers of services, as appropriate. 

6. It is the policy of the Alabama Medicaid Agency that recruiting, 
employment, training, promotion, remuneration, and all personnel 
administrative practices shall be conducted without regard to 
race, color, creed, national origin, religion, age, sex, politics, 
or handicap . A formal orientation program will be established 
which will include the Agency Grievance Procedures and Affi rmat i ve 
Action policies and procedures. Training selection methods and 
records of participants will be reviewed at the Agency level to 
ensure that they are nondiscriminatory and are preparing women and 
minorities in accordance with Affirmative action goals. 

7. To ensure that the utmost importance is placed on Civil Rights 
enforcement, the Executive Commissioner of the Alabama Medicaid 
Agency has been designated as the Civil Rights Coord i nator for the 
Agency. 

8. The procedures to be administered during the processing of com­
plaints which may be filed involving alleged violations of Title 
VI provisions have been developed and provided Medicaid staff, the 
Medicaid recipients and Medicaid District Offices for public 
display. The procedures have also been published in newspapers 
for the general public. 

TN No . AL-91-1 
Supersedes 
TN No. AL-86-19 

Approval Date 01/10/91 Effective Date 01/01/91 
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2. The Alabama Medicaid Agency staff is informed of Agency 
rehabilitation policy through bulletin board notices, 
in-service training programs, and new employee orienta­
tion procedures. 

D. Administration 

1. The Alabama Medicaid Agency is in compliance with 
Section 504, Rehabilitation Act, for employment of the 
handicapped and ensures barrier-free access to Medicaid 
operating locations. 

2. The Alabama Medicaid Agency shall make available to the 
Office for Civil Rights, or other appropriate agencies, 
all information necessary to determine the Alabama 
Medicaid Agency's compliance with Title VI, Civil 
Rights Act, and Section 504, Rehabilitation Act. 

Reo'd_J__/_HCFA# gt, _J.:i_ 

II 1l%1fl. 
Date Approved --J -. 
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SECTION 504 OF THE REHABILITATION ACT OF 1973 

Alabama Medicaid Agency - Methods of Administration 

A. Purpose 

The Alabama Medicaid Agency, agrees that within the provisions 
of Section 504 of the Rehabilitation Act of 1973, hereinafter 
called Section 504, and regulation 45 C.F.R. Section 84.1 et 
~' that the Medical Assistance Program shall be conducted-rn 
such manner that no qualified handicapped individual shall, 
solely by reason of his/her handicap, be excluded from partici­
pation in, be denied the benefits of, or be subjected to 
discrimination under any program or activity receiving Federal 
financial assistance. 

B. Policy 

1. In determining the type of activities, services, financial 
aids, or other benefits, or facilities which will be 
provided or included under the Alabama Medicaid Program, 
The Alabama Medicaid Agency will not utilize any criteria 
or method of administration which will result in or have 
the effects of distinction being made between individuals 
solely on the basis of handicap. The Alabama Medicaid 
Agency will not establish any rule; regulation, or proce­
dure that will interfere with or reduce compliance with 
Section 504, Rehabilitation Act of 1973. 

2. The Alabama Medicaid Agency has executed and submitted HHS 
Form 641, Assurance of Compliance, to the Federal Office of 
Civil Rights, Washington, D.C. 

c. Responsibility 

The Alabama Medicaid Agency shall be responsible for the 
following: 

a. Investigate complaints of discrimination within the Alabama 
Medicaid Agency. 

b. Disseminating of Section 504 information to Alabama Medi­
caid Agency staff, beneficiaries, and interested members of 
the general public. 

c. Maintaining documentation of compliance actions taken and 
the submission of any such reports as might be required by 
the Department of Health and Human Services (HHS) to ensure 
compliance with the regulation throufh state methods of 
administration. Rea' d__/ _HCF4# 2(:. -f.2__ 

// Ii FL 
Date Approved .:..:.J ..:..:.J _ 

~ -- ~ , - /0 I I 1Eb "" .. 
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d. Acting as liaison between the Office of Civil Rights, 
handicapped groups and other community groups concerned 
with the delivery of services. 

e. Providing training and technical assistance on Section 504 
and the needs of the handicapped. 

f. Making determinations concerning compliance with program 
requirements. 

g. Conducting compliance reviews of vendors and institutional 
providers of services. 

h. Maintaining and monitoring essential files and records 
relative to implementation and surveillance of Title VI and 
Section 504 programs. 

D. Section 504, Rehabilitation Act of 1973 

1. The Alabama Medicaid Agency Compliance Responsibility 

The following actions will be taken to ensure that the 
Alabama Medicaid Agency staff fully understands its respon­
sibilities and obligations under Section 504: 

a. General provisions of Section 504 will be distributed 
to all employees. 

b. Alabama Medicaid Agency managers shall receive Section 
504 orientation. 

c. Appropriate notices pertaining to Section 504 shall be 
posted on Alabama Medicaid Agency bulletin boards. 

d. Section 504 information shall be included with in-ser­
vice training programs. 

2. Provider Compliance 

The following procedures and policies have been established 
in recognition that the Alabama Medicaid Agency's obliga­
tion for compliance extends to providers of Medicaid 
services, service contractors, and other providers of 
services: 

a. The Alabama Medicaid Administrative Code is available 
to all Medicaid providers; it includes a list of 
applicable requirements and states that non-discrimina­
tion is prohibited. 

b. In cooperation with provider associations in-service 
programs as appropriate may be conducted on a statewide 
basis to ensure understanding of their responsibilities 
under Section 504. F.eo'd--1__/_HCF'A# St:. -.!.:J.... 

Date Approved I// I~ gb 
//), I . o/ 
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c. All freestanding intermediate care facilities (Medicaid 
only) and any other Medicaid only health facilities are 
required to submit a signed HHS Form 641, Assurance of 
Compliance, for certification. 

d. Participants have been instructed that the submission 
of a signed Assurance of Compliance does not automati­
cally indicate that actual compliance with Section 504 
and the regulation is acceptable. 

e. Continuous evaluation will be made of contracted 
institutions. 

f. All other providers are reviewed on a complaint basis. 

3. Informing Beneficiaries 

In accordance with 45 C.F.R. Section 84.1, et~' the 
Alabama Medicaid Agency has taken the following steps to 
notify beneficiaries and the general public of Section 504 
compliance policy: 

a. Alabama Medicaid Agency brochures, pamphlets, con­
tracts, and other similar materials contain a statement 
of compliance with Section 504. 

b. All customary referral sources have been advised in 
writing that services and benefits are provided in a 
nondiscriminatory manner. 

c. A statement of compliance is posted in appropriate 
places within the Alabama Medicaid Agency. All provid­
ers have been provided appropriate compliance state­
ments with instructions to post them in prominent 
places. 

d. Assistance from local civic groups and organizations 
interested in the handicapped will be requested for 
appropriately notifying persons as needed with impaired 
hearing or vision of the Alabama Medicaid Agency's 
compliance policy. 

4. Complaint Policies and Procedures 

The Alabama Medicaid Agency has established a grievance 
procedure providing appropriate due process (hearing) to 
any aggrieved employee, without regard to race, color, 
creed, national origin, age, sex, religion, political 
affiliation or handicap. All employees have been informed 
of this grievance procedure and copies of the procedure are 
posted on employee bulletin boards. The Affirmative Action 
Committee has the responsibility of ensuring complaints are 
processed in accordance with the established procedure. It 
is Alabama Medicaid Agency policy that: Rao'd-....../__/_HC1'.A#..J..k::../.J..~~-

Date Approved !}_j / 2'1.f..{~ 
1">_.. n_ , /I) I J 1YI.._ 
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a. To be considered by the Alabama Medicaid Agency Affir­
mative Action Conunittee, a complaint must be filed 
within six (6) months from the date of the alleged 
discriminatory act(s). 

b. The Alabama Medicaid Agency Commissioner may e~~tend the 
time for filing the complaint if the complaint is 
alleged to be of a continuing nature. 

c. No person who has filed a complaint, testified, assist­
ed, or participated in any manner in the investigation 
of any complaint will be intimidated, threatened, 
coerced, or discriminated against. 

d. The Chairman of the Affirmative Action Committee shall 
bring any complaints to the attention of the Civil 
Rights Coordinator and the Conunissioner of the Alabama 
Medicaid Agency. 

e. All complaints shall be investigated in a prompt and 
thorough manner. 

f. The established grievance procedure provides for 
intermediate levels of discussion, fact-finding, 
hearing and appeal to the grievance committee if 
necessary. Recommendations of the Committee will be 
made to the Commissioner. 

g. The complainant will be advised in a timely fashion of 
the findings regarding his/her•complaint and be advised 
of the rights to appeal to the Office of Civil Rights 
if not satisfied with the Alabama Medicaid Agency 
decision. 

h. Documentation (records) will be maintained of the 
complaint, details of the investigation, and the 
actions taken. 

i. In those cases where the complaint is initially filed 
with the Office for Civil Rights, the Alabama Medicaid 
Agency will conduct the investigation and provide the 
Office for Civil Rights with full information. 

5. Nondiscrimination Policy 

The Alabama Medicaid Agency has adopted and published a 
policy of compliance with Section 504 which effectively 
communicates that the services, financial assistance and 
other benefits of its programs are plPmvi~j n A HCFA #..%.iz.__i.J__ 
nondiscriminatory manner. /O. VI 

Da.te .Approved //I~ .EJ;;? 
Recruiting and Employment Practices 

ttt. Daie,/d//~~OBS.~---­
The State of Alabama operating under the State Merit System 
employs the following policies in accordance with the 

1. 
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Rehabilitation Act of 1973 and the Alabama Administrative 
Code, Section 670-X-4. 

a. There is a training program for supervisors working 
with the handicapped (vocational rehabilitation). 

b. The Code of Alabama, 1975 Section 21-7-8, provides for 
reaching the handicapped on the employment register 
through special appointments. 

c. The Code of Alabama, 1975 Section 21-4-1, et ~ 
requires barrier-free design in buildings constructed 
with State funds. 

2. It is the policy of the Alabama Medicaid Agency that no 
qualified handicapped person shall, on the basis of handi­
cap, be subjected to discrimination in employment. 

3. The recruiting, employment, and all personnel administra­
tive practices shall be conducted in compliance with 
Section 504. 

4. Preemployment information is regulated by a standard State 
of Alabama application for examination. Any handicap 
information submitted will be used in an affirmative manner 
as provided by the Code of Alabama, 1975 Section 36-26-16. 

a. Rates of pay and benefits to handicapped individuals 
shall be equal to those provided to non-handicapped, 
i.e., leaves of absence, sick leave, insurance, etc. 

b. Training and educational leave are provided employees 
in a nondiscriminatory manner. 

F. Planning, Advisory, and Policy Boards 

It is the policy of the Alabama Medicaid Agency that the 
opportunity to participate as members of planning, advisory, 
and policy boards is available to all persons in a 
nondiscriminatory manner. 

G. Continuing Compliance 

1 .... 

2 . 

There are established policies and procedures for imple­
menting and monitoring all aspects of the Alabama Medicaid 
Agency's operations in accordance with this plan to ensure 
continuing compliance. 

The Alabama Medicaid Agency program managers have developed 
policies and procedures for implementing and monitoring 
compliance with Section 504 by providers and service 
contractors. Monitoring procedures include, but are not 
limited to the following areas: Rec, d__/ --1-HCFA# F 6 -:,f.L 
a. Location of offices and facilities Date .Approved // 1L.!J£.f, 

Etf.Daie/01.l__Ji"boR~ 
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b. Manner of assignments of applicants/clients/staff. 

c. Dissemination of program information. 

d. Criteria for acceptance into programs. 

e. Referral of clients to other agencies and facilities. 

f. Referral sources. 

g. Utilization of handicapped vendors. 

h. Use of volunteers, consultants, etc. 

i. Applications for assistance. 

j. Provision of services. 

k. Handicapped persons on planning, advisory, and policy 
boards. 

1. Program accessibility to handicapped persons. 

m. Auxiliary aids for persons with impaired sensory, 
manual, or speaking skills. 

H. Program Accessibility 

1. The Alabama Medicaid Agency assures that no qualified 
handicapped person be denied the benefits of, be excluded 
from participation in, or otherwise be subjected to dis­
crimination under any of its programs or those of its 
vendors because the facilities are inaccessible to or 
unusable by handicapped persons. 

2. The Alabama Medicaid Agency has achieved program accessi­
bility where possible through such methods (alternative to 
structural changes) as provided in the regulation. 

3. Any additional facilities leased or rented by Medicaid will 
be accessible and usable by the handicapped in accordance 
with Section 504. 

4. The Alabama Medicaid Agency will provide information for 
interested persons, including persons with impaired vision 
or hearing to obtain information as to the existence and 
location of services, activities and facilities that are 
accessible to and usable by handicapped persons. 

5. Procedures are established for implementing and monitoring 
Medicaid's policy of assuring that vendors with fewer than 
fifteen (15) employees not meeting the requirements for 
program accessibility refer qualified handicapped persons 
to other providers where those se~~~~~~-=-..!.cc~~ij~-..Li._ 

De.te Appro•ed ..!..L/ 1 gt .!1:. 
-/ 
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The Alabama Medicaid Agency shall comply with federal require­
ments for corrective action in the following manner: 

1. Evaluate existing policies and practices. 

2. Modify and/or adopt new policies to comply with Section 504 
as appropriate. 

3. Identify current handicapped employees. 

4. Recruit, employ and provide benefits in accordance with 
State and Federal requirements and within the provisions of 
the policies and practices of the State Merit System. 

5. Take appropriate remedial steps, as provided under the 
policies adopted to comply with Section 504 and as provided 
under the rules and regulations under the State Merit 
system. 

6. Take appropriate steps to ensure that services provided to 
non-handicapped are equal to those provided the handi­
capped. 

J. Compliance Records 

1. The Alabama Medicaid Agency shall collect and maintain 
handicap data and information on its operations which will 
show the extent to which handicapp~d persons are partici­
pating in all aspects of the Medicaid programs. Medicaid 
shall require such data and information from providers and 
other participants of its programs. 

2. The Alabama Medicaid Agency shall make available to the 
Office for Civil Rights all data and information necessary 
to determine compliance with Section 504 of the Rehabilita­
tion Act. 

Rec'd_/__J_HCFA# Fb _ _j_J_ 

Date Approved // / /f /~ 

Etf. Date~_/._Jf6oss. _____ -~ 
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Medicaid Eligibility 

Enter the AFDC Standards below. All states must enter: 

MAGI-equivalent AFDC Payment Standard in Effect As of May 1, 1988 and 
AFDC Payment Standard in Effect As of July 16, 1996 

Entry of other standards is optional. 

The standard is as follows: 

r. Statewide standard 

r Standard varies by region 

r Standard varies by living arrangement 

r Standard varies in some other way 

TN No: 13-0021- Y'Y\l'l"\ I Approval Date: 12-31-13 

Alabama S14-1 

OMB Control Number 0938-1148 
OMB Expiration date: 10/31/2014 

Effective Date: 01-01-14 



Medicaid Eligibility 

Additional incremental amount 
Household size Standard ($) 

\.Yes ('No 

124 Incrementamount $ ..... 13_3 __ __. 

155 x 
187 x .4 221 

257 

!6 289 
.. · 

+1 328 x 
361 x. 

+9 394 x 
• 10 

427 

460 x 
492 

+ 13 526 x 
Li 14 559 

591 

+ 16 624 

The dollar amounts increase automatically each year 

(' Yes \.No 

The standard is as follows: 

\. Statewide standard 

(' Standard varies by region 

TN No: 13-0021-MM \ 
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Medicaid Eligibility 

r Standard varies by living arrangement 

r Standard varies in some other way 

Household size Standard ($) 
Additional incremental amount 

(i' Yes r No 

X Increment amount $ .... l2_s __ _. 
i.--1-------+-----t-'"""1 
+ II I 

x '.'.<-z', + 2 137 

+ 3 164 

+ 4 194 x 
• 5 225 

+ 6 252 

... 7 287 x 
+ 8 315 

+ 9 344 x 
• IO 372 x 
+ 11 400 

• 12 428 x 
+ 13 457 

+ 14 485 x ,,. 
'"\, ' 15 513 

"' 16 541 

The dollar amounts increase automatically each year 

r Yes (i' No 

TN No: 13-0021- M M \ Approval Date: 12-31-13 
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Medicaid Eligibility 

The standard is as follows: 

(' Statewide standard 

(' Standard varies by region 

(' Standard varies by living arrangement 

(' Standard varies in some other way 

The dollar amounts increase automatically each year 

('Yes ('No 

The standard is as follows: 

(' Statewide standard 

(' Standard varies by region 

(' Standard varies by living arrangement 

(' Standard varies in some other way 

The dollar amounts increase automatically each year 

('Yes ('No 

The standard is as follows: 

(' Statewide standard 

(' Standard varies by region 

(' Standard varies by living arrangement 

(' Standard varies in some other way 

The dollar amounts increase automatically each year 

('Yes ('No 

TN No: 13-0021- M M II Approval Date: 12-31-13 

Alabama S14-4 
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Medicaid Eligibility 

The standard is as follows: 

r Statewide standard 

r Standard varies by region 

r Standard varies by living arrangement 

r Standard varies in some other way 

The dollar amounts increase automatically each year 

r Yes r No 

The standard is as follows: 

r Statewide standard 

r Standard varies by region 

r Standard varies by living arrangement 

r Standard varies in some other way 

The dollar amounts increase automatically each year 

r Yes r No 

The standard is as follows: 

r Statewide standard 

r Standard varies by region 

r Standard varies by living arrangement 

r Standard varies in some other way 

TN No: 13-0021..- M M \ Approval Date: 12-31-13 

Alabama 514-5 

Effective Date: 01-01-14 



Medicaid Eligibility 

The dollar amounts increase automatically each year 

('Yes ('No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the infonnation collection. If you have comments concerning the accuracy of 
the time estimate{s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN No: 13-0021- "".t.,,\ \ Approval Date: 12-31-13 Effective Date: 01-01-14 

Alabama S14-6 



Medicaid Eligibility 

42 CFR 435.110 

OMB Control Number 0938-1148 
OMB Expiration date: 10/31/2014 

l 902(a)( I O)(A)(i)(I) 
193l(b)and(d) 

~ Parents and Other Caretaker Relatives - Parents and other caretaker relatives of dependent children with household income at or 
below a standard established by the state. 

[{] The state attests that it operates this eligibility group in accordance with the following provisions: 

~ Individuals qualifying under this eligibility group must meet the following criteria: 

~ Are parents or other caretaker relatives (defined at 42 CFR 435.4), including pregnant women, of dependent children 
• (defined at 42 CFR 435.4) under age 18. Spouses of parents and other caretaker relatives are also included. 

The state elects the following options: 

This eligibility group includes individuals who are parents or other caretakers of children who are 18 years old, 
D provided the children are full-time students in a secondary school or the equivalent level of vocational or 

technical training. 

D Options relating to the definition of caretaker relative (select any that apply): 

D Options relating to the definition of dependent child (select the one that applies): 

~ Have household income at or below the standard established by the state. 

~ MAGI-based income methodologies are used in calculating household income. Please refer as necessary to SIO MAGI­
Based Income Methodologies, completed by the state. 

~ Income standard used for this group 

~ Minimum income standard 

The minimum income standard used for this group is the state's AFDC payment standard in effect as of May I, 1988, 
converted to MAGI-equivalent amounts by household size. The standard is described in S 14 AFDC Income Standards. 

[{] The state certifies that it has submitted and received approval for its converted May 1, 1988 AFDC payment 
standard. 

~ Maximum income standard 

The state certifies that it has submitted and received approval for its converted income standard(s) for parents and 
[{] other caretaker relatives to MAGI-equivalent standards and the determination of the maximum income standard to 

be used for parents and other caretaker relatives under this eligibility group. 

The state's maximum income standard for this eligibility group is: 

TN No: 13-0021- N\W\ \ 
Alabama 

Approval Date: 12-31-13 
825-1 

Effective Date: 01-01-14 



Medicaid Eligibility 

r. The state's effective income level for,section 1931 families under the Medicaid state plan as of March 23, 2010, 
converted to a MAGI-equivalent percent of FPL or amounts by household size. 

r The state's effective income level for section 193 l families under the Medicaid state plan as of December 31, 
2013, converted to a MAGI-equivalent percent of FPL or amounts by household size. 

The state's effective income level for any population of parents/caretaker relatives under a Medicaid 1115 
r demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL or amounts by household 

size. 

The state's effective income level for any population of parents/caretaker relatives under a Medicaid 1115 
r demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL or amounts by 

household size. 

Enter the amount of the maximum income standard: 

r. A percentage of the federal poverty level: EJ % 

r The state's AFDC payment standard in effect as of July 16, 1996, converted to a MAGI-equivalent standard. The 
standard is described in S 14 AFDC Income Standards. 

The state's AFDC payment standard in effect as of July I 6, I 996, increased by no more than the percentage 
r increase in the Consumer Price Index for urban consumers (CPI-U) since such date, converted to a MAGI­

equivalent standard. The standard is described in S 14 AFDC Income Standards. 

r The state's T ANF payment standard, converted to a MA GI-equivalent standard. The standard is described in S 14 
AFDC Income Standards. 

r Other dollar amount 

~ Income standard chosen: 

Indicate the state's income standard used for this eligibility group: . 

r The minimum income standard 

r. The maximum income standard 

The state's AFDC payment standard in effect as of July 16, 1996, increased by no more than the percentage 
r increase in the Consumer Price Index for urban consumers (CPl-U) since such date. The standard is described in 

Sl4 AFDC Income Standards. 

r Another income standard in-between the minimum and maximum standards allowed 

~ There is no resource test for this eligibility group. 

~ Presumptive Eligibility 

The state covers individuals under this group when detennined presumptively eligible by a qualified entity. The state assures 
it also covers individuals under the Pregnant Women (42 CFR 435.116) and/or Infants and Children under Age 19 (42 CFR 
435.118) eligibility groups when detennined presumptively eligible. 

r Yes le No 

TN No: 13-0021- "Af\A\ 
Alabama 
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Medicaid Eligibility 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Medicaid Eligibility 

OMB Control Number 0938-1148 

42 CFR 435.116 
l902(a)(IO)(A)(i)(III) and (IV) 
l902(a)(lO)(A)(ii)(I), (IV) and (IX) 
193 l(b) and (d) 
1920 

~ Pregnant Women - Women who are pregnant or post-partum, with household income at or below a standard established by the state. 

0 The state attests that it operates this eligibility group in accordance with the following provisions: 

~ Individuals qualifying under this eligibility group must be pregnant or post-partum, as defined in 42 CFR 435.4. 

Pregnant women in the last trimester of their pregnancy without dependent children are eligible for full benefits under this 
group in accordance with section 1931 of the Act, if they meet the income standard for state plan Parents and Other 
Caretaker Relatives at 42 CFR 435.110. 

l- Yes r No 

~MAGI-based income methodologies are used in calculating household income. Please refer as necessary to SlO MAGI-Based 
• Income Methodologies, completed by the state. 

~ Income standard used for this group 

~Minimum income standard (Once entered and approved by CMS, the minimum income standard cannot be changed.) 

The state had an income standard higher than 133% FPL established as of December 19, 1989 for determining 
eligibility for pregnant women, or as of July I, 1989, had authorizing legislation to do so. 

r Yes l- No 

The minimum income standard for this eligibility group is 133% FPL. 

~ Maximum income standard 

The state certifies that it has submitted and received approval for its converted income standard(s) for pregnant 
[i]women to MAGI-equivalent standards and the determination of the maximum income standard to be used for 

pregnant women under this eligibility group. 

The state's maximum income standard for this eligibility group is: 

The state's highest effective income level for coverage of pregnant women under sections 1931 (low-income 
families), 1902(a)(IO)(A)(i)(III) (qualified pregnant women), 1902(a)(IOXAXi)(IV) (mandatory poverty level-

r related pregnant women), l902(a)(10)(A)(ii)(IX) (optional poverty level-related pregnant women), 1902(a)(IO) 
(A)(ii)(I) (pregnant women who meet AFDC financial eligibility criteria) and l 902(a)(l O)(A)(ii)(IV) 
(institutionalized pregnant women) in effect under the Medicaid state plan as of March 23, 2010, converted to a 
MAGI-equivalent percent of FPL. 

TN No: 13-0021-MM \ 
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Medicaid Eligibility 

The state's highest effective income level for coverage of pregnant women under sections l 93 l (low-income 
families), I 902(a)(IO)(A)(i)(III) (qualified pregnant women), I 902(a)(IO)(A)(i)(IV) (mandatory poverty level-

{ related pregnant women), 1902(a)(IO)(A)(ii)(IX) (optional poverty level-related pregnant women), 1902(a)(JO) 
(A)(ii)(I) (pregnant women who meet AFDC financial eligibility criteria) and I 902(a)(l O){A){ii)(IV) 

{institutionalized pregnant women) in effect under the Medicaid state plan as of December 31, 2013, converted to 
a MAGI-equivalent percent of FPL. 

(" The state's effective income level for any population of pregnant women under a Medicaid 1115 demonstration as 
of March 23, 20 l 0, converted to a MAGI-equivalent percent of FPL. 

(" The state's effective income level for any population of pregnant women under a Medicaid 1115 demonstration as 
of December 31, 2013, converted to a MAGI-equivalent percent of FPL. 

(.' 185%FPL 

l.iJ Income standard chosen 

Indicate the state's income standard used for this eligibility group: 

(" The minimum income standard 

(" The maximum income standard 

(.' Another income standard in-between the minimum and maximum standards allowed. 

The amount of the income standard for this eligibility group is: EJ % FPL 

l.iJ There is no resource test for this eligibility group. 

l.iJ Benefits for individuals in this eligibility group consist of the following: 

(" All pregnant women eligible under this group receive full Medicaid coverage under this state plan. 

(.' Pregnant women whose income exceeds the income limit specified below for full coverage of pregnant women receive 
• only pregnancy-related services. 

Pregnancy-related services, as defined at 42 CFR 440.210 (a)(2), include prenatal, delivery, postpartum and family 
planning services, as well as services related to conditions which may complicate pregnancy. 

Full Medicaid coverage is provided only for pregnant women with income at or below the income limit described 
below: 

l.iJ Minimum income limit for full Medicaid coverage 

The minimum income standard used for full coverage under this group is the state's AFDC payment standard in 
effect as of May l, 1988, converted to MAGI-equivalent amounts by household size. The standard is described in 
S 14 AFDC Income Standards. 

Ill The state certifies that it has submitted and received approval for its converted May l, 1988 AFDC payment 
standard. 

l.iJ Maximum income limit for full Medicaid coverage 

TN No: 13-0021- MM\ 
Alabama 

Approval Date: 12-31-13 
S28-2 

Effective Date: 01-01-14 



--------------------·----·-- -------- ----~ 

Medicaid Eligibility 

The highest effective income level for coverage under section l 902(a)(IO)(A)(i)(III) (qualified pregnant 

(i women) or section 193 l(b) and (d) (low-income families) in effect under the Medicaid state plan as of March 
23, 2010, converted to a MAGI-equivalent standard. 

The highest effective income level for coverage under section l 902{a)(IO)(A)(i)(III) (qualified pregnant 

("' women) or section 1931 (b) and ( d) (low-income families) in effect under the Medicaid state plan as of 
December 31, 2013, converted to a MAGI-equivalent standard. 

("' The state's effective income level for any population of pregnant women under a Medicaid 1115 
demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL. 

("' The state's effective income level for any population of pregnant women under a Medicaid 1115 
demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL. 

The amount of the maximum income limit for full Medicaid coverage is: 

(i A percentage of the federal poverty level: D % 

("' A dollar amount 

~ Income limit chosen for full Medicaid coverage: 

(i The minimum income limit 

r The maximum income limit 

("' Another income limit in-between the minimum and maximum standards allowed. 

~ Presumptive Eligibility 

The state covers ambulatory prenatal care for individuals under this group when determined presumptively eligible by a 
qualified entity. 

("'Yes (i No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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42 CFR 435.l I 8 
l902(a)(10)(A)(i)(III), (IV), (VI) and (VII) 
l 902(a)( I O)(A)(ii)(IV) and (IX) 
l93l(b) and (d) 

Medicaid Eligibility 

OMB Control Number 0938-1148 

OO Infants and Children under Age 19- Infants and children under age 19 with household income at or below standards established by 
the state based on age group. 

[Z] The state attests that it operates this eligibility group in accordance with the following provisions: 

00 Children qualifying under this eligibility group must meet the following criteria: 

00 Are under age 19 

00 Have household income at or below the standard established by the state. 

~ MAGI-based income methodologies are used in calculating household income. Please refer as necessary to SlO MAGI­
Based Income Methodologies, completed by the state. 

00 Income standard used for infants under age one 

00 Minimum income standard 

The state had an income standard higher than 133% FPL established as of December 19, 1989 for detennining 
eligibility for infants under age one, or as of July 1, 1989, had authorizing legislation to do so. 

(' Yes (e' No 

The minimum income standard for infants under age one is 133% FPL. 

00 Maximum income standard 

The state certifies that it has submitted and received approval for its converted income standard(s) for infants 
[Z] under age one to MAGI-equivalent standards and the detennination of the maximum income standard to be used 

for infants under age one. 

The state's maximum income standard for this age group is: 

The state's highest effective income level for coverage of infants under age one under sections 193 l (low-income 
families), l902(a)(10)(A)(i)(III) (qualified children), 1902(a)(10)(A)(i)(IV) (mandatory poverty level-related 

(' infants), l 902(a)(10)(A)(ii)(IX) (optional poverty level-related infants) and l 902(a)(10)(A)(ii)(IV) 
(institutionalized children), in effect under the Medicaid state plan as of March 23, 2010, converted to a MAGI­
equivalent percent of FPL. 

TN No: 13-0021 - MM\ 
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Medicaid Eligibility 

The state's highest effective income level for coverage of infants under age one under sections 1931 (low-income 
families), 1902( a )(I 0 )(A )(i)(III) (qualified children), 1902( a)(l 0 )(A )(i)(IV) (mandatory poverty level-related 

r infants), I 902(a)(l O)(A)(ii)(IX) (optional poverty level-related infants) and 1902(a)(IO)(A)(ii)(IV) 
(institutionalized children), in effect under the Medicaid state plan as of December 31, 2013, converted to a 
MAGI-equivalent percent of FPL. 

r The state's effective income level for any population of infants under age one under a Medicaid 1115 
demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL. 

r The state's effective income level for any population of infants under age one under a Medicaid 1115 
demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL. 

(.' 185%FPL 

~ Income standard chosen 

The state's income standard used for infants under age one is: 

r The maximum income standard 

If not chosen as the maximum income standard, the state's highest effective income level for coverage of infants 
under age one under sections 1931 (low-income families), 1902(a)(lO)(A)(i)(III) (qualified children), l 902(a)(l 0) 

(.' (A)(i)(IV) (mandatory poverty level-related infants), 1902(a)(IO)(A)(ii)(IX) (optional poverty level-related 
infants) and l 902(a)(l O)(A)(ii)(IV) (institutionalized children), in effect under the Medicaid state plan as of 
March 23, 2010, converted to a MAGI-equivalent percent of FPL. 

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and 
if not chosen as the maximum income standard, the state's highest effective income level for coverage of infants 

r under age one under sections 1931 (low-income families), l 902(a)(IO)(A)(i)(IIl)(qualified children), l 902(a)(I 0) 
(A )(i)(IV) (mandatory poverty level-related infants), 1902( a)( 10)( A )(ii)(IX) (optional poverty level-related 
infants) and 1902(a)(l O)(A)(ii)(IV) (institutionalized children), in effect under the Medicaid state plan as of 
December 31, 2013, converted to a MAGI-equivalent percent of FPL. 

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and 
r if not chosen as the maximum income standard, the state's effective income level for any population of infants 

under age one under a Medicaid 1115 demonstration as of March 23, 2010, converted to a MAGI-equivalent 
percent of FPL. 

If higher than the highest effective income level for this age group under the state plan as of March 23, 20 IO, and 
r if not chosen as the maximum income standard, the state's effective income level for any population of infants 

under age one under a Medicaid 1115 demonstration as of December 31, 2013, converted to a MAGI-equivalent 
percent of FPL. 

r Another income standard in-between the minimum and maximum standards allowed, provided it is higher than 
the effective income standard for this age group in the state plan as of March 23, 2010. 

The amount of the income standard for infants under one is: ~ % FPL 

~ Income standard for children age one through age five, inclusive 

~ Minimum income standard 

TN No: 13-0021-l'Y\irrd Approval Date: 12-31-13 
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Medicaid Eligibility 

The minimum income standard used for this age group is 133% FPL. 

~ Maximum income standard 

The state certifies that it has submitted and received approval for its converted income standard(s) for children 
[ZJ age one through five to MAGI-equivalent standards and the determination of the maximum income standard to be 

used for children age one through five. 

The state's maximum income standard for children age one through five is: 

The state's highest effective income level for coverage of children age one through five under sections 193 1 (low­
(i' income families), 1902(a)(IO)(A)(i)(III) (qualified children), l902(a)(IO)(A)(i)(VI) (mandatory poverty level­

related children age one through five), and 1902( a)( 1 O)(A)(ii)(IV) (institutionalized children), in effect under the 
Medicaid state plan as of March 23, 2010, converted to a MAGI-equivalent percent of FPL. 

The state's highest effective income level for coverage of children age one through five under sections 193 l (low­
r income families), l 902(a)(l O)(A)(i)(III) (qualified children), 1902(a)(l O)(A)(i)(VI) (mandatory poverty level­

related children age one through five), and I 902(a)(l O)(A)(ii)(IV) (institutionalized children), in effect under the 
Medicaid state plan as of December 31, 2013, converted to a MAGI-equivalent percent of FPL. 

r The state's effective income level for any population of children age one through five under a Medicaid 1115 
demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL. 

r The state's effective income level for any population of children age one through five under a Medicaid 1115 
demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL. 

Enter the amount of the maximum income standard: ~ % FPL 

~ Income standard chosen 

The state's income standard used for children age one through five is: 

(i' The maximum income standard 

If not chosen as the maximum income standard, the state's highest effective income level for coverage of children 
age one through five under sections 1931 (low-income families), 1902(a)(lO)(A}(i)(III) (qualified children), 

r 1902(a)(IO)(A)(iXVI) (mandatory poverty level-related children age one through five), and 1902(a)(IO)(A)(ii) 
(IV) (institutionalized children), in effect under the Medicaid state plan as of March 23, 2010, converted to a 

MAGI-equivalent percent of FPL. 

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and 

if not chosen as the maximum income standard, the state's highest effective income level for coverage of children 

r age one through five under sections 1931 (low-income families), l902(a)(IO)(AXi)(III) (qualified children), 
1902( a)(l 0 )(A )(iXVI) (mandatory poverty level-related children age one through five), and 1902( a)( 10 )(A )(ii) 
(IV) (institutionalized children), in effect under the Medicaid state plan as of December 31, 2013, converted to a 

MAGI-equivalent percent of FPL. 
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Medicaid Eligibility 

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and 
r if not chosen as the maximum income standard, the state's effective income level for any population of children 

age one through five under a Medicaid 1115 demonstration as of March 23, 2010, converted to a MAGI­
equivalent percent of FPL. 

If higher than the highest effective income level for this age group under the state plan as of March 23, 20 I 0, and 
r if not chosen as the maximum income standard, the state's effective income level for any population of children 

age one through five under a Medicaid 1115 demonstration as of December 31, 2013, converted to a MAGI­
equivalent percent of FPL. 

r Another income standard in-between the minimum and maximum standards allowed, provided it is higher than 
the effective income standard for this age group in the state plan as of March 23, 2010. 

l!:J Income standard for children age six through age eighteen, inclusive 

l!:J Minimum income standard 

The minimum income standard used for this age group is 133% FPL. 

I!] Maximum income standard 

The state certifies that it has submitted and received approval for its converted income standard(s) for children age 
IZI six through eighteen to MAGI-equivalent standards and the detennination of the maximum income standard to be 

used for children age six through age eighteen. 

The state's maximum income standard for children age six through eighteen is: 

The state's highest effective income level for coverage of children age six through eighteen under sections 1931 
("' (low-income families), l 902(a)(l O)(A)(i)(III) (qualified children), l 902(a)(l O)(A)(i)(VII) (mandatory poverty 

level-related children age six through eighteen) and l902(a)(IO)(A)(ii)(IV) (institutionalized children), in effect 
under the Medicaid state plan as of March 23, 2010, converted to a MAGI-equivalent percent of FPL. 

The state's highest effective income level for coverage of children age six through eighteen under sections 1931 
(i' (low-income families), l902(a)(l0)(A)(i)(III) (qualified children), l902(a)(IO)(A)(i)(VII) (mandatory poverty 

level-related children age six through eighteen) and 1902(a)(IO)(A)(ii)(IV) (institutionalized children), in effect 
under the Medicaid state plan as of December 31, 2013, converted to a MAGI-equivalent percent of FPL. 

("' The state's effective income level for any population of children age six through eighteen under a Medicaid 1115 
demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL. 

("' The state's effective income level for any population of children age six through eighteen under a Medicaid l 115 
demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL. 

("' 133% FPL 

Enter the amount of the maximum income standard: EJ % FPL 

I!] Income standard chosen 
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Medicaid Eligibility 

The state's income standard used for children age six through eighteen is: 

r. The maximum income standard 

If not chosen as the maximum income standard, the state's highest effective income level for coverage of children 
age six through eighteen under sections 1931 (low-income families), l 902(a)(l O)(A)(i)(III) (qualified children), 

r 1902(a)(lO)(A)(i)(VII) (mandatory poverty level-related children age six through eighteen) and 1902(a)(lO)(A) 
(ii)(IV) (institutionalized children), in effect under the Medicaid state plan as of March 23, 2010, converted to a 
MAGI-equivalent percent of FPL. 

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and 
if not chosen as the maximum income standard, the state's highest effective income level for coverage of children 

r age six through eighteen under sections 1931 (low-income families), 1902(a)(l O)(A)(i)(Ill) (qualified children), 
1902(a)(IO)(A)(i)(VII) (mandatory poverty level-related children age six through eighteen) and 1902(a)(10)(A) 
(ii)(IV) (institutionalized children), in effect under the Medicaid state plan as of December 31, 2013, converted to 
a MAGI-equivalent percent of FPL. 

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and 
r if not chosen as the maximum income standard, the state's effective income level for any population of children 

age six through eighteen under a Medicaid 1115 demonstration as of March 23, 2010, converted to a MAGI­

equivalent percent of FPL. 

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and 
if not chosen as the maximum income standard, the state's effective income level for any population of children 

r age six through eighteen under a Medicaid 1115 demonstration as of December 31, 2013, converted to a MAGI­
equivalent percent of FPL. 

r Another income standard in-between the minimum and maximum standards allowed, provided it is higher than 
the effective income standard for this age group in the state plan as of March 23, 2010. 

~ There is no resource test for this eligibility group. 

~ Presumptive Eligibility 

The state covers children when determined presumptively eligible by a qualified entity. 

r Yes (9 No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Medicaid Eligibility 

l902(a)( l O)(A)(i)(VIII) 
42 CFR435.119 

The state covers the Adult Group as described at 42 CFR 435.119. 

('Yes r. No 

PRA Disclosure Statement 

OMB Control Number 0938-1148 
OMB Expiration date: I0/31/2014 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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42CFR435.150 
1902(a)(IO)(A)(i)(IX) 

Medicaid Eligibility 

OMB Control Number 0938-1148 
OMB Expiration date: 10/31/2014 

Iii Former Foster Care Children - Individuals under the age of26, not otherwise mandatorily eligible, who were on Medicaid and 
in foster care when they turned age 18 or aged out of foster care. 

0 The state attests that it operates this eligibility group under the following provisions: 

Iii Individuals qualifying under this eligibility group must meet the following criteria: 

Iii Are under age 26. 

Iii Are not otherwise eligible for and enrolled for mandatory coverage under the state plan, except that eligibility under 
• this group takes precedence over eligibility under the Adult Group. 

Were in foster care under the responsibility of the state or Tribe and were enrolled in Medicaid under the state's state 
Iii plan or 1115 demonstration when they turned 18 or at the time of aging out of that state's or Tribe's foster care 

program. 

The state elects to cover children who were in foster care and on Medicaid in mu' state at the time they turned 18 or 
aged out of the foster care system. 

rves (i' No 

The state covers individuals under this group when detennined presumptively eligible by a qualified entity. The state assures 
it also covers individuals under the Pregnant Women (42 CFR 435.116) and/or Infants and Children under Age 19 (42 CFR 
435.118) eligibility groups when determined presumptively eligible. 

r Yes (i'No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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l 902(a)(IO)(A)(ii)(XX) 
1902(hh) 
42 CFR435.218 

Medicaid Eligibility 

OMB Control Number 0938-1148 
OMB Expiration date: 10/31/2014 

Individuals above 133% FPL - The state elects to cover individuals under 65, not otherwise mandatorily or optionally eligible, 
with income above 133% FPL and at or below a standard established by the state and in accordance with provisions described at 
42 CFR 435.218. 

(" Yes (i' No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Medicaid Eligibility 

OMB Control Number 0938-1148 

42 CFR 435.220 
l 902(a)( lO)(A)(ii)(I) 

Optional Coverage of Parents and Other Caretaker Relatives - The state elects to cover individuals qualifying as parents or other 
caretaker relatives who are not mandatorily eligible and who have income at or below a standard established by the state and in 
accordance with provisions described at 42 CFR 435.220. 

('Yes (i No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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42 CFR 435.222 
I 902(a)( IO)(A)(ii)(I) 
I 902(a)(l O)(A)(ii)(IV) 

Medicaid Eligibility 

OMB Control Number 093 8-1148 
OMB Expiration date: I 0/31/2014 

Reasonable Classification of Individuals under Age 21 - The state elects to cover one or more reasonable classifications of individuals 
under age 21 who are not mandatorily eligible and who have income at or below a standard established by the state and in accordance 

with provisions described at 42 CFR 435.222. 

(9 Yes (' No 

0 The state attests that it operates this eligibility group in accordance with the following provisions: 

~ Individuals qualifying under this eligibility group must qualify under a reasonable classification by meeting the following 
criteria: 

~ Be under age 21, or a lower age, as defined within the reasonable classification. 

~Have household income at or below the standard established by the state, ifthe state has an income standard for the 
• reasonable classification. 

~ Not be eligible and enrolled for mandatory coverage under the state plan. 

~ MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S IO MAGI­
• Based Income Methodologies, completed by the state. 

The state covered at least one reasonable classification under this eligibility group under its Medicaid state plan as of December 
31, 2013, orunder a Medicaid 1115 Demonstration as of March 23, 2010 or December 31, 2013, with income standards higher 
(including disregarding all income) than the current mandatory income standards for the individual's age. 

(9 Yes (' No 

The state also covered at least one reasonable classification under this group in the Medicaid state plan as of March 23, 20 I 0 
with income standards higher (including disregarding all income) than the current mandatory income standards for the 
individual's age. 

(9 Yes ('No 

Reasonable Classifications Covered in the Medicaid State Plan as of March 23, 2010 

The state attaches the approved pages from the Medicaid state plan as of March 23, 2010 to indicate the age 
0 groups, reasonable classifications, and income standards used at that time for this eligibility group. 

Current Coverage of All Children under a Specified Age 
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Medicaid Eligibility 

The state covers all children under a specified age limit, equal to or higher than the age limit and/or income standard 
used in the Medicaid state plan as of March 23, 20 l 0, provided the income standard is higher than the current 

mandatory income standard for the individual's age. The age limit and/or income standard used must be no higher than 
any age limit and/or income standard covered in the Medicaid state plan as of December 31, 2013 or under a Medicaid 
1115 Demonstration as of March 23, 2010 or December 31, 2013. Higher income standards may include the disregard 
of all income. 

(' Yes (e No 

Current Coverage of Reasonable Classifications Covered in the Medicaid State Plan as of March 23, 2010 

The state covers reasonable classifications of children previously covered in the Medicaid state plan as of March 23, 

2010, with income standards higher than the current mandatory income standard for the age group. Age limits and 
income standards are equal to or higher than the Medicaid state plan as of March 23, 2010, but no higher than any age 

limit and/or income standard for this classification covered in the Medicaid state plan as of December 31, 2013 or under 
a Medicaid 1115 Demonstration as of March 23, 2010 or December 31, 2013. Higher income standards may include the 

disregard of all income. 

(e Yes . (' No 

Indicate the reasonable classifications of children that were covered in the state plan in effect as of March 23, 20 I 0 
with income standards higher than the mandatory standards used for the child's age, using age limits and income 

standards that are not more restrictive than used in the state plan as of as March 23, 2010 and are not less restrictive 
than used in the Medicaid state plan as of December 31, 2013 or under a Medicaid 1115 Demonstration as of March 

23, 2010 or December 31, 2013. 

Current Coverage of Reasonable Classifications Covered in the Medicaid State Plan as of March 23, 2010 

IZj Individuals for whom public agencies are assuming full or partial financial responsibility. 

IZj Individuals placed in foster care homes by public agencies 

Indicate the age which applies: 

l- Under age 21 (' Under age 20 (' Under age 19 (' Under age 18 

0 Individuals placed in foster care homes by private, non-profit agencies 

IZj Individuals placed in private institutions by public agencies 

Indicate the age which applies: 

(e Under age 21 ('Under age 20 ('Under age 19 ('Under age 18 

0 Individuals placed in private institutions by private, non-profit agencies 

0 Individuals in adoptions subsidized in full or part by a public agency 

0 Individuals in nursing facilities, if nursing facility services are provided under this plan 

D Individuals receiving active treatment as inpatients in psychiatric facilities or programs, 
if such services are provided under this plan 
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~s 
(..!::~-- Medicaid Eligibility 

IX! Other reasonable classifications 

Name of classification Description Age Limit 

+ Inpatients in public Inpatients receiving active treatment in 
lunder age 21 l x psychiatric facility public psychiatric facility 

Enter the income standard used for these classifications. The income standard must be higher than the mandatory 
standard for the child's age. It may be no lower than the income standard used in the state plan as of March 23, 
2010 and no higher than the highest standard used in the Medicaid state plan as of December 31, 2013 or under a 
Medicaid 1115 Demonstration as of March 23, 2010 or December 31, 2013. 

Okk here once ~n form above is complete to~wth~i!ncom~standards form. 

~ Income standard used 

~ Minimum income standard 

The minimum income standard for this classification of children is the AFDC payment standard in effect 
as of July 16, 1996, not converted to MAGI-equivalent. This standard is described in S 14 AFDC Income 
Standards. 

~ Maximum income standard 

No income test was used (all income was disregarded) for this classification either in the Medicaid state 
plan as of December 31, 2013, or under a Medicaid 1115 Demonstration as of March 23, 20 IO or 
December 31, 2013. 

("'Yes le No 

The state certifies that it has submitted and received approval for its converted income standards 
for this classification of children to MAGI-equivalent standards and the determination of the 

[{] maximum income standard to be used for this classification of children under this eligibility 
group. 

The state's maximum income standard for this classification of children (which must exceed the 
minimum for the classification) is: 

The state's effective income level for this classification of children under the Medicaid state plan 
le as of March 23, 2010, converted to a MAGI-equivalent percent of FPL or amounts by household 

size. 

The state's effective income level for this classification of children under the Medicaid state plan 
("' as of December 31, 2013, converted to a MAGI-equivalent percent of FPL or amounts by 

household size. 
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Medicaid Eligibility 

The state's effective income level for this classification of children under a Medicaid 1115 
r Demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL or 

amounts by household size. 

The state's effective income level for this classification of children under a Medicaid 1115 
r Demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL or 

amounts by household size. 

Enter the amount of the maximum income standard: 

r A percentage of the federal poverty level: D % 

The state's AFDC payment standard in effect as of July 16, 1996, converted to a MAGI-
(. equivalent standard. This standard is described in Sl4 AFDC Income Standards. This option 

should only be selected for children 19 and older, and only if the state has not elected to cover the 
Adult Group. 

The state's T ANF payment standard, converted to a MA GI-equivalent standard. This standard is 
r described in SI4 AFDC Income Standards. This option should only be selected for children 19 

and older, and only ifthe state has not elected to cover the Adult Group. 

r Other dollar amount 

(!] Income standard chosen 

Individuals qualify under this classification under the following income standard: 

r The minimum standard. 

r. The maximum income standard. 

If not chosen as the maximum income standard, the state's effective income level for this 
r classification under the Medicaid state plan as of March 23, 20 I 0, converted to a MAGI-equivalent 

percent of FPL or amounts by household size. 

If not chosen as the maximwn income standard, and if higher than the effective income level used 
r under the Medicaid state plan as of March 23, 2010, the state's effective income level for this 

classification under the Medicaid state plan as of December 31, 2013, converted to a MAGI­
equivalent percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 
r under the Medicaid state plan as of March 23, 2010, the state's effective income level for this 

classification under a Medicaid 1115 Demonstration as of March 23, 2010, converted to a MAGJ­

equivalent percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 
r under the Medicaid state plan as of March 23, 2010, the state's effective income level for this 

classification under a Medicaid 1115 Demonstration as of December 31, 2013, converted to a MAGI­
equivalent percent of FPL or amounts by household size. 
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Medicaid Eligibility 

Another income standard in-between the minimum and maximum standards allowed, provided it is 
("' higher than the effective income level for this classification in the state plan as of March 23, 20 I 0, 

converted to a MAGI equivalent. 

~ Income standard used 

~ Minimum income standard 

The minimum income standard for this classification of children is the AFDC payment standard in effect 
as of July 16, 1996, not converted to MAGI-equivalent. This standard is described in S 14 AFDC Income 
Standards. 

~ Maximwn income standard 

No income test was used (all income was disregarded) for this classification either in the Medicaid state 
plan as of December 31, 2013, or under a Medicaid 1115 Demonstration as of March 23, 2010 or 
December 31, 2013. 

("' Yes (i No 

The state certifies that it has submitted and received approval for its converted income standards 
for this classification of children to MAGI-equivalent standards and the detennination of the 

0 maximum income standard to be used for this classification of children under this eligibility 

group. 

The state's maximum income standard for this classification of children (which must exceed the 
minimum for the classification) is: 

The state's effective income level for this classification of children under the Medicaid state plan 
(i as of March 23, 2010, converted to a MAGI-equivalent percent of FPL or amounts by household 

size. 

The state's effective income level for this classification of children under the Medicaid state plan 
("' as of December 31, 2013, converted to a MAGI-equivalent percent of FPL or amounts by 

household size. 

The state's effective income level for this classification of children under a Medicaid 1115 
("' Demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL or 

amounts by household size. 

The state's effective income level for this classification of children under a Medicaid 1115 
("' Demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL or 

amounts by household size. 

Enter the amount of the maximum income standard: 
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Medicaid Eligibility 

r A percentage of the federal poverty level: D % 

The state's AFDC payment standard in effect as of July 16, 1996, converted to a MAGI-
r. equivalent standard. This standard is described in Sl4 AFDC Income Standards. This option 

should only be selected for children 19 and older, and only ifthe state has not elected to cover the 
Adult Group. 

The state's T ANF payment standard, converted to a MAGI-equivalent standard. This standard is 
(' described in S 14 AFDC Income Standards. This option should only be selected for children 19 

and older, and only if the state has not elected to cover the Adult Group. 

r Other dollar amount 

Ii] Income standard chosen 

Individuals qualify under this classification under the following income standard: 

r The minimum standard. 

r. The maximum income standard. 

If not chosen as the maximum income standard, the state's effective income level for this 

(' classification under the Medicaid state plan as of March 23, 2010, converted to a MAGI-equivalent 

percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 
(' under the Medicaid state plan as of March 23, 2010, the state's effective income level for this 

classification under the Medicaid state plan as of December 31, 2013, converted to a MAGI­
equivalent percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 
under the Medicaid state plan as of March 23, 2010, the state's effective income level for this 

(' classification under a Medicaid 1115 Demonstration as of March 23, 20 I 0, converted to a MAGI­

equivalent percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 
under the Medicaid state plan as of March 23, 20 l 0, the state's effective income level for this 

(' classification under a Medicaid 1115 Demonstration as of December 31, 2013, converted to a MAGI­
equivalent percent of FPL or amounts by household size. 

Another income standard in-between the minimum and maximum standards allowed, provided it is 
(' higher than the effective income level for this classification in the state plan as of March 23, 2010, 

converted to a MAGI equivalent. 

Ii] Income standard used 

Ii] Minimum income standard 
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Medicaid Eligibility 

The minimum income standard for this classification of children is the AFDC payment standard in effect 
as of July 16, 1996, not converted to MAGI-equivalent. This standard is described in S 14 AFDC Income 
Standards. 

[ii Maximum income standard 

No income test was used (all income was disregarded) for this classification either in the Medicaid state 
plan as of December 31, 2013, or under a Medicaid 1115 Demonstration as of March 23, 2010 or 
December 31, 2013. 

r Yes (i No 

The state certifies that it has submitted and received approval for its converted income standards 
for this classification of children to MAGI-equivalent standards and the determination of the 

[{] maximum income standard to be used for this classification of children under this eligibility 
group. 

An attachment is subnlitted. 

The state's maximum income standard for this classification of children (which must exceed the 
minimum for the classification) is: 

The state's effective income level for this classification of children under the Medicaid state plan 
(i as of March 23, 2010, converted to a MAGI-equivalent percent of FPL or amounts by household 

size. 

The state's effective income level for this classification of children under the Medicaid state plan 
r as of December 3 l, 2013, converted to a MAGI-equivalent percent of FPL or amounts by 

household size. 

The state's effective income level for this classification of children under a Medicaid 1115 
r Demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL or 

amounts by household size. 

The state's effective income level for this classification of children under a Medicaid 1115 
r Demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL or 

amounts by household size. 

Enter the amount of the maximum income standard: 

r A percentage of the federal poverty level: D % 

The state's AFDC payment standard in effect as ofJuly 16, 1996, converted to a MAGI-
(i equivalent standard. This standard is described in S 14 AFDC Income Standards. This option 

should only be selected for children 19 and older, and only if the state has not elected to cover the 
Adult Group. 

The state's TANF payment standard, converted to a MAGI-equivalent standard. This standard is 
r described in S 14 AFDC Income Standards. This option should only be selected for children 19 

and older, and only if the state has not elected to cover the Adult Group. 

r Other dollar amount 
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Medicaid Eligibility 

~ Income standard chosen 

Individuals qualify under this classification under the following income standard: 

r The minimum standard. 

{e The maximwn income standard. 

If not chosen as the maximum income standard, the state's effective income level for this 
(' classification under the Medicaid state plan as of March 23, 2010, converted to a MA GI-equivalent 

percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 
(' under the Medicaid state plan as of March 23, 2010, the state's effective income level for this 

classification under the Medicaid state plan as of December 31, 2013, converted to a MAGI­
equivalent percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 
under the Medicaid state plan as of March 23, 2010, the state's effective income level for this 

(' classification under a Medicaid 1115 Demonstration as of March 23, 2010, converted to a MAGI­
equivalent percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 
(' under the Medicaid state plan as of March 23, 2010, the state's effective income level for this 

classification under a Medicaid 1115 Demonstration as of December 31, 2013, converted to a MAGI­
equivalent percent of FPL or amounts by household size. 

Another income standard in-between the minimum and maximum standards allowed, provided it is 
(' higher than the effective income level for this classification in the state plan as of March 23, 2010, 

converted to a MAGI equivalent. 

Other Reasonable Classifications Previously Covered 

The state covers reasonable classifications of children run covered in the Medicaid state plan as of March 23, 2010, but 
covered under the Medicaid state plan as of December 31, 2013 or under a Medicaid 1115 Demonstration as of March 
23, 20 I 0 or December 31, 2013 with an income standard higher than the current mandatory income standard for the age 
group. 

(' Yes {e No 

Additional new age groups or reasonable classifications covered 

If the state has not elected to cover the Adult Group (42 CFR 435.119), it may elect to cover additional new age groups 
or reasonable classifications that have not been covered previously. If the state covers the Adult Group, this additional 
option is not available, as the standard for the new age groups or classifications is lower than that used for mandatory 
coverage. 

The state does not cover the Adult Group and elects the option to include in this eligibility group additional age groups 
or reasonable classifications that have not been covered previously in the state plan or under a Medicaid 1115 

Demonstration. Any additional age groups or reasonable classifications not previously covered are restricted to the 
AFDC income standard from July 16, 1996, not converted to a MAGI-equivalent standard. 
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Medicaid Eligibility 

r Yes (i' No 

~ There is no resource test for this eligibility group. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a 
valid OMB control number. The valid OMB control number for this infonnation collection is 0938-1148. The time required to complete 
this infonnation collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the infonnation collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Medicaid Eligibility 

OMB Control Number 0938-1148 
OMB Expiration date: 10/31/2014 

42 CFR 435.227 
I 902(a)(l O)(A)(ii)(VIII) 

Children with Non IV-E Adoption Assistance - The state elects to cover children with special needs for whom there is a non IV-E 
adoption assistance agreement in effect with a state, who were eligible for Medicaid, or who had income at or below a standard 
established by the state and in accordance with provisions described at 42 CFR 435.227. 

le' Yes ('No 

0 The state attests that it operates this eligibility group in accordance with the following provisions: 

~ Individuals qualifying under this eligibility group must meet the following criteria: 

~ The state adoption agency has determined that they cannot be placed without Medicaid coverage because of special 
• needs for medical or rehabilitative care; 

~ Are under the following age (see the Guidance for restrictions on the selection of an age): 

le' Under age 21 

(' Under age 20 

(' Under age 19 

. ('Under age 18 

r-i MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S 10 MAGI-
1!.i Based Income Methodologies, completed by the state. 

The state covered this eligibility group in the Medicaid state plan as of December 31, 2013, or under a Medicaid 1115 
Demonstration as of March 23, 2010 or December 31, 2013. 

le' Yes ('No 

The state also covered this eligibility group in the Medicaid state plan as of March 23, 2010. 

le' Yes ('No 

853 

~ Individuals qualify under this eligibility group if they were eligible under the state's approved state plan prior to 
• the execution of the adoption agreement. 

The state used an income standard or disregarded all income for this eligibility group either in the Medicaid state plan 
as of March 23, 2010 or December 31, 2013, or under a Medicaid l l 15 Demonstration as of March 23, 2010 or 
December 31, 2013. 

(' Yes le' No 

~ There is no resource test for this eligibility group. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer. Mail Ston C4-26-05. Baltimore. Marv land 21244-1 R '\O 
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l 902(a)(l O)(A)(ii)(XIV) 
42 CFR 435.229 and 435.4 
l 905(u)(2)(B) 

Medicaid Eligibility 

OMB Control Number 0938-1148 
OMB Expiration date: I0/31/2014 

Optional Targeted Low Income Children - The state elects to cover uninsured children who meet the definition of optional targeted 
low income children at 42 CFR 435.4, who have household income at or below a standard established by the state and in accordance 
with provisions described at 42 CFR 435.229. 

r Yes (.'No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Mary land 21244-1850. 
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1902(a)(to)(A)(ii)(XII) 
1902(z) 

Medicaid Eligibility 

OMB Control Number 0938-1148 
OMB Expiration date: I 0/31/2014 

Individuals with Tuberculosis - The state elects to cover individuals infected with tuberculosis who have income at or below a standard 
established by the state, limited to tuberculosis-related services. 

("' Yes (i' No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN No: 13-0021 ..... M. fV\ \ 
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-----------------------------------

42 CFR 435.226 
1902( a)( l O)(A )(ii)(XVII) 

Medicaid Eligibility 

OMB Control Number 0938-1148 
OMB Expiration date: 10/31/2014 

Independent Foster Care Adolescents - The state elects to cover individuals under an age specified by the state, less than age 
21, who were in state-sponsored foster care on their 18th birthday and who meet the income standard established by the state and 
in accordance with the provisions described at 42 CFR 435.226. 

('Yes r. No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this infonnation collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN No: 13-0021- j\A M \ 
Alabama 
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l 902(a)(IO)(A)(ii)(XXI) 
42 CFR435.214 

Medicaid Eligibility 

OMB Control Number 0938-1148 
OMB E iration date: 10/31/2014 

Individuals Eligible for Family Planning Services - The state elects to cover individuals who are not pregnant, and have household 
income at or below a standard established by the state, whose coverage is limited to family planning and related services and in 
accordance with provisions described at 42 CFR 435.214. 

('Yes (9 No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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SUPERSEDING PAGES OF 
STATE PLAN MATERIAL 

TRANSMITTAL NUMBER: AL-13-0022-MM3 STATE: Alabama 

I 
PAGE NUMBER OF THE PLAN SECTION OR PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 

ATTACHMENT: OR ATTACHMENT (If Applicable): 

Notwithstanding any other provisions of the Alabama Medicaid 
State Plan, the financial eligibility methodologies described in 

SI 0 - MAGI Income Methodology State Plan Amendment AL- l 3-0022-MM3 will apply to all 
MAGI-based eligibility groups covered under Alabama's 
Medicaid State Plan. The MAGI financial methodologies set forth 
in 42 CFR § 435.603 apply to everyone except those individuals 
described at 42 CFR § 435.603U) for whom MAGI-based methods 
do not apply. This State Plan Amendment supersedes the current 
financial eligibility provisions of the Medicaid State Plan only 
with respect to the MAGI-based eligibility groups. 



l902(e)(14) 
42 CFR 435.603 

Medicaid Eligibility 

OMB Control Number 0938-1148 
OMB Expiration date: 10/31/2014 

Ii] The state will apply Modified Adjusted Gross Income (MAGI)-based methodologies as described below, and consistent with 
• 42 CFR 435.603. 

In the case of determining ongoing eligibility for beneficiaries determined eligible for Medicaid on or before 
December 31, 2013, MAGI-based income methodologies will not be applied until March 31, 2014, or the next 
regularly-scheduled renewal of eligibility, whichever is later, if application of such methods results in a 
determination of ineligibility prior to such date. 

In determining family size for the eligibility determination of a pregnant woman, she is counted as herself plus 
each of the children she is expected to deliver. 

In determining family size for the eligibility determination of the other individuals in a household that includes 
a pregnant woman: 

0 The pregnant woman is counted just as herself. 

C: The pregnant woman is counted as herself, plus one. 

(9'' The pregnant woman is counted as herself, plus the number of children she is expected to deliver. 

Financial eligibility is determined consistent with the following provisions: 

When determining eligibility for new applicants, financial eligibility is based on current monthly income and 
family size. 

When determining eligibility for current beneficiaries, financial eligibility is based on: 

@Current monthly household income and family size 

0 Projected annual household income and family size for the remaining months of the current calendar year 

In determining current monthly or projected annual household income, the state will use reasonable methods to: 

D Include a prorated portion of a reasonably predictable increase in future income and/or family size. 

D Account for a reasonably predictable decrease in future income and/or family size. 

Except as provided at 42 CFR 435.603(d)(2) through (d)(4), household income is the sum of the MAGI-based income 
of every individual included in the individual's household. 

In determining eligibility for Medicaid, an amount equivalent to 5 percentage points of the FPL for the applicable 
family size will be deducted from household income in accordance with 42 CFR 435.603(d). 

Household income includes actually available cash support, exceeding nominal amounts, provided by the person 
claiming an individual described at §435.603(f)(2)(i) as a tax dependent. 

0Yes @No 
~--------------------
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Medicaid Eligibility 

[!] The age used for children with respect to 42 CFR 435.603(t)(3)(iv) is: 

@Age 19 

0Age 19, or in the case of full-time students, age 21 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of l 995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN No: 13-0022-MM3 
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AL-15-0009 

Proposed Effective Date 

l._1_1 _10_1_12_0_1_5 ____ _.I r=1 dd/ yyyy) 

Federal Statute/Re ulation Citation 

42 CFR 435.116; l 902(a)(l O)(A)(i)(III) and (IV); 1902(a)( lO)(A)(ii)(l), (IV) and (IX); l 93 l(b) and { d); 1920 

Federal Budget Impact 

Federal Fiscal Year 

First Year 12016 $Jo.oo 

Second Year 12017 

Subject of Amendment 
To provide full Medicaid coverage for pregnant women. 

Governor's Office Review 

® Governor's office reported no comment 

0 Comments of Governor's office received 
Describe: 

d No reply received within 45 days of submittal 

(!J Other, as specified 
Describe: 
Governor's designee on file via letter with CMS. 

Signature of State Agency Official 

Submitted By: 

Last Revision Date: 

Submit Date: 

Stephanie Lindsay 

Dec 4, 2015 

Dec 2, 2015 

Amount 
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Medicaid Eligibility 

State Name:~IA_l_a_ba_m_a _______________ ~ OMB Control Number: 0938- 1148 

Expiration date : 10/3I /2014 Transmittal Number: AL - 15 - 0009 

42 CFR 435.116 
l 902(a)( IO)(A)(i)(lll) and (IV) 
I 902(a)( IO)(A)(ii)(I ), ([V) and (IX) 
193l (b)and(d) 
1920 

[!] Pregnant Women - Women who are pregnant or post-partum, with household income at or below a standard established by the state. 

l.ZJ The state attests that it operates this eligibility group in accordance with the following provisions : 

~ Individuals qualifying under this eligibility group must be pregnant or post-partum, as defined in 42 CFR 435.4 . 

Pregnant women in the last trimester of their pregnancy without dependent ch ildren are eligible for full benefits under this 

group in accordance with section 1931 of the Act, if they meet the income standard for state plan Parents and Other 

Caretaker Relatives at 42 CFR 435. 110. 

{e Yes t No 

~ MAGI-based income methodologies are used in calculating household income. Please refer as necessary to SI 0 MAGI-Based 
• Income Methodologies, completed by the state. 

~ Income standard used for this group 

[!]Minimum income standard (Once entered and approved by CMS, the minimum income standard cannot be changed.) 

The state had an income standard higher than 133% FPL established as of December 19, 1989 for determining 
eligibility for pregnant women, or as of July L 1989. had authorizing legislation to do so. 

r Yes te No 

The minimum income standard for this eligibility group is 133% FPL. 

~Maximum income standard 

The state certifies that it has submitted and received approval for its converted income standard(s) for pregnant 

[ZJ women to MAGI-equivalent standards and the determinacion of the maximum income standard to be used for 
pregnant women under this eligibility group. 

The state's maximum income standard for this eligibility group is: 

The state's highest effective income level for coverage of pregnant women under sections 1931 (low-income 

families), I 902(a)( JO){A)(i){JII) (qualified pregnant women), I 902(a)( I O)(A)(i)(IV) (mandatory poverty level-

(' related pregnant women), 1902(a)( lO)(A)(ii)(IX) (optional poverty level-related pregnant women), I 902(a)( I 0) 

(A )(ii)(f) (pregnant women who meet AFDC financial eligibility criteria) and I 902(a)( I O)(A)(ii)(lV) 

(institutionalized pregnant women) in effect under the Medicaid state plan as of March 23, 20 I 0. converted to a 

MAGI-equivalent percent of FPL. 

TN No: 15-0009-MMl 
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Medicaid Eligibility 

The state's highest effective income level for coverage of pregnant women under sections 1931 (low-income 

families), 1902(a)(l0)(A)(i)(lll) (qualified pregnant women), 1902(a)(JO)(AJ(i)(IV) (mandatory poverty level­

related pregnant women), I 902(a)( 1 O)(A)(ii)(IX) (optional poverty level-related pregnant women), I 902(a l( I 0) 
(' (A)( ii)( I) (pregnant women who meet AFDC financial eligibility criteria) and 1902( a)(I 0 )(A)( ii)( IV) 

(institutionalized pregnant women) in effect under the Medicaid state plan as of December 31 , 2013 , converted to 

a MAGI-equivalent percent of FPL. 

(' The state's effective income level for any population of pregnant women under a Medicaid 11 15 demonstration as 
of March 23 , 2010, converted to a MAGI-equivalent percent of FPL. 

(' The state's effective income level for any population of pregnant women under a Medicaid 1115 demonstration as 
of December 31, 2013. converted to a MAGI-equivalent percent of FPL. 

(9 185% FPL 

00 Income standard chosen 

Indicate the state's income standard used for this eligibility group: 

( The minimum income standard 

(' The maximum income standard 

(9 Another income standard in-between the minimum and maximum standards allowed. 

The amount of the income standard for this eligibility group is:~ % FPL 

{!]There is no resource test for this eligibility group. 

{!]Benefits for individuals in this eligibility group consist of the following: 

(9 All pregnant women eligible under this group receive full Medicaid coverage under this state plan . 

(' Pregnant women whose income exceeds the income limit specified below for full coverage of pregnant women receive 
only pregnancy-related services . 

00 Presumptive Eligibility 

The state covers ambulatory prenatal care for individuals under this group when determined presumptively eligible by a 
qualified entity. 

(' Yes (i' No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938 -1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard. Attn: PRA Reports Clearance 
Officer. Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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	Please specify the standards andor criteria that the state will use to determine undue hardship: 
	The agency makes the following adjustments to benefits currently covered in the state plan: 
	Application to Alternative Benefit Plans ABP The state adheres to all ABP provisions in: 
	Increase payments for nursing facilities: 
	Increase in per diem rates for all nursing homes due to increases in cost associated with staffing supplies social distancing standards and other factors: 
	Add on payments will be netted against total reported cost in determining future rate setting: 
	Are not otherwise paid under the Medicaid state plan: 
	Differ from payments for the same services when provided face to face: 
	Differ from current state plan provisions governing reimbursement for telehealth: 
	Include payment for ancillary costs associated with the delivery of covered: 
	Ancillary cost associated with the originating site for telehealth is: 
	Ancillary cost associated with the originating site for telehealth is_2: 
	Other payment changes: 
	The state elects to modify the basic personal needs allowance for institutionalized: 
	The individuals total income: 
	300 percent of the SSI federal benefit rate: 
	The state elects a new variance to the basic personal needs allowance Note Election of: 
	Describe shorter period here: 
	The agency seeks the following under section 1135b1C andor section 1135b5 of the Act: 
	SPA submission requirements  the agency requests modification of the: 
	Public notice requirements  the agency requests waiver of public notice: 
	c: 
	1: 
	coverage for uninsured individuals: 
	2: 
	a: 
	Income standard: 
	b: 
	of the Act: 
	Income standard_2: 
	3: 
	Less restrictive income methodologies: 
	Less restrictive resource methodologies: 
	The agency considers individuals who are evacuated from the state who leave the state: 
	The agency provides Medicaid coverage to the following individuals living in the state: 
	who are nonresidents: 
	The agency provides for an extension of the reasonable opportunity period for non: 
	The agency elects to allow hospitals to make presumptive eligibility determinations for: 
	Please describe the applicable eligibility groupspopulations and any changes to reasonable limitations performance standards or other factors: 
	The agency designates itself as a qualified entity for purposes of making presumptive: 
	Please describe any limitations related to the populations included or the number of allowable PE periods: 
	The agency designates the following entities as qualified entities for purposes of making: 
	Please describe the designated entities or additional populations and any limitations related to the specified populations or number of allowable PE periods: 
	The agency adopts a total of: 
	months not to exceed 12 months continuous: 
	not to exceed age 19 regardless of changes in: 
	The agency conducts redeterminations of eligibility for individuals excepted from MAGI: 
	months not to exceed: 
	The agency uses the following simplified applications to support enrollment in affected: 
	The agency uses a simplified paper application: 
	The agency uses a simplified online application: 
	The simplified paper or online application is made available for use in callcenters: 
	The agency suspends deductibles copayments coinsurance and other cost sharing: 
	charges as follows: 
	The agency suspends enrollment fees premiums and similar charges for: 
	All beneficiaries: 
	The following eligibility groups or categorical populations: 
	Please list the applicable eligibility groups or populations: 
	The agency allows waiver of payment of the enrollment fee premiums and similar: 
	undefined: 
	The agency adds the following optional benefits in its state plan include service: 
	benefit: 
	The agency assures that newly added benefits or adjustments to benefits comply with all: 
	Application to Alternative Benefit Plans ABP  The state adheres to all ABP provisions in: 
	The agency assures that these newly added andor adjusted benefits will be: 
	Individuals receiving services under ABPs will not receive these newly added: 
	andor adjusted benefits or will only receive the following subset: 
	The agency utilizes telehealth in the following manner which may be different than: 
	Please describe: 
	undefined_2: 
	6: 
	Please describe the change in days or quantities that are allowed for the emergency period and for which drugs: 
	7: 
	8: 
	Please describe the manner in which professional dispensing fees are adjusted: 
	9: 
	1_2: 
	a_2: 
	Effective date enter date of change: 
	Location list published location: 
	b_2: 
	Describe methodology here: 
	The agency increases payment rates for the following services: 
	Please list all that apply: 
	Payment increases are targeted based on the following criteria: 
	Please describe criteria: 
	A supplemental payment or addon within applicable upper payment: 
	Please describe_2: 
	An increase to rates as described below: 
	Uniformly by the following percentage: 
	undefined_3: 
	Through a modification to published fee schedules: 
	Effective date enter date of change_2: 
	Location list published location_2: 
	Up to the Medicare payments for equivalent services: 
	By the following factors: 
	Please describe_3: 
	For the duration of the emergency the state authorizes payments for telehealth services: 
	a_3: 
	b_3: 
	c_2: 
	Describe telehealth payment variation: 
	d: 
	i: 
	ii: 
	4: 
	Please describe_4: 
	1_3: 
	a_4: 
	b_4: 
	c_3: 
	Other reasonable amount: 
	2_2: 
	Please describe the group or groups of individuals with greater needs and the amounts protected for each group or groups: 
	Information: 


