MO HealthNet Application Process

for the Elderly, Blind, and Disabled
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Eligibility Groups
To receive MO HealthNet a person must be:

e age 65 or over (referred to as aged)

e blind

e disabled

e a child under age 19 (or age 21, if in state custody)

e a caretaker parent (or other relative) of a low-income child

e a preghant woman

e a woman in need of treatment for breast or cervical cancer

e an individual under age 26 who was in foster care on the date

they turned age 18 or 30 days prior
AND

* Meet the requirements of an eligibility category

-




ME CODES

MO HealthNet Eligibility (ME) codes identify the category
of MO HealthNet that a person is In.

There are currently 75 ME codes Iin use.

e 6 are state only funded (no federal Medicaid match) with a
limited benefit package

e 10 have a benefit package restricted to specific services

e 4 are the Children’s Health Insurance Program (CHIP)
premium program

e The others are federally matched categories that provide a
benefit package based on whether the person is a child
under 21, an adult, pregnant, blind, or in a nursing facility




e
Categories that Don’'t Cover DMH Services

CPR, CSTAR, and DD waiver services are covered by all ME codes
except the following that are either state only funded (*) or have a
specific restricted benefit package(").

e 02* — Blind Pension

® 08* — CWS Foster Care

e 52* — DYS General Revenue

e 55" - QMB

® 57* — CWS-FC Adoption Subsidy

e 58", 59*" 94”™ — Presumptive Eligibility for Pregnant Women
® 64*,65* - Group Home Health Initiative Fund

e 80", 89" — Uninsured Women’s Health Services

e 917, 927, 93" — Gateway to Better Health

® 82*" — Missouri Rx
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Aged, Blind, Disabled (ABD) categories

e MO HealthNet for the Aged, Blind, Disabled (MHABD) —
spend down/non-spend down, vendor for patients in nursing
facilities or state institutions, Spemal Income Level (SIL) for
Aged & Disabled HCB waiver, 1619(a)&(b), disabled children —
ME codes 11, 12, 13

e Ticket-to-Work Health Assurance (TWHA) —ME codes 85, 86
e Supplemental Nursing Care (SNC) — ME codes 14,15,16

e Supplemental Aid to the Blind (SAB) — ME code 03

e Blind Pension (BP) — ME code 02

e MOCDD (Sara Lopez) waiver — ME codes 33,34

-




Aged, Blind, Disabled categories

e Old Age Assistance conversion (OAA) — ME code 01

e Aid to the Permanently and Totally Disabled conversion
(PTD) — ME code 04

e Aid to the Blind conversion (AB) — ME code 03 (same as SAB)
e Qualified Medicare Beneficiary (QMB) — ME code 55

e Specified Low Income Medicare Beneficiary (SLMB or
SLMB1) — no ME code as only benefit is payment of Medicare
premium

e Qualifying Individual (Ql or SLMBZ2) - no ME code as only
benefit is payment of Medicare premium
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Screen for MO HealthNet eligibility

Is the person under age 19?7

Yes, submit application NoO, continue screening
Is the person pregnant?

Yes, submit application NoO, continue screening
Is the person the parent of a child under age 19 who lives in the
person’s home? Yes, submit application No, continue screening
Is the person age 65 or older?

Yes, submit application NoO, continue screening
Is the person receiving SSI or Social Security Disability benefits?

Yes, submit application NoO, continue screening

Does the person have a medical condition, other than substance use,
that prevents him or her from maintaining on-going employment at

this time? Yes, submit application NoO, continue screening
Is the person blind?
Yes, submit application No, the client is not eligible

™




How to apply

Elderly, blind, and disabled:

*By mail or on-line: Department of Social Services (DSS) web site,

On the right side of the home page, choose “find medical coverage?”
under “How do I ...”

Choose either “People with Disabilities”, “Seniors”, or “Blind or Visually
Impaired”

» Complete and submit on-line; or

» Download an application and mail to the local Family Support Division
(FSD) resource center, the locations are available on the DSS web

sSite under ‘Find a Service by County -Food, Health Care, Family
Care”

eIn-person

At a local Family Support Division (FSD) resource center, no appointment
required

e At some hospitals and medical clinics
*By phone: call FSD Information Center toll free 1-888-275-5908



http://www.dss.mo.gov/

MO.gov Governor Jay Nixon Find an Agency Online Services

Missouri Department of

SOCIAL SERVICES

Home Children Families Find Offices

-

view child support payments?

apply for child support services?

check on my MO HealthNet application?
report changes and check benefits?
become an adoptive/foster parent?
find medical coverage? }
access food stamps?

report school violence?

Health ca re MO HealthNet | Eligibility | Apply | FAQs

l-lw-l— Adoption & N 1 . report fraud?
GALLERY Foster Care Information *( Find a MO HealthNet Provider

of Missouri find a provider?

complete online childcare invoicing?

B Health Benefit .
v‘ I DSS Eligibility Tool Report Child Abuse or Neglect

send or open encrypted email?
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Health Care - MO HealthNet (Medicaid)

Family Support Services

What iz MO HealthNet? #: Child Buppaort

Mizscurs Madicalid program s celied MO Heakhiet MO Hesithhel covers quaified medical expenses for iIndiiduais who

mest caraln liginiRy requiEments. Sligins v idusls rmostve = "0 Hesthist iSestfication Card” or 8 lter from Hie L ol A= cletanos

Famby SEupport Orrislon idenifying them as eligibés for cerfain medioal cans seEndoes. I:} Haalit ¢
5 Tampasrary Acclcianos
Frequently Asked Health Care Questions Already Enoded 7/Find 3 Doclar
% BAnd Barviosc
& Child Cars
# Al Borvicas

¢ Find OfficaciCommtant FAD

Tall Uis How We'na Dolng

Resources & Agency Partners

Know Your Rights

¥gu have the right 10 8 heering Byou heve aoplied for or
mra recalying Finencisl Azsicisnce WO HealsMat o
Fiosod Siamg Bensfix

Pregnant Women
& Newborns Lwarm mare sbout your rights.

Woter Registrafion Application

If yom wish bo register bo vots, plemce downiond snd
compiste T Voler Regictration Fom TE and retwm &
to your incall FRO offic=_ This has no impac on your
appic=ton or contineed efiginilty for assisiance

Women with Breast or
Cervical Cancer




DSE MOgov Gov Erc Greitens  Find an Agency  Online Services

M —] Linked[]] [RCTTubc I -5

Freguent

yDSS Senvices Do | Qualify ?/Apply Check My Status Report a Change =
ues

2althNet (Medicaid) for People with Disabilities

Family Support Service

=t (Medicaid) for People with Disabilities provides medical care for persons who are Permanently and Totally :
D) and meet other eligibility requirements. If you've already enrolled, go to MO HealthMNet for assistance using f, Child Support

or finding a doctor.
i_! Food Assistance

|ﬂ1 Health Care
- .,l'!\]_:)_[;:.l_yr Online

. £ Temporary Assistance
— == —— ]

2 Blind Services

#® Paper Application
" A child Care

= Accompanying Forms # All Services

only need if ot on SST 50 SSOT

@ Find Offices/Contact FSD

Tell Us How We're

Instructions

Resources & Agency
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Additional Forms Additional Program Information
- MO HealthNet Application T - Aged, Blind and Disabled Program Descriptions T
- Appointment of Authorized Representative T « Aged, Blind and Disabled Income and Asset Limit
a - Authorized Representative Revocation T Chart T
G {fg.l“ . :
1’" " gﬁg :[;:neggt receive SSD or SSI, the following forms may Other Prcgrams

Medicare Cost Savings Programs
Mursing Home Coverage

Home and Community Based Services
Adult Supplemental Payments

= Prevention of Spousal Impoverishment

- Disability Questionnaire T

- Work History-Past 10 Years T&
- Hospitals, Medical Facilities & Physicians Seen T4
= Authorization for Disclosure of Medical Information

=

Spend Down R M R

- Provider Bulletin introducing Spend Down Unit T

- MO HealthNet Spend Down Provider Form

- Provider Attestation of Physician’s Order of Medical
Necessity

- MO HealthNet Spend Down Transporiation Expense
Log

- Spend Down Brochure# TH

| Farms




MISSOUR DEPATMENT OF SO0 SERVICES
FAMILY SUPPOAT DMVISICN
2y APPLICATION FOR MO HEALTHMET (MEDICAID)

Need help with your application?

Call us at 1-855-373-4636. If you need help in a language other
than English, tell the customer service representative the
language you need. TTY users can call: 1-800-735-2966. If you
are blind or visually impaired and would like information
regarding Rehabilitation Services for the Blind, please call 1-
800-592-6004.

;MNecesita ayuda con su aplicaciéon?

Llamenos al 1-855-373-4636. Si necesita ayuda en una lengua
gue no sea el inglés, digale al representante de servicio al
cliente la lengua que usted necesite. Los usuarios de
telefonos de texto pueden llamar al: 1-800-735-2966. Si usted
es ciego o tiene una discapacidad visual y desearia
informacion sobre los Servicios de Rehabilitacion para
Invidentes, por favor llame al 1-800-592-6004.

SRR A TR Tee T PERMARENT B (00 5




FOR OFFICE LISE ONLY
e MISSOUA DEPWHTMENT OF SOCIAL SERVICES DATE &P PLIED:

F X FAMILY SUPPORT DRASKM
M APPLICATION FOR MO HEALTHNET (MEDICAID)

[== 00 4] [== 00

APPLICART FLLL LEGAL RAKE (FRST WIDOLE LAST) WA R AR IF ARY)

i ST R e T S R I S, ST T O S L S T SR e T ATATE TF oo

WAL AR 25 (F DFFERENT PRl HORE AOCAT 55 CITY, STATE. 2P 000

PRIMART PHORE HUWAER Ot Clrioms [ vk |ALTEFRATE FHORE KBS [ R T
[ cater [ et

E-RAL ADOAE S

PHRE PR O WIETIOD OF OORTACT

Ccat C*Tewt  Clemal Clwal  Tesxting s not avallaie In &l locatons.
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Ow Or |Oves Owe
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L o abowe named applcant, apply for MO0 Heal$iNet under o ows of the state of Missoun.

Chadk any of these Tt apply 0 you or your sp i your sp wants ge.
[0 e am over age 65
[0 iMe am dismbied and get Sociai Sequrity disabilsy or S50

[0 e am disabind and do not get Social Securty disability or S51
H you o hsok this box, slso fill out Appandix A 1o halp defdsrmina i you moot tha disshilfty neguinsms nbs.

D Vvla am bind or wisually impaimd.
f you o hook this box, also fill out seotion 8 of this a pplication to ses if you quality for Blind programs.

[0 e live ina nurang homa or smiar taciity.
H you o hook this box, phease list

FACLITY s =

FACILITY & CDEE 56

O Vvla o g &3 and over and noad inhome musing ora.
Hf you o heok this box, also fill out Appondix B if you' re mamied, and one of you afther li ves ina nursing homa or noeds
il d nursing cane at your homa.

O wwenead haip paying for Madicam promiums and oo-nauranos @ s,

[0 e woric and pary income tooes., and want coverage under e Tioet & Work program.
H you o hsok this box, this may bet you quality for MO HealhNet by paying a premium

O wwenead haip wath madical Dills from o last 3 mons.
D e havo a o e readon, guardian, .uﬁ:'lw,'m-hctu'mahr P Ean o nepesn Nt us.

Hyou chack this box, fill out Appendix € toname an suthod zd representatve, or provide oonse rvaior, guasdian, or power
of mtiome y dooumants. Thanfill out the represe niatve's contect informaton on page 7.

All applicants must fill out sections 2 through 7

I it 74 5 PAGE 208 T PERMANENT | bbs (007 ES)




Application Form IM-1A

Section 1;

» Basic Information — name, address, phone, SSN, DOB,
etc.
* Reason applying:
e Must check either over age 65, disabled- SSDI/SSI,
Disabled — not SSDI/SSI, or Blind
e |f appropriate check in a nursing home or similar facility

e |f disabled and working check want coverage under
Ticket to Work

e Check need help with medical bills in the last 3 months if
any medical services were received

/




Application Form IM-1A
Section 2 - Household:

* Instructions say to list anyone in the home, starting
with a spouse, and to check who is applying.

e Must list the spouse.

* If the applicant is under age 18 and living with a
parent, must the list the parents (including a step-
parent) and siblings in the home.

* Do not need to include parents or siblings if the
applicant is age 18 or over.

* Do not need to include roommates or other family
members.




Application Form IM-1A

Section 3 — Money Available To You:

* Answer guestions about ownership of cash, bank
accounts, stocks, bonds, trusts, pre-paid burial plans,
etc.

Section 4 — Income and Expenses:

* Only include income information for the applicant,
their spouse (if in the home), and if the applicant is
under age 18 their parents (if in the home)

* Only complete the expenses section if the applicant is
In a skilled nursing facility and has a spouse living at
home.




Application Form IM-1A

Section 5 — Citizenship and Residency:

» Check yes to resident of Missouri if no definite plans
to move from the state

» Check yes to citizenship if appropriate, or enter
Immigration information.

* Check yes that the applicant will apply for other
benefits such as Social Security, SSI, VA.

Section 6 — Personal Property:

* Answer questions about transfers of property,
vehicles, real estate, and personal property.




Application Form IM-1A

Section 7 — Insurance

e Answer questions about life insurance, Medicare, Long-
term care insurance and other health insurance.

e |f residing in a residential care, assisted living, or non-
Medicaid nursing facility or applying for blind cash
assistance answer yes or no about derect deposit of
benefits

Section 8 — Blind Pension and Supplemental Aid to the Blind

e Complete only if applying for blind cash assistance
benefits




(] Authorized Representative

* A client may designate an individual or organization as the
authorized representative for MO HealthNet by completing the
IM-6AR form, which is available:

e On the DSS website on the pages with information about the
different eligibility groups.

e From a link on the DMH Medicaid Eligibility page.

* The authorized representative will:

e receive copies of requests sent to the client for additional
Information;

e receive a copy of the final approval or denial notice;
e be able to request an appeal on behalf of the client.

» A client may have multiple authorized representatives.

-




MIZE0UR| DEPARTMENT OF SDCIAL SERVICES
FAMILY SUPPORT DIVIZION

g% APPOINTING AN AUTHORIZED REPRESENTATIVE

4
7

Wse this torm il you would Ike an authorized regresentative fo help you apply for MO Healihhet coverage, Temporary Assistance, Food
Stamps, andior act on your behall it you get MO HealthiMel coverage, Temporary Assistance, andior Feod Stamps.

¥ you a9 a residant ol & Dnig and Aleohel trealment and rehabilitation prograsn and you wanl to apely lor Feod Stamg banalits, you must
appeint an sulhor zed reprasentative whe ks employed by the eatment faciity bo apply and access benefits for you.

¥ you reside in a group home and are sligible for Food Stamg benafils on your own, you do not nesd 1o sign this farm o apply Tor of receive
Food Stamg benefits,

You can choose 1o have an authonzed raprasentalive oF you can ac! on your own behall. If you aresdy have a guardian, consarvalon of
atlomey-in-Tact appainted by a valid Power of Afornay under Mizsousi law, ey must appoint an aulherized repressntative foe you, Even if
you choose 1o have an authorized represantative, the FED may somelimes need to contact you directly.

Insructions:

1. Fill oul and gign your namefs) in Sections 1 and 2 Only one (1) form & necessany i the same authonzed representalive is baing
appointad for bath mambans of a mamied couple.

2 ave the parson, Taciity, of organization you're appointing ll out and sign their name in Section 3 o werily they acospt the responsitilites
lisbed below.

3 Feturn your eompleted farm i the FSD within 30 daye of the date(s) you and your authorized represenative sign and date the fomm.

SECTION 1: YOUR INFORMATION AND AUTHORIZATION TO BE REPRESENTED

WOLIA MAME(E] TELEPHONE NUNMBER

OATE OF BFFTH OR DCH (CASE RUNMEER)

TAPPOINT AS MYDUR AUTHORIZED REPRESENTATIVE:

HANE

MOTE: By appainting an suthodzed representalive, you are sonsenting to sllow the FED o

sand laflars and notices fo your authorized represantative. ¥ your authorized represantaive foips

you apply, your auhonzaton will last

For MO HealthNet and Food Stamps, lwe authorize this person or organization 1o be unlil the FSD makes a fina dacision

responsible tor (check one of more boxes): on your application, of you can end it

g xgg m: ﬁ:‘g &msmr;mmfmmm soaned if you el ha FE0 in wiling.

O Acting on miiour bahall if liwe gat MO Heallhlel coverage, including annual reviews, and ¥ your uthorzed reprossmistivs Aot
reporiing changes on your behall, your authorization will

O Actingon myfour bshall f we gel Food Stamp benefils, including mic-ceriMcation reviews, | /=51 il you end it by wriing io the
and reporling changes. R

For Temporary Assistancs, [hwe auhonze this person to be responsibie for (check one of mone boxes):
O Helping medis apply lor Temporary Assistances benefits
O Acting on mykolr befall i e gel Temporary Assistance benefits, including annial reviews, and reporting changes

The parson of organization lwe have appointed is age 18 or clder and knows mykur stusion wall encugh that they can complele mylour
application o act on mykour bahall. They will not knowingly make a telss of miseading stalement, hide intormation, or fail b repon any Tect
o evand that ig requined 1o be reparied By any law, requlaion or nle of tis State or the Unted Stales.

WOTE: Organizations may net be appointed lor Temporary Assistance sppicants o recipienls.

Ve undarstand thal Vwe am responsibla for he information given by mylour althorized representative, including any indomation thal may
be incoeract

O CAPPLICANT/PART ICIPANT) SIGNATURE DATE

¥OLR SPOUSES SIGNATURE

D BRE-RR 1T - 1T) FAGE 10F 2 BEaan




Authorized Representative form

In section 1 the client can designate an authorized
representative to:

» Assist in applying for MO HealthNet

* Act on their behalf after approval of MO HealthNet
with annual reviews and reporting changes

» Assist in applying for Food Stamp benefits

* Act on their behalf after approval for Food Stamp with
annual reviews and reporting changes




s

Authorized Representative form

Section 2: the client designates an organization (DMH
agency or facility) as the authorized representative for
MO HealthNet to receive correspondence about their
eligibility, which may include protected health
iInformation.

Section 3: this should be left blank if an organization is
being assigned as the authorized representative

Section 4: this should be completed and signed by the
organization representative.




SECTION 2: YOUR AUTHOREZATION TO DISCLOSE PROTECTED HEALTH INFORMATION AND OTHER INFORMATION
(MO HEALTHNET OMLY)

Plegsa write your rame and the name of & persan who Gan receiva prabected heath information and olfer information aboul you. 'Wiile the
rame of & person, mol an organization.

e, (yourraresfsy) 00 .
reques! and authonze Family Suppon Division 1o discloss inlarabion 1o this parsen

[REFAESENTETIVE & kLIS

Becauss |'rmifwe’re giving this reguest and authorization, the FSD may releass to the person named above:

+ Feguests lor imlommaton

= Eligibiity moticeas and medical information about this application

» Myisur annisl review

= Leters aboul agancy action

This authorization wil continus during the final decsion on mylour application, myour annual review, or agency action Tor which lwe gave
this autharizafon. I bwe wani o end my suthorization sooner, Vwe mist tell the FSD in writing before the fing application, annual review,
oF agency action decision.

ae undarsiand that the F3D s nol responsibia for whal happeans 1o information they relaase becaluss [Mae hive reguesied and authorized
herm 1o decioss miour Protected Health Information. [ understand and agrea thal the FED has given maies a signed copy of this fam.

WOLIA (APPLICANTPARTICIFART) SIGHATURE DATE

YDA SPOUEES SIGNATURE

SECTION 3: AUTHORIZED REPRESENTATIVE AGREEMENT AND ACCEPTANCE

Individual scting as Authorized Repressntative: Please fill out and sign this section
REFRESENTATINE'S MAME

TELEFHONE MUNEER

REFRESENTATVE'S ADDRESS

REFRESENTATIVE'S DATE OF BIRTH (TEMPORARY ASSESTANCE)

1 age 18 or akder and know the applicant’s siuation well encugh 1o comglels her apslication of ast on their beball, | wil mol knawingly
Priaie @ Talse of risiesding stalament, hide inormation, of el 1o report any Tact of event tat i reolined 1 be reporied by any Ew, regulation
o rule of this State o the United States

| agres 1o be lhe applicant’s authorized representative for the reason and length of time staled above, | will prolest the privacy of any
indormation | get while scling as suthorized nepresentative @ required by Fecdersl, State and local laws, regulations, crdirances, and
directives aboll privacy

ALTHORZED REPRESENTAIIVE 'S S30MATUIRE DATE

MO 3382817 (B-1T) PAGE 2OF 0




Individual acting as authorized representative due to affilistion with an arganization or facility: Pleasa fill out and sign this seclon.

DRCANEATION OR FACILITY HAME

DRCANEATION OR FACILITY ADDRESS

DRCANEATION OR FACILITY E-MAIL

CRGANCATION OR FACILITY TELEPHONE

I reprasent the arganization of taclity named above. | have provided prool of my identty b the Famiy Supgen Division, | have knowledge
o the applicant's of participant's stuation well enough 1o complels their application of act an their bahall. | wil nol knowingly make a lake
o milsieading staterment, hide nformetion, of fail o repor any fact of evertl that is required to be reported By any law, regulation, of nile of
thiig SAate o the Urited Slaes.

I'will repon changes ko the FSD on bahall of the paicipant &s neaded. 1will inform tha FS0D T 1 am mo longer an authoized represantative.

I understand | must do the following onoe | slop being an authorzed represantafive:
» Irenediately slop using the EBT card.
= [Maotify the FE0 of the change in authorized representative stalus within 48 hours.

1 aghes ko be the applicants sithorized representative. | will probect the privasy of any inkermation | gal whils acting & &0 athorized
representative as required by Federal, State, and local laws, reguiations, end dreclives aboul privacy.

ALTHORZED AEPRESENTATIVE S SGNATURE DATE

Meed Help?

= By Phone 1-855-FSD-INFD [ 1-855-3T3-4636)
+  Onling: mydes.mo.go
= I parson: Vsl any FSD Office. To find an office in your area, call the number above of vl us ofline.
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Application Time Limits

» Applications are required to be processed within:
e 45 days for the aged (65 and over)
e 90 days for the disabled and blind

» Applications can be held longer if the delay is not the fault of the
client, such as waiting on medical records or other information
from a third party.

* FSD policy requires two requests be sent before an application
can be rejected for failure to provide verification.

» If requested information is received after the rejection, but prior
to the original due date the client can be approved without
submitting a new application.

-




RUSH Applications

Community Mental Health Centers, CSTAR providers, and
DMH DD case managers may submit applications for some
disabled clients they are assisting to FSD with a RUSH
coversheet.

The coversheet and a flow chart for it's use are available on
the DMH web site Medicaid Eligibility page:

https://dmh.mo.gov/ada/provider/rapidmedicaideligibility.html




RUSH Cover Sheet

Use the RUSH cover sheet for DMH consumers needing
Medicaid as quickly as possible when:

e your agency assisted in completing the MRT packet, and
* has medical records that show the client is disabled, or
e will be assisting in gathering needed verification.

Or

* the client is receiving SSDI/SSI and your agency will be
assisting in gathering needed verification.




_ RUSH

Send applications, MRT packet, medical records, and verification to
F5SD Greene County Office

101 Park Central Square

Springfield MO B5E06

FSD.Hospitalapplications(®dss.mo.gov

Fax: 417-895-8080

Re: Department of Mental Health | DMH) consumer:
Mame:
Date of Birth: ! i

From DiH Agency)Provider:
Agency/Provider Mame:
Address:

Contact Person:
Contact Phone Mumber:
Contact Email Address:

Documents Included:
For the application to be processed as 3 RUSH the MRT Packet documents must be included [wnless the consumer
is receiving 5501 andfor 551 in which case the MRT Packet i not needed_ )
O Application |https://mydss.mo.gov/healthcare/me-heslthnet-for-people-with-disabilities)
O Awuthorized Representative Form
= Complete MRT Packet made up of all of the below documents:
B IM-51B — Dizability Questionnaire i IM-61C — Work History
B IM-51C —Work History g MO 850-2616 — Authorization for Disclosure

O Proof of application to 3504551

O Medical / Behavioral Health Records included (if this is left blank, check one of the boxes below

[ client is receiving 5501 and/or 551; records to establish disability are not needed
[ Being zent separately on a future date (mail to MRET.Personnel@dss.mo.gov or fax
to 417-895-6152 if the application has already been submitted)
[ Mo records available/accessible for this dient at this DMH Agency/Provider
O Qpticnal: IM-60A — Medical Report including Physician’s Certification/Disakility Evaluation
O Motes

Oy to be completed by Agency/Provider Representstive.

Do regt suibrnit withowt completing all sections of this form. Do not distriburbe this to consumers.

Use this form for tions that need to be icily for the wellbeing of the consumer.

92047




RUSH Cover Sheet

Include on the cover sheet:

* the consumer’s name, date of birth, and if possible DCN

* name of the DMH agency submitting the application —
CMHC, CSTAR provider, Regional Office, etc.

e a contact person at the agency

e check the documents included — unless receiving

SSDI/SSI MUST always have the IM-61B,IM-61C, IM-61D,
and MO 650-2616




Check Case Status

D55 MO.gov  Governor Parson  Find an A

G Select Language | ¥

‘ﬁ’ myDSS Services Do | Qualify?/Apply Check My Status Rep

-

Check Status of Benefits

State of Missouri

“Enter your Date of Birth: [MM/DD/YYYY ) Family Support Division
(AND) :

*Enter your Social Security Number (SSN): [:::-::-:::: | Show
on) . )

*Enter your DCM (case number): | |

(Enter your eight digit DCN. If you have been
provided a DCHN that is ten digits do not enter the

first two zeros.)

Client can enter DOB and SSN or DCN to check case status.



https://mydss.mo.gov/healthcare

Check Case Status Examples

Initial application pending on verification:

p
Medical Assistance Benefit Summary

Case Information:

Case Status Household Member({s) Eligibility Review Due

Application ‘ _ ‘ |

Application Information:

Application Type Household Member(s) Received Date Due Date

Initial 05/17/2018 08/14/2018
| I | | |

Verification Requested:

Requested Information Request Date Due Date
LIFE INSURAMCE/FIDELITY LIFE | 05/21/2018 | 05/31/2018 |




Check Case Status Examples

Approved case:

P
Medical Assistance Benefit Summary

Case Information:

Case Status Household Member(s) Eligibility Review Due

| Active s 03/31/2019

Current Benefit Information:

Customer Name Coverage Type Current Coverage Start Current Coverage End

| ] ‘ Mo HealthNet for Aged, Blind or Disabled Non Spend Down 03/01/2018

Premium/Spend Down Payment Information:

Customer Monthly Spend Amount Amount
Name Coverage Type Down Remaining

06/07/2018

Mo HealthMet for Aged, Blind or Disabled Non ‘ £0 ‘

Spend Down




Check Case Status Examples

Closed case:

-
Medical Assistance Benefit Summary

Case Information:

Case Status Household Member(s) Closed/Rejected Due

Closed | ] \ 05/01/2018

Rejected case:

P
Medical Assistance Benefit Summary

Case Information:

Case Status Household Member(s) Closed/Rejected Due

Rejected | I | 04/18/2018
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Eligibility factors that apply to all ABD categories

* Age 65 or over, blind, or disabled

US Citizen or an eligible qualified legal immigrant

e Immigrants must be in the U.S. for 5 years to be
eligible for Medicaid, unless admitted as a refugee or a
similar status

Missouri Resident

e Currently live in Mo., with the intent to remain
permanently or indefinitely.

e Does not required a fixed residence
Social Security Number (except BP)
Assets

Income (Except BP)
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Eligibility factors that apply to some categories

eLiving arrangement — SNC, Vendor

*Age — SNC, SAB, BP, TWHA, Vendor MHC, Vendor

Psychiatric Facility, Special Income Level (SIL) category
for HCB Aged & Disabled and MOCDD waivers,

*Medical need for institutional care — Vendor, HCB,
MOCDD

eDivision of Assets - Vendor, SIL
sTransfer of Assets - Vendor, SIL

*Employed(paying Social Security/Medicare taxes)-TWHA

*Premium — TWHA individual’s with gross income above
100% FPL must pay a monthly premium




s
Eligibility factors that apply to cash

assistance programs for the blind

Not soliciting alms — BP, SAB

Support from a sighted spouse — BP, SAB
Ineligible for SSI and SAB — BP

Good Moral Character — BP

State Ophthalmologist determines if participant meets
Missouri’s definition of blindness (5/200)




s
Citizenship/Immigrant requirement

* Must be U.S. citizen or eligible qualified legal
Immigrant

* Documentation requirement
e Citizenship
e Immigration Status

* Exempt from citizenship documentation if receiving
e SSI
e Medicare
e Social Security Disabllity Insurance (SSDI)

* Reasonable opportunity to provide documentation
after approval




Immigrants

Eligibility based on qualified or non-qualified

Immigration status and date of entry into the U.S.

Qualified immigrants eligible without waiting period

e Certain refugees, asylees, Cubans/Haitians Entrants,
and a few others

Qualified immigrants after a 5 year waiting period

e Lawful permanent resident, battered immigrants, and
a few others

Non-qualified immigrants are not eligible

* Immigrants ineligible ONLY due to the waiting period or
being in a non-qualified status qualify for coverage of
emergency medical care for aliens




Asset Limits

All categories for aged, blind, and disabled have asset limits

o MO HealthNet based on OAA/PTD and TWHA — available resources
cannot exceed $2,000 (individual) or $4,000 (couple)

» MO HealthNet based AB, SAB & SNC for the blind — real and personal
property cannot exceed $2,000 (individual) or $4,000 (couple)

» Blind Pension — total property cannot exceed $20,000

» QMB, SLMB, QI, - available resources cannot exceed $7,390
(individual) or $11,090 (couple)

» Supplemental Nursing Care — for elderly and disabled available
resources cannot exceed $999.99 (individual) or $2,000 (couple)

* Home Equity limit of $560,000 — Vendor, HCB

» The client’s home is not considered in determining available
resources, real and personal property, or total property

There are no asset limits for the Family Healthcare categories

-




Asset Limit Change

Prior to July 1, 2017 the asset limits for MO HealthNet based on
OAA/PTD and TWHA were $999.99 (for individuals), $2,000 (for
married couple) and for MO Health based on AB $2,000/$4,000.
HB1565 (2016) increased the limits to:

*$2,000 (individual)/$4,000 (couple) effective 7/1/17
*$3,000 (individual)/$6,000 (couple) effective 7/1/18
*$4,000 (individual)/$8,000 (couple) effective 7/1/19
*$5,000 (individual)/$10,000 (couple) effective 7/1/20
*Beginning 7/1/21 increases annually based on the COLA

HB 1565 also excludes Health Savings Accounts and Independent
Living Accounts as available assets effective July 1, 2017.
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ABLE Accounts

Achieving a Better Life Experience ("ABLE") accounts
*Established by federal legislation signed in December 2014.

*Allow an individual whose disability developed before age 26
to save money to help maintain health, independence, and
guality of life without affecting eligibility for MO HealthNet,
Food Stamps, and other federally funded assistance program.

*Can be set up through the Missouri State Treasurer’s Office
or another state’ s qualifying ABLE program.




~
ABLE Accounts

e Contributions can be may by the individual beneficiary of the
account or a third party, but total contributions are limited to
$15,000 per year.

e Account balances are not counted as an available resource.

e Contributions from a third party and earnings credited to an
ABLE account are not counted as income.

 Distributions from an ABLE account for qualified disability
expenses are not counted as income.




ABLE Accounts

Qualified disablility expenses are any expense related to the
person’s disabllity, including:

» Basic Living Expenses

» Housing

» Transportation

» Education

» Employment Training and Support
» Personal Support Services

» Health & Wellness




Age Limits

*Supplemental Nursing Care (SNC) — age 21 and over
*SAB and Blind Pension (BP) — age 18 and over
*Vendor in a state mental hospital — age 65 and over
*Vendor in a psychiatric facility — under age 22
*TWHA — ages 16 through 64

*HCB Aged & Disabled waiver SIL - age 63 and over

*MOCDD waiver — under age 18




Disability

Definition for Medicaid is the same as the Social Security Act’ s
definition of disability for SSDI and SSI:

» The inablility to engage in any substantial gainful activity (SGA)
due to a physical or mental impairment(s) which:

1. Can be expected to result in death
or

2. Which has lasted or can be expected to last for a
continuous period of at least 12 months.

e Effective January 1, 2018 SGA amount $1,180 per
month.




{ Ticket to Work Health Assurance Disability

Ticket to Work Health Assurance (TWHA) Medicaid
category uses the same definition EXCEPT:

e Substantial Gainful Activity (SGA) does not apply to the
determination;

and

e a person with a medically improved condition may qualify.




Disability Determination

 If an individual is receiving SSDI or SSI, medical information is
not needed to establish the disability for MO HealthNet.

e If not receiving SSDI or SSI, current medical information must
be submitted to the FSD Medical Review Team (MRT) for a
disability determination.

e To establish a disability based on a mental illness MRT
requires a psychological evaluation signed or co-signed by
psychiatrist or a licensed clinical psychologist.

e For DMH consumers in the CPR program, the
comprehensive psychosocial evaluation signed by a
psychiatrist or a licensed clinical psychologist in the past 6
months is often the best psychological evaluation for MRT to
use to establish the disability.




Disability Determination

If the psychosocial evaluation is not signed or co-signed by
a psychiatrist or a licensed clinical psychologist OR if it is
older than 6 months, it will be accepted if someone with
those credentials either:

 signs a letter stating he or she has reviewed the
evaluation and concurs with the findings;

or

» completes and signs the diagnosis / certification section
the IM-60A (Medical Report) form, available at
http://dmh.mo.gov/ada/provider/mrtpacket.ntml, certifying
that in his or her opinion the patient has a disabillity.
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Forms and information needed by MRT

* IM-61B - Disability Questionnaire
e IM-61C — Work History
e IM-61D - Doctor/Medical Facility List

* MO 650-2616 — “Authorization for Disclosure of
Consumer Medical/Health Information” to the
Department of Social Services FSD Medical Review
Team




- O

Forms and information needed by MRT

e Record of Treatment

e Evaluation by a psychiatrist or licensed clinical
psychologist

» Global Assessment of Functioning (GAF)

* IM-60A — Medical Report
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Disability Questionnaire (IM-61B)

* Fill in the client’s answers to all the questions.

* Leave the pertinent information and observations of
the Eligibility Specialist section blank.
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Work History (IM-61C)

The form ask for the past 10 years work history.

» Complete the form based on information readily available from
the individual, do not delay submitting the form trying to get
exact information.

 If the individual doesn’t remember specific information such as
phone numbers, addresses, monthly income, etc. just put an
approximation based on what is remembered.

» Reason for leaving and job duties are important if the reason
or it or the inability to perform the job duties are related to the
Individual’'s medical condition.
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Doctor/Medical Facility List (IM-61D)

The form asks the individual to list all hospitals, medical
facilities, and physicians from whom he or she has
received medical care in the past 12 months.

Mental health professionals, such as psychologists and
licensed clinical social workers should also be included.
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Authorization for Disclosure of Consumer

Medical/Health Information (MO 650-2616)

e On the front:
e Enter the client’'s name and date of birth:
e Check other for who is to disclose the information;

e Check other for who is to receive the information and enter
Department of Social Services FSD Medical Review Team

e Check eligibility determination for the purpose

 On the back the client needs to:

e Sign #2 to authorize release of alcohol and drug abuse
Information

and
e Sign and date the form.




Record of Treatment

* The record of treatment must be signed off on by a
licensed psychologist or licensed psychiatrist.

» The signature of a Licensed Clinical Social Worker
(LCSW), even if the LCSW is the primary source of
the record is insufficient.

* The physician signature must be from a psychiatrist.
For mental illness, FSD will not accept the signature
of a medical doctor who is not a psychiatrist.




Global Assessment of Functioning (GAF)

» A person with a GAF score of 50 or under is generally
considered disabled by MRT.

e If the GAF score is over 50, MRT will consider other
Information such as the treating psychologist or
psychiatrist’s opinion as to whether or not the

person is disabled, and whether the GAF is higher
than 50 due to medication or treatment.
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Medical Report (IM-60A)

» The IM-60A needs to be completed and signed by a
psychiatrist or licensed clinical psychologist to certify
that the client has a disabillity.

» At the top of the first page put the client’s name, date of
birth and county.

» Leave blank the individual DCN, eligibility specialist,
FAMIS user ID, load, date of app., date submitted to
MRT as the FSD worker will fill those iIn.




Medical Report (IM-60A)

 The most important parts of the form are Diagnosis
section and the Determination of incapacity section.

» To be determined disabled a client needs to have a
mental or physical impairment that prevents him or her
from engaging in substantial gainful activity that is
expected to last for more than 12 months.




Submission to MRT

Submit the forms and information to:

FSD Greene County Office

101 Park Central Square

Springfield MO 65806
Email:FSD.HOSPITALAPPLICATIONS@dss.mo.gov
Fax: 417-895-6080

Include the RUSH cover sheet as the first page of the

packet of information submitted.




s

MHABD non-spend down and spend down

e Cannot be ineligible on income

* Non-spend down income limit is

» 85% of FPL ($860/$1,166) for OAA/PTD,
* 100% of FPL ($1,012/$1,372) for AB

™




MHABD Spend Down

» Monthly spend down Is:

e The amount that countable income exceeds non-spend
down limit,

e Can be paid in to MO HealthNet Division (MHD) or met with
Incurred medical expenses

If met with medical expenses, FSD determines the date met
and participant’s liability on that date

If paid to MHD in advance, there is no break in the participant’s
coverage




Countable Income Determination

The following income deductions are allowed:
e The first $65 of earned income
e One-half of remaining earned income
e A $20 personal income exemption
e All SSI payments

e Health insurance premiums




Spend Down example

$165 earned income
-$65 earned income exemption

$100 divided by 2 (exemption for ¥ of remaining earned
income)

=$50 countable earned Income

+$1,030 SSDI

- $20 personal income exemption

- $0 Medicare and other health ins. premiums
$1,060 countable income

-$860  income limit (85% of FPL)
$200  spend down amount




Meeting Spend Down with bills

» Spend Down amount $200

* Medical expenses sent to FSD:
3/3 Provider A $150
3/5 Provider A $60
3/5 Provider B $80

TOTAL $290

e Spend Down is met on 3/5.

e March coverage begins on 3/5 with a client liability of $50.
e No claims prior to 3/5 will be paid

e All claims 3/6 through 3/31 will be paid

e MHD will withhold $50 from the first 3/5 claim submitted, and
pay the remainder of the 3/5 claims




FSD Spend Down unit

If meeting spend down with incurred medical expenses,
send to the FSD Spend Down unit by fax, scan and
email, or mail:

fax 855-600-3754
emaill

Family Support Division
16798 Oakhill Drive
Suite 600

Houston, MO., 65483

phone 855-600-4412



mailto:sesd@ip.sp.mo.gov

Ticket-to-Work Health Assurance (TWHA)

e Gross income limit is 300% of FPL ($3,035/$4,115)

* Net income limit is 85% of FPL ($860/$1,166) — same as
MO HealthNet for the Disabled, but there are additional
Income deductions

* Premium — individual’s with gross income above 100%
FPL ($1,012/$1,372) must pay a monthly premium




Ticket-to-Work Health Assurance (TWHA)

e Net Income Determination

e |n addition to the income deductions for MHABD, the
following are deducted in the net income
determination:

e All earned income of the disabled worker

e A standard deduction for impairment related
employment expenses equal to half the disabled
workers earned income

e $50 of SSDI

e A $75 standard deduction for optical and dental
Insurance costing less than $75




Ticket-to-Work Health Assurance Premiums

Percent of FPL Monthly Income
Case Amount

Single < 100% FPL $1012.00 or less prem|um
Single ;3?2?5'2';2":” $1012.01 -$1517.99 $40
Single iff;‘og;"l:m $1518.00 -$2023.99 $61
Single EU%OBZ’SECZLFPL $2024.00 -$2529.99 $101
single  >2°07% FPL $2530.00 - $3035.00 $152

but = 300% FPL




Ticket-to-Work Health Assurance Premiums

Percent of FPL Monthly Income
Case Amount

Couple <100% FPL $1372.00 or less
premlum

>100% FPL
Couple but < 150% FPL $1372.01 -$2057.99 $55

2 150% FPL but <

Couple 200% FPL $2058.00 -$2743.99 $82
> 200% EPL

Couple but < 250% FPL $2744.00 -$3429.99 $137
> (o)

Gopls | D200 FEL $3330.00 - $4115.00 $206

but = 300% FPL




Ticket-to-Work Health Assurance (TWHA)

e SSDI recipients who go to work and continue to receive
SSDI will qualify for TWHA if, without the earned
Income, they would:

e be non-spend down Medicaid
OR
have a spend down of $50 or less

» have a spend down above $50
and
are earning double the amount the spend down exceeds $50

e (the amount of earnings needed is reduced by $150 if dental/optical
insurance is purchased)




Ticket-to-Work Health Assurance (TWHA)

» Example:
e If the spend down is $200,

e The person would need a job paying $300 per month
to be eligible for TWHA
Unless dental and optical insurance are purchased.

With dental and optical insurance, the person would need a job
paying $150 per month.

e The TWHA premium would be $40.

» Available income is increased by $460 ($300 earned
income + $160 difference between the spend down
and the premium)




TWHA Calculator

A Ticket-to-Work Health Assurance (TWHA) calculator is
available on the DMH website on:

* the Medicaid Eligibility page that can be accessed from the:

e Provider Bulletin Board on the Mental lliness page; and
e Information for Providers on the Alcohol and Drug Abuse page

e Division of Behavioral Health Employment Services page
http://dmh.mo.gov/mentaliliness/adacpsemploymentservices.html

e |tis the third item under the Work and Benefits tab.




When does coverage begin?

* Except for QMB only recipients and persons required to
meet a spenddown or pay a premium, MO HealthNet
coverage begins on:

 the first day of the month of application, if eligible; or

 up to the first day of the prior quarter, if eligible.




Medicaid Eligibility on the DMH Website

* Medicaid Eligibility Information is available on the DMH
Website at www,dmh.mo.gov:

eunder “Mental lliness”
choose “Provider Bulletin Board”
choose “Medicaid Eligibility”

eunder “Alcohol & Drug Abuse”
choose “Information for Providers”
choose “Medicaid Eligibility”




Questions

Charles Bentley
Department of Mental Health

at 573-751-0342 or
emaill

Anna Leonhard
Department of Social Services
emalil or



mailto:Charles.Bentley@dmh.mo.gov
mailto:Anna.Leonhard@dss.mo.gov
mailto:DMH.DDMedicaidReinvestigations@dmh.mo.gov
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