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LEGAL BACKGROUND AND AUTHORITY
42 CFR 431, State Organization and General Administration, Subpart P -Quality Control

CITATION OF REGULATION
Subpart P - Quality Control

Section 131.800 Medicaid quality control (MQC) system.

(a) Basis and purpose. This section establishes State plan requirements for a medicaid quality
control system designed to reduce erroneous expenditures by monitoring eligibility determinations,
third-party liability activities, and claims processing.

(Sec. 1902(a)(4) of the Act)

(b) Definitions. For purposes of this section -

"Active case" means an individual or family determined to be currently eligible for medicaid.
"Claims processing error" means FFP has been claimed for a medicaid payment that was made -
1) For a service not authorized under the State plan;

2) To a provider not certified for participation in the medicaid program;

3) For a service already paid for by medicaid; or

(4) In an amount above the allowable reimbursement level for that service.

"Eligibility error" means that medicaid coverage has been certified or payment has been made for
a recipient under review who -

1) Was ineligible when certified or when he received services under the State's plan; or

2) Had not met recipient liability requirements when certified eligible for medicaid; that is, he
had not incurred medical expenses equah&éamount othis excess incomever theState's
financial eligibility level.

"Negative case action” means a medicaid application that was denied or otherwise disposed of
without adetermination ogkligibility (for instance, because tlagplication was withdrawn or
abandoned) or an individual or fami]%/ for whom medicaid eligibility was terminated.

"State agency" means either the State medicaid agency, or a State agency that is responsible for
determining eligibility for medicaid.
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"Third-party liability error" means FFP has been claimed for a medicaid payment when -

(1) All or part of the medical services should have been paid for by a third party; and

(2) The State failed to meet threquirements of Section 433.135 of tlsisbchapter for
considering third party liability. _ _ o _

(c) State plan requirements. A State plan must provide for operating a medicaid quality control
(MQC) system that meets the requirements of paragraphs (d) through (h) of this section.

d) Basic elements of MQC system.

The agency -

(1) Must operate thMQC system inaccordancevith the policies, sampling methodology,
review procedures, and reportifayms and requirements specified in medicaid quadibyitro
manuals issued by HCFA,; _ _ _

(2) Must select statistical samples of both active and negative case actions;

23 Must review each case in the sample to identify eligibility errors; and

4) Must review anyclaims pertaining teach active case tdentify erroneous payments
resulting from -

i) Ineligibility
ir) Recipient understated or overstated liability;
i) Third-party liability; and

5) In order to verify eligibility information, must conduct field investigations, including -

i) Personal interviews for each case in the active case sample; and

i) Personal iterviews for cases in the negative case action sample, to the extent necessary to
verity erroneous eligibility determinations; and

(6r)] Must use 6-month sampling periods, from April through September and from October through
March.

(e) Reporting requirements. The agency must submit reports to the Administrator, in the form
and at the time specified by him, including -
1) A description of the State's sampling plan for active cases and negative cases;
2) Amonthly report on eligibility case reviews com?Ieted during the month for all cases in the
active case sample for that month and selected cases from the negative case sample for that month;

(3) A monthlyreport on payment reviews completaringthe month for cases in the active
case sample. (States must wait 5 months after each sample month before accumulating claims paid
for each case - through the fourth month following the sample month);

(4) A summaryreport oneligibility findings and payment errdindingsfor all cases in the 6-
month sample, to be submitted by May

giv) Claims processing errors;
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31 of each year for tharevious April-Septembesamplingperiod, and by November 30 for the
October-March sampling period; and

5) Other data and reports that the Administrator requests.

f) Access to records. The agency, upon requesst provideHEW staff with access to alll
records pertaining to its MQC reviews to which the State has access.

Egg Corrective action. The agency must-

1) Take action to correct any eligibility, third-party liability, claims processing or negative case
action errors found in the sample cases;
Ezg Take administrative action to prevent or reduce the incidence of those errors; and
3) By July 31 each yeasubmit tothe Administrator a report oits error analysisand a
corrective action plan.

(h) Protection of recipient rights. Any individual performing activiiesler the Mdicaid
guality control program must do so in a manner consistent with Sections 435.902 and 436.901 of this
subchapter concerning the rights of the recipient

(43 FR 45188, Sept. 29, 1978, as amended at 44 FR 17935, Mar. 23, 1979)
Section 431.801 Disallowance of Federal financial participation for erroneous State payments.

(a) Purpose. This section establishes rules and procedures for disallowancing Federal financial
participation (FFP) in erroneous Medicaid payments due to eligibility errors, as detected through the
Medicaid Quality Control (MQC) system required under Section 431.800 of this subpart.

(b) Definitions. For purposes of this section - "Base period" means a six month MQC sampling
period used to calculate each State's error rate and the national standard. The initial base period is
July through December 1978. For subsequent years, the base period is April through September.

"Eligibility errors" has the same meaning as specified in Section 431.800(b).

"National standard" means the weighted mean of all State error rates for a base period.

"State error rate” means the rate of eligibility payment errors detected under the MQC system
for each review period.

"State target error ratatieansthe error rate that §tate mustachieve in order to avoid a
disallowance of FFP undttis section. A State's target error rate is equal to the high of the national
standard or percent of that State's error rate during the base period.

(c) Setting the State's error rate. An error rate for each State will be determined for each MQC
review period, in accordance with
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instructions issued b%/ HCFA. Erroneoalgibility determinations bythe Social Security
Administration (SSA) of Supplemental Security Incon{8SI) eligibility will not be included in
determiningthe State's errorate. If a State fails to complete a valid MQC review as required for
an3|/_| %agbp\)hng period, HCFAilassgn the State an error rate based on the best information available
to .

(d) Establishinghe target error rate. Each year, after the ertleobase period, HCFA will _
calculate a national standard and will notify each State agency what that State's target error rate is
for the following April through September and October through March MQC review periods.

~ Example. The State's payment error rate in the base period is 20 percent. The national standard
is 8 ﬁe_rcent. Téind the target error rate, we stavith 20 percent ananultiply by 84.3 percent

which gives a target error rate of 16.9 percent. If this State reduces its error rate only to 18.2 percent
duringone of the subsequent disallowance periods, its FFP for that period may be reduced by 1.3
percent, the short fall from the 16.9 percent target.

%}) Period for disallowance of FFP. The State target error rate established for each base period
will be used to determine whether the State is subject to a disallowance during the following April
through September and October through Ma)C review periods.During each of these two
periods, a State will belsject to a reduction in FFP for program services (see Section 433.10 of this
subchapter) equal to the percentpgets by which itexceededts target error rate.The first
disallowance period will be April through September, 1979.

(f? Procedures for disallowance of FFP. (1) HCwW# notify eachState that is subject to a
disallowance under paragraph (e}t section. A State will have 65 days from the date on this
notification in which to show that this disallowance should not be made because the State's failure
to meet its target error rate was due to factors beyond its control.

(2) Events thawill be considered by th8ecretary in determining whether a State's failure to
meet its target error rate was due to factors beyond its control include-

Ei) Disasters such as fire, flood or civil disorders, that -

A) requirethe diversion of significant personnel normally assigned to Mediehgpbility
administration, or

_ %3? destroyed odelayed access ®gnificantrecords needed to make maintainaccurate
eligibility determination;

(i) Strikes of State staff or other government or private personnel necessary to the
determination of eligibility or processing of case changes;
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(iii) Sudden andinanticipated workload changes which result from changes in Federal law
and regulation, or rapid, unpredictable caseload growth in excess of, for example, 15 percent for a
6 month period; and

(iv) State actions resulting fromcorrect written policy interpretation tihe State by a
Federal official reasonably assumed to be in a position to provide such interpretation.

(3) The failure of a State tact upon necessariegislative changes or to obtain budget
authorization for needed resources does not constitute a factor beyond the State's control.

(4) The Secretary magisallowthe full amount calculated under paragraph (e) of this section
or reduce the disallowance in whole or in part, to the extent he determines that the State's failure to
meet its target error rate was due to factors beyond its control.

(5) A State may request reconsideration in accordance with the procedures specified in 45 CFR
201.14 and 45 CFR Part 16.

Section FR 12591, Mar.7, 1979
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01-89 ADMINISTRATION AND OBJECTIVES 7005.1

7000. INTRODUCTION

Congress appropriates fundach yearfrom tax revenues to shamith States inthe cost of
Medicaid. The law also specifies uses for these funds and the categories of beneficiaries who are
entitled to receive services.

In addition tothe benefits of therogramthere have also been ﬁroblems. Most prominent is that
management controls have not kept pace with the growth of the program. For example, Medicaid
funds have been lost through payments for medical services for ineligible recipients.

Large losses resulted from faulty quality controls. Medicaid managensotlidavesufficient
information to monitor their programs properly. In shaittprogramseedstrong management
controls.

To fill this need, the Medicaligibility Quality Control (MEQC) System collects data on eligibility,
beneficiary liability,and claimspayments. The primary ob%ective ibfe system is to measure,
identify, and eliminate or reduce dollar losses as a result of erroneous eligibility determinations.

The diagram in 87099, Exhibit 1, graphically depicts the overall MEQC system.
7005. ADMINISTRATION OF MEQC

Sound State management is critical to achieving the objectives of the MEQC system, especially in
positioning and staffing of the unit.

7005.1. OrganizatiorAssign the staff responsible for developing, directing, and evaluating MEQC
so that it can report directly to top management. Separate the staff physically and functionally from
operating units and policy units.

If you cannotestablish an independent MEQC unit, clearly docunteetarrangements for
maintaining objectivityand independence and forward them to rbgional office (RO) for
concurrence.

By maintaining objectivity, MEQC findings provide Medicaid management with accurate, reliable,
and timely information to help determine whether policies are being carried out properly and if the
program isoperating atmaximum efficiency. MEQCfindings are supplemented by other
administrative and management reviews.

It is essential that management demonstrate a commitment to error reduction through appropriate

eligibility and personnel policies, availability of resourcasd participation in corrective action
planning.
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7005.2 ADMINISTRATION AND OBJECTIVES 01-89

7005.2 Staffing-Staff MEQC units tokeep thereview process currenwithin established
reportingdates and at a qualitgvel includingadequate staffraining to ensure valid MEQC
findings. Recommended qualifications for staff are:

o For MEQC reviewers, experience equal to firstline supervisors of Medicaid eligibility or
assistance payment workers, or as an AFDC-QC reviewer;

o For MEQC supervisors, prior supervisory experience in other quality control (QC) units,
or prior experience as an AFDC-QC or MEQC reviewer.

The number of reviewers and supervisors required for effective MEQC reviews withidbe
sample sizetravel requirements, and complexity of State Medicaid requirements and operations.

Statistical staff must be qualified to select and manage case samples, process completed schedules,
supervise tabulation, and prepare accurate and timely statistical summaries and analyses. Maintain
close coordination between your research and statistical stathadEQCunit. Competent

clerical support for MEQC is essential.
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12-92 ADMINISTRATION AND OBJECTIVES 7015.1

7015. FEDERAL MEQC STATE PLAN REQUIREMENTS

A State title XIX plan must meet the requirements set by the Health Care Financing Administration
(HCFA) for operating a MEQC system. In addition, 42 CFR 431.800 spettif¢®achState

agency submit copies of its State plan, the sampling plan, and periodic data reports within the format
and timeframes described elsewhere.

7015.1 State Plan Requiremert& State plan under title XIX of the Act must provide the basis,
purpose and operational requirements for a MEQC system in accordance with 42 CFR 431.800. It
must provide forthe MEQC system tooperate in accordanceith the policies, sampling
methodology, review procedures, and reporting forms and requirements issued by HCFA.
Document reports by conducting necesdaatg investigations, including in-person interviews in
each ative samplecase. Use samplingeriods of 6 months; October through March Apdil
through September.
The reports include a:

o0 Description of the State's sampling plan,

o Flow transmission of completed review findings, and

o Summary of universe dollar and case counts (Table V) for the 6-month sample.
Other data and reports may be requested as needed by HCFA.
Provide authorized HCFA staff with all State records and MEQC reviews to which you have access.
Take appropriate action to correct any eligibility errors found in the sample cases and to prevent or
reduce the incidence of such errors. $ptember 15 adach yearsubmit to HCFA a report of
your error analyses and a corrective action plan (CAP).

Federal requirements specittyatall activities undethe MEQC program must be performed in a
manner consistent with 42 CFR 435.902 concerning the rights of the beneficiary.
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7015.2 ADMINISTRATION AND OBJECTIVES 12-92

7015.2 Contents of Required&8e SubmissionsForward to the RO a copy of the sampling plan,
periodic reports on MEQC findings, and an annual description of the State's comprehensive plan for
analysis of, and corrective action on, the MEQC findings. (See Chapters 1, 2, and 4.)

A. SamplingPlan--To achieve MEQC objectivete planning, selectionand control of
samples must provide a reliable basis for measuhiegroportion of casesith errorsdue to
beneficiary ineligibility or incorrect liability. (See Chapter 2.)

B. Periodic Data ReporisPrepare and submit periodic data reports based on MEQC findings
to HCFA. Table V is submitted to obtain universe data necessary for statistical calculations.

C. Description of Corrective Action Plan (CARBubmit a comprehensive plan to HCFA for
analysis of and corrective action on the MEQC findings. Submit the CAP annually. (See §7055.)

The annual CAP includes the statustaf corrective action process at the time the report is prepared
and summarizes the results of actions taken since the last report.

The acceptance of thigan by the RO does not constitute meeting the requirements for a good faith
waiver. The listed requirements for the plan are minimal requirements as opposed to those for good
faith waivers, which require exceptional effort. Waiver reviens farmore encompassing in
corrective action activities and go beyond SMM CAP requirements.

7015.3 Maintmance of CurrenState Plan-When changes occur in an ?rocess or in the
administrative arrangements described in the State plan, submit a revised plan to the RO.

7-1-6 Rev. 47



01-89 ADMINISTRATION AND OBJECTIVES 7032.

7030. COMPONENTS OF THE MEQC SYSTEM

The MEQC system consists of a number of distipet,related componentaihich are further
described in 887031ff. (See 87099, Exhibit 2.). The tasks listed under each component need not
be performed by the same unit of the State agency. The State administrator assigns responsibilities
for the perfomance of specific tasks and arrangdequatestaffing so alltasks are carried out
effectively and promptly.

7031. SAMPLE SELECTION

Select MEQC sample caseachmonth according tthe specifications listed iChapter 2. The
minimum required number of completed reviews is specified for a 6-month period. The size of the
sample selected is approximately equal in each month. The recommended selection method is either
as_irr]lple random or the systatic random method. Transmit case identifiers for cases to the MEQC
unit for review.

7032. REVIEW PROCESS
The MEQC review documentie eligibilig of samplecase beneficiariedroughcase record
reviews andfield investigations. Statethat have opted to do an independsample of
Supplemental Securitp¢ome (SSI) recipients must conduct full MEQC investigations on every SSI
case in the sample. States with more restrictive Medicaid eligibility requirements for the aged, blind
and disabled must verify that beneficiaries meet the more stringent requirements.
During case record reviews, specific facts are collected about the circumstances of case members.
Field investigations are required to verify the information, and include a personal interview with the
beneficiaries, or someone acting on their behalf, and contacts with other sources. The information
gathered is used to make an MEQC determination concerning the eligibility status of each case as
of the review month.
Information is collected on paid claim findings to determine the dollars spent in error.
Ensuring the quality, timeliness, and independence of MEQC reviews is a major responsibility of top
management. Thigequiresthe assignment othe MEQC function to an appropriaievel of
management witkthe capability to institute and aomplishthe necessary activities which assure
guality and timeliness. You may determine the quality of your MEQC reviews by examining:

o0 The timely reporting of completed case reviews,

o0 Personal client interviews,

o Number of difference cases,

o Number of inappropriately dropped cases,

o0 Adherence to verification standards, and

0 Analysis of Federal re-review findings.
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7033. INDIVIDUAL CORRECTIVE ACTION

Correction of case status is an establishedirstedralpart of yourongoing supervision ofour
operating units.

MEQC is responsible for referringdividual sample cases found to be in error to the appropriate unit
for action and follow-up after the review has been completed. The MEQC unit provides the local
agency with informationthatidentifies beneficiariesnwilling to cooperate owho could not be
located. Appropriate agency units are notified of questionable beneficiary and/or provider actions
that could indicate fraud or abuse.

7034. DATA MANAGEMENT

Data management consists of ordering, handling, and processing data collected in the review process.
This involves keeping track of reviews that have and have not been completed, ensuring accurate
and consisterdata andpreparing monthly status reports, statistical tables for Federal reports and
additional tabulations, as needed, to facilitate data analysis.

7035. ERROR ANALYSIS

The MEQC error analysis provides cleard concise presentationsfimidings for planning and
evaluating corrective actions. This involves analysis of MEQC data and other special studies along
with review of programmatic circumstances in order to ascertain specific error causes. The essential
components of this process are data and program analysis.

7036. DISSEMINATION OF FINDINGS

MEQC findings are disseminated after the data have been analyzed to ensure that appropriate staff
receive thenformation timely. It involves determining specific information requirements and
supplying it to administrative aqutogram staff, as well as local agencies and other interested patrties,
such as State legislatures, other State agencies, or the general public.

7050. MEQC AND CORRECTIVE ACTION

The MEQC system provides State title XIX agency administrators with meaningful information on
the nature of case and payment errors in Medicaid eligibility determinations so that State agencies
can assess probleaneas and develop corrective actions (CA) suited to their needs and available
resources.
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The CA process is thmeans by which Stateéakeadministrative actions teeduce errorsvhich

cause misspent Medicaid dollars. An effective CA process will have a great impact on the reduction
and elimination of errors. ivolves five phases: data analysis, program analysis, and the planning,
implementation, and evaluation of CAs. Each phase is a continuous decision-making process with
the completion okachannual MEQC reporting period. The recognition and application of good
management principleare thebasis for establishing agffective CA process. The CA process
outlined serves as a model for developing and implementing appropriate CAs. Tailor the process to
your individual needs.

A. Organization-The key ingedient to an effective CA process is the active participation
and commitment otop management.This is particularly important because ofie multi-
departmentatesponsibilities within the program. Problems and their solutions are seldom limited
to a single area of thMedicaid agency's operations. Thaée derivedfrom a variety of
responsibilitiesand activities at botthe State antbcal level. Additional complications exist in
States where an agency other than that administering the program has responsibility for the eligibility
determinations. AccordingI%/, in addition to the Director or Deputy Director of the Medicaid agency,
management invobment should entail the participation of the major department heads of the State
agency(s). This typically includes management from:

Medicaid Eligibility Policy and Program Development
Eligibility Field Operations

Medicaid Eligibility Quality Control

Research and Statistics _
Systems and Procedures/Management Analysis
Financial Division

Public Information

Data Processing

Staff Development

Legal Department

eleNeoNoNoNoNeoNoNoNe)

This top management group known as the CA panel makes all major decisions, including planning,
implementation, and evaluation. On a regular basis conduct CA panel meetings. Given the multi-
departmental ojoint agencynature of the panelomposition, leadership of the panel should rest
with the State Medicaid agency Director, or Deputy Director rather thasiagig section or

division head. This provides realistic panel direction for it to function as a decision-making body in
support and commitment to CA.

B. Communication-Communication plays a majpart in the CA process. Convey your
error reduction goals via agency policy and actions. Make your State and local staff aware of, and
update them on thagency's error reductiagoals throughdirectives, memoranda, meetings, etc.
In addition, the topmanagement panel and/its members should be accessible to ystaff
responsible for error reductiohis access is essential for the implementation and monitoring of
CA tasks, feedback, and revisions when appropriate.
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C. ResourcesThe allocation of major resources @As is essential in management's
commitrrent to error reduction. In many instances error reduction efforts include hiring additional
staff or the temporaryeassignment of staff when workloads become overburdeningstaffa
shortage occurs. Another resource allocation for error reduction may include the purchase/rental
of hardware for automated processes. Often heads of divisions in need of additional resources are
not authorized to hire dransfer staff, or acquire computer terminals. The commitment for the
necessary resources to reduce errors must come from top management.

7052. MEQC CAP REQUIREMENTS

State title XIX agencies are directed in 42 CFR 431.800(i)(3) to report annually to the Administrator
on error analyses ar@As developed from MEQGindings. The plan must include analyses and
planned CAs based upon then®st recently completed 6-month sampling periods for which MEQC
review data are available.

SubmitState CAPs, in duplicate, to tRegional Administrator (RA) by August 31 each year,

with revisions to the plan submitted within 60 days after identifying additional error prone areas or
when there are other significant changes in the error rate or changes in planned corrective action.
The RA willreview the plans, updates, and may request additional information. Submit supporting
documentation on all completed corrective action initiatives upon request.

7055. MEQC CAP FORMAT

The CAPs submitted describe prospective actions planned for the upcoming year and provide status
reports on corrective actions being implemented. Include these five sections:

A. Data Analysis-Screen MEQC data to identify clusters of errors and their causes. Provide
a statistical description of all payment and case errors and associated causes. (See § 7055.1.)

B. Program Analysis-Review quality controfindings (including Federal differences) and
any other studies and analyses. Provide a narrative description of all payment errors (and case errors
if appropriate), and the specific programmatic causes to which they are attributed. (See §7055.2.)

C. Corrective Action PlanningProvide a description ofhe CA initiatives to be
implemented. Include the error concentration targeted,nthmr activitiesnecessary for
implementation, the evaluation procedures, the expeedts, andhe estimated associated
potential cost and/or savings. (See §7055.3.)
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D. Corrective Action (CA) ImplementationDevelop an overall implementation schedule
for each CA initiativeshowing major tasks to be performed. Include a reasonable time schedule for
each actin. Schedulenost actions for full implementation within 6 months, except for certain long
range progcts. Specifystart,interim, and scheduled implementation dates. ldernki&/ person
and/or component responsible for overall implementation and monitoring of whether activities are
on schedule. (See §7055.4.)

E. Corrective Action EvaluatiorDetermine the effectiveness of t8&. Document the
outcome of alplanned CAgeported in theprior year CAP that have bedully implemented.
Addressactions continuing from prior years. tlie CAwas successful, indicatbe concrete
measures of its effectiveness and how it has impacted upon the error rate. (See 87055.5.)

You may include an optional section, Suggested Federal Initiatives, that addresses actions required
of HCFA ROs or CO to assist States in @forts or to implement changes to improve the
administration of the program.

7055.1 DataAnalysisContent--Provide clear and concise presentations of MEQC findings for
planning and evaluating CAs. This initial phase of CA planning involves the collection and sorting

of data using basic and sophisicated statistical techniques. The basic requirement for data analysis
is the sorting of errors by:

o Type--general classification, e.g., resources;
o Element--specific kind of classification, e.g., bank accounts;
o0 Source--agency or client; and
H o Nature--cause of error as coded on MEQC tables, e.g., failure of beneficiary to report a
change.

This activity identifies clusters of errors, their causes, charactemstat$requency that can be
corrected by specific action, aedables you to focus actions on the error concentration(s) that have
the most significant impact on the payment error rate. Your analysis must account for all error cases
(including those in the AFDC stratum). Avoid duplicative planning by utilizing AFDC CAPS when
appropriate. (See Chapter 5.)

o Outline the major types of errors and the percentage of the payment error rate associated
with the element within the type, e.g., "Excess Resources - Bank Accounts” (30 percent), "Unearned
income - Retirement Survivors Disability Insurance (RSDI)" (17 percent).

o Identify the frequency and characteristics of each error concentration by error element,
e.g., bank accounts, RSDI income.

- Is the specific source of error primarily agency or client caused?

_ - Has the occurrence of the error elemeathained constant over several review
periods?

- Is the error primarily found in a certain geographic location?
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~ 0o Identify thegeneralnature (cause) of the errar,g., information not verifiedpolicy
incorrectly applied.

o Identify the group or factor(s) which are more error prone than the rest of the Medicaid
population, e.g., nursing home population, recipients of RSDI.

Base the analysis, at ammum, upon the twamost recent review periods for whichse and

payment data are available. Supplement the minimum requirements with more recent partial review
data. The CAP should contain the tables used in the analysis. Present the statistical data analysis
to g&)gram managers in a narrative form that will help them decide among alternative approaches
to .

Error prone profilestrend analyses, arngeographical breakdowresge at theState's discretion.
However, States with consistently high error rates or CAs which have proved ineffective in reducing
the error rate should strongly consider additional data analysis or special studies.

P%lt'a analysis isot limited to MEQC findings. Utilize other datasources to supplement MEQC
indings.

7055.2 Progranfnalysis--This phase of the CAlanning process ithe most critical, as the
proper identification of error causes is essential for the development of effective CAs. This phase
requires familiarity with the a/gency's operational policies and procedures and an ability to analyze
and identify the policies and/or procedures that cause errors.

The data analysis phase identifies the types of errors, error elements, their source and their nature.
For CA planning, relate the errors to their actual cause in the program operation process.

Explain the program/operational cause in sufficient detailtlsat it identifies whya particular
element is in error.

EXAMPLE: The data analysis indicates resources; i.e., joint bank accounts are 80 percent of the
State's payment errgate and thamajority of these errors are agency caused.
Program analysis could entail an evaluation of the resource policy and procedures on
application of policy in joint bank accounts to be sure staff understand the policy or
whether it needgevision. Other evaluations could inclukiadsand locations of
sta;; makingthe errors to determine if thgroblem involves new or overburdened
staff.

To determinghe specific causes dahe error concentration(s) or extent gbrablem, it may be
necessary to utilize addition&tate studies or other reports such as State assessment reports, internal
audits, and special studies.
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Special studies may be done if additional data analyses are required to fully understand the nature
and cause of the error situation. Special studies may be beneficial to:

‘0 Pinpointerror causes when you haveraall MEQC samplevhich does noprovide
sufficient data;

o Do effective CA planning when data are needed more frequently than every 6 months;

0 Pilot test a particular CA initiative to assess its cost-effectiveness prior to implementation;
and

o Evaluate local office adherence to revised policy instructions.

ldentify anddiscussany special studies or reports that were used to obtain additional information
to identify errors and related causes.

The CA panel's primary activity in this phase is to determine what the data analysis indicates, what
additional information is necessary to identify root error causes, and to idietifiyajor error

causes. Each membsrould reviewthe QC datanalysis prior to the panel's open discussion of

error concentrations and their causes. The panel should decide on probable cause(s) for each error
concentration and determine the extent and method of obtaining additional information necessary
to determine th@rogrammaticcause. Program analysis activity often includes, but is not limited

to, conducting staff interviews alisseminating questionnaires, policy reviea@nferences with

local managers, special studiasd error prone profiles. The analysis should show a relationship
between the error concentrations and the agency's prc()%ram operations and management practices
and policies. Thiselationship permitthe determination otach error cause. good, extensive

program analysis tells the State what to do in the most cost effective manner possible.

The end product of therogram analysiphase of CA should be a narrative description of the
specific programmatic error cause(s) for all payment errors and, at your option, case errors.

7055.3  Corrective Action Plannirg-ocus CA planning on the error concentration(s) that has the
most significant impact on the payment error rate or case error rate if appropriate. ldentify errors
that are not included in the planning and give the reason(s); e.g., isolated incident. The first step is
the preliminary selection dlternative methods of CA whiakill reduce oreliminatethe error

causes identified in the pro?fram analysis phase. Prepare a descriptive summary of each alternative
estimating thevarious staff resources, time, activities, eventual implementation problems, etc.
necessary to condudll planning ofthe CA. From this summary, studsach alternative for
potential cost benefits/feasibility, necessary resources for implementation, etc. The CA panel should
review anddiscusshe positive and negative aspects of each alternative and select those which it
considers thenost appropriatsolutions forthe error causes. To increase the success of error
reduction, thgpanel should clearly establish a connection between the CAs it chooses and the error
cause(s) they will address, as indicated by the program analysis.
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For each initiative selected for implementation include:

o Asummary description of the scope of the initiative in terms of processes, policies, costs,
benefits, constraints, and anticipated implementation problems;

0 A detailed specification of necessary activities (prepéraiging plans, writing policy
changes, writing computer programs, etc.);

o Estimated cost/resources required for implementation;
o Potential cost savings associated with effective implementation of the corrective action;

0 A concise description of planned evaluation methodology expressed in measurable
%antlta_tlve/qualltatlve terms whenever possible. For example, if the selected action is a rewrite of
the policy manual section dneatment of resources designated Warial, a proper evaluation
technigue may be e@ase review in given local office(s) 3nonths after the effective date of the
revised policy to ascertain if the revised policy is being correctly applied; and

0 A statement as to why this particular action will resolve the problem. If training is used
as a CA, it must be related to the error situations. Include subject(s) of training, dates, and audience.

7055.4 Corrective Action Imﬁlementati.eﬁ'his phase of theplan includesthe overall
implementation schedule faach CAinitiative. Include a reasonable time sched{aetual
implementation within 6 months tiie start date excefdr certain long-range projects) for each
initiative. If theinitiative is a long-range activitthat requires more than @onths for final
implementation, include interim target dates along with an explanation of why the activity requires
extendedime; i.e., total manual revisiameeded|egislative change required, computerization of
system needed.

Briefly describe the methodology you plan to use to accomplish each initiative. Include:

0 Adescription of pertinent tasks required to implement each action, e.g., corrective action
meetings with appropriate staff;

0 Milestones and establisheiterim target dates (include start dates and final
implementation dates);

o Individuals/components responsible for overall implementatiomandtoring of each

activity, e.g., CA panel, Medicaid Director, Director of Income Maintenance, Quality Control
Director, etc.;
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o Identification of critical areas and any special assistance required; and
0 A monitoring plan to assure awareness by the CA panel of the progress in achieving goals.

If any significant changes or deviations from the implementation schedule occur, submit an updated
report to the RO indicating the revisions and/or modifications. If an action is off schedule, include
a revised implementation schedule with an explanation for the delay or change in target date.

The staff member responsible for the CA should ensure the operational activities are assigned and
fully carried out. During the execution oCAs, the panekhould monitothese activities, both
administratively and technically.

7055.5 (@rrective Action Evaluationr-This section documentthe outcome ofpreviously
implemented actions reported in the prior year's CAP and any updates to it. In addition, an update
on actions continuing from prior years should be presented much in the same manner as the recent
CA evaluation. Inclde a description of the actions taken and when they were finally implemented
compared to the plannaahplementation schedule. The purpose of the evaluation is to determine
the effectiveness of the implemented actions. Focus on the reduction of the specified error(s), i.e.,
has the action achieved the desired result? If not, why not? What will you do instead to alleviate
the errorsituation?This phase determines hotie actuakesults compare witthe anticipated

results. For example:

0 Were target dates met?

0 Have expected results been realized? (Are errors in the pinpointed area decreasing?)

o Are modification or termination of CAs warranted?

0 Were cost/resource estimates realistic?

o0 Were additional problem areas encountered? If so, what were they?

o What, if any, unantipated effects occurred, i.e., increased errors in other program areas?
Define the methods and procedures used for evaluation purposes. Prepare an evaluation summary
which includeghe sources anchethods of obtaining information. If the expected results are not
being realized decide whether to continue or modify the action. If the CA is to be modified include

the modification or revision in the CAP update. The update can also be utilized to report the results
of special studies and to modify actions based upon the results of new data.
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After implementation of CA initiatives, it is important to monitor local office application of the
actions and the effect on overall program improvement and specific error reduction.

If you require any assistance in preparing your annual CAP contact the RO.

7099. ROLE OF A STATE MODEL SYSTEM IN THE EVALUATION PROCESS

Based on information provided in the initial stage of implementation, the CA panel determines the
datanecessary for evaluation purposes, (e.g., routine reports from QC data, supplemental reports
such as geographical breakdowns, special reports itIQ€& is notsufficient or as frequently
available as needed. The staff/componesponsible fothe activity prepares the necessary
evaluation reports arglibmits them téhe paneperiodically to provide continuousedback on
each CA activity. Frorthese reports the panel evaluates the effectiveness of the actions in meeting
its objective. The panel's determination of effectiveness focuses on the reduction of errors occurring
within the respective error element rather than reduction of the overall error rate, cost effectiveness,
and any beneficial and detrimental side effects. The evaluation is the basis for determining which
types of actions accomplish error reductithe necessity omodifying/discontinuing CAs, an
evelopment of future CA activities. Once the panel is satisfied that the CA objectives have been
ahchievedl, or decide to modify/discontinue a CA, a final evaluation report is prepared documenting
the results.
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Exhibit 1 - Medicaid Quality Control Process

"SSI Cases in 1634 States not subject to review.
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Exhibit 2 - Model State Quality Control System
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Exhibit 3 - The Five Phases of Corrective Action

Rev. 38 7-1-19



10-89 SAMPLING METHODS 7102

7100. QUALITY CONTROL SAMPLING

Sampling ighe selection and study of a part of a whole, the universe, for the purpose of drawing
conclusionsabout the universeSamplingpermits administrators tout costs, reducamanpower
reguirements, gather vital information more quickly, obtain data not available otherwise, obtain more
comprehensive data, and, in some instances, actually increase statistical accuracy.

In the Medicaid Eligibility Quality Control (MESC) system, sampling is the only practical method
of validating eligibility of the total caseload and determining the dollar value of errors. Any attempt
to make such validations and determinationsdwewing every case would be an enormous and
unwieldy undertaking. laddition to the considerable costs involved, the problems in administering
such an operation would greatly incredgise chance obbtaining poor qualitydata thatcould
invalidate the findings.

The review of a sample is only incidentally concerned with identified errors. The goimern is
with the identification of types and amounts of errors for:

o Drawing inferences about the totalseload, and

0  Utiizing the findings to evelop cost-effective methods of eliminating errors that lead
to erroneous Medicaid expenditures for the toteeload.

7102. OVERVIEW OF THE MEQC SYSTEM
A. Basis for MEQC SystemThe MEQC system is based upon the following concepts:
o The sample unit is the Medicaid case as identified on the State eligibility file.

o The universe ithe entireMedicaid caseload under consideratiorhis requires
sample selection and data estimates for all appropriate categories of Medicaid cases.

0 The review process uncovers misspent funds that result from eligibility errors.
0 The sample includes:
- The AFDC-QC sample for that month, and

- Arandom sample of non-AFDC cases.

B. Stepsin MEQC ProcessThe essential steps in the MEQC process are:

0 Selecting a monthly sample of Medicaid cases.
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o Determining the eligibility status of sampled cases for the review month.

0  Collecting claims for services received during the review month which are paid during
and for 4 months after the review month, and assembling them at the beginning of the sixth month
following the review month.

~ 0 Calculating payment error rates using correct and incorrect payment amounts based
on claims paid for services received during the review month.

7104. MEQC SAMPLING REQUIREMENTS

Though the basic MEQC sampéxjuirements are the same for all States, there are variations in how
the lists are established and how the selection proceeds.

The different categories of States are:

~A. 1634 Catract States-States in which Medicai@ligibility determinations for SSI
recipients are made by the Federal Government under a contract with the State using primarily the
same c(;iteria as i8Sl eligibility determination. In these Stat8$lcases are natampled or
reviewed.

- B. 209(b)y1902(f) States-States which make Medicaéigibility determinations for SSI
recipients and in which Medicaid benefits may not be afforded to all SSI recipients because Medicaid
eligibility requirements armore stringent than SSI eligibility requirements. In these States SSI cases
are sampled and reviewed.

C. State Determination/SSI Criteria State€States which make Medicaidligibility
determinations for SSI recipients using primarily the same criteria the Federal Government uses in
determining SSI eligibility. In these States SSI cases are also sampled and reviewed.

7109. TYPES OF ERRORS
In determining estimates of population characteristics two types of errors may occur:

A. SamplingErrors--When a sample is selected through a random procedure the estimates
of a universe characteristic from that sample generally will be different from the true value of the
universe characteristic because the estimates are based upon a sample.

A samplin?error may be defined abke difference between the value of the characteristic as
r

estimated from the sample and the true universe value of the characteristic. Although such errors
cannot be avoided, they can be controlled and measured (in probability samples).
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B. Nonsampling ErrorsNonsampling errors generally are not measurable (except by the use
of sample checks). They are usually of two types, both of which may result in biased data:

~ 1. ErrorsCaused by People or Machineblistakes inthe collection ofdata, and in
processing the data; e.g., errors in coding and errors in tabulating the results and making calculations;
and

2. Errors Inherent in the Measurement ProeeSgors which result from many sources;
e.g., dropped casegonvenient” rather than scientific sampling, and use of improper methods of
estimating from the sample.

7110. VALIDITY AND RELIABILITY OF STATISTICAL DATA

Sampling and statistical procedures by themselves cannot assure validity (or freedom from bias); i.e.,
that theerrors found are "true" errors and that their correction is important to effective operation
of the program. The validity of the data depends upon adequacy of the Review Schedule in relation
to the scopedetail, andsignificance ofthe data collected and tldegree to which reviews are
carried out effectively.

Sound sampling procedures can assure a known degree of reliability (also referred to as precision)
of statistical data. If sampling procedures are soundly based, the results obtained from one sample
taken from the total caseload will be the approximate results obtained if the whole were reviewed.
The MEQC sample is designed so that the reliability of the sample results is measurable and can be
shown to be relatively high. These results can be made more reliable through proper application of
statistical methods as well as through an increase in sample size.

Because of their importance, examples of sources of bias (which affect validity) and explanations
of the formulas involved in measuring precision (reliability) are detailed.

7110.1 Bias-A biased sample does not represent the population or universe from which it was
selected. For example, suppose that an opinion survey was conducted in the middle of the day by
interviewing everyone on a bustreet willing to stop for 10 minutes for the interview. If 90 percent

of those interviewed had a favorable opinion on the issue involved it would not necessarily follow
that about 9percent of the city residents have a favorable opinion. People on a particular street at
a particular time oflaywould morethanlikely be unrepresentative of the total ciyppulation.

Also, the fact that the sample consisted only of individuals who could spare 10 minutes in the middle
of the day may make the sample even more unrepresentative. Such a sample could contain bias.

One source of bias in QC deals with cases which cannot be reviewed. "Nonreviewed" cases fall into
several categories. Such cases should have been included in the sample but could not be reviewed
by the QC unit for certain reasons; e.g., beneficiaries who could not be located or were unwilling to
give information.
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If the number of "nonreviewed" cases is small the bias resultin%from their noncompletion also will

be small. Ilithe number of such cases is large a considerable bias may be introduced. In effect, a
segment of the total caseload is unrepresented if the sample cases for that segment are not reviewed.
If a substantial number of sample caaes not reviewed there is no assurance ¢batlusions

drawn from the sample apply to the total caseload. The number of such cases can be anticipated and
should be compensated for by oversampling. However, nonresponse bias may still be present.

Another source of bias is prior knowledge by the local agency as to which cases will be reviewed.
This bias could result if the agency, intentionally or unintentionally, treats these cases in a special
manner, thus making the QC results unrepresentative. Therefore, take special precautions to ensure
that the cases selected are kirmdwn to the local agency earlier than required.

7110.2  PrecisiorFindings computed from a sample are "point estimates.” To predict the actual
caseload error rate with any degree of certainty, a ran?e of possible values (confidence interval) is
computed. The first step is to compute the "variance" of the point estimate. For systematic random
samples, when simulating random selection, the estimated variance of a rate of error (proportion)
with a fixed sample size is computed approximately by the following equation:

VAR (p) =Py (1)

where, is the estimated case rate of error (proportion) in the sample, and n is the sample size.

The precision of a sample estimate is measured by the standard error of the estinpatey8éh(®
is the square root of the estimated variance.

SE@ = VVAR(p) or Vp@ap)

The precision specification consists of two elements. The administrative decistuadasired

degree of reliabilitgletermines the sample size necessary to meet the specified probability level and
precision range. For example, the administrator might specify that he would like his estimate of the
ineligibility case rate in the caseload to be within one percentage point of the figure that would be
obtained by a complete review of the entire caseload. This is the tolerance specuicitiin

Since the administrator is dealing with a sample he also assumes a certain degree of risk. Thus, in the
example given above, if the sampliegor had been computed so that the estimate plus or minus one
percentincludesthe value estimated in 95 of 100 repeasathples othe same universe, the
estimate plus or minus one percent is the 95-percent confidence interval. The 95-percent confidence
interval is approximately equal to plus or minus two standard errors of the normal distribution and

is expressed:

95% Cl =p™+ 2 SE ()
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This confidence interval covethe true value of "p" about 95 percent of the time when sampling
repetitively. Expressed in another way, we can be reasonably confident that about 95 percent of the
sample propaions will be within two standard errors of their corresponding population proportion.

By algebraic rearrangement it is possible to compute the sample size needed to obtain the minimum
sample size required for 95- percent confidence that a sample proportion p will be withereent
of the true proportion p when p is assumed to be 4 percent; the computation follows:

n=4p (1-%)!
where e is the acceptable error in estimating p.
Substituting 4 percent for p
n = (4) (.04) (1-.04)
(.01

n = 1536

In MEQC the sample design is stratified. (See § 7113.) Precision for stratified samples is computed
differently from the example shown.

In a stratified sam_EIe any estimate for the entire population is computed from information in each
stratum or group. Likewise thariance of the estimate must take into account variance information
from each stratum, appropriately weighted and combined.

If, in eachstratum, a systematic sample (approximatirgingple random sample) is chosen the
formula for estimating the overall error rafg &hd its variance is:

p=K Nh ] g
[ ]
Y het p an
VAR () =§ (Nn)? ° ph  (1-ph)
h=1 N nh
where:

K is the number of strata,
N, is the population size in stratum h,

N is the total population size,
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7110.2 (Cont.) SAMPLING METHODS 10-89
P, is the estimated case error rate in stratum h, and
n, is the sample size in stratum h.

The standard error ¢, 4s the square root of the estimated variance and is used in the calculation
of confidence intervals which are calculated in the same manner as for the nostratified sample.

For example, a sample is drawn from tstoata. The population sizes in the strata are 1,000 and
4,000, the sample sizes aredtl 200, and the case error rate estimates are .05 and .2, respectively.
The overall error rate estimate is:

P = (.05 x 100D+ (.2 x 4000 = .17
5000 5000

and

= (10002 x ((.05)(.9 0002 x (.2)(.8
Var(p) (1500()0 x (( 5)(Sg)+(4 50006( ) 2)00

= 00055
and SE ) = Vvar(®) = V.00055 = .023.

The resulting 95-percent confidence interval is .17(#023) or from .124 to .216.
7112. TYPES OF ESTIMATORS
Among the measures computed from sample results are:
A. Totals--Total dollars paid or total dollars paid in error.
B. Averages-Average dollars in error per case.
C. Proportions-The proportion of cases in error.
D. Ratios--The proportion of dollars in error to total dollars.
E. Regression estimate$rojections of values based on linear relationships.
Note that all of these estimates have different implicit formulas for the computation of the respective
point estimates and confidence intervals. The examples in §7ad®2ased oestimates of

proportionswhich are simple estimates from a computational standpoint. Ratio estimates of dollar
values are more complex and require more sophisticated computations, and thus are not shown here.
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03-92 SAMPLING METHODS 7121

7113. STRATIFICATION

In m_anP/ ﬁ_opulationst,he elements may differ markedly, atide measure ofariability may be
relatively high. Consequently, when a sample is selected, it may be necessary to use a relatively
large sample size to achieve a given level of precision. To reduce the sample size for a given level
of precision, the universe may be divided into several homogeneous groups so that the elements in
eachgroupare more alike than the elements in the total universe. Each group is called a stratum,
and the process of dividing the population into giroups is called stratification. In general, this allows
greater precision for given sample size or allows a smalletal sample for ajiven level of
precision.

Stratification may be used for other reasons. These include obtaining estimates for particular portions
of the populationd administrative convenience. (The population may be stratified by geographic
locations or some other organization of the population when the population is "naturally stratified.")

The sample selection is performed independently in each stratum, and results are combined based
on universe weights. (See §7110.2.)

7120. GENERAL SAMPLING REQUIREMENTS OF MEQC

The MEQC system operates on a 6-ma#hmpling cycle.There are two cycles in each Federal
fiscal year. The first is October 1 through March 31, and the second is April 1 through September
30. Each c?/cle is dividadto six monthly periods. Approximatebne-sixth of the 6-month sample

is selected for each of the &i@v months. (See 887133 and 7134.) Conduct the reviews according
to the MEQC review process. (See Chapter 3.)

To minimize the effort required to select the sample and conduct the required reviews, the AFDC-
QC sample is integrated into the MEQC sample to represent that portion of the Medicaid population
who are also AFDC recipients.

7121. SAMPLE UNIT
The sample MEQC unit is the Medicaid case. A Medicaid case is:
o Forthe AFDC population, the case which receives a payment for the month; and

o Fornoncash payment cases, a group of Medicaid beneficiaries which are subject to
Federal matching of State funds tbe cost ofmedical servicesind areiddentified onthe State
eligibility file as a case. Casase typically identified by a case number which includes a suffix used
to Identify individual members within the case. In this situation, the sample unit is the higher level
casenumber ignoringthe case membeauffix. If you identify cases by multiple level identifiers,
e.g., by coverage codes within household groups, then either grouping is acceptable, provided the
grouping isdefined in thesamplingplan. The cases dhefile must be mutually exclusive, i.e.,
Medicaid eligible beneficiaries must not have multiple chances of being selected in the sample. All
individuals must be subject to sampling.
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7122 SAMPLING METHODS 03-92

7122. SAMPLE SIZES

Minimum numbers of case reviews to be completed have been established for the medical assistance
only (MAO) stratum. (See §7123.) Thanimumcasereviews to be completed ftne AFDC

stratum are determined B\FDC-QC. If AFDC-QC sample sizes mequirements change, then

MEQC requirements reflect these changes.

Exhibit 1 shows the minimum numbers of case reviews that you are required to complete. Base the
number of cases to be selected on these minimum numbers of required case reviews. Select a larger
sample than the prescribed minimum sample in consideration of a number of variables, e.g., dropped
cases. Federal matching is available dbrcosts associated witie selection andeview %f
necessary) of samples larger than the minimum.

You have theoption of targeting 2percent ofyour MAO sample on focused reviews. You may
choose thdype of targeteddample selected. The review activity associated withtangeted
sample can also be restricted to specific proldesas. Theample selectionan be done on a
nonrandom basis sintiee targeted case findings are excluded from the error rate calculation. Your
error rate calculation is, therefore, based upon 75 percent of your MAO minimum required sample
size.

This 25 percent targeted sample is not intended to reduce your workload. You must maintain equal
workload requirements with that currently being done. For example, if you find that you are doing
imited reviews requiring half the work with the 25 percent sample, then you must review twice as
many targeted cases. The addition of more focused review cases in mimiaghesyour
responsibility to review 75 percent of the original MAO sample to determine your error rate. The
main objective of these targeted reviews is to collect as much information as possible for corrective
action purposes. Therefore, target these reviews on problem areas to determine causes and solutions
of misspent dollars.

7123. POPULATIONS TO BE SAMPLED

The Medicaid case population in each sample month includes all cases which were listed as eligible
for Medicaid during any part of themonth (excludingretroactive cases except wheasing
retrospectivesampling). The definitions of inclusions and exclusions in the AFDC population are
determined by AFDC-QC.

When primary samplesre selectegrior tothe end of thesample month, select a supplemental
samﬁle from cases determinelhible between therimary selectiorand the end of theample

month. Although cases maklngf application in the sample month may not be determined eligible for
months subsequent tbhe sample month, yoare notresponsible for sampling cases added to the
eligibility file after the last day of the sample month. If you select primary samples before the end

of the sample month, select a supplemental sample covering cases added up to the end of the month,
as identified up to the first file update including the last day of the month.

The eligibility of every Medicaid beneficiary is subject to a review except for:

s 0 Those cases for which Medicaid eligibility was determined by SSA in 1634 contract
tates;
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03-92 SAMPLING METHODS 7124
o Cases eligible for Medicaid based on title IV-E adoption or foster care;

o Cases funded 100 percent by the Federal Governf@ent Indo-Chinese, Cuban
refugees); and

o0 Retroactively eligible cases (except in States using retrospective sampling).

Other cases may not be reviewed dtner reasons(See §7230.) Howevethese cases are not
generally identifiable as d_ro_Bs_ duritige samplingprocess. Any beneficiary nshown as an
exception abovewhoseeligibility is not subject to review as part thfe AFDC-QC system is
included in the MAO populations and thus subject to MEQC eligibility review. Therefore, even if
Medicaid beneficiaries' financial circumstances are used in determining the amount of the grant for
AFDC, but eligibility for these beneficiaries would not be established in an AFDC-QC review, group
them as a case in timeedical assistance only population, e.g., an AFDC group wittpandent

child not eligible for AFDC because of school attendance or enumeration requirements. Include the
following in populations to be sampled:

A. AFDC.--Members of AFDC families who receive cash payments, excluding:

o Presumptive eligibility;

o Death of a ﬁayee or applicant;

o Cases in which a check was not received for the review month even
thou%h the namappeared on the payroll from which the sample was drawn (e.g., canceled checks,
withheld checks, returned checks);

o AFDC foster care; and

o Emergency assistance.

B. Medical Assistance Only (Non-AFDC Casesjee §7272 for individual category listings
of these cases.

7124. SAMPLING FRAMES

Sampling frames for each population must contain all cases in the population. However, additional
items (I.e., listed-in-error (LIE) casesjay be orthelist if it is difficult to remove them before
sampling. Discard such LIE cases if they were drawn in the sample.

To minimize the risk obias due to excessive numbers of LIE cases, demonstrate that your sampling
framesare at least 98 percent accurate. Perform this demonstration the first time a new sampling
frame or Program identifier coding scheme is usédis isnecessary to ensure treagnificant
numbers of cases are not improperly excluded from sampling due to their being sampled in the wrong
stratum. States which do not successfully documepe®8ent accuracsnust sample from the

entire eligibility file or equivalent and determine program participation or LIE status through a field
investigation as part of the MEQC review.

To demonstrate sample frame aecyr, select a sample of 400 cases from the entire active Medicaid
eligibility list and deérmine the actual program status of each. Verify program status for AFDC and
SSI cash assistance cases (where applicable) by checking AFDC payroll and SDX tape records to
verify cash payment. Verifg program status for any noncash-based case types against the local case
record. If atleast 392 of the 400 cases selected are included in the appropriate stratum, the sample
frame is considered acceptable. Consider cases which have minor coding errors which do not cause
improper omission of a case from a sampling frame as correct for purposes of this test.
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7125. SAMPLE SELECTION

Systematicsampling or simpleandomsamplingprocedures are recommended setecting the

MEQC sample. (See §7132.? Sample selection may be done at any time after the beginning of the
review month. Insure that all cases with eligibility during the month, which are either added to or
deleted from the eligibility list, are subject to sampling. Include all cases for which a Medicaid card
is issued for any part of tlreview month. Do not include cases matigible in alater month
retroactive to the review month (except when retrospective sampling is used). If you sample after
the first eligibility file update following the sample month, do not supplement your sample with cases
for which eligibility was established after that date.

For the FederalEQC unit to more effectively track cases through the system, submit to the RO
a sample selectidist which identifies allcases selected in your MEQ@@mple (MAO stratum).
Submit thesdists eachmonth immediately subsequent to your sample seleatidnprior to the
assignment ofhese cases to review staff. Asstirat thenumber of cases contained on the lists
conform to those required as stipulated in your individual sampling plans.

The sample of cases ftire 25 percent targetedview (see 87122) may be selected at any time
during the review period,; i.e.thefocused sample can come from one month's sample universe or
selected evenly throughout teatire 6-month period. You can adjust your normal sampling interval

to yield 75 percent of the usual sample. You, however, must maintain that chosen interval for the
entire period for the 75 percent portion of the sample.

7126. CLAIMS COLLECTION

For each samdpled case in iopuldion, collect claims for both completed review cases and dropped
cases if Federal rereview subsequently completes the Cadlect paid claimgor the services
receivedduringthe review month and prior to the review month, where necessary, as dictated by
your spenddown p@d. For claims where the service dates overlap months, either (1) divide claim
amounts by ssociated month of service, or (2) determine the review month by the date the service
was terminated and assign the total amount of the paid claims to the month in which the service was
terminated, i.e., the month the beneficiary was discharged from the hospital or long term care facility
as specified in your State's sampling plan.

HMO premiums and Medicare buy-ins ax@nsidered claims for the month of medical care which
they cover.

Collect claims whichare paid before,during, and for 4 monthgollowing the review month.
However, donot start theclaims collectionprocedureuntil the beginning ofthe sixth month
following the review month. The reason for this requirement is that sampled cases if identified to

a payment unit prior tdhe expiration ofthis time period could béreateddifferently from
nonsampled cases, either intentionally or unintentionally. This generates results unrepresentative
of the universe from which the sample is selected, producing distorted estimates of payment error
rates.

Becausehis procedure may be too expensive for some States, you may collect claims for sampled

_casesdon a monthly basis. However, comply with the following rules if this alternate methodology
is used.
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o The administrative unit which collects the claims must be a separate governmental
unit from the unit charged with administration of the Medicaid program;

o The official in charge of this administrative unit mast report to and must be at
least equivalent in rank to the official charged with administration of the Medicaid program;

o The unit responsible for collecting the claims must not identify or release paid claim
information on sampled cases to any personnel responsible for eligibility determination before the
sixth month following each service month; and

_ 0 The official in char%e of the unit collecting the claims must certify in writing to the
requirements in the aboitem to both the head of the unit charged with administering the Medicaid
program and the HCFA Regional Administrator.

7130. REQUIREMENTS FOR SAMPLING PLAN DOCUMENTATION

Each Stateoperatests MEQC systenunder asamplingplan approved byhe RO. Before
implementation, submit documentation of the proposed plan which describes:

0 The population to be sampled;

0 The list(s) from which the sample is selected;

0 The sample size;

o The sample selection procedure;

0 The claims collection procedure;

o The option to drop/not drop cases selected more than once in the sample period;

The option to use paid claims, billed amounts, and denied claims to offset beneficiary
liability in the eligibility review. (No indication in the plan is interpreted to mean the contrary);

o0 The option to divide multiple service-month claim amounts by associated months of
service, or use theéate theservice was terminated to determthe servicemonth forthe entire
claim amount; and

o0 The option to use 25 percent targeting as described in 87122. Specify exact number
and types of cases to be selected for this targeted area and the expected results you hope to obtain.
If you perform a limited review of the targeted sample cases, the sampling plan must demonstrate
a workload equivalent to the full review of the random sample

In the sampling plan, document the definition of the case sample unit used on the eligibility file.
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Before making revisions in the sample design, document them in a revised sampling plan, and submit
them to the RO for review and approval. Submit basic sampling plans to the RO 60 days prior to the
corresponding review period. Submit detailed universe estimates and sampling intervals at least 2
weeks prior tahe first sample selection ahe period.Submit abasicsamplingplan only when a
revision tothe most recenaipproved plan is proposed. Resubmit detailed universe estimates and
interval calculations for each sample period if the estimates differ from the previous period.

The same sampling plan must be in effect during each 6-month period.
7130.1  Ppulation To Be SampledDescribe in the sampling plan the specific classifications of
Medicaid cases included eachMedicaid category for whicminimumnumbers of reviews are
established. These classifications must conform to the guidelines in 87272.
If for any reason deviations from these guidelines are made, explain them in detail in the sampling
plan submitted to the RO. ldentify groups of cases by their numbers in 87272, e.g., " 87272 - 4, 5,
7,8, 10."
7130.2 SampleSelection Lists-Describe in detail in the sampling plan the lists from which the
sample of Medicaid cases is selected. It is expected that these lists are the actual eligibility files. In
any case, theamplingplan must explicitly describthe following characteristics of theample
selection lists for each population:

o0 Source(s);

o Alltypes of cases included in the selection list;

o Accuracy and completeness sgmple lists irreference to th@opulation(s) of
interest;

o0 Whether the selection list was constructed by combining more than one list;

o0 The form of the selection list (e.g., computer file, microfilm, hard copy). If different
parts of the selection list are in different forms, specify the form of each part;

o Frequency of and length of delays in updating the selection lists or their sources;
o0 Number of items on the lists and proportion of LIE items;

o0 Methods of deleting unwanted items from the selection lists, including the findings
and date of the most recent 400 sample test of eligibility codes; and
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~ 0 Structure of the selectidists (e.g.the MEQCsample unit or beneficiary). If the
selection list is not organized according to case, specify the method employed in identifying a case
so an unbiased random selection of cases can be made.

Specify these characteristics for each category of a Medicaid case for which a minimum number of
reviews has been established (excluding AFDC).

7130.3 Samle Size--The basic sample sizes (i.e., the minimum number of reviews that must be
completed) for the 6-month review period are in Exhibit 1. (Note that any changes in sample sizes
by AFDC-QC chang¢he requirement foMEQC.) You may increase samgizesand receive

Federal matching funds for increased administrative costs. If deviations from the sample sizes in
Exhibit 1 are proposed, document the reasons for making such deviations and the effects of doing
so in the sampling plan submitted to HCFA. Specify in the plan the expected number td tases
selected, dropped LIE cases, cases dropped for other reasons, and cases completed, by stratum, as
well as the minimum number of completed reviews.

7130.4 Sample SelectidProcedures-Describe in detaithe procedures used selecting the
sample review cases in the sampling plan. The general procedures must be in compliance with the
guidelines provided. (See also §7132.) If more than one selection list is used, describe the method
of selection fromeach. Also include any stratified sampling techniques proposed. See §7154 for
guidelines orstratification.) Include a time schedule fach step in theamplingprocedure (by
stratum, if it differs by stratum).

Retrospective sampling procedures are outlined in Appendix C. This optional methodology may be
mandated in the future. HCFA also considers alternative State sampling plans which provide a valid
statistical sample. Plans using methods other than systematic or simple random sampling as outlined
in 87132 require approval of tigeneral methodology by HCFA central office (CO). The HCFA RO
statistician retains responsibility ftre final approval recommendation of the detailed plan. The
main criteria a plan musheet are thosstratification rules in 87154 (if applicablend the
alternative sampling methodology must provide an ineligible plus liability understated payment error
rate estimate. The variance formula for the estimate must be included in the sampling plan submittal.

Note that for the AFDC-QC integration, the only statement needed to describe the sample selection
procedure is "The AFDC-QC sample will be used."

7130.5 CaimsCollection ProceduresDocument in thesamplingplanthe procedures used to
collect paid claims for services incurred for a review month sampled case. The documentation must
include the identifier (name, number, etc.) used for matching all claims to the case, the timing of this
procedure, the method used (computer or manual), and tracking procedures. For identifying claims
prior to thesixth monthfollowing the review month, include ithe samplingplanthe required
certification. (See §7126.) Note that the procedures used must properly identify services for each
individual in the case unit subject to sampling.
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7132. RANDOM SAMPLE SELECTION PROCEDURES

Use either systematic random simple randomsamplingprocedures for selecting cases to be
reviewed except for the 25 percent targeted review. (See §7122.2 Systematic sampling is preferred.
It provides a system or pattern of selection of individual cases from the sample selection list, e.g.,
a file, computetape, oflisting, atequally spaced intervalgjith the starting point determined by
random selection. It isnportant that cases with a similar probability of error are not also placed on
equally spaced intervals.tli@rwise, a systematic sample does not yield a truly random sample. The
pattern of thesample frame must be sutiat theprobability of case errors is unrelated to the
sample selection list structure.

Simplerandomsampling orother more complex sampling methodologies are, in most cases, more
difficult to administer. In simple random sampling, assign each case a unique identifying number.
Select numbers at random (Usu&rom a table of random numbers or computerized random number
generator), and include cases having the identifying numbers corresponding to the random numbers.

Below are the steps necessary in selecting a sample from an established sample selection list. You
may dividethese steps into two parts. The first (see §7133) presents the steps that must be taken
in calculatingthe samplinginterval used irthe selection of casdsom the sample selection list
(generally calculated once every reporting period).

The second (see §7134) outlirtee procedures used in the actual selection of cases from the list
(performed monthly).

7133. CALCULATION OF SAMPLING INTERVAL
Undertake these six steps only at the beginning of each 6-month review period.

Step 1: Estimate the Average Monthly Sample Frame-Site average monthly sample frame
size is arestimate of the average number of cases contained on the list subject to sampling during
each month of th@-month review period. The monthly sample frame size may vary. In estimating
the average monthly sample frame size consider any known circumstances, such as policy changes,
that would appreciably affect the size.

Step 2: Determine the Number of Required Completed Case Reviextsbit 1 contains a list

of the minimum number of completed reviews required for each 6-month review period. You may
increase the number of complete reviews.
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Step 3: Estimatéhe Average Number of Reviews To Be Completed Monthlihe average
number of reviews to be completed monthly is calculated by dividing the number of case reviews
to be completed for the 6-month review period (Step 2) by six.

Step 4: Estimate the Proportion of Cases Listed in Eftasted-in-error cases are those cases
included inthe sample selectiohist which are not inthe population of interest, e.g., AFDC cases
included on a list from which medical assistance only cases are to be selected. The estimate should
reflect the true proportion for the entire 6-month period.

Step 5: Estimate the Proportion of Cases Dropped for Other ReaSon®e case reviews may
not be completed for the following reasons:

Moved out of State,
Unwilling to give information,
Unable to locate, and/or
Other.

[oNeoNeNeo)

Step 6:Calculate the&samplinginterval--Calculate thesampling interval using the following
formula:

W - Average monthly sample frame size (Step 1)

X - Average number of reviews to be completed monthly (Step 3)

Y - Proportion of cases dropped for reasons other than listed in error (Step 5)
Z - Proportion of cases listed in error (Step 4)

Sampling Interval (I) = W x (1-Y) x (1-2)/X
Unless a correction for ur_ldersamplinghor excessive oversampling is necessary (see §7150), apply the
samesamplinginterval in eachmonth ofthe 6-month review period. Always round down this
sampling interval to the next lowest integer; i.e., 25.67 becomes 25.
As an example assume that:
The average monthly sample frame size (W) is 10,000,
The average number of reviews to be completed monthly (X) is 100,
Th?i proportion of cases gioed for reasons other than listed in error (Y) is 1/100 or (.01),
an
The proportion of cases dropped because they are listed in error is 5/100 or (.05).
Then the sampling interval (l) is:

I 10,000 x .99 x .95/ 100
I 94.05

Round this down to 94.
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The number of cases selected for a review period must exceed the number of sample cases required
for two reasons:

o Cases selected not in the population of interest (listed in error), and
o Dropped reviews for reasons other than listed in error.

The actual cases to be reviewed include only those selected from the population of interest.
7134. SELECTION OF CASES FOR THE REVIEW MONTH

The procedures for selection of cases for the review month consist of three steps. Repeat them for
each month of the review period using the same sampling intgSaé 87133.)

Step 1: Make Any Necessary Adjustmentdhie Samplinginterval for Undersampling or
Excessive OversamplingUndersampling or excessive oversampling exists when the actual number
of completed caseeviews is below (or significantlabove) the requirediumber. Correct
undersamﬁllng to achieve minimum sample size. Excessive oversamplntgarrmﬁuced at your
option sothatactual sample sizes will be closer to the minimum planned sample sizes. See §7140
for detailed procedures for correction. The ngamplinginterval calculated as part of these
procedures is used in selecting sample cases for the review month.

Step 2: Select a Random Stafthe random start, j, is an integer between one and the samplin
interval, I, inclusive. The starting point for anx list other than the first list sampled for the 6-mont
period may be positionallgenerated bysingthe remaindefrom the previouslist sample. The
corresponding start number is the interval size minus the previous remainder.

Step 3: Select Sample Caseknhe first case selected is the j'th case (random start number) on
the sample selection list. Every I'th (sampling interval) entry following the j'th case on the sample
selectionlist is alsochosen as part of the monthly sample. Thus, if the random start is 28 and the
sampling interval is 94 select the 28'th, 122'd, 216'th, 310'th, etc., entries on the sample selection list
for the sample. (Only the cases selected are to be reviewed in the sample. If case 122 is selected,
Ir_evi(_awing CﬁS((—:‘j 121 or 123 is not acceptable.) Continue the process of selection until the end of the
ist is reached.

7140. PROCEDURES FOR CORRECTING THE MONTHLY SAMPLE FOR EXCESSIVE
OVERSAMPLING AND UNDERSAMPLING

Sections 7140-7146 deal wittorrection of thesample for eitheundersampling or excessive
oversampling. Correct undersampling (completion dewer cases than requiredping the
procedures outlined here. However, correctingof@rsampling is a State optidhe preferred
method for such correction, ontid in 87142, does not bias the sample results. An alternate method
presented in 87146vhile acceptable, is not generally recommended because it requires complex
weighting procedures to analyze and report the data.
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7142. CORRECTING FOR EXCESSIVE OVERSAMPLING

Oversampling is a normalart of thesamplingoperation which compensates for anticipated "not
reviewed" cases. Under certain circumstances, however, you may find that you have oversampled
morethan necessaryThis oversampling could be due to such factors as a larger allowance made
for anticipated "not reviewed" cases than actually found, or to an underestimated caseload size for
the reporting period resulting in the use of a smaller sampling interval than necessary.

If you wish to reduce this sample, follow the recommended method:

A. Usingthe methods described in 87133, recomplite correctsamplinginterval for the
reporting period using revisexstimates of the sample frame size and/or the fraction of reviews to
be dropped for all reasons.

For each month in which sample cases have already been selected:

B. Compute a revised estimate tbe number of sample cases which shobée been
selected in the month, as follows:

Revised estimate of the Monthly Sample Selection List
number of sample cases = Revised Sampling Interval
for the month

C. Subtract the number of cases obtained in Step B from the number already selected. This
is the numbeof cases to be eliminated.

D. Divide the number of sample cases that have been selected to be eliminated by the number
8btai_ned in Sdtep C to obtain the secondary sampling interval to be used in identifying the cases to
e eliminated.

E. Use arandom start, angppthe secondary sampling interval obtained in Step D to select
cases fronthelist of samplecases already selected. Elimintdte casesdentified regardless of
whether or not reviews had already been conducted.

For months for which sample cases have not yet been selected:

F. Use the corrected sampling interval for the reporting period obtained in Step A to select
sample cases from the monthly frames.

7144. CORRECTING FOR UNDERSAMPLING

Undersampling generally occurstife number of drogped cases is greater tegpected or the
estimate of the caseload for tteporting period is tobigh. When suchmisestimation occurs, a

larger sampling interval than appropriate is used, resulting in a sample which does not meet minimum
requirements.
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The recommended method for correcting undersampling is:

A. Using themethods in § 7133, recomputige correctsamplin?interval for the entire
reporting period using revisestimates of the sample frame size and/or the fraction of reviews to
be dropped for all reasons.

For each month in which sample cases have already been selected:

B. Compute a revised estimate tble number of sample cases which shobée been
selected in the month, as follows:

Revised estimate of the Monthly Sample Selection List
number of sample cases = Revised Sampling Interval
for the month

~ C. Subtract the number of cases already selected from the number obtained in Step B. This
is the numbeof additional cases to be selected from the monthly frame.

D. Divide thetotal monthly sample frame size by the number identified in Step C to obtain
the secondary samplingémval to be used in identifying the additional cases to be selected from the
monthly sample frame.

E. Use arandom staand apply the secondary sampling interval calculated in Step D to the
monthly sample frame from which cadesve been selected. Add the specific cases identified to
the cases already selected and reviewed for the same month as the month of the sample frame from
which they were selected. (If a caseviously selected in the sample is identified select an alternate
caselz byduse oftable of random numbers.) This procedure oversamples for cases selected which
are listed in error.

For months for which sample cases have not yet been selected:

F. Use the corrected samPIing interval for the reporting period obtained in Step A to select
sample cases from the monthly frames.

7146. ALTERNATE METHOD OF CORRECTING FOR UNDERSAMPLING OR
OVERSAMPLING

This procedurenvolves no adjustment ahe months for which cases were already selected. It
involves, however, the computation of a new sampling interval which either:

_ 0  Undersamples the remaining months of the reporting period to meet minimum sample
size requirements if the earlier months had been oversampled, or

_ 0  Oversamples the remaining months of the reportiné:] period to meet minimum sample
size requirements if the earlier months had been undersampled.
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Compute the newamplinginterval usingrevised assumptions accordin% to 87133 applied to the
remainingmonths ofthe review period withthe objective ottcompletingthe minimum required

sample size. However, since different sampling intervals are used, a substratified sample is created
(since the MEQC sample is already stratified, e.g., AFDC and MAO) with cases selected using each
sampling interval forming the substrata. Procedures for reporting data are different since the results
from eachstratum cannot be added directly to obtain statewide countsnumitbe weighted
according to directions in §7520.

7150. GUIDELINES FOR EXPANDED AND SUBSTRATIFIED SAMPLES

You may choose tmodify the basic sample requirements by expanding the size of the sample, i.e.,
increasing thenumber of cases to be revieweddividing the sample Intostrata representing
homogeneous subgroups of the population of interest. (See §7113.)

Sections 7152 and 7154 provide additional guidelines.
7152. GUIDELINES FOR EXPANDING SAMPLE SIZE

You may choose to increasiee number of completed reviews beyotie minimum numbers
specified in Exhibit 1. However, adhere to the following:

~ 0 If additional caseare selected across the entire spectrum of one of your MEQC
populations (AFDC and MAO? iaccordance with your sampling plan, consider the additional cases
as part of the MEQC sample. Include these cases and associated review information in all reports
submitted.

o If, however, the additional cases are to come only from a particular segment of one
of the populationsa.g., a geographic area or a particular case type, you may exclude them from the
MEQC sample and from reports to HCFA. However, the sampling plan submitted to the RO must
identify this segment, and, when the sample from the segment is selected, apply appropriate controls
to separate them fromhe rest of the casascluded inthe MEQC process. If these cases are
included in reports to HCFA, they must be weighted in accordance with the requirements of Chapter
4. If these additional cases are selected with a different sampling methodology, they are excluded
from reports to HCFA.

Explain in detail any planned expansionssample size irthe samplingplan documentation
submitted to HCFA for approval.
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7154. GUIDELINES FOR FURTHER STRATIFICATION

The basic MEQC sample design requitest theMedicaid population in a State be stratified by
AFDC cash and MAO cases.

You may choose to further stratify into substrata any ME€ahple stratum which you
independently select and review (other than the AFDC sample). For example, a 209(b) State may
divide its MAO caseload intdhree substrata, eachwhich rePresents a differerggion of the
State, and select sample cases independently from regional sample selection lists.
In substratifying, the sample must comply with the following guidelines:

o0 There can be no more than three substrata in each stratum, and

o0 There can be no fewer than 75 completed case reviews per substratum.
If you sibstratify the sample, specify how you will substratify in the sampling plan documentation.
If you substratify your sample, designatee character of youeview number as a predefined
substratum indicator and provide the RO with this designation.

Substratification plans which doot adhere to the aboveay be submitted tohe RO for
consideration if a compelling case can be made for the proposal.
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GLOSSARY OF TERMS

The followingterms include statistical ternisat are encountered sgampling as well as specific
terms included in this chapter.

1. Absolute Value disregards alhegative values of numbers; considers all numbers
positive.

2. Adequate Samplepertains most commonly tbesize of a sample. A sample is
adequate ifts size is large enough to give the degree of precision or reliability required in a given
sample estimate.

3. Alpha- the allowable probability associated with observed differences attributed to
chance. If the probablll?/ associated with sample differences is less than alpha, we can reasonably
conclude that a real difference between samples exists.

o 4. Bias- systematic errofeading to distortion ione direction of a statistical result;
distinct from random error, where distortion in both directions may be largely self-canceling.

5. Caseloadthe "target" population, comprised of only those cases included in the QC
system for Medicaid.

6. Confidence Iterval- the interval between two sample values, known as confidence
limits, within which it may beasserted with a specified degree of confidence that the true population
value lies.

7. ConfidenceLimits - the values which fornthe upper andower limits of the
confidence interval.

_ 8. Equal Probability of Selectionselection of a sample wheesery case has an
independent and equal chance of inclusion in the sample (also called self-weighted sample).

9. Frame- thelist of cases from which the sample is actually selected; also known as
the sample selection list.

10. Listed in Error cases included in the sample selection list that are not included in
the population of interest.

11. Mean a measure of the central tendency of data; the sum of the values divided by
the number of values.

12. Nonsampling Errorthe error or deviation from the true population value in sample
estimates which cannot be attributed to chance sampling variations. Examples are errors resulting
from imperfections in the selection of sample units, bias in the estimating procedures used, mistakes
in arithmetical calculations, inconsistent review procedures, etc.
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13. Normal Distributiorr a symmetrical, bell-shaped curve which describes the sampling
distribution of many common sample statistics. While the sampling distributions of proportions and
"percents in error as used in QC are more correctly described by the binomial distribution, they are
often closely approximated by the normal distribution, and it is common practice to use the normal
distribution for this purpose. The normal distribution provities theoreticabasis for the
determination of confidence limits and QC limits for the specification of particular levels or degrees
of confidence involved in making sample estimates and in evaluating sampling error.

14, Oversampling selecting more sample cases than required to compensate for cases
that will have to be dropped.

15. Parameter a value, property, or characteristic of a population which is estimated
from a sample. Examples are a mean, proportion or percentage, total, range, or standard deviation.

_ 16. Population of Interestthose units about which we wish to form conclusions from
which a sample is selected and estimates made.

17. Precision (See definition for reliability The degree to which a sample estimate
approximates the true values; the sampling error of a sample estimate.

18. Probability- relative frequency of occurrence; thbability of anevent is the
relative frequency of occurrence of the event inimaefinitely large number of series of
observations.

19. ProbabilitySampling- an%/ method of sample selection which is based on the theory
of probability. Probability sampling, which requires that at any stage of selection the probability of
any unit or set of units being selected must be known, is the only general method of sampling which
makes it possible to obtain a mathematical measure of the precision of the sample estimate.

- 20. Random Numbersseries of digits, each occurring independently of each other. Each
digit tends to appear as many times as any other, in any progression, if the series selected is large.

o 21. Random Samplinghe process of selecting a sample from a population so that every
unit in the population has a known chance of being included in the sample.

22. Random Startin selecting a systematic random sample at intervals of some specified
number of items in an ordered frame, it is mandatory to select the first item completely without bias.
Such selection is then said to have given the sample "a random start.”

23. Range- the largest minus the smallest of a group of values.
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_ 24. Reliabilictiy- (synonymous with precision)the uniformity of sample results when
obtained from repeated samples of the same size and type from the same population; the degree to
which a sample estimate approximates the true value.

25. Risk- as used here, refers to the degreastfassciated withgiven degrees of
confidence. For example, if a statement is made "@&tpercent confidence" that the true
population parameter lies within a specified interval, there is a "5-percent risk" that the parameter
actually lies outside that interval (also called alpha).

_ 26. Sample- part of a universe; bmited or finite number of itemselectedrom a
universe, by a prescribed proceduh the objective okstimatingcertain values (meatotal
prqportlon,etc.g of the parentiniverse or of testing inespect to particular properties of the
universe.

27. Sample Selection Listthe list of cases from which the sample is actually selected;
also known as the sample frame.

28. Sample Sizethe number of items in the sample.

29. Sampling Distribution the distribution of a (sample) statistic, such as a sample mean
or a sample proportion grercentage, thatould be formed by obtaining such statistics from all
possible samples of a given fixed size selected by some specified sampling procedures; a population
of all possible sample values of the statistic under consideration.

30. Sampliné; Errorthat part of the difference between a universe value and an estimate
of that value obtaineffom a random sample which is due solely to the fact that only a sample of
values is observed; to be distinguished from non-sampling error which is due to biased or imperfect
sampleselection or real difference due to changes dwee, error of observation, recording
calculation, etc.

31. Sample Interval in systematic sampling the number of cases between selections on
the sampling frame.

32. Significant Difference A difference is statistically significant if it can be concluded
from asample, with a givedegree of riskthat the difference actuallxists inthe universe. A
difference observed in a sample is judged not statistically significant if it could easily have occurred
purely as a result of random sampling variations.

33. Simple Random Sample probability sample selected in such a way that each unit
of the frame has an equal and independent chance of being included in the sample; for samples of
any given size all possible combinations of units that could form samFIes of that size must have the
same probability of selection (usually uses random digits for item selection).
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~ 34. Standard Deviationthe most widely used measure tbfe dispersion(scatter or
variability) of frequencydistributions from their arithmetic means. The standard deviation of the
sampling distribution of any given statistic is also known as the "standard error" of that statistic.

35. Standard Errof the standardleviation ofthe sampling distribution of aiven
statistic; used in measuring precision of an estimate.

36. Stratified Random Samplingandom sampling of a universe which has been divided
into a number of subuniverses according to some predetermined criterion (geographic location,
characteristic, etc.). The percentage size of each sample must be equal or have individual weighing
factors taken into account before the subuniverse sample results can be combined.

37. Stratum- a segment of the universe for which separate estimates are computed for
some special reason. All strata must be combined if an estimate of the total universe is to be made.

38. Systematic Rando®ample- a sampleattained byselecting from a file, list, or
computer tape individual items at ec1ua|l spaced intervals (as every 10th, 140th, 850th, etc., item,
as required to obtain a total sample @iaen size), witlthe starting point withirthe first such
interval being determined by random selection.

39. Tolerance- the proportion osamplingerror which haseen determined to be
acceptable.

~40. Universe(also called a populatipr all units about which information is desired; a
prlobglblllty sample oftheseunits yields an estimate of universe values wittentainlimits of
reliability.

41. Weighted Samplea sample in which the probability of selection is not equal, thereby
requiring weighing by various factors so that no segment of the caseload is overrepresented.
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MEQC ERROR RATE CALCULATION
The MEQC fiscal year error rate and lower limit are based on the following:

Ry =Ry - 1.96/VAR(R,,)

DR +D R

" o+

D’ VARR ) + ¥ VARR)
VAR(Ry) =

(R +B9)

Where B3 is the AFDC MAO universe dollars for review period,&hd R is the error rate for
review period P. For each review period, the error rates and variances are computed as follows:

L L _
Ro= (2w, x,)/ (Zw,up)

L
VARRy) = Z w2 VAR(R))

i hN L
2 (X0) -2 R 2 (X Uy) + R (uy)
VAR(R})
o, (- 1)

Where ( For strata from h=1 to L, and assuming all sustained Federal findings have been substituted
for State findings) :

X, = The error amount for th& i case in tle h stratum
X, = The full sample average error dollars per case in stratum h

U, = The payment amount for the i case in the h stratum

u, = The full sample average State dollars paid per case in stratum h
n, = The number of completed sample reviews in stratum h
w, = N, /N =The universe case weight for stratum h
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CRITERIA FOR ADJUSTING ANTICIPATED ERROR RATES
PURSUANT TO 42 CFR 431.865(d)

Initial Calculation of Anticipated Error Rate

Unless you submit rebuttal evidence as described below, your anticipated error rate is the lower of
(1) the Medicaid eligibilityquality control (MEQC) payment error rate for the latest 6-month period,

or (2) the weighted average of the error rates for the latest two 6-month periods completed by you
and the Health Care Financing Administration (HCFA).

Basis for Rebuttal

Effective May 31, 1990, program changes published in the Federal R¢sgsiet2 CFR 431.865)

state that any State may rebut its anticipated error rate only if its anticipated error rate is based on
erroneous dataThis applies to subsample findings or Federal data entry errors only. Data errors
do notinclude State-transmitted original State review findings, except for the situations outlined in
§7500.

Timeframes

Inform HCFA at least 70 days prior the beginning of aquarter that you intend wubmit valid
evidence to rebut the anticipated error rate. Submit the evidence to HCFA at least 40 days prior to
the beginning of the quarter. You may request copies of data used to compute your error rate within
7 days of receiving notification of your projected error rate.

Criteria for Acceptance of State Evidence

Acceptableexamples of erroneowsataregarding Federadataerrors include keypunching of
universe or monitodata orregional office changes to Statiata. Statechallenges of the
methodologyused to compute the error rates are unacceptablspedfied in 42 CFR
431.865(d)(2)(vi). Also, citingncorrect HCFA instructions in the StdWedicaid Manual is not
accepted.

Documentation Requirements

Your submittalmust include aldocumentation necessary for HCFA to vetifyat the evidence
requirementsre meti.e., thelist of erroneous subsample casié® error rate computation, and
your projected error rate).

Time Validity of State Evidence

You may submithe above-specified evidence and request that it be considered to rebut the error

rates for both the quarter in question and the following quarter preceding the availability of another
review period's data.

The next page is 7-2-47.
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Appendix C
RETROSPECTIVE SAMPLING

Tfhel purpose of retrospectigampling is tamprove precision by stratifying cases by dollar value
of claims.

Sample Selection

Draw an inttial oversized sample each month. Select each sample from the universe of cases which
were eligible in théourth month Iorior to the sample month; (e.g., samples selected in October will

be for cases reviewed for eligibility in June; thus, June is the "service" (or eligibility review) month,
and October is the "sample™ month). Determine paid claims for each case In the oversized sample
and include all payments for services rendered in the "service" month and paid anytime during that
month up to and including the "sample” month. Assign each case to one of the three strata. These
cases then constitute the sample frames for selecting three samples within three dollar based strata.
Insure that thenitial monthly oversized sample is large enough to providadaguatesampling

frame so that the prescribed number of cases within each stratum is provided. Review retroactive
eligibles but exclude thenfrom the error ratecomputations. Do not count retroactielgibles

toward satisfying the minimum sample completion requirement.

Stratum Boundaries

Recommended Approach for Determining Strata and Sample Sizes _ _ _
Accumulate MAO stratum sample cases for the last three 6-month reporting periods for which data
are available. Partition these cases by paid claim dollar values into incremental categories of $100.
Count the number of cases in each category and establish strata boundaries.

!_elt th?<jth $100 category = ,C=1,...K, ankde number of cases in the jth $100 category = n
i=1,...K.

Also, let z =2vn, j=1,..,K be the total sum of the square roots of the number of cases in the K
$100 dollar categories.

Then the optimal $100 dollar value boundaries (upper values) for the first two strata are:
1st stratum-the C which corresponds to the first Z,> Z
2nd stratum-the C which corresponds to the first Z > 2/3 Z
Example
State X will test retrospéige sampling in the October 1995-March 1996 review period. MEQC data

for the Qctober 1993-March 1994pril 1994-September 1994, and October 1994-March 1995
review periods are available, and the number of cases by $100 category are as follows:
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Number of Cases

Paid Claim

] $Category 10/93-3/94  4/94-9/94 10/94-3/95 Total ()

1 0-100 571 568 555 1,694

2 101-200 64 62 69 195

3 201-300 21 28 30 79

4 301-400 10 12 15 37

5 401-500 8 8 13 29

6 501-600 14 13 17 44

7 601-700 15 17 26 58

8 701-800 43 38 30 111

9 801-900 41 43 31 115

10 901-1000 40 40 37 117

11 1001-up 48 53 54 155
875 882 877 2,634

: z= Zvny G

1 41 0-100

2 55 101-200

3 64 201-300

4 70 301-400

5 75 401-501

6 82 501-600

7 90 601-700

8 100 701-800

9 111 801-900

10 122 901-1000

11 134 1001 up

and, 7 =134.25 Z =44752 27 =89.50

and the 1st stratum upper boundary is j=2 since
Z=55isthefirstZ > g,
and the 2nd stratum upper boundary is j=7, since

Z;=90is thefirstZ >2/3,Z.
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Thus, for State X, dollar value boundaries for the three strata are:

Cases With Claims Between

Stratum 1 $0-$200
Stratum 2 $201-$700
Stratum 3 $701 up

Strata Sample Sizes
Determine stratum sample sizes by the following formula utilizing the same data:
R =n NS
2 N,S,

Where n =required 6-month MAO sample size
n, = strata sample sizes
N, = number of cases in stratum h for the three periods
S, = standard deviation of stratum h eligibility and liability error dollars
Example
For State X:
N,=1,889 N =247 N =498

S =166 9§ =48.3 ;S =300.1

Where § =/ Z(Xj,- Xp)?
N, - 1
Thus:
ZN,S, = (1:8?8)2(1729)3 (247(48.3) - (498)(300.1)

and the required sample sizes for the strata for the 6-month period are:

Stratum 1= (875)N,S = (875)(1,889)(16.6)
192,737.3 192,737.3
= 142
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Stratum 2 = (875)(247)(48.3
1537418 )

= 54

Stratum 3 = (875)(498)(300.1
1%2,7?3(7.3 s )

= 678
Initial Oversized Sample
Draw the initial oversized sample large enough to inthaeit represents an adequagenpling
frame for the final strata samples.
Example
For State X, the strata for pasthim dollar values largahan $701must be at least 67&&ses.
Srl(->|;)c\§vlever, only 18.9 percent of all cases, (111 + 115 + 117 + 155)/2,634 on average, have at least
Therefore, the initial oversized sample must be at least:

678= 3,588 cases not accounting for drops, etc.

.189
Use of Standard Sampling Methodology

Once the inttial oversized sample and the strata sample sizes are established, use standard sampling
procedures for each stratum.
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7199. EXHIBITS

Exhibit 1 - Sample Sizes _
Exhibit 2 - Table of Random Sampling Numbers
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Region |
Connecticut
Maine
Massachusetts
New Hampshire
Rhode Island
Vermont

Region Il
New Jersey
New York

Region llI
Delaware
D.C.
Maryland
Pennsylvania
Virginia
West Virginia

Region IV
Alabama
Florida
Georgia
Kentucky
Mississippi
North Carolina
South Carolina
Tennessee

Region V
lllinois
Indiana
Michigan
Minnesota
Ohio
Wisconsin

Region VI
Arkansas
Louisiana
New Mexico
Oklahoma
Texas

SAMPLE SIZES

Minimum Required Number of Completed
Reviews for MAO Stratum in 6-Month Period

SSI Relationship
. 209b
. 1634 Contract
. 1634 Contract
. 209b
. 1634 Contract
. 1634 Contract

. 1634 Contract
. 1634 Contract

. 1634 Contract
. 1634 Contract
. 1634 Contract

. 1634 Contract
. 209b
. 1634 Contract

. 1634 Contract
. 1634 Contract
.1634 Contract
. 1634 Contract
. 1634 Contract
. 209b
. 1634 Contract
. 1634 Contract

. 209b
. 209b
. 1634 Contract
. 209b
. 209h
.1634 Contract

. 1634 Contract
. 1634 Contract
. 1634 Contract

. 209b

. 1634 Contract

EXHIBIT 1

MAO
375
225

875
175
175
175

375
875

175
275
275

875
550
175

225
275
275

375
175
375

175
175

875
275
550
550

875
550

225
175
175
375
550

"AFDC stratum sample sizes based on AFDC_QC sample requirements.

Rev. 42
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Region VI
lowa
Kansas

Missouri
Nebraska

Region VI
Colorado
Montana
North Dakota
South Dakota
Utah

Wyoming
Region IX
Arizona

California

Hawaii
Nevada

Region X
Alaska
ldaho
Oregon

Washington

7-2-28

SSI Relationship
. 1634 Contract

. State Determination/SSI
Criteria

. 209b

. 209D

. 1634 Contract
. 1634 Contract
. 209b

. 1634 Contract

. State Determination/SSI

Criteria

. 1634 Contract

. 1634 Contract

. 1634 Contract

. 209b

.State Determination/SSI

Criteria

. State Determination/SSI

Criteria

. State Determination/SSI

Criteria

. State Determination/SSI

Criteria
. 1634 Contract

Exhibit 1 (Cont)

MAO
175
275

275
275

275
175
175
175
225
175
175
875

175
175

175
175
225

275
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EXHIBIT 2
TABLE OF RANDOM SAMPLING NUMBERS

A table of random numbers is a compilation of numbers whi@ggpiency and sequence of
occurrence have been determined by chance. Since the position that any digit occupies is a result
of chance, any number formed by a combination of these digits, in any sequence, by any progression,
systematic or random, in any directitom any starting point, may be regarded as a random
grouping or selection.

The only requirement ighatall items from which a random selection is to be made have, or were
assigned, individual identifying numbers. The entire group of numbered items may be regarded, for
certain purposes, as a statistical population. A selection of any part of that statistical population by
means of a table of random numbers may be regarded as a random sample of the population.

The number ofligits required for thenumbers to be used in agwen application othe table
depends in general updine size ofthe population from which the selection is to be made. More
specifically it depends upatie number ofdigits in the highest number assigned to units of the
population to be sampled.

For example, ithe pooﬁ)ulation to be sampled consists of 84 cases, numbered from 1 through 84,
random mmbers of 2 digits are required. If the highest number assigned in a group is 796, random
numbers of 3 digits are required. To obtain a two-digit, three-digit, seven-digit, or other size number
from the tablecombine adjacerdigits asneeded. It makes no difference where in the table one
begins or in which direction one moves in selecting random numbers. However, each time the table
is used, select a different starting point.

EXAMPLE: Let us assume that the highest consecutively numbered case in the population is 5743,
and that the analyst has randomly selected the location horizontal row 20, vertical columns 05-09.
This assumes that a decision is made to use the left four-digits of each five-digit number for sample
selection. Readindpwn the table from this starting point, the sample would be selected as follows:
1295, 3711, 4380033, 0112, 1316, 4286, and so on until the desired sample size is obtained. The
numbers 6689, 6708, agell asany other numbergrgerthan 5743, or theame as a number
previously encountered during sample selection, should be rejected.
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THIS RESERVED FOR TEN THOUSAND
RANDOMLY ASSORTED DIGITS
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RESERVE SPACE FOR CHART
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RESERVE SPACE FOR CHART
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THIS SPACE RESERVED FOR
EXHIBIT 2 (CONT.)

Rev. 41 7-2-33



11-93 REVIEW PROCESS 7200
7200. MEDICAID ELIGIBILITY OVERVIEW

The Medicaid program was established by the Congress to help maintain the health care of needy
Americans. Aged, blind, and disabled individuals, families with dependent children, and pregnant
Wom(ejn who cgnnot afforcenessary medical treatment are primarily the ones for whom the program
was designed.

The program is jointlfunded by the Federal Government andghdicipating States ddnited
States jurisdictions.

To participate in the Medicaid program, you must cover certain groups of individuals. In addition,
you have the option of extending Medicaid eligibility to a variety of other groups. (See 8§87272.)

These groups fall into three classifications:
o Mandatory categorically needy,
o Optional categorically needy, and
0 Medically needy.

Mandatory categorically needy coverage groups are often recipients of cash assistance under any
ﬁlan approved under titles I, XIV, or XVI or part A or part E of title IV of the Act. There are,

owever,grloups of categorically needy individuals who do not receive cash assistance payments.
For example:

o Individuals who are deemed to be recipients of title IV-A benefits (Aid to Families with
Dependent Children (AFDC)).

o Qualified pregnant women and children.

~ 0 Those whose eligbility was pratied under policies in effect in a State for aged, blind, and
disabled individuals oDecember 1, 1973, prior to implementatiortioé supplemental security
income (SSI) program under title/1. These groups are usually referred to as grandfathered groups.

o Individuals whose eligibility wagrotected due to cost of living increases in Social Security
benefits in 1972 and since 1977. These coverage groups are referred to as pass-along groups.

o Individuals whoareaged, blind, or disabled in a State which has elected not to provide
Medicaid to allSSlrecipients, but has elected to use more restrictive criteridefi@rmining
eligibility than those used in tI&SIprogrambut no more restrictive than those contained in the
State's January 1, 1972, Medicaid State plan. Section 1902 éfct createshis option and
exempts these States from the general requirement of ;t))roviding Medicaid to all SSI recipients. Such
Statesare referred to as 209(Bratesthe section irPublic Law 92-603 which established this
option.

o Qualified Medicare beneficiaries (QMBSs) for Medicaid payment of Medicare cost sharing
and premiums.

You may also elect in your State plan to cover certain additional categorically needy groups. These

roupsarecalledthe opional categorically needy. A more detailed description of these groups is
ocated in 42 CFR 435.200-232.
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You may further expand your Medicaid program to cover individuals and families who have enough
income and/or resources to provide for normal living expenses, but do not have income sufficient
to cover unusually high medical expenses. This group is known as the medically needy.

In addition tothe option to elect the more restrictive 209(b) criteria for determining the eligibility

of theaged, blindand disabled, yohave twooptions as to the determination of eligibility if you

elect to cover allSSI beneficiaries. You may choose tontractwith the Social Securit?n/I
Administration (SSA) to determineeligibility for SSI beneficiaries, or you may make that
determination by requiring a separate application for Medicaid. States which elect to contract with
SSA are referred to as 21634 Stat@his Is areference to §1634 of the Act undehich these
contracts are allowed. States which require a separate application for SSI beneficiaries for Medicaid
are referred to as SSl-criteria States. The phrase "SSl-related" is used throughout this manual. In
jurisdictionsnot having anSSI program, substitutéhe terms "aged," "blind," or "disabled" as
appropriate.

7203. DEFINITIONS OF KEY TERMS

Active Case-An assistance unit which is authorized as eligible and is on the State eligibility listing
for the review month.

Administrative PeriodA period of time recognized by the MEQC program for the State agency to
reflect changes ithe status or circumstances of #ssistance group, I.e., a change in a common
program area during which no case error based on the circumstance is cited. The common program
area is defined as a common program element of eligibility. This period consists of the review month
and the month prior to the review month. (See §7278.

AFDC ﬁAid to Familieswith Dependent ChildremA needs-based program funded by the State and
Federal governments and administered by each State. Beneficiaries must meet income and resource
limits, as well as prove geivation of parental support or care by death, continued absence, physical

or mental incapacity, or unemployment of one or both parents.

Beneficiary Liability-Either the amount of excess income that must be offset with incurred medical
expenses to gain eligibility (spenddown) or the amount of payment a beneficiary must make toward
the cost of long term care, or, in some instances, for home and community-based services.

BENDEX (Beneficiary Data Exchandgystem)-An automated communication syst&etween
State assistance agencies and SSA which provides a record of Retirement, Survivors, and Disability
Insurance (RSDI) benefits.

Case RecorédA file retained by the State agency (including electronic storage data) which contains
all pertinent information of a beneficiary's basis for Medicaid eligibility.

Case (Sample Unitrhe family/child(ren)/pregnant women in the AFDC cash assistance population
and the Medicaid assistance group in the remaining portion of the Medicaid population. A Medicaid
assistance group is any number of Medicaid beneficiaries who are identified on the State eligibility
file as a Medicaid case(s).

Cash Surrendevalue--The monetary amount which an insurer pays upon cancellation of a life
insurance policy prior to the death of the insured.

CategoricallyNeedy-Aged, blind, or disabled individuals or familiead children who (1) meet
financial eligibility requirements of AFDC, SSI, or

7-3-4 Rev. 49



11-93 REVIEW PROCESS 7203 (Cont.)

receive opibnal State supplemental pa}/]meatﬂj areotherwiseeligible for Medicaid, (2) meet
coverage requirements for QMB, or (3) have their Medicaid eligibility protected by statute.

Change in Circumstaneé change in a beneficiary's living situation, income, or resources which
affects eligibility or liability.

CollateralContact-Any contacts made biye reviewer, other than the beneficiary, to determine
eligibility of any case member, e.g., banks, landlord, neighbors.

Countable IncomeThe amount of money remaining after all allowable deductions and exemptions
have reduced a beneficiary's/applicant's gross income.

Countable Reswooes-Liquid and/or nonliquid resources which are used in determining whether an
individual meets the limitation on resources.

Date of Action-The date onwhich the State agencyesponds to a beneficiary's change in

circumstances byevising the eligibility/liability status of the benefl_m_ar?_/. lapplications and

(rjedeterfmlnatlons, the date the Agency inputs the change into the eligibility system is considered the
ate of action.

Deemed Incomelncome attributedrom one person to another whether theome is actually
available to the second person.

DocumentatiorrCopies of official evidence that support the beneficiary's eligibility determination,
e.g., birth certificatedeath certificate, court order, insurarmsicies,pay stubs, award letters,
medical bills and expenses, letters and responses from collateral sources.

Dually Eligible Individuat-Beneficiary who is certified asligible for both QMB coverage and
another regular Medicaid coverage category.

Elements of Eligibility-The factors systematically listed on the Form HCFA 316 worksheets which
the reviewer analyzes and documents completely for each review.

Eligibility Error--Errors that occur when a beneficiary under review authorized as eligible (1) was
ineligible when he/she received services urtther Stateplan, or (2) had not met his/higbility
when certified eligible, or (3) was ineligible for certain services received.

Eligibility Review-A review completed by MEQC to determine if and to westent a case
member(s) is entitled to Medicaid benefits for the review month.

Erroneous Paymerthe Medicaid payment that was made for an individual or family under review
who:

0 Was ineligiblefor the review month or, iffull month coverage is not provided, was
ineligible at the time services were received,;

o0 Had not properly met beneficiary liability prior to receiving Medicaid services; or
o0 Was ineligible for certain services received.

Face ValueThe amount of &fe insurance policy which is to be paid in case of death of the insured
or upon maturity of the policy. It is usually stated on the first page of an insurance policy.
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Home or Community-Based Servie€3ervices not otherwise furnished under the State's Medicaid
olan that are furnished under a waiver granted under the provisions of 42 CFR 441, Subpart G. A
ist of these services may be found in 42 CFR 440.180.

Income ancEligibility Verification System(IEVS)--A computer match system that requires State
agencies to exchange income and resource information and to obtain data from the Internal Revenue
Service, SSA, and unemployment insurance benefit files to make accurate eligibility determinations
and benefit payments.

In-kind Income-A service or benefit provided to a Medicaid beneficiary to which a monetary value
may be assigned, e.g., rent, food, clothing.

Integrated Review Schedule (IRS)-(Form HCFA 304 romprehensive data entry form for all QC
reviews in the AFDC, Adult, Food Stamp, and Medicaid programs.

Liability Error--An error which occurs when an individual's income and/or medical expenses were
incorrectly counted by the agency.

Liability OverstatedAn error which occurs when a case certified eligible for Medicaid had more
than the proper amount ekcess income applied to incurred medical expenses. Overstated liability
also exists when agligible institutionalized individual ocertainindividuals receiving home and
community-based services under a waiver granted under 42 CFR 441, Subpart G were made liable
for more than the correct amount to be applied to the cost of institutional care or the cost of home
and community-based services.

Liability UnderstateetAn error which occurs when an individual has not incurred medical expenses
at least equal to excess income prior to being certified eligible for Medicaid. Understated liability
also exists when an individual was made liable for less than the correct amount to be applied to the
cost of institutional care or for home and community-based services.

Liquid ResourceA resource which is negotiableNormally this consists ofash on hand or
checking accounts, saving accounts, bonds, stocks, etc. which are readily converted to cash.

Mandatory State Supplemeift cash payment a State is required to make under 42 CFR 435.230

to an aged, blind, alisabled individual. The purpose is to provide an individual with the difference

in the amount of cash assistance he/she was receiving in 1973 under certain other federally funded
assistance programs if his/her SSI payment was less than that amount.

Medicaid BeneficiantAn individual who is certified eligible to have payments made from title XIX
func_if_s forspecified medical services receivedring the month(s) or portion(s) covered by the
certification.

Medically Needy Income LeveA monetary standard of income used by States having a medically
neegyrirogrlam. Thistandard is applied to beneficiaries whose income exceeds the categorically
needy level.

Nonliquid ResourcesResources consisting of assets such as real property or personal or business
assets that are not readily convertible to cash.
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Optional State Supplemeit cash payment made bP/ a State to an aged, blind, or disabled individual
in addition to any SSI or mandatory State Supplement.

Payment ReviewA review completed by MEQC after the eligibility review in which the Medicaid
claims payments for a Medicaid beneficiame collected and determination made as to the
correctness of these payments based on the eligibility review.

Personal Needs Accousn account similar to a savings account used by institutionalized persons.
This account isntended for material goods such as reading matter, small gifts, and toiletries. The
accounts are often kept at the institution.

Qualified Medicare Beneficiary (QMBMedicare beneficiaries whare eligible for Medicaid
payment of Medicare cost sharing expenses and Medicare Part A and Part B premiums.

QMB Determination DecisioAThe earliest documentation in the case file or automated system that
the State has established the beneficiary's eligibility for QMB coverage.

RecoupmentA recovery process by which a designated office or department of the State seeks to
retrieve misspent cash assistance and/or Medicaid funds from beneficiaries, third party sources, or
service providers whom Medicaid has erroneously reimbursed.

Review Month-The calendar or fiscal month or portion for which the sampled case, which has been
certified eligible for medical assistance, is reviewed.

ReviewPeriod-The 6-month period (April-September or October-March) for which States must
select and complete a review of a sample of cases.

SamplingPlan-Written documentation provided by the State specifying in detail which strata are
to be sampled for a given review period and how the sample is to be selected. See §7130 for more
specific information on sampling plans.

SpenddowsThis applies to individuals in medically needy and 209(Ib) States. It allows individuals
with income above the established level and who meet all other eligibility criteria to incur medical
expenses or remedial care expenses that equal or exceed the amount of income the individual has
over the State's income level to become eligible for Medicaid. The amount of incurred medical or
remedial care expenses necessary to become eligible is referred to as the spenddown amount.

State AgencyEither the State Medicaid agency or State organization responsible for determining
eligibility for Medicaid.

State Dat&Exchangeg(SDX)--An information system providindataregarding recipients of SSI
provided to States by SSA.

Stratum-For samplingourposes, the entifdedicaid population as a wholerisferred to as the
universe. Isolated segments of this universe siithlar characteristics are each referred to as a
stratum, e.g., AFDC stratum, Medical Assistance Only (MAO) stratum.

Three HundredPercent CapMaximum income level used for purposes of determining eligibility

for recipients of optional State supplements, for certain institutionalized individuals, and for certain
individuals receiving home and community-based services.
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7206. MEDICAID ELIGIBILITY QUALITY CONTROL (MEQC) REVIEW

The MEQC review is directed at improving the quality of eligibility determinations under the various
coverage groups. The designtleé process and thmethods for proper MEQC verification are
detailed in the following sections.

The MEQC system is operated by a Medicaid agency to monitor the administration of its Medicaid
program. The system Imsed on a monthly review of Medicaid beneficiaries identified through
statistically reliable statewide samplescaises selecteflom eligibility files. Reviewsare then
conducted to determinghether the sampled cases meet applicable State and Federal requirements.
States must adhere to MEQ@@ogram requirements unless HCFA laggproved an alternative
method of administering all or part of the program, e.g., pilot projects.

Conduct theVIEQC review in accordance with your Medicaid eligibility policies in effect as of the
review month and the procedurestliis chapter. For the purposes of MEQC, State Medicaid
eligibility policy is defined as all written policy instructions issued by the State for administering the
Medicaid program stong asthose instructions are clearly consistent with either the State plan or
proposedamendments whichave been submitted to, but have not beeedupon, byHCFA.
Effective October 1, 1992, conduct MEQC reviews in accordance with written operations policy
until notified by HCFA in writing that the policy is not in accordance with Federal policies.

MEQC will not cite errors based on inappropriate policy until 3 months after HCFA has notified a
State of the inappropriate policy. This provision applies only when legislation or regulations are not
clear or if HCFA has not issued written clarification (i.e., manual provisions, memorandums).

The State plan is the formal document which represents the contract between the State and HCFA
for providing Medicaid serviceslt is a preprinted document which contains the commitments by

the State to administéine Medicaid program withithe CFR. It is the responsibility of the State
agency to maintain the State plan and to assure that it is current.

Have available for reference a current copy of the State plan. Be familiar with its contents and be
able to identify any State policy or procedure that appears to be in conflict with the plan. If policy

is discovered that appears in conflict with the plan, bring it to the attention of the MEQC supervisor
for verification. If verified, MEQC reviews against the plan andthetState policy.

For MEQC purposes, if the State plan directly addresses an issue, the State plan prevails, even if the
plan has been cited by th#CFA regional office (RO) to beut of compliancewith Federal
regulations, so long as a findgcision to disapprov@edplan has not been made BZFA. If,

however, the State plan does not address an issue, Federal regulations prevail and the MEQC review
ijscgnducted against the CFR. Medicaid eligibility regulations are found in 42 CFR, Parts 435 and

The following are guides for determining the criteria for the MEQC review:

0 Againstwritten State policieand procedures when they are clearly in accordance with
the a prc;ved State plan (the approved State plan includes approvable plan amendments submitted
to HCFA);

o0 Against the approved State plan if written State policy is in conflict with the plan;
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0 Against Federal regulations if the State plan is silent on the issue and written State policy
conflicts with Federal regulations; and

0 Against Federal statutes if regulations do not exist.
7209. SCOPE OF MEQC SYSTEM

The Medicaid sample includes persons and families whose eligibility is determined by an agency of
the State. This includes recipients of AFDC in all States, recipients of SSI in SSl-criteria States, and
those who are eligible as MAO caskes,, those whoseligibility is based on criteria other than

receipt ofAFDC or SSI. In209(b) States, eligibility for aged, blind, or disabled individuals is not

l%%sled on receipt of cash assistance because these States employ more restrictive requirements than

Therefore, anndividual may be receivingSI but may not beeligible for Medicaid. Some
individuals are eligible for SSI or AFDC but for certain reasons do not receive cash assistance. All
of these groups are subject to sampling.

Sinceeligibility is determined bySSA in81634 States foBSI beneficiaries, these casase not
included in the MEQC population.

7212. MEQC OPERATION

The steps in the MEQC operation follow.
1. Each month draw a representative sample of cases from the eligibility file;
2. Review their eligibility for the review month;

3. Identify the paid claims of the sampled cases for services reakiviad or applied to the
review month; and

4. Assign dollars to eligibility errors.

The MEQC system operates in the following manner for the AFDC population. Your State MEQC
staff collects claimgor all State selectedFDC-QC sample cases. Thosases found to be
ineligible by AFDC-QCare reviewed by your State MEQC staff to determine Medicaid eligibility
under another coveragede. AFDC ineligible cases with overpayments or with ineligible members
resulting in anoverpayment are to be reviewed by MEQC for poteriiatlicaid coverage in
another coverage group.

7212.1 MEQC State and Regional CycieEhe sampling period for MEQC reviews is 6 months:
October through March ampril through September. Samples are drawn monthly, case reviews
are completed, and findings reported. Completeligiility portion of reviews for all cases in the

MAQ sample and all ineligible cases and cases with ineligible members in the AFDC sample. Submit
these cases to the RO acaogato the following time frames: 90 percent within 105 days of the end

of the review month, 95 percent within 125 days of the end of the review month, and 100 percent
within 150 days of the end of thheview month. All AFDC eligible case review findings are due
within 150 days othe end of theeview month. The agency musbt combine or otherwise
integrate case findings from the MAO and AFDC strata to meet these case percentages.

Rev. 49 7-3-9



7215 REVIEW PROCESS 11-93

The State must complestand reportlaims collection reviewor 100 percent of the active case
reviews in its sample. The State must wait 5 moattes the end of eaateview month before
associating said claims for services furnished during the review month unless retrospective sampling
is elected. Report thindings within 60days after thdirst day of the month in which the claims
collection process begins.

7215. ROLE OF REVIEWER

~A.  Reviewer ResponsibilitiesThe QC reviewer is responsible for collecting and verifyin
all information necessary to determine the eligibility status of the case as of the review month.

The reviewer must have a thorough knowledge of State Medicaid plan eligibility requirements and
AFDC State plan policies and procedures.

B. Reviewer Activities-The MEQC reviewer activities include:
0 Analyzing the case record and recording the analysis on the worksheets;

o Conducting field invegiations, including an in-persamterview with the beneficiary
or the beneficiary's representative to determine eligibility for all MAO stratum cases;

~ 0 Verifying the elements ofligibility through collateratontacts as required, and
recording the information on worksheets;

o Determining the eligibility status of each case member;

. o Collecting copies of all State paid claims or beneficiary profiles for services delivered
during or applied to the review month for the case under review;

0 Associating dollar values with eligibility errors; and
o Completing the IRS.

The reviewer's role does not encompass provision of service. When individuals bring their service
needs to the reviewer's attention, identify the proper unit in the agency to be contacted. At the same
time, notify the local agency of the request through proper channels.

Perform the above activities in a manner consistent with 42 CFR 435.902 and 436.901 concerning
the rights of the beneficiary.

7218. INDEPENDENCE OF MEQC REVIEW

Obtain eligibility infomation from State AFDC-QC and local agency case records and obtain claims
for services from State files. Other local agency resources may be used. For example, it is proper
to use official processes and program units of the local agency for determining facts and obtaining
documentary evidence, e.g., birth certification and property verifications. When additional medical
information about a beneficiargissabilities or incapacity is required, request a local agency to refer
the beneficiary for a medical examination and supply the results to the reviewer.

The review and the reviewer's decision must be completely independent of the agency that originally

determinecbl_ig_ibilit%/. It is improper for a reviewer to question an eligibility worker about a case.
The responsibility tor
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evaluating the information obtained and making a decision is solely the reviewer's.

State agency MEQC policies spedhe extent and procedures by which methods, such as those
cited above, aragployed. State MEQC policies must conform to requirements outlined in 887269
and 7269.1 and in 42 CFR 431.812.

7221. DOCUMENTATION OF REVIEWS

The primarytools used byhe reviewer are the Integrated QC Worksheetslnfleemation and
Verification Requirements by Element (see §87260-726@)Yerification Guide for Medicaid
Eligibility Review (see §7272), and the IRS. These provide a systematic means for the reviewer to
analyze the case record, plan and carrY out the field investigation, and review and record findings.
The MEQC review files must contain full documentation for the review month for the elements on
each of thevorksheets and for oth@rformation in such detathat the criteria upowhich the

review decision was based are evident. (See §7248.)

7224. APPROACH TO MEQC

The major steps in the MEQC review process, when the individual is AFDC-related or SSl-related,
follow.

Determine if the beneficiary is eligible under all elements required for the indicated coverage group
as of the review month andnibt, determine if the beneficiary is eligible under all elements required
for any other coveraggroup included irthe Stateplan as ofthe review month. Then, when
applicable, determine:

0 Whether there is beneficiary liability that must be met;

o If beneficiary liability was met prior to being certified eligible for Medicaid;

o If the monthly amount of the beneficiary's liability was computed correctly;

o If the monthly amount of nursing home or home and community-based services liability
was computed correctly;

o Type of eligibility error(s);
o Total amount by which resources exceed the State allowable limit; and
o Ifthe beneficiary received services for which he/she was erroneously certified as eligible.

To determine whether a beneficiary is eligible under any of the State's prescribed coverage groups,
conduct annvestigation ofthe beneficiary's circumstances whiaffect eligibility in the review

month. If thereview indicateshatall membersareineligible due toapplying common financial
eligibility factors,the individual members may still be eligible in their own right. Consult your State
plan and procedures manuals to determine the appropriate policy.

Include a review of QMB criteria when you determine whether a beneficiary may be eligible under
any of the State's prescribed coverage groups. Determine whether the beneficiary met the criteria
for QMB covemlge (except the requirement that the State has madeteaminationthat the
beneficiary is
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eligible for QMB) in the review month and the month prior to the review month. If the beneficiary
did meet the criteria foPMB coverage, count as correct any claims which could have been paid
under QMB coverage.

7227. CASES TO BE REVIEWED

Make every effort to complete tleview ofeachsampled beneficiary. lall casesattempt to
contact the beneficiary. The inability émntact the beneficiary does nutcessarily preclude
completion of theeview if all elements okligibility can beverified. If repeated efforts by the
reviewer to obtain cooperation fail, another reviewer may visit the beneficiary or you may request
assistance from the certifying agency. Continue the investigation to the extent possible. When the
beneficiary does not cooperate aretificationscan be obtainewvithout assistance from the
beneficiary, complete the review. If a dollar error is found, cite it even though other elements may
remain unverified.

Several specific situations occur frequently that reviewers should question if a review is necessary.
These specific situations follow.

A. Action to Terminate Occurred Prior to Review Mariti a local agency action to
terminate a beneficiary's eligibility has commenced, but has not been completed prior to the review
month, complete the review. This includes cases which were ostensibly closed prior to the review
month but still appear on the eligibility file.

B. Casesin Which Eligibility Terminated Since Review Monifhe fact that eligibility had
terminated after the review month but prior to the reviewer's interview does not obviate the need for
the review. Make every effort to enlist the beneficiary's cooperation in completing the review.

C. Cases of Suspected Beneficiary FraMidhen there appears to have besitiful
misrepresentation of facts in thpplication for Medicaid (e.gthe failure to report a change in
circumstances, the use of evalid Medicaidcard, or the use of @alid Medicaidcard by an
unauthorized beneficiary), complete the review. Notify the appropriate investigatory agency.

D. Death Prior to, in, or Subsequent to Review Moriyeath of the beneficiagl during the
administrative periodncluding the review month is an unacceptable reason to drop an MEQC
review. This alsoapplies to cases in whidhe beneficiarydiesafter thereview month. If the
beneficiary dies prior to the administrative period, code the case ineligible. In the case of death prior
to, during, or subsequent to the review month, drop the case only if no information can be gathered
from other sources and only with concurrence from the RO.

7230. CASES WHICH ARE NOT REVIEWED

A. Cases Not To Be ReviewedDo not review cases listed in errae., cases which have
been determined to be sampled in error. Examples of cases listed in error are:

0 A case selected in tHdAO stratum subject to AFDC-QC review 86I-quality
assurance (QA) review in a 81634 State;

0 Allcase members of a case selected in the MAO stratum are receiving cash assistance

from AFDC or SSI (in a §1634 State) under another case number. In these cases, notify the agency
in order that one of the cases may be closed;
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o0 A case from the AFDC stratum not on the Medicaid eligibility file; and
o Allrefugee cases which are 100 percent federally funded.

Other listed in error situations could arise. Consult with the RO.

B. Acceptdle Reasons for Not Completing Reviewisicomplete reviews, unless kept to a
minimum, may raise questions about the validity of MEQC findings. Make every attempt to review
cases that arproperly selected ithe sample. Howevelthere are acceptable reasons for not
completing a case reviewkully record on the worksheets the reason(s) forcoatpleting an
investigation.

Acceptable reasons for not completing MEQC reviews are:

1. Beneficiary Does Not Coepate--Drop the review due to lack of cooperation by the
beneficiary onlyafter all efforts have failed and you have notifitlte local agencythat the
beneficiary did notassist in substantiating his/heligibility status. Also, if a beneficiary is
uncooperative when approached by the reviewer, obtain assistamcine local agency and/or
send a second reviewer to attempt to complete the review.

2. Beneficiary Cannot be Locatedake all reasonable efforts to locate a beneficiary

who is assigned for reviewMake more than aingle visit to amaddress unlege initial visit
Bositively establishethat theclient no longer residethere. The aid ofthe agencyrelatives,

usinesses, postal authorities, employers, @heér sourcesnay be necessary to locate the
beneficiary. Drop the review only when all reasonable attempts to locate the beneficiary have failed
and a definitive conclusion oeligibility cannot be made.Notify the local agency of such
bﬁenefici?(riﬁs so that proper action may be taken. Show all steps taken to locate the beneficiary on
the worksheets.

3. Beneficiary Moved Out of Statelf the beneficiary has moved out of State since the
review month, and the review could not be completed without an in-person interview, drop the case.
However, if the beneficiary moved out of State before or during the review month, make all efforts
to complete the review since the case may be ineligible due to lack of State residency. This does not
refer to temporary absences from the State.

4. Appeals-If the beneficiary's Medicaid eligibility is bein% properly continued based
upon an appeal from a pregeel termination, and as of the review month the appeal decision has not
been rendered, drop the case and code the reason as "Other". This does not apply to cases involving
only appeals of denied services

You may revise your findings due to a fair hearings officer's decision. Also, if Federal AFDC-QC
changes itdindings for cases based ats fair hearings policyreflectthis change. Thus, if the
%A_\F(?C-QC regional office changes its finding from ineligible to eligible, that also becomes MEQC's
inding.

5. Other--Before dropping a review for any reason other than those already discussed,
consult with the RO. Do not drop reviews in which errors can be substantiated, even if they meet
the above critaa. Instead, citéhese errors. Do not drop casesil all possibleattempts to
complete the review have been made.
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7233. CASH ASSISTANCE ELIGIBILITY DETERMINATIONS

If a case is selected in the MAO stratum, do not use cash assistance coverage codes if possible. In
some cases, such as AFDC under $10 cases not sampled by AFDC, AFDC supplemental payments,
or SSlcases irSSl-criteria States, it may be necessary to use cash assistance codes. If the case is
not eligibleunder any other MAO coverage code and you believe it is eligible for cash assistance,

ou may intude the apparent cash assistance eligibility information in the notification of Medicaid
Ineligibllity to the State agency.

7236. REVIEW OF AFDC CASH CASES/INDIVIDUALS

All cases with an AFDC-QC finding of no Fa ment error/amount correct, code 1 in element 7 on the
IRS, are also automatically found eligible for Medicaid. No further eligibility review is required.

For cases found ineligible by AFDC-CHDid for overpaid error cases caused by ineligible individuals,
perform a complete review to determine Medioalidibility. This includes an AFDCase file
review, telephone contacts, and a field investigation, if necessary, to verify elements of eligibility.

If a Medicaid eligibility aécision on an ineligible AFDC-QC case cannot be reached, concur with the
AFDC finding of ineligible unless the sole cause of AFDC ineligibility is a technical error for MEQC.
(See 87309.) In those instances, code the case eligible as an AFDC cash case or individual.

Effective with the October 199@eview month, conduaeviews of any ineligible individual(s) in
AFDC overpayment cases to determine if Medicaid eligibility exists under another coverage code.
Code the ammt of claims paid for any/all individuals not found Medicaid eligible under any other
coverage code as claims paid in error.

Other AFDC cash cases/individuals which AFDC-QC finds ineligible but which MEQC finds eligible
for AFDC cash requireAFDC-QC concurrenceprior to MEQC's recording of sudmdings.
However, if MEQC can substantiate eligibility under another coverage, no such concurrence from
AFDC-QC is necessary.

Medicaid beneficiaries made eligible for AFDC in the review month, but not subject to AFDC-QC
sampling, must be included in the MEQC sample. Review these cases for Medicaid eligibility using
any appropriate coverage code requirements.

7237. REVIEW OF AFDC-RELATED AND SSI-RELATED CASES

As indicated in 87209, MEQC reviews MAO cases in which Medicaid eligibility is based on criteria
other than receipt of AFDC or SSI cash assistance. These cases are related either to the AFDC or
SSI program and, as such, ME@1(st review these cases against appropriate AFDC or SSI policies.
The SSA Program Operations Man@gistem (POMSgontains detailedSSIpoIic?/. All MEQC
reviewers have accessttte POMSchaptergdealing with financial aspects of eligibility. MEQC
reviewers also may find it necessary to consult AFDC references to answer questions that arise on
AFDC-related reviews. Necessary references in AlDEgenerallythe State's AFDC plan and
implementing policy manuals. Consult with your Medicglidibility policy expert for technical
assistance.
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7239. REVIEW OF SSI CASH CASES UNDER 81903(u) OF THE ACT ENACTED BY TEFRA
1982

42 CFR 431.814, which implemeritee MEQCprovisions of §1903(u) dhe Act, states that in
§1634 Stateshe SSlstratum is not to be included the calculation of the payment ernmate.
Therefore, do not review or sample the SSI stratum in 81634 States.

In 81634 States, since QMB eligibility is determined based on information provided only by SSA,
do not sample or review SSI/QMB cases.

7242. REVIEW OF SSI CASH CASES IN SSI-CRITERIA AND 209(b) STATES

SSl-criteria States base Medica&iibility on receipt ofSSIcash assistance payments, but the
beneficiary must make a separate application for Medicaid. Title XIX of the Act provides that all
individuals to whom SSI benefits are being paid and who meet State residency,
assignment/cooperation for third patigbility (TPL) benefits, and transfer of resouf@OR)
requirements are eligible for Medicaid in SSI criteria States. The MEQC administrative period (see
87278) applies tthe termination of receipt of SSI benefits and to State residency and is, therefore,
applicable to these cases. The only exception to these review procedures involves the death of the
beneficiary. If the State learns that the beneficiary died prior to the administrative period, the case
is ine}ligiblefor Medicaid even if arsSIcheck was sent to the deceased beneficiary in the review
month.

Determine Medicaieligibility by verifying receipt of arSSIcheck for thereview month, State
residency, TPL an@OR requirements. However, if &5Icheckwas notissued forthe review

month or the checkvas withheld notsolely due to SSI recoupment procedures and the
administrative period does not apply, review all elements of eligibility to determine if the beneficiary
meets theeligibility conditions of any other coverage code. If the beneficiarly is not eligible under
any other coverage code, the case Is ineligible. If the beneficiary meets all conditions of eligibility
for any other coverage group except for excess income in States which cover the medically needy,
code a liabilityunderstated error in the approprigilar amount. Ithe beneficary meets all
conditions of eligibility for any other coverage group, the case is eligible.

For SSI/QMB beneficiaries in SSl-criteria Statise MEQCreview encompasséie review of
eligibility for Medicaid as described above fitre SSI recipient andalso encompasses a full
determination of categorical and financial eligibility for QMB coverage.

In 209(b?_ States, th8SI cash assistance recipient is not automatically eligible for Medicaid because
some eligibilitycriteria aremore restrictive than SSI. Review 209(b) cases according to the State
plan forthe aged, blindand disabledcompleting allelements ofligibility. In 209(b) States,
conduct a full aeermination of categorical and financial eligibility for QMB coverage for SSI/QMB
beneficiaries. Not all 209(b) States may use their more restrictive eligibility criteria in determining
QMB eligibility. If not, the reviewemust useSSlincome and resouraaethodologiesind the -
income and resource standards specified in the statute. Refer to your State plan for more specific
information on QMB review methodology.
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7245. REVIEW OF AGED, BLINDAND DISABLED CASES IN209(b) STATES AND
UNITED STATES TERRITORIES

The jurisdictions of GuanRuertoRico, Virgin Islands, and AmericaBamoa daot have an SSI
program. They may offer financial aid under titles I, X, XIV, or XVI (Aged, Blind and Disabled) of
the Act. Eligibility for Medcaid for the adult categories is based on categorical relationship to these
titles of the Act rather than on SSI. Similarly, States which have elected the option under 8209(b)
may not utilize all SSI eligibility criteria.

These U.S. territories and 209(b) States must, therefore, |iJuII a sample from all cases that are a(ljged,
gl_lndb?r O(llllsabled. Review thesases based upon the State plan for eligibility of the aged, blind, an
isabled.

7248. CASE RECORD REVIEW

The definition ofcase record is located in 87203 he case record contains tredigibility
certification and information for the beneficiary(ies) and all related documentation. It also assists
the reviewer in planning and focusing the field investigation by providing some recorded information
which does not need reverification during the field investigation. The case record review includes
anall(yﬁing the case record of thkgibility unit andcompletingthe case record section of the
worksheets.

Analyze the case record to become familiar with the case circumstances, to identify the information
related to the Medicaid eligibility coverage classification under which the beneficiary may qualify,
and to notegaps or deficiencies in information. Identél information required to be requested
under the IEVS. (Se&864.) Where documents or statements are contained in the record, identify
those which may be used as verification. Examples of such documents or stateseffitsal
documents or reports, certified or reproduced copiesffafial documents or reportsnd full
recording by a person who has obtained information directly from pubtither records. For
recorded material to be accepted as verification, it must contain specific information such as volume
and page references to public records. Record this information on the worksheet.

Make every effort to locate and analyze the beneficiary's case record. However, if the case record
cannot bdocated or does not contain copiessapporting documentation, compleke review

through the beneficiary interview and collateral contacts. Obtain all the necessary information and
analyze these documents and verifications (see 87269) in terms of the case situation as of the review
month. If the agency can demonstrate that an application for Medicaid was made and the elements
of eligibility can beverified to be correcthe casanay becoded aseligible. Forexample, if a
beneficiary’'s name appears on the eligibility file as of the review month, it is evidence of application.

A separate application is not required for QMB coverage.

For eligible cases in the AFDC-QC stratum for which the MEQC reviewer does not review the case
record, include Form HCFA S%RS) inthe State MEQGile. For ineligible casesnclude the

above material plus MEQC worksheets.

7251. FIELD INVESTIGATION

Once the case record review is completed, conduct a field investigation to document and verify all

elements affectingligibility and payment statuduring the review month. Pursu¢he field
investigation to the point where
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conclusive findings omligibility and beneficianjfiability can be madaccording to appropriate
Medicaid eligibility requirements. The full field investigation includes an in-person interview with
the beneficiary or someone acting on his/her behalf, obtaining and using all IEVS data, contact with
collateral sources of information, correspondence, review of documents, telephone conversations,
and accurateecording of allactivities pertinent to the review. Attempt to complete the full field
review on all MAO sample cases. Some may be dropped due to circumstances explained in §7230.
Report relevant information icolumn 3 ofthe MEQC worksheeté~orm HCFA 316). Attach

copies of verifications, e.g., bank and Department of Motor Vehicle (DMV) statements, to the review
package, where possible.

7254.  IN-PERSON INTERVIEW
Make an in-person contact for all reviews, except in circumstances specified in subsection D.
~ A, Location of Interview--Generally, hold the interview in the home or institution. Personal
interviews may be held elsewhere in cases involving life threatening or dangerous situations or at a
beneficiary's request. Provide beneficiamath advance notice on what is neededestablish
eligibility, especially when the interview is not held in the home.
Do not structure or direct thaterview in such a manner as to preclude a beneficiary's active
participation. Make clear to beneficiaries the purpose of the interview and cover relevant topics in
a manner which permits the beneficiary to discuss each topic fully.

B. Structure of Interview-Focus the interview on:

_ o Establishingdentity and categorical relationship all members othe medical
assistance group as required; and

o Discussion of each relevant element of eligibility to:

- Obtain statements, review whatever documentary evidence is available from the
beneficiaries, and/or secure leads to appropriate evidence; and

- Ensure that all significant aspects of eligibility have been thoroughly explored
and ascertain whether there have been changes in the situation in relation to elements of eligibility
which are relevant to the review month.

C. Procedures for InterviewConduct in-person interviews as follows:
1. Review unverified elements and information gaps as identified through comparison
of case recordindings withthe information required byhe Verification Guideand Verification
Requirements by Element. Record notes for the interview on the Integrated QC Worksheets.

2. Schedule an interview with the beneficiary or individual acting on his/her behalf. Explain
the purpose of the interview and information requirements.

3. Conduct annterview according to information needs defined. Obtain consent for
collateral contacts and authorization for release of medical or financial information.
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~ 4. Complete column 3 dhe worksheets to document avsrification of elements
occurring during the personal interview.

5. Note elements which require further investigation through collateral contacts.

D. Other Elements of InterviewThere are instances whemity not be appropriate or
possible to personally interview a beneficiak/hen theonly beneficiary is a child, conduct the
personal interview with the parent or caretaker of the child. If the beneficiary is physically unable
to participate in an interview, conduct the interview with a relative or representative. If there are
two parents of an AFDC categorically related beneficiary, it may not be necessary to interview both
if one parent caprovide necessary information about the Medicaid assistance group. It may not
be necessary to interview both members of an SSI categorically related couple. When a beneficiary
has moved or otherwise can not be located, make every effort to complete the review using collateral
contacts. If the appropriate elements of eligibility cannot be verified, drop the case.

In-person home visits are not required for cases involving transitional medical assistance WHEN the
rec‘wred information/documentatia@an be obtainetfom the local agencycase record and by
collateral contacts. If the required documentation isawatlable, conduct a homasit as
appropriate. Similarly, home visits are not required to verify the eligibility of all groups of pregnant
women or infants under age 1 ware deemeaeligible for 1 year from birth (coverage code 35),
unless the necessary verifications are not available from the case record or collateral contacts.

In addition, an in-persoimterview is not required for certain beneficiaries in nursing homes or other
medical facilities. Modify or eliminate the interview when the beneficiary's health or recovery will

be negativelaffected or the beneficiary is not able to provide accurate or useful information. In
these cases, rely on collateral sources of information such as relatives and representatives of the
institution.

Further, when a beneficiary dies in or after the review month, an in-petsoview is not required
with the family. You may contact the relatives by telephone and/or mail to secure the appropriate
eligibility information.

Before eliminating an in-person home visit for any reason other than those discussed, consult with
your supervisor.

7257. COLLATERAL CONTACTS

Discuss the need fadditional information and makevery effort toenlistthe beneficiary's
coopeation and participation in the identification and selection of the best sources of information.
For institutionalized beneficiariegontact with administrative personnel dhe institution is
desirable.

If possible, obtairthe beneficiary's or his/her representative’'s consent for contacting collateral
sources for information essential to determingtigibility. If the beneficiary or representative
refuses tajive consent for collateral contactontactcollateral sources to the extent possible to
arrive at an eligibility desion. Even if the beneficiary requests that his/her eligibility be terminated,
continue the investigation to the fullest extent. In such instances, advise the beneficiary that you are
pursuing the review and make all possible collateral contacts.
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Although gace on thevorksheets is limitedrecordall important facts. If space dheform is
insufficient for anyitem, continughe entry on the back or on a full size separate sheet of paper.
The recording covers bothe method used farerification andthe information obtained.Also,

complete theecording in a manner which is both legible and easily understood. When acronyms
are used, spell out the words at least once in each review. Use cross references sparingly and only
where appropriate.

7260.  WORKSHEET FOR INTEGRATED AFDC, ADULT, FOOD STAMP, AND MEDICAID
ELIGIBILITY QUALITY CONTROL REVIEWS (FACESHEET)

The documentation requirements for individual MEQC reviews include a facesheet for identification
and control information.

Instructions for completingachsection of the facesheet are referenced in the Integrated Manual
for AFDC, Adult, Food Stamp, and Medicaid Eligibility Quality Control Reviews

7263. ELEMENTS OFELIGIBILITY AND PAYMENT DETERMINATION (INTEGRATED
QC WORKSHEET)

Instructions for completion dhe Integrated QC Worksheet 8FDC, Adult, Food Stamp, and
Medicaid eligibility are located in the Integratédanual for AFDC, Adult, Food Stamp, and
Medicaid Eligibility Quality Control Reviews

Record the specifics of the review on the worksheet. Information on the worksheets substantiates
the eligibility review findings. Record concisely but sufficiently to establish the facts upon which
each relevant decision was based.

7264. MANDATORY USE OF IEVS INFORMATION

The information required to be requested and verified uliEd® is valuable in establishing
Medicaid eligibility and the correctness bébility determinations. Use of IEVSinformation is
mandatory Infultlling the primary documentation/verification requirements for 887269.2
(Resources) and 7269.3 (Income).

For all Medicaid cases, identifgll information whichhas been requested to verilcome and
eligibility, e.g., wage information maintained bty State Wage andnemployment Insurance
Benefit Files, unearned income information obtained from the Internal Revenue Service, and other
income and wage data from the SSA. Verify that all required information requests were made and
responses retved. If verification of all requests has not been made or if all requests identified are
no longer current, request the missing or outdated information from the appropriate agency.

7264.1 Computer Matching Error€Do not cite MEQC errors in cases in whittte State
eligibility worker made an incorredligibility determination based on current but inaccurate
information receivedrom any primarysource Federal agenc% using automated computer matching.
A primary source agency is one which is the originator of the information. For example, SSA is the
primary source of information concerning SSI benefits and RSDI benefits.

Information received frorthe Internal Revenue Service is limited to unearned income (e.g., interest

paid on savings). This information is only a lead to resources and is not considered a primary source
of information. Therefore,
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inaccurate data received frohe Internal Revenue Service do not fall within the scope of erroneous
eligibility determinations being considered. Similarly, information received from the BENDEX for
which the SSA is not the primary source (i.e., wage data from the Beneficiary Earnings Exchange
Record System) is not considered primary data.

If the primary source Federal agency provided erroneous information, HCFA excludes the error if
the State agency documents that the data remain current as of the review month (e.g., there was no
change in the amount of payment since the eligibility determination) and the information had been
requested correctly (e.g., correct case information was input properly).

The documentation provided by States must inditaiethe matchvas timely as othe review

month. The State agency records must document the date the information was received (e.g., the
run date), and that the correct cagermation was input properly. If the State agency does not
have this information documented in the case record, HCFA does not exclude the error.

7265. (HOCI:_D)HARMLESS PROVISION OF IMMIGRATION REFORM AND CONTROL ACT
IRCA

Section 121(a)(1) of IRCA providghat a State bbeld harmless iertain circumstances for
purposes of compliance, disallowance, or other regulatory penabiigdsility errors based on
citizenship or imngration status. To hold the State harmless for MEQC errors under this provision,
code a technical error if an error in Citizenship and Alienage (element 130) is caused solely by:

o  Certification ofeligibility based on erroneous information provided by Immigration and
Naturalization Service (INS) if the State provided accurate alien identification for verification;

o Continuation okligibility provided for a reasonable period, as defined by the State, for
a beneficiary to obtain documentation of immigration status; or

~ 0 Continued certification of eligibility pending verification of documentation from INS of
immigration status submitted timely to INS by the agency.

Document that the case record contains a declarsigmed bythe beneficiary that (s)he is in
legitimate immigratiorstatus and that the agency has met the appropriate criteria for certifying or
continuing eligibility.

IRCA also providedthat the State béeld harmless when easewas under appeal due to
citizenship/alienage requirements. See 87230 for MEQC instructions regarding cases under appeal.
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7265.1 Systematic Alien Verification of Entitlement (SAVE) Documentation

A. INS Primary Verification-For each directnquiry to the INS-SAVE data base, the INS
system assigns a unique inquiry number known as the Alien Status Verification Index (ASVI) query
number as part dhe system response. The State agency records must document the date of the
State's transmission and the ASVI Query Verification Number when a SAVE response is received.

B. INS Secondary Verification-This procedure requires the State agency to submit to INS
a photocopy of the documentation presented by the alien for further review and verification. The
secondary verification is accomplished through completion and transmissions of INS Form G-845
(Document Verification Request) with an attached copy of the alien's document. If the State agency
ilg Waitg‘%‘l% a response fronNS, the agency recordsust contain a copy of the annotated IN
orm G-845.

If the State agency does not have this information documented in the case record, do not exclude
the error under the hold harmless provisions set forth above.

7266. DOCUMENTATION

Document each element of eligibility to the maximum extent possible. (See §7269.) Show on the
worksheet the sources of information used, the information obtained, and the basis for the conclusion
reached regardless of Waration method used. Record the source, date, and relevant content when
documentary evidence is cited. When a person is used as a collateral source of information, record
the name, address, and telephone number along with the person's significance to the investigation,
e.g., landlord, employer, married daughter living out of home. When a written document is used for
\éer'rﬁcation, attach a copy or summarize the relevant content on the worksheet and the date of the
ocument.

When evaluating a documentheck all identifying information shown orthe record,e.g.,
beneficiary's name, parents' names, place of birth, to make certain that it applies to the case under
review. Resolve any discrepancies between the record and other identifying information in the file
as well as conflicting information from collateral sources.

There may be instances in which you are unable to obtain hard copy verification. In such instances,
be sure to record the basis for your conclusions.

Entries on the worksheet such as "none" do not reflect ademeateling. Record the basis for
deciding that the beneficiary did not have income, resources, etc.

Safeguard information received under the IEVS in accordance with the requirements prescribed by
the agencydisclosingthe data. For example, InternaRevenueService information must be
safeguarded in accordance with the requirements prescribed by its Commissioner. States must, at
a minimum, meet the requirements described in 42 CFR 431.300ff.

7269. VERIFICATION STANDARDS

The purpose of the MEQC case review process is to develop correct and reliable case findings based
uBon the actual circumstances. The following standards determine the extent to which the review
0

0 tains evidence relevant to eligibility and payment status of the case member(s). These standards
ave
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been established to provide a systematic and nationally uniform method of substantiating decisions
regarding each eliglh?/ and payment determination element. Minimum verification standards have
been developed farachelement. The verification standards estabiiehlevel of evidence on

which to make decisions so that the number of dropped cases is kept to a minimum. However, these
verification standards are not all-inclusive. If you are unable to obtain the documentation specified
in the primary/secondarysting, you are free to use other reasonable evidence to substantiate
decisions regarding eligibility.

A. Primary and Secondary EvideneBy definition, primary evidence is of a higher probative
value than secondaryidence. Consider evidence to be primary only if it is listed as primary in the
standard for that element. pgfimary evidence isot obtainable, obtain secondary evidence if it
correctly establishes the facts of the case. Acceptable evidence for each element is identified within
the individual standards.

Evaluate evidence in terms of its probative value. Clearly document on the worksheet what steps
you took to obtain theerification. Determininghe probative value of any record is a matter of
Judgment made by examining all the facts surrounding the establishment of the record. The date the
evidence was established is important. There may be instances in which you are unable to secure
documentary evidence or to obtain complete verification. Based on observation and/or the
information on hand, a decisi@an be madeClearly reflectthe basis forthe conclusion on the
worksheet. For elements eligibility subject to change (such as income and resources), it is not
acceptable to use verification from a previous review.

B. Positive and Negativéllegations--Verification standards differ in some instances,
depending on whether the beneficiary responds positively or negatively to a question. For example,
rfha beneficiary s‘;\ates that he/she has a bank account, contact that bank to verify the balance as of
the review month.

Follow up onany evidence which conflicts with a beneficiary's negative allegation. For example,
the reviewer might suspect that the beneficiary had a bank account in spite of his/her denial. In such
cases, do not accept the beneficiary's negative allegation, but proceed to investigate the particular
circumstances by further questions or by making collateral contacts, i.e., IEVS.

C. Evaluating Evidence Evaluate each piece of evidence in relation to the other evidence
obtained from the case record, the case member(s), and collateral sources. The evidence must be
sufficient to resolve factors subject to change and to resolve any question(s) about case members.
In determining the value of evidence, apply the following criteria.

~ 1. Age of Evidence or Date Evidence Was Establisibexes the date the evidence was
established lend credence to the factor being established or does it raise questions?

2. Purpose for Which Establishet/hy was the evidence prepared? Is there any reason
for falsifying the evidence?

3. Basis for RecordWhat is the source? Is it reliable? For example, was proof of the
person's age requested? If not, who provided the date of birth information on the evidence?

4. Formal or OfficialNature of Evidencels the evidenceofficial, such as a birth
certificate, or is it prepared in a formal way, such as a deed, will, or other legal instrument?
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~ 5. Custody of Edlence and Its Availabilityls the evidence in the custody of a person
who might have vested interest in changing or slanting the evidence?

~ 6. Way in Which Specific Information iRecordee-Does written evidence clearl
establish the facts of the issue being reviewed? (For example, is the specific date of birth shown or
does it show only age, and if the latter, does it indicate last, next or nearest birthday?)

7269.1 Basic Program Requirements (100)
110. Age
111. Student Status

Verify one or both of the abowdements if age is a condition elfgibility or if enroliment in a
school or vocational training program is a consideration in the eligibility determination.

Primary Sources

Birth certificate

Adoption papers or records
Hospital or clinic records
Immigration records/passport
Baptismal certificate
Bureau of Vital Statistics
Naturalization records
Family Bible records

Indian census records

10. Midwife's record of birth

11. School records

12. U.S. passport

13. Local government records
14. Military records

15. Statement of age from SSA

©oNog~wWNE

Secondary Sources

Census records

Court support order
Physician's statement
Juvenile court records
Driver's license

Insurance policy

Minister's signed statement
Affidavits

Church records

O©oNokWNE

120. Relationship

If relationship to another individual(s) is pertinent to the eligibility determination, verify relationship
by using the following sources of verification.

Primary Evidence

1. Birth certificates

2. Adoption papers or records
3. Marriage licenses
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Divorce papers

Indian census records

Separation papers

Bureau of Vital Statistics (BVS) or local government records of
birth and parentage

Hospital or clinic records of birth and parentage
9. Baptismal record of birth and parentage

10. Court records of parentage

11. Court child support records

12. Juvenile court records

13. INS records

© Nouos

Secondary Evidence

U.S. passport

Family Bible records

School records

Census records

Physician's records

Social service agency records
Insurance policy

NoghkwhE

130. Citizenship and Alienage

An individual must be a citizen, an alien lawfully admitted for permanent residence, or otherwise
permanently residing in the U.S. under color of law to qualify for Medicaid coverage. Review the
case record to establish whether the beneficiary has signed a declaration of citizenship/alienage. If
no declaration is present in the record, cite a technical error and obtain a written declaration by the
individual statingwhether thendividual is a citizen or national ofie United States. Obtain and

verify documentation supporting the content of the declaration.

Primary Sources

Birth certificate

Immigration and Naturalization Services (INS) Form 1-94

U.S. passport

Certiticate of naturalization

Birth records

Record of receipt of SSI

Evidence of continuoussielence in the U.S. prior to June 30, 1948 (including school

records, a marriage license, voter registration card, insurance policy, military service

records, social security number issued prior to June 30, E9d83, Effective

January 1, 1987, IRCA of 1986 (P.L. 99-603) amended the date to January 1, 1972.

8. Computer printout, tape, or INS Form G-845 showing State/INS verification of alien
status for individuals who are not citizens or nationals.

9. Form SSA 2853

10. BVS or local government records of birth and parentage

11. Hospital or clinic records of birth and parentage

12. Baptismal record of birth and parentage

13. Court records of parentage

14. Court child support records

15. Juvenile court records

16. Indian census records

Nogh~whE
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Secondary Sources

1. Consular report of birth
2. Alien registration receipt
3. Property records

140. Residency

Verify this element for all beneficiaries reviewed. Beneficiaries must meet residency requirements
in order to be eligible for Medicaid. Refer to your State plan for specific requirements for your State.

Primary Sources

Property ownership records

Rent or mortgage receipt
Statement from nonrelative landlord
Current driver's license

Employer affidavit

School records

Institutional records

Property tax receipts

Receipts for household expenses

OCoNokhWNE

Secondary Sources

Local telephone directory

Local post office records

Tax office records

Church records

Signed statement from nonrelative

apwNE

150. Household Composition
151. Living Arrangement

Verify this element for beneficiaries when appropriaRefer to your State plan and/or AFDC
Quality Control manual for specific requirements.

Primary Source

1. School records

2. Institutional records

3. Statement from nonrelative

4. Statement from nonhousehold member

Secondary Sources

Hospital, clinic, health department, or private physician's records
Court support order

Juvenile court records

Nonrelative landlord statement

Child care provider

Minister's statement

Signed statement from nonrelative

Day care center records

Visual confirmation

10. Contributions to household budget

11. Property tax records

12. Sources of cost for payment of institutionalization

©CoNoGARWNE
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160. Employment and Training Programs

Complete this element if employmeardtraining is a condition oéligibility. If the beneficiary
refuses to register, it is treated as a MEQC payment error. However, if (s)he did not register due to
an oversight by the agency, record a technical error. (See §7309.)

170. Social Security Number (Enumeration)

Complete this element for all cases. Section 2651 of the Deficit Reduction Act (DRA) added §1137
to the Act to require thapplication for or possession of a social security nun@®8N) as a
condition of Medicaictligibility. Failure tomeet enumeration requirements results in a technical
erro(;. ,fA comglgtl\?d Form SSA 2853 is sufficient case file documentation that application has been
made for an :

180. Categorical Relatedness

Verify categorical relatedness fall beneficiaries when appropriate. This may apply to pregnant
women as well akving children and unborn children. Categorical relationship for AFDC-related
cases is established by the following elements:

Death of a parent,

Incapacity of a parent,
Continued absence of a parent,
Unemployment of a parent, or
Pregnancy.

181. Death

[eNeNoNoNo)

When elijg_ibil_ity is based upon deprivation due to death, verify and document (1% the death of the
deceased individual(s) and (B relationship of the deceased to the child(ren) or unborn child(ren).
When the beneficiary does not have a copy of the death certificate, use other sources of verification.

Primary Sources

Copy of the death certificate

Bureau of Vital Statistics

Widow's or survivor's benefits on the deceased parent's social security number
Veterans Administration or military service records
Hospital records

Signed funeral director's statement

Indian census records

Newspaper death notice

Insurance company records

10. Social Security records

11. Institutional records

12. Veterans Administration death payment correspondence
13. Insurance company death settlement correspondence
14. Minister or clergy statement

©CoOoNoT~WNE
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182. Incapacity

When the eligibility isbased upon deprivation due to incapacity, vetifg incapacity and
relationship of the incagacit_ated person to the child(ren) or unborn child(ren). Follow State policy
requirements for establishing and verifying incapacity.

Primary Sources

Disability certification by State medical review unit

Medical examination report

Receipt of RSDI (disability) benefits

Receipt of SSI benefits based on disability

Medical statement from doctor, hospital, or clinic (if accepted by State plan)
Visual observation of the disability when permitted by State plan
Medical records or disability examination report

Physician's records

Hospital records

10. Clinic records

11. Bureau of Vocational Rehabilitation

12. Veterans Administration

13. Rehabilitation center records

14. Office of the Blind or Visually Handicapped case records

15. Psychometric test

16. Psychological test records

17. Psychiatric records

OCoNohWNE

183. Continued Absence

Verify continued absence and whether support payments were made. However, evaluate receipt and
amount ofsupport payments as directed in §7269.3 (Income). Refer to thepltatend State
procedures manuals for necessary verification of this element.

Primary Sources

Divorce papers

Military papers or induction notice (when permitted by State plan)
Separation papers

Annulment papers

Correctional institution records

Probation office records

Rent receipts from absent parent's nonrelative landlord

Court records

Unemployment records of absent parent

DMV records showing the absent parent's addredsncludes driver's
license, motor vehicle registration or identification card)

Employment records for absent parent

Telephone directory showing absent parent's address

Union records showing absent parent's address

Statement from absent parent's and/or recipient's landlord

. Absent parent's child(ren)'s school records

Absednt parent's health insurance card and/or insurance company's
records

Statement from law enforcement officials

BO®NOORWNE

RPRERRRE
oukwNE

=
~
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18. Post office address records of absent parent's address

19. City directory Iistin}g of absent parent's address

20. Signed statement from minister or other knowledgeable nonrelative

21. Tax records showing the absent parent lives and owns property elsewhere

22. Socia(IjSecurity Administration, Veterans Administration or other government agency
records

23. Signed statement from the absent parent

Secondary Sources

1. Shelter record of absent parent, e.g., lease, rent receipts
2. Voter registration records _ _
3. Statements from reputable sources in community

184. Unemployed Parent

Verify unemployment withirthe State's definition. Refer to Administration for Children and
F?rﬂl_lesl(ACF) regulations, the State plan, and State procedures manual for necessary verification
of this element.

Primary Sources

Employer's records

State Employment Agency records

Bureau of Employment Security employment office
Unemployment compensation payment

Company layoff notice

abwnE

Secondary Sources

1. SSArecords

2. Current employment registration card
3. Training program records

4. Union records

185. Blindness/Disability Determination
Verify this element for all SSI-related blind and disabled beneficiaries.

Do not attempt to determinelindness or disabili?/. Ithe period covered byhe medical
determination expired prior tthe review month, refethe beneficiary to the appropriaftate
agency for a new medical determination. If the medical determination is not completed prior to the
re%or(t)igg)deadline for caseompletions, reporthe individual ineligible (element 550, nature

code .

Primary Sources

1. Disability certification by State medical review unit
2. Medical examination rePort
3. Receipt of RSDI (disability) benefits

4. Receipt of SSI benefits based on disability _

5. Medical statement from doctor, hospital, or cllnlcéwhen permitted by State plan)
6. Visual observation of the disability when permitted by State plan

7. Medical records or disability examination report

8. Physician's records

9. Hospital records

10. Clinic records
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11. Bureau of Vocational Rehabilitation

12. Veterans Administration

13. Rehabilitation center records

14. Office of the Blind or Visually Handicapped case records
15. Psychometric tests

16. Psychological test records

17. Psychiatric records

186. Other Categorical Relatedness

Verify this element forall beneficiaries in a State which applies additional basic program
requirements as a basis for Medicaldjibility. Use this element talenote pregnancy as the
categorical relationship.

Define and verify the nature of the additional requirements on which the beneficiary's _eligi_bi_lit?/ IS
based in accordance with thatBtplan. For example, if children in foster care are Medicaid eligible

in the State, verify that the beneficiary is in fact approved for participation in the foster care program
as of the review month.

Use this element for conditions of eligibility not described elsewhere on the worksheet.

EXAMPLES: Factors related to reasonable classifications of individuals, e.g., individuals under 18,
19, 20 or 21 and beneficiaries of optional State supplements.

Medicaid verification of pregnancy and conditions of eligibility specific to individuals
receiving 6-12 months of continued eligibility under 42 CFR 435.115.

Entitlement to Medicar®art Afor QMBs or evidence of pending State buy-in for
Medicare Part A.

191. Assignment of Support

Do not complete this element for MEQC reviews.

192. Cooperation in Support Payments

Do not complete this element for MEQC reviews.

7269.2 Resources (206Revieweachelement to document those resources declared by the
beneficiary and fully evaluate the possibility of ownership of resources when they are not declared.
Although the beneficiary may not have any of the resources identified, obtain evidence so that the
absence of each resource can be conclusively supported.

Resources whose values are subject to change require particular consideration. Verify independently
these resources, e.g., real property, bank deposits, stocks and bonds or personal needs accounts.

Review for transfers of resources as prescribed in the State Documenfindings in the
appropriate resource element. Use nature code 028 to document errors. For MEQC, do not code
transfer of resource errors under element 225 (combined resources).

Determine the amount of countable resources, if any, for each resource element. If total resources
exceed the allowed amount, record the difference as excess resources.
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211. Bank Accounts or Cash on Hand

Verify this element for all beneficiaries. The primary source for this element is IEVS. Determine
if the beneficiary owns or has legal access to any:

Savings bonds,
Promissory notes,
Stocks and bonds,
Certificates of deposit,
Mutual funds,

Bank accounts, or
Cash on hand.

[oNeNeoNoNoNoNeo)

These resources may also be jointly owned or held by another individual for the beneficiary. When
reviewing an SSl-relatechseinvolving a jointbank account thatould adversely impact on the
individual's eligibility, determine if the individual was offered an opportunity to submit evidence in
rebuttal. If not, ask the individual if (s)he wishes to rebut full ownership. This rebuttal ma)é be made
retroactive to the review month. If the State offered this opportunity and the individual rebutted full
ownership, determine if the rebuttal evidence was acceptable. When reviewing a case involving a
joint bank account that does rintpact onthe individual's eligibility, if anopportunity to rebut
ownership wasot afforded, alert the appropriate staff so tﬂmy informthe local office. For

cases involving power of attorney and representative payee, refer to SSI policies. Determine if the
individual wasoffered the opportunity to saside funds for burial. If not, aske beneficiary if

(s)he wishes to designate funds for burial. The beneficiary must provide a written declaration of
intent to designate burial funds by the case review completion date. These funds must be separately
identified andmustnot be commingled with other funds. Refer to the POMS at SI 01130.410 for
application of burial funds exclusion to resource determinations.

Positive Allegation
If the beneficiary does have a bank account, document:

The name of the financial institution(s),

Address,

Type of account,

Type of ownership,

Account number,

Balance, and

Any interest income from these accounts (document in element 346).

(oNeoNeNoNoNeoNeo]

Negative Allegation

Inquire further as to wherthe beneficiary cashdss/her check, or what banksstitutions, or

sources of financing were used for past transactions as a means to obtain leads to sources of bank
deposits. In cases in which the case record or another source indicates past banking activity, contact
that bank to determine whether the past bank account has been and remains closed.

7-3-30 Rev. 49



09-92 REVIEW PROCESS 7269.2 (Cont.)

212. Nonrecurring Lump Sum Payments

Verify this element when appropriate. Be aware that beneficiaries may receive lump sums from such
sources as SSA, VA, other government programs, insurance companies, and utility companies. Be
aware that application of administrative period provisions may reduce the number of citable errors

in this element.

213. Other Liquid Assets and Personal Property

If the beneficiary owns any articles of value not exempted as essential to basic needs under the State

Blan,_ obtain an estimate of the value of rlhen?s). Ifthe value placed on theaeticles by the _
eneficiary appears unrealistic, determine the value through any reliable and reasonable method (i.e.,

sales slips, catalogs, existing insurance appraisal, local merchants). Examples of such items are:

Antiques,

Art work,

Heirlooms,

Silver,

Collections,

Farm equipment (not used in farming), and
Boats/campers.

O00000O0

221. Real Property

When it is known from the beneficiary's statement, local agency case record information, or other
sources that the beneficiary owns real property, verify the property's availability to the beneficiary
in accordance with the State plan. Record the following:

Type of ownership (sole or shared),

Right of disposition (full, limited, none),
Description of property (size and construction),
Existence of mortgage (amount of equity), and
Current market value or assessed value.

[eNeNoNoNe)

The address of the beneficiary during the review month provides another lead to possible ownership
of real property.

Primary Sources

Deed

Sales agreement
Mortgage

Courthouse records
Articles of agreement
Real estate tax receipts
Income tax return

NoohwNE

Secondary Sources

1. Estate data
2. Taxrecords
3. Real Estate Tax Triangle
4. Title search
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5.  Utility company records
6. Charge account or charge account application records
7.  Municipal building inspection compliance records
8. Municipal fire code records
9. School receipts
222.Vehicle

Verify ownership of anotor vehicle(s) as dhereview month for all beneficiaries. The primary
verification for ownership is clearance with the State agency responsible for the registration of motor
vehicles. This agenc% can establish whether the beneficiary owned a vehicle. In some States, the
agency camlso furnish evaluative data on the vehicle. Information available usually includes the
purchase price, encumbrances against the vehicle, and the name of the organization financing the
purchase. This information aids the reviewer in evaluating the effect of car ownership on eligibility.
The blue booland red book of car valuations are additional sources to establish the value of motor
vehicles. Other sources includar dealersvho canprovide an approximate valuation based on
make, year, andhodel of vehicle. Usethe Statemotor vehicle registration agency to establish
nonownership of a vehicle.

Primary Sources

1. State vehicle registration agency
2. Cour]t?/, city, or other local government agency
3. Car title and registration

Secondary Source

1. Auto financing data
2. Statement from auto insurance company

223. Life Insurance

When the case record shows ownership of life insurance, verify the pertinent information as of the
review month through examination of the policy(s), records in the possession of the beneficiary, or
other documentary sources such as a statefr@mntthe issuingcompany. Determine whether
policy values conform to State and Federal requirements. For each insurance policy, record the:

Name of the insurance company,
Date of issue,

Policy number,

Ownership,

Beneficiary,

Face value, and

Cash surrender value.

O0O00OO0O0O0
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If the value of the insurance cannot be determined, contact the appropriate insurance company.
Contact thensurance agent or other partigho mayhaveknowledge of such policies. If the
beneficiary denies having any life insurance, but individual case circumstances indicate otherwise,
attempt to determine which insurance companies might be potential carriers for the beneficiary by
checking sources of both existing and noncurrent policies for automobile, home, personal property,
and policies held by other family members. These inquiries may furnish leads as to which brokers
or companies to contact.

Primary Sources

Clearance with insurance company

Insurance policies

Clearance with local insurance agent

Employer's insurance records

Lodge, club, or fraternal organizational records
Relatives and friends holding policies for beneficiary
Union records

Veterans Administration records

ONogkwWNE

224. Other Nonliquid Resources

Use this element to verify any other nonliquid resources. Treat such resources in accordance with
the State plan requirement.

225. Combined Resources
Use this element to calculate the total value of all countable resources.

7269.3  Income (300)}Determine whether each beneficiagl has income. Verify the accuracy of
the income determination for the State's computation period including the review month. Verify all
income declared, identifghe possibility of additional income fronany source, and verify
information obtained undehe IEVS. Sources of income include earned income, Social Security
benefits, other government program benefits, pensions or other benefits, support payments, income
in-kind or deemed, rental property, farm produce, roomers/boarders, and child care.

311. Wages and Salaries

Review this element faall beneficiaries. This element refers to incomearned by a beneficiary

through receipt oivages, salaries, tips, or commissions. Child care income is also considered under
this element. Verify and document whether the beneficiary is emplo¥ed and verify the amount and
frequency of earnings. When the beneficiary acknowledges receipt of wages, collateral contact with
the employer is usually required to verifye frequency and amount whgesearned. Irieu of
contacting theemployer, wage stubs may be used as primary evidence if they cover the period of
employment under review and there is no indication of other employment.
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Substantiate a beneficiary's statentéat he/she had nearnings. Go beyonttie beneficiary's
statement to reach a decision. Document any past emﬂg}/ment history, types of work, names and
addresses oény former employers, current attemptsfital work, and registratiorwith the
employment security office. Follow up on leads to possible employment as such information may
be obtained from collateral contacts while verifying other elements of eligibility.

Routinely reviewthe wage and income information maintained ithe State Wage and
Unemployment Insurance Benefiles, in the SSAfiles, and in the Internal Revenugervice
unearned income files. Also, verify the SSN.

Primary Sources

Pay stubs

Employer's wage records

Pay envelope

Wage tax receipts

Income tax return - State and/or Federal
Employment Security Office

oukhwnE

Secondary Sources

1. Employee's W-2 form

2. State form for clearance of earnings from employment
3. State Income Tax Bureau

4. State unemployment records

312. Self-Employment
Review this element faall self-employedeneficiaries. You must first determigeossreceipts
from the business and deduct allowable expenses to arrive at a net income. Then apply allowable
deductions per the Stapéan. Refer tdhe Stateplan and policies for inclusions, exclusions, and
deductions.

Primary Sources

1. Recent tax returns/business records
2. Receipts for goods and services

Secondary Sources

1. Beneficiary's statement when expenses cannot be verified
2. Signed statements from business associates

313. Earned Income Tax Credit

Review this element for all beneficiaries. The earned income credit is applied in accordance with
the methodologies specified in the State plan.

Primary Sources

Employer's payroll records

Earned income tax credit table and pay stubs

Pay stubs

Earned income advance payment certificate (Form W-5)

PwnE
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Secondary Source
1. Statement from beneficiary's employer o _
2. Statement in State agency local record whether beneficiary was advanced credit
3. Past pay stubs
314. Other Earned Income
Review this element for all beneficiaries. Include any earned income not covered above here.
Earned Income Disregards
The items under these elitifig/payment determination elements relate to earned income disregards.
The elementareapplicable taall cases in whiclthe beneficiary has earnégttome and as such
appropriatgorovisions ofthe Stateplan related teachdisregard have been properly applied and
correctly computed.
321. Earned Income Deductions
Review and verify this element for all beneficiaries who have earned income.

Verify that the proper deductions weutlized and that the correct amount of deductions was
computed. Apply $30 and 1/3 disregard or just $30 disregard, as appropriate.

Primary Sources

1. Case record

2. Assistance payment records

3. Monthly report forms . .

4. Evidence of employment history and earned income
322. Work Related Expenses
Each full time employee or individual self employed full time in an AFDC assistance unit is eligible
to receive alisregard for his or her work expenses. Apply the disregards of the State's AFDC plan
and implementing policies.

Primary Sources

For employees:

1. Wage stubs - covering entire review period and indicating number of hours worked

2. Information from employer ' _

3. Employment and Training Program information

For self employed individuals:

1. Recent tax returns
2. Current business records

323. Child or Dependent Care

In AFDC-related cases, after the work expense disregard is applied to earned income, a State must
disregard the actual cost of care for a child or
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incapacitated adult up to tlelowed amount ithe individual is employedull time. For an
individual not engaged in full time emﬁloyment or not employed throughout the month, a State must
have in place a procedure unadrich it determines and applies a disregard amount less than the
allowed amount for cost of care for a child or incapacitated adult.

Contact theemployer or use wage stuthsat cover theeriod under review arnshowthe hours
worked to verify full time or part time employment for an employee. Check recent tax returns and
currentbusiness records to determine if a self emplagdtvidual was working full time or part

time. Based on employment records, determine the child care expenses allowable.

Primary Sources

For employment: verification dtill or parttime employment as determined thne AFDC
program.

For dependent care expenses:

1. Receipts for child care expenses
2. Statement from child care provider
3. Income tax and social security payment records

Unearned IncomeDetermine if any case member is receiving any unearned income such as:

Federal or State Government benefits,
Rental income,

Interest income, dividends, or royalties,
Workers' or unemployment compensation
Deemed income or contributions in-kind
Grants, loans, or scholarships,

Support payments,

Income tax refund, or

Other (identify).

Indicate onthe worksheet thalll potential sources of unearned income were explartdthe
beneficiary, including negative and positive allegations.

OC0O00000O0O0

When the beneficiary states that he or she does not receive a benefit, dhedstadement in

terms of the beneficiary's background, past work history, and present circumstances. For example,
a review of theemployment history may indicate possilel&gibilit%/ for a company retirement
pension. Past union membership could indicate possible benefits from that source, etc.

Establish a basis for a decisionmn‘nreceiﬁt of benefits more substantial thize beneficiary's
denial of receipt of the income learly reflect the basis for the decision in the worksheet recordings.

331. Retirement, Survivors, and Disability Insurance (RSDI) Benefits

Verify the amount ofRSDI payment when the beneficiaalleges receivindRSDI benefits.
Determine if the beneficiary is receiving RSDI benefits from SSA. Occasionally, payments are made
to a representative payee. These payments are countable to the beneficiary.

Make a routine clearance for RSDI benefits in all instances when an AFDC-related child is deprived
of parental support because of death or incapacity and for all SSI-related beneficiaries.
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The primary verification forRSDI benefits is theBENDEX system, i.e.the automated
communication systeretween Statpublic assistance agenciasd SSA inBaltimore regarding

Social Security benefits. Use Form SSA-1610 (Request for Information by State Public Assistance
Agency) when BENDEX information is not available or when it is kntnat BENDEX is not
ugdated timelyWhen special circumstances warrant, check directly with the SSA district office to
obtain RSDI benefit information.

Primary Sources

RSDI benefit payment check for review month
Recent RSDI award letter

BENDEX system

SSA (Form SSA-1610)

Other official correspondence from SSA

arwNE

Secondary Sources

1. Statement from institution where check is cashed
2. Copies of past checks

The next page is 7-3-45.
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332. Veterans Benefits

Verify whether or not the beneficiary received veterans benefits and the amount received during the
review month. Whethe beneficiary states that he or she does not receive benefits evaluate this
statement in terms of background, past military service, and present circumstances. Establish a basis
fgr abdec1irsion of nonreceipt of benefits more substantial than the beneficiary's denial of receipt of
the benefits.

A copy of theVeterans Administration (VA) award notice or VA check received as of the review
date Is primary verification of VA payments. When the VA award notice or VA check is unavailable
éhe reviewer must contact the VA to verify the dollar amount of the VA payment as of the review
ate.

Primary Sources

1. VA check for review month _

2. VA award letter applicable for review month

3. VA written correspondence

Secondary Sources

1. VA award letter from previous years

2. Copies of past checks _
3. Statement from institution where check is cashed

333. SSi
Verify whether or not the beneficiary is receiving SSI benefits.

If an individual is determined to be receiving SSI benefits the reviewer will consider this income only
for the individual's needs.

Primary Sources

1. Current award certificate

2. Most recent check

3. Official correspondence (1610)
4. SDX

Secondary Sources

1. Statement from institution that cashed the check
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2. Prior worker's compensation (WC) award notice
3. Copies of past checks

334. Unemployment Compensation

Document that thereas no evidence of receipt or indicate the steps taken to verify that benefits
are not being paid. Obtain records from the State employment office to verify employment and to
verify whether unemployment compensation is being received.

Primary Sources

1. Current award certificate

2.  Most recent check

3. Official correspondence

4. Bureau of Employment Security - Unemployment Compensation Section

Secondary Sources

1. Statement from institution where check is cashed
2. Prior award notice
3. Copies of past checks

335. Worker's Compensation

Verify the amount of the WC benefit for all beneficiaries reviewed. The WC award notice or WC
payment checkvhich coverghereviewdate is the primary source of evidence. When the award
notice or payment check imavailablecontact the WC office teerify the amount of the WC
payment as of the review month. If there is no record or receipt of compensation or the beneficiary
denies receipt examine beneficiary's past work history and present circumstances, especially if the
beneficiary's present categorical relationship is because of disability.

Primary Sources

1. WC award notice

2. WC payment check

3.  WHC office correspondence
Secondary Sources

1. Prior award notice

2. Statement from institution where check is cashed
3. Copies of past checks
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336. Other Government Benefits
Verify this element for all beneficiary's reviewed.

Verify whether or not the beneficiary received benefits from any other Government programs during
the review month.

The beneficiary's circumstances may provide leads to certain Government program benefits. Verify
receipt of pesions and/or benefits and determine the correct amount of income for inclusion in the

budget.

When it isknown from the beneficiary's statement, case record information, or other sources that
the beneficiary receives pension or benefit income verify receipeancome and establish the
amount received.

When the beneficiary states that benefits were not received evaluate this statement in terms of the
beneficiary's background, past work history, and present circumstances.

Primary Sources

1. Correspondence on benefits
2. Copy of government benefit check received

Secondary Sources

1. Pastaward letters
2. Copies of past checks

341. Value of Food Stamps/Housing Subsidy

Review and verify this element for all appropriate AFDC-related cases.

Statesthat choose thAFDC State plan option of counting food stanapsihousing subsidies as
income musteduce the amount of the flgtant tothe extent that the value of foatamps or
housing subigies duplicateghe flat grant amount. The reduction is made according to the
methodologies specified in the AFDC State plan.

342. Contributions/Income In-Kind

Verify this element for all groups of beneficiaries reviewed.
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Primary Sources

1. Contribution check o _ o

2. Statement of person or organization making contribution or payment
3. Cancelled checks of person making payments to beneficiary

4. Receipts of contribution

Secondary Sources

1. Beneficiary's statement of receipt o _
2. Statement as to the value of the income in-kind received

343. Deemed Income

Verifly %Iny deemed income to which a money value is given. Applicable income disregards must be
applied.

344. Public Assistance or General Assistance
This element is applicable to State agency PA or GA payments made to the assistance unit.
Primary Sources
1. Most recent check
2. Financial aid statement
3. Notice approving application of PA or GA
4. Statement from government agency
Secondary Sources
1. Beneficiary's statement.
2. Copies of past checks _
3. Statement from institution where check is cashed
345. Education Grants/Scholarships/Loans
Verify this element for all necessary groups.
Verify by the contract owith the ori%inato_r ofthe grant, scholarship, or loan whether its use for
current living cost is precluded, the beneficiary is an undergraduate student, the grant or loan is for

educational purposes, and the loan or grant is made or insured under a program administered by the
Department of Education.
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346. Other Income

Verify this element for all beneficiaries who have income not already recorded on the worksheets,
e.g., other information obtained under the IEVS.

42 CFR 435.603 regeis, as a condition of eligibility, that applicants and beneficiaries must take all
necessary steps to obtain any annuities, pensions, retirement, and disability benefits to which they
areentitled unlesshey canshow goodcause for notloing so. Failure tapply when so entitled
constitutes grounds for termination or denial of benefits.

If the individual appears to be eligible for benefits for which he/she has not applied, verify the actual
eligibility and the amount of such benefits. If MEQC believes a beneficiary is eligible for benefits

for which he/she has not applied, vetifys potentiakligibility in order to positively establish or
disprove this potential. Cartt the potential payer and verify that eligibility would have existed had
application been made, and verity the benefit amount. If the MEQC review discloses eligibility for

a payment for whiclthe beneficiary has napplied, adadhe amount of these benefits to the
individual or family's income. Code these errors on the IRS using the appropriate income element
and nature code. Before citing an error, however, determine if good cause for failure to apply for
benefits exists, as discussed in 42 CFR 435.603. Use the resultant aggregate income to determine
whether any liability or eligibility error exists.

If you cannot substantiatigibility or ineligibility for the benefit, complete the MEQC review
an%A_/yay. However, if you cannestablish entittement to such benefits, do not cite an eligibility,
liability, or technical error.
Verify whether any income ngireviously considered unddre abovencomeitems is actually
receivedand, if so, determine the correct amount for inclusion in the computations. This refers to
other cash income such as income received on a recurring basis from rental property, farm produce,
boarders/lodgers, interest income, etc.
350. Support Payments Made to Child Support Agency
The Child Support Enforcement Agency (CSEA) (title IV-D) collects monthly support obligations
from absent parents. MEQC must verify amounts passed along to the beneficiary by CSEA in the
review month. The first $50 is exempt.

Primary Source

The reportfrom the title IV-D agency to theitle [V-A agencyitemizing the monthly amounts
collected and passed on to the beneficiary.

361. Standard Deduction

Do not complete this element for the MEQC review.

362. Unearned Income Deduction

Verify appropriate unearned income deduction when allowed.
363. Shelter Deduction

Do not complete this element for the MEQC review.
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364. Standard Utility Allowance

Do not complete this element for the MEQC review.
365. Medical Deductions

Do not complete this element for the MEQC review.
371. Combined Gross Income

Review and verify this element for all beneficiaries who have income. Specifically, in this element,
compute gross income from the income verified under the 300 Inelaments.

372. Combined Net Income
Review and verify this element for all beneficiaries who have income.

Derive net countablencome by applying State designated allowable deductiotigetoombined
gross income computed under element 371.

7269.4 Other Medicaid Coverage Requirements (40®gview these elements eligibility,

which apply only to certain groups of Medicaid beneficiaries, when required by the State plan. Base
the evaluation of these elements on State agency regu_lrements for establishing basic budgetary need.
These elements pertain to those standard basic need items such as food, clothing, shelter, fuel and/or
utilities, etc., forwhich allowancesave either been established, are conditioned on an actual (as
paid) cost, or aréncluded inthe budget based oall basic budgetary allowances combined
(consolidated standard/flat grant).

Determine whether the amount for the standasic needtems to whicheachbeneficiary is

entitled was included ithe budget inthe manner prescribed by the State agen&pply the
appropriate policies to the case member(s') circumstances.
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411. Shelter Only

412. Other Basic Budgetary Allowance (Food, Clothing, etc.)

413. All Basic Budgetary Allowances (Combined)

Determine the dollar amounts for each of the case member's basic budgetary allowances using the
primary sources listed below relevant to the type of budget (flat or actual expense).

Primary Sources

Rent receipts

Recipient's landlord

Copy of the lease

Property grantor - real estate agent
Copy of the current tax statement
Tax Assessor

Utility bills

Utility company

Water and sewage bills

10. Court house - property records

11. Home insurance policies

12. Mortgage payment receipts

13. Financial institution holding mortgage
14. Sales agreement or purchase contract
15. Public Housing Authority

©CoNohWNE

Secondary Sources

1. Home repair bills _
2. Refuse disposal receipt
3. Room and board receipt

420. Special Circumstances Allowance

Review and verify this element for all AFDC-related beneficiaries for whom Medicaid eligibility is
based on ﬁ_otentlal cagfigibility in Statesallowing special needs gsart of the computation.
Generally this element is not completed in States utilizing a flat grant approach.

ldentify the need for and determine the correct amount of an allowance for special circumstance
needs in accordance with State provisions. This may include the following:

521 Child care

522 Transportation

523 Work-related expenses _ _

524 Personal care and other; e.g., a housekeeping service, laundry
525 Other special needs
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Determine the a_pﬁropria_lteness and correctness of dokar amount ofany specialneeds
allowance(s) which was included in the review month assistance payment.

Primary Sources

Doctor's or druggist's statement of special diet need
Pregnancy statement from doctor

Statement from institution re: special needs
Receipts for compensable supplies or services
Eviction or relocation notice

Car payment record

Receipts of transportation costs

Employment search cost statement

Bureau of Employment Security or WIN agency

10. Institution or agency requesting or supplying services
11. Laundry receipts

12. Telephone bills

13. Housekeeping service charges

OCoNoRWNE

Secondary Sources

1. Vendor supply services receipt
2. Telephone company records

7269.5 Computations Of Financial Eligibility (508 Complete elements in this program area for
all kt;enegciaries. Verify the accuracy of the computations on which financial eligibility for Medicaid
is based.

Document in this section computations of potential cash benefits eligibility when that is the basis for
Medicaid eligibility. Once the AFDC-related need and Bayment requirements (elements 411-420)
or the SSIFBR (elements 140 and 17Bave been established amdome amountbave been
verified, utilize progranarea500 to determine potential cash assistami?)ility. When these
computationsare required, the Staghould utilize its own AFDC budget form or, if available, its
own SSI budget form.

510. Proper Persons in Budget

Complete this element for all beneficiaries, as appropriate.
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520. Arithmetic Computation
Verify this element for all beneficiaries when financial eligibility for Medicaid must be computed.
530. Beneficiary Liability Determination

Review and verifithis element foall beneficiaries for whom Medicaid eligibility is based on the
casemembers' liability to apply excess income toegmal amount of incurred medical expenses,

e.g., the medically needy and individuals in 209(b) States who are permitted spenddown to become
categorically needy.

Also complete this element in determining padigibility determinations for beneficiary
contributions to the cost of care.

For medically needy cases, obtain proof of medical expenses used to obtain eligibility. Copies of bills
are usually obtained by the local agency and filed in the case record. However, if documentation is
lacking, it may be necessary to secure substantiation of incurred medical expenses. The beneficiary's
word Is not sufficient. Obtain copies of receipts, bills, written provider statements, or other proof
of incurred medical expenses.

Verify that the agency correctly computeddical expenses utilized to offset excess income and
that the case hanhet itsliability as computed prior tdeing certified by the agencyUse an
appropriate State form to document these computations.

Also determine if any of the incurrededical expenses were paid by a third party and not by the
beneficiary. Do not usmedical expenses paid by a thpdrty to offset excesscome when
determining eligibilityand/orliability status. If time requirements prohibit determinimigether
mediC(l:gI expenses were paid by a third party, count these expenses togvardividual's
spenddown.

Determine excess income by subtracting the State's allowable income level from the case's countable
income.

After verifying beneficiary income, determining the correct State allowable maintenance level, and
reviewing the incurred expenses used by the agency to offset ekvesmsie, record the
computations of case liability in the QC Computation column of the worksheet. If the computations
differ from the agency's computations, either a case liability understated or a case liability overstated
error exists.

Record the bases for the computations including a description of the types, dollar amount, and dates
of services incurred to offset excess income documented in agency records. Also record the reasons
for any case liability errors.

If unable to verify from agency records or the beneficiary(s) during the field investigation whether
a case subject tiability requirements had incurred the a_Pproprmaar amount of medical
expenses as of the date of certification, code the case liability error (element 530). Complete only
the QC Computation column of the case liability worksheet.
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540. Grandfathered Coverage Provisions

Grandfatheregbrovisions apply to beneficiaries for whom Medicaid eligibility is based upon their
status as of December 19/ gust 1972, oApril 1977. Complete this section sommarize
findings when agency or reviewer decisions are based on these requirements.

550. Other State Medicaid Coverage Criteria

Complete this element whegligibility requirements not included ame worksheetsapply.
Examples include:

o Assignment of rights to third party payments for medical services.

~ 0 Authorization for QMB coverage no earlier than the month after the determination
decision. The determination decision is defined as the earliest record in the case file or automated
files that verifies that the State has established eligibility for QMB.

560. Monthly Reporting

Review this element if appropriate. Code errors in this element as technical errors. (See §7309.)
States may use monthly or less periodic reports for Medicaid.

7272. VERIFICATION GUIDE

The eligibility elements requirin% verificatiovary depending upon Medicagigibility coverage
requirements. The Verification Guide, used during the eligibility review, indicates which elements
on the worksheets must be verified for each Medicaid coverage group. Prior to beginning reviews
becomefamiliar with the State plan, and check the appropriate columns in the Verification Guide
to identify the coverage requiremerttsat apply. Following this guidegenerally assures proper
documentation of all eligibility requirements. Occasionally, additional verification may be necessary.

For a specifieeligibility coverage requirement under review, verify evapplicable element as
indicated in the Verification Guide for the review month and/or other time periods if specified. This
applies even if an element is in error prior to the completion of all elements. If you find other errors,
report them on the IRS. The IRS Frovides for reporting the total number of errors identified during
the review. Identify and repodll errors to base subsequent corrective action on complete
information which existed during the review month.

Use coverage code (CC) 98 to indicate valid coverage groups which are not included in the SMM.

7-3-54 Rev. 46



09-92

Coverage Code
(Mandatory
Coverage)

Choice of
01 or 03

REVIEW PROCESS 7272 (Cont.)
Medicaid Eligibility - _
Coverage Requirement Verification Instructions
Individuals whoreceive SSI 1. Complete element 140 to verify
basic payments where the State State residency, if applicable.
determines Medicaligjibility
using SSiI criteria. 2. Complete elemenl1-255 to

verify the value of a Mdicaid
Qualifying Trust (if any). Also
verify for transfer of assets.

3. Verify that the recipient received an
SSI basic payment (and/or
mandatory State supplemdRSP)
if provided) during the review
month, and record amount under
element 333.

4. Document thassignment of rights
to medical supPort/thirdparty
payments and, it applicable, the
gggth ofthe beneficiary in element

NOTE: Use coveage code (CC) Ohlso for individuals whaomeet the aboveeligibility
requirement andvho, in addition, receive home and community-based services.
Likewise, for other individuals whose eligibility is based on a CC already included in the
SMM but who also receive home or community-based services, use the CC under which
they qualify but also review foreligibility for home or community-based services

provided.

For those whose eligibility is based on a home or community-based waiver, use CC 29
and review accordingly.

Use CC 01 or 03 for individuals who meet the definition of §1619(a) of the Act. 209(b)
States must verify individuals covered under 81619(a) of the Act using the instructions
under CC 16 of this section.

Rev. 46
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Coverage Code
(Mandatory
Coverage)

02

Rev. 52

REVIEW PROCESS 7272 (Cont.)

Medicaid Eligibility

Coverage Requirement Verification Instructions

OASDI recipients who became 1. Complete element 110 or 185 to
ineligible for any reason but veriffpSI categorical relationship
who would again be eligible for as of the review month.

SSI/SSP if anyDASDI cost of _
living increases they received 2. Complete element 331 to verify

following loss of SSI/SSPafter OASDI payment for the review
April 1977 were deducted from month. Also verify element 540 to
countable income. establish loss of SSI/SSP after April

1977 and that beneficiary was
receivingOASDI when he/she lost
SSI/SSP.

| 3. Complete elements 120-150, 170,
211-225, 311-372, and 520 as
appropriate to establish whether:

a. Beneficiary meetsll SSI/SSP
eligibility requirementsexcept
for income, and

b. Beneficiary would again be
eligible for SSI/SSP if any
OASDI cost of livingincreases
received afteApril 1977 were
deducted from countable
income.

7-3-57



7272 (Cont.)
Coverage Code
(Mandatory
Coverage)

Choice of
01 or 03

7-3-58

REVIEW PROCESS

Medicaid Eligibility
Coverage Requirement

Individuals who are aged, blind,

or disabled andhe State
determines Medicaiéligibility
using criteria more stringent
thanSSI requirements.

10-94

Verification Instructions

Complete elements 110 to 185, as
applicable, to verify categorical
relationship.

Complete elements 211-225, 311-

' 372, and 528650, as appropriate, to

verify financial eli%ibilit%/. Use
element 530 if the beneficiary
gained eligibility through
spenddown.

Rev. 52
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11-93
Coverage Code
(Mandatory
Coverage)

10

REVIEW PROCESS

Medicaid Eligibility
Coverage Requirement

Disabled widows and
widowers who are deemed td
be SSI recipients under
COBRA.

7272 (Cont.)

Verification Instructions

Verify entitlement to title Il
benefits for December 1983
(element 186).

Complete elements 120-150, 211-
225, 311-372, and 520-560 as
appropriate to establish:

a. Entitlement to widows or
widower's disability benefits
under 8202(e) or (f) of the Act
for January 1984.

b. Ineligibility for SSI or a
mandatory or optional State
supplement due to increase in
widow's or widower's benefits
resulting from elimination of
the reduction factor under
Public Law 98-21. (Record in
element 540.)

c. Continuous eligibility for the
increase in item 2.b since the
time of increase.

d. Eligibility for SSI or a
mandatory or an optional State
supplement if this increase and
any other subsequent cost of
living adjustment in widow's or
widower's benefits under
§215(i) were deducted from
countable income.

NOTE: Medicaid coverage is available only to individuals who filed a written application for
Medicaid benefits before July 1, 1988. Eligibility may not begin before July 1, 1986.

Rev. 49
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7272 (Cont.)
Coverage Code
(Mandatory
Coverage)

11

| NOTE:

REVIEW PROCESS

Medicaid Eligibility
Coverage Requirement

Individuals who are qualified
Medicare beneficiaries (QMB)
are individuals:

1.

Who are entitled to

hospital insurance benefits

under Medicare Part A; |

Who, except for QMB
coverage, are not
otherwise eligible for
medical assistance unde
the plan;

Whose income does not
exceed the income level
(established at an amount
up to 100 percent of the
official Federal poverty
line) specified in the State
plan; and

Whose resources do not
exceed twice the
maximum amount allowed
under SSI.

and categorical requirements.

7-3-64.2

11-93

Verification Instructions

Complete element 186 to verify
entitlement for Medicare Part A.

Complete elements 130-140 and

170 to verify other categorical
requirements.
(See note.)

Complete elements 120, 150, 211-

. 225, 311-372, 520, and 550 to

verify financial eligibility. (See
note.)

Complete element 550 to verify

assignment of rights to third party

payments for medical services and

that authorization for QMB is no

earlier than the month after all
eligibility criteria are met and no

earlier than the month after
application.

Documentation of receipt of SSI is acceptable verification for SSI income, resources,

Rev. 49



11-93 REVIEW PROCESS 7272 (Cont.)

Coverage Code S

(Mandatory Medicaid Eligibility o _

Coverage) Coverage Requirement Verification Instructions

12 Individuals who are dually 1. Complete elements indicated for
eligible as qualified Medicare coverage group 11 to verify
beneficiaries (QMB) and eligibility for QMB.
under non-QMB coverage are o
individuals: 2. Complete elements indicated for

the other Medicaid coverage

1. Who are entitled to group to verify dual eligibility.

NOTE:

Rev. 49

insurance benefits under
Medicare Part A;

2. Who are also eligible for
medical assistance under
another coverage group
other than AFDC cash;

3. Whose income does not
exceed the income level
(established at an amount
uP_tc_) 100 percent of the
official Federal poverty
line) specified in the State
plan; and

4. Whose resources do not
exceed twice the
maximum amount allowed
under SSI.

Documentation of receipt of SSI is acceptable verification for SSI
income, resources, and categorical requirements.

7-3-64.3



7272 (Cont.)

Coverage Code

(Optional Medicaid Eligibility
Coverage) Coverage Requirement
14 Elderly/disabled poor:

1. Who are age 65 or older
or are disabled,;

2. Whose resources do not
exceed the SSI resource
level or, at State option,
the State's medically
needy resource level or
QMB resource level; and

3. Whose income does not
exceed 100 percent of
Federal poverty guidelines
(refer to State plan).

7-3-64.4

REVIEW PROCESS

11-93

Verification Instructions

1. Complete applicable elements

110-186 to verify that age and
categorical requirements are met.

Complete applicable elements
211-225 to verify that resources
are within defined limits.

3. Complete applicable elements
311-372 to verify that countable
income is within defined limits.

4. Complete applicable elements

510-550 to verify additional
Medicaid eligibility requirements.

Rev. 49



09-92
Coverage Code
(Optional
Coverage)

15

Rev. 46

REVIEW PROCESS 7272 (Cont.)

Medicaid Eligibility

Coverage Requirement Verification Instructions

Disabled widows and 1. Complete elements 110, 130, 140,
widowers between the ages of 170, and 186 to verify categorical
60-64 who would be eligible requirements and application for
for SSI except for the increase “Medicaid by July 1, 1988. (This
in their widow/widower's filing date may be later in 209(b)
insurance benefits and who are States.)

deemed, for gurposes of title

XIX, to be SSI recipients 2. Complete elements 211-225 to
under 81634(b) of the Act, verify resources.

effective July 1, 1988.
Disabled widows, widowers, or 3. Complete elements 311-322 and

surviving disabled divorced 331-372 to verify income, to
spouses between the age of 50 verify eligibility for RSDI for

and 64 who becomeeligible December 1983 to verify

for SSI or Federally eligibility for widow/widower's
administered State supplement insurance benefit based on
payments due to receipt of title disability for January, 1984, and to
Il disability benefits are verify loss of SSI in the first month
deemed to be SSI recipients of an increase in the

for Medicaid purposes under widow's/widower's insurance
85103 of the OBRA 90, benefit.

effective January 1, 1991.

7-3-64.5



7272 (Cont.) REVIEW PROCESS 09-92

Coverage Code

(Mandatory Medicaid Eligibility - _

Coverage) Coverage Requirement Verification Instructions

16 Qualified severely impaired 209(b) States:
individuals as defined in
81905(qg)(1) of the Act who 1. Verify that in the month prior to
continue to be blind or the month the beneficiary entered
disabled and, except for §1619 status (s)he had been
earnings, continue to meet all determined eligible for Medicaid
nondisability related SSI by the State agency.
eligibility requirements. These
are individuals eligible for 2. Verify that the beneficiary was in
Medicaid under 81619(b) of 81619 status as of the review
the Act in June 1987. month.

NOTE: In 81634 and SSI criteria States, this coverage group is considered to be receiving

SSI cash payments.

7-3-64.6 Rev. 46
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Coverage Code
(Mandatory
Coverage)

17

Rev. 52

REVIEW PROCESS

Medicaid Eligibility
Coverage Requirement

Blind or disabled individuals
who:

1. Are atleast 18 years of
age;

2. Were receiving SSI on the
basis of blindness or
disability which began
before the age of 22; and

3. Lost SSI eligibility
because they became
entitled on or after July 1,
1987, to OASDI child's
benefits under §202(d) of
the Act or became entitled
to an increase in these
benefits. Medicaid
eligibility for these
individuals continues for
as long as they would be
eligible for SSI, absent
their child's insurance

benefits or such increases.

7272 (Cont.)

Verification Instructions

1.

Complete elements 110 to verify
age, 140 to verify residency, 185-
192 for other categorical

requirements, 211-225 for
resources including transfer of
resources, and 311-372 for income

verification.

Complete element 550 to verify
loss of SSI due to receipt of or an
increase in OASDI benefits on or
after July 1, 1987. Also verify
that blindness or disability began
prior to age 22.

7-3-64.7



7272 (Cont.)
Coverage Code
(Mandatory
Coverage)

18

7-3-64.8

REVIEW PROCESS 10-94

Medicaid Eligibility

Coverage Requirement Verification Instructions

A qualified disabled 1. Verify that the individual is not

and working individual eligible for any other Medicaid

(QDWI) is an individual: coverage.

a. Who loses entitlement to 2. Complete element 186 to verify
premium free Medicare that the individual is entitled to
Part A coverage due to enroll in Medicare Part A and is
earnings from substantial engaged in substantial gainful
gainful activity (SGA); activity.

b. Whois entitledto enrollin 3. Complete elements 130, 140, 150,
Medicare Part A, | 170, 185, and 550 to verify

programmatic eligibility for

c. Whose income does not Medicaid.
exceed 200 percent of the
official poverty line; 4. Complete elements 211-225 and

311-372 to verify financial

d. Whose resources do not eligibility.
exceed twice the SSI
level; and 5. Document premium payments in

element 550 if the individual is

e. Who is not otherwise required under the State plan to
eligible for Medicaid. pay a percentage of the Part A

premium.
Rev. 52
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Coverage Code
(Optional
Coverage)

23

Rev. 46

REVIEW PROCESS 7272 (Cont.)
Medicaid Eligibility - _
Coverage Requirement Verification Instructions
Persons who are eligible for Complete elements 110 or 185, 120,
SSI payments or a State's 130, 140, 150, 211-225, 311-372, and
supplement payment only but 520 for the review month to verify that
are not receiving payments. the beneficiary would have been

eligible for an SSI basic payment or a
State supplement only, had the
beneficiary applied.

7-3-67
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Coverage Code
(Mandatory
Coverage)

24

7-3-68

REVIEW PROCESS 09-92

Medicaid Eligibility o _
Coverage Requirement Verification Instructions

Individuals for whom a notice Complete element 186 to document
of ineligibility for SSI benefits notification of termination from SSI

is received after the 10th of after the 10th of month before the
the month and who are eligible  review month.

for coverage through the end

of the following month.

Rev. 46



10-94
Coverage Code
(Optional
Coverage)

25

Rev. 52

REVIEW PROCESS

Medicaid Eligibility
Coverage Requirement

Individuals residing in medical

institutions with income
sufficient for personal needs
while in the institution but who
would be eligible for SSI or a
State supplement payment if
not living in the institution.

2.

7272 (Cont.)

Verification Instructions

1.

- Complete element 150 to verify
institutionalization during the
review month.

Complete element 110 or 185 to
verify SSI categorical relationship
as of the review month.

Complete element 530 for
beneficiary liability determination.

Complete elements 120-140, 170,
211-225, 311-372, and 520 to
verify eligibility for an SSI basic
payment or State supplement
payment assuming the beneficiary
was not living in the institution.
Use the SSI budget worksheet if
required.

7-3-69



7272 (Cont.) REVIEW PROCESS 10-94

Coverage Code

(Optional Medicaid Eligibility - _
Coverage) Coverage Requirement Verification Instructions
26 Individuals whose eligibility 1. Complete element 550 to
for Medicaid has otherwise document that the review month is
ceased but who are still no more than 2 months after the
overcoming the condition(s) month in which the recipient's
upon which their eligibility Medicaid eligibility would have
was predicated. been terminated (document date
of SSI/SSP or AFDC termination if
applicable).

2. Comﬁlete element 185 to verify
that the beneficiary is overcoming
the condititon of Medicaid
eligibility during the review
month.

7-3-70 Rev. 52
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10-94 REVIEW PROCESS 7272 (Cont.)

Coverage Code

(Optional Medicaid Eligibility

Coverage) Coverage Requirement Verification Instructions

29 Individuals receiving home 1. Complete element 110 or 185, as
and community-based services applicable, to verify categorical
and other waiver services who relationship as of the review
are eligible under a special month.
income level.

| 2. Complete elements 120-150, 170,
211-225, 311-372, and 520 to
verify programmatic and financial
eligibility for Medicaid.

3. Complete element 530 for liability
determination.

4. Review against State plan and
other applicable waiver materials
to confirm proper waiver
placement and document findings
in element 550.

Rev. 52 7-3-73



7272 (Cont.)
Coverage Code
(Optional
Coverage)

30

7-3-73.1

REVIEW PROCESS 10-94

Medicaid Eligibility

Coverage Requirement Verification Instructions

Institutionalized member of a 1. Complete element 120 to verify

couple (whose spouse remains legal marriage under State law to

in the community) who: community spouse.

a. Receives SSl cash in a State 2. Complete element 110 or 185, as
which determines Medicaid applicable, to verify SSI categorical
eligibility using criteria more relationship as of the review month.

stringent than SSI
requirements; or
3. Complete element 186 to determine

b. Has income sufficient for date of onset of most recent period
personal needs while in the of institutionalization.
institution but who would be
eligible for SSI or State 4. Complete elements 130-140, 170,
supplemental payment if not 211-225, and 311-350 to verify
living at the medical programmatic and financial
institution. (At State option, eligibility for Medicaid:
this may apply to a member
of a couple who receives 0 Review bspouses for transfers
home and community-based of assets as prescribed in the State
services.); or plan, and

c. Is eligible under a special o Review the original application to
income level. determine if the recipient was

resource eligible when certified
eligible for Medicaid.

5. Complete elements 411-420 to
verify calculation of communit?/
spouse/family member monthly
income allowances.

Rev. 52



04-94 REVIEW PROCESS 7272 (Cont.)

Coverage Code

Optiona Medicaid Eligibility o _
Coverage) Coverage Requirement Verification Instructions
30 (Cont.) | 6. Complete element 530 to document

that the spousal allowance which
was deducted from the
institutionalized spouse's income
was actually made available to (or
for the benefit of) the community
spouse.

7. Complete elements 520 and 530 to
verify calculation of the patient
liability. If the review month is the
last (reconciliation) month of a
projected Period of eligibility, verify
that actual income and expenses in
each of the months of the projected
budget period were correctly
reconciled at the end of the period.

8. Complete element 550 to veri
compliance with assignment o
rights to medical support/third party
payments.

NOTE: The resource determination for spousal cases described in coverage codes 30 and 31 is
a two-step process. First, find the couple resource eligible (by combining the couple's
resources and subtracting the protected resource amount for the community spouse and
comparing the remaining resources to the Medicaid limit for an individual) for ANY 1-
month period between the month of anIication and the review month. Second, the
resources attributed to the institutionalized spouse (IS) must be equal to or below the
Medicaid resource limit for an individual in the review month in order to code the case
eligible. If the IS resources are above the State's resource limit, the case is ineligible.

Depending on the case, it may be easier for you to review from the review month
backward to the first month of Medicaid eligibility. In new Medicaid cases, reviewers
may prefer to use the first month of eligibility. Regardless of which month is used to
establish eligibility for MEQC purposes, you must use the protected spousal resource
amount established at the initial resource assessment to determine eligibility under the
first step of the process. You must also examine the initial assessment to verify the
correctness of all mathematical calculations.

Rev. 51 7-3-73.2



7272 (Cont.)
Coverage Code
(Optional
Coverage)

31

7-3-73.3

REVIEW PROCESS 04-94

Medicaid Eligibility
Coverage Requirement

Institutional individuals who
are in a medical institution or
nursing facility or, at State
option, in a home and
community-based services
waiver arrangement, and have
spouses who live in the
community. These are
individuals who would be
eligible for any of the SSI
qategorlcally needy 1groups
listed above except for excess
income and/or expenses and
whose income is Insufficient to
meet medical expenses.

Verification Instructions

1. Complete element 120 to verify
legal marriage under State law to
community spouse.

2. Complete elements 110 or 185, as
applicable, to verify SSI categorical
relationship as of the review month.

3. Complete element 186 to determine
date of onset of most recent period
of institutionalization.

4. Complete elements 130-140, 170,
211-225, and 311-350 to verify
programmatic and financial
eligibility for Medicaid:

o Review bottspouses for transfers
of assets as prescribed in the State
plan, and

o Review the original application to
determine if the recipient was
resource eligible when certified
eligible for Medicaid.

Complete elements 411-420 to

' verify calculation of communit?/
y

spouse/family member month
income allowances.

Rev. 51



10-94 REVIEW PROCESS 7272 (Cont.)

Coverage Code

(Optional Medicaid Eligibility - _
Coverage) Coverage Requirement Verification Instructions
31 (Cont.) | 6. Complete element 530 to document

that the spousal allowance which
was deducted from the
institutionalized spouse's income
was actually made available to (or
for the benefit of) the community
spouse.

7. Complete elements 520 and 530 to
verify calculation of the patient
liability. If review month is the last
(reconciliation) month of a
projected Period of eligibility, verify
that actual income and expenses in
each of the months of the projected
budget period were correctly
reconciled at the end of the period.

8. Complete element 550 to veri
compliance with assignment o
rights to medical support/third party
payments.

NOTE: The resource determination for spousal cases described in coverage codes 30 and 31 is
a two-step process. First, find the couple resource eligible (by combining the couple's
resources and subtracting the protected resource amount for the community spouse,
and comparing the remaining resources to the Medicaid limit for an individual) for
ANY 1-month period between the month of application and the review month.

Second, the resources attributed to the institutionalized spouse (IS) must be equal to or
below the Medicaid resource limit for an individual in the review month in order to
_co_del_th_% Icase eligible. If the IS resources are above the State's resource limit, the case
is ineligible.

Depending on the case, it may be easier for you to review from the review month
backward to the first month of Medicaid eligibility. In new Medicaid cases, reviewers
may prefer to use the first month of eligibility. Regardless of which month is used to
establish eligibility for MEQC purposes, you must use the protected spousal resource
amount established at the initial resource assessment to determine eligibility under the
first step of the process. You must also examine the initial assessment to verify the
correctness of all mathematical calculations.

Rev. 52 7-3-73.4



7272 (Cont.)
Coverage Code
(Mandatory
Coverage)

32

7-3-74

REVIEW PROCESS 10-94

Medicaid Eligibility
Coverage Requirement

Qualified Fregnant women
who are eligible on the basis of
income and resource
requirements for payments
under the AFDC State plan.

Verification Instructions

1. Complete element 186 to verify

pregnancy and elements 130-170,
as applicable, to verify
programmatic eligibility.

2. Complete elements 211-225 and

311-372 to verify AFDC-related
financial eli(?ibility. Use AFDC
income and resource standards for
two or the appropriate number of
family members considered to
determine financial eligibility.

Complete applicable elements 411-

" 520 and 550 to verify eligibility

under remaining coverage
provisions.

Rev. 52



11-93
Coverage Code
(Mandatory)
Coverage)

33

REVIEW PROCESS 7272 (Cont.)

Medicaid Eligibility

Coverage Requirement Verification Instructions

Qualified family members who 1. Complete elements 110-151 and
are eligible for time limited 170 to verify programmatic

AFDC unemployed parents eligibility.

(UP) benefits. _ _
2. Verify element 184 to verify
eligibility of principal earner for
AFDC/UP payments.

3. Complete elements 211-225 and
311-372 to verify AFDC-related
financial eligibility.

NOTE: This coverage group expires on October 1, 1998, and does not include qualified
pregnant women and children.

States that had a UP program in effect on September 28, 1988, cannot limit UP
payments. This coverage group is effective only in those States that may opt to limit
UP payments (minimum 6 months).

Rev. 49
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7272 (Cont.)
Coverage Code
(Mandatory
Coverage)

34

7-3-76

REVIEW PROCESS 11-93

Medicaid Eligibility - _
Coverage Requirement Verification Instruction

Qualified children borrmafter 1.Complete elements 110, 130, 140,

September 30, 1983, or such 150, and 170 tgerify age, citizenship,

earlier date as the State residencyliving arrangements, and

designates) who have not enumeration requirements.

obtained age 19 and who meet

AFDC income and resource 2. Complete elements 211-225, 311-372,

standards. 411-420, 520, and 550 to verify
financial eligibility for Medicaid.

Rev. 49



11-93
Coverage Code
(Mandatory
Coverage)

35

| NOTE:

REVIEW PRO

Medicaid Eligibility
Coverage Requirement

Children born to women wH
are eligiblefor and receiving
Medicaid atthe time of the
child's birth. These children a
deemed eligible for 1 year fro
birth as long asthe mother
remains eli?ible (or would
remain eligible if pregnant) an
the chil remains in th
household with the mother.

CESS 7272 (Cont.)

Verification Instructions

o Yerify element 110 for thechild.
Verify elements 120, 130, 140 and 170
for basic categorical requirements for

Fe the mother and child.

m

2. Vvafy that thechild's mother was
receivingMedicaid atthe time she

d gave birth.

D

3. If the State has elected to consider
resources for purposes of Medicaid
eligibility, veri@ that the child's
mother remained eligible or would be
eligble if she was pregnant (regardless
of category of coverage) through the
review month, by completing
applicable elements 211-225.

| or infant born after January 1, 1991.

Rev. 49

Changes in income do radfect coverage of aatherwiseeligible pregnant woman

7-3-77



7272 (Cont.)
Coverage Code
(Mandatory
Coverage)

36

REVIEW PROCESS 11-93

Medicaid Eligibility
Coverage Requirement

Individuals who are dually

eligble as specified low-income
Medicare beneficiaries (SLMB)
and under non-SLMB coverage 2.

are individuals:

1. Who are entitled to insurantce

benefits under Medicare Part 3.

2. Who are also eligible for
medical assistanceunder
another coverage group oth
than AFDC cash;

3. Whose income exceeds
100% of theofficial Federal

er

poverty level but is less than
the income level specified in

the State plan; and

4. Whose resources do n
exceedtwice the maximum
amount allowed under SSI.

NOTE: Income levels for SLMB are:
0 110% of Federal poverty level for CY 1993 and 1994; and
0 120% of Federal poverty level for CY 1995 and thereatfter.

7-3-78

ot

1.

4.

Verification Instructions

Complete element 186 to verify
entitlement for Medicare Part A.

Complete elements 130-140 and 170
to verify other categorical
requirements.

Complete elements 120, 150, 211-
225,311-372, 520, and 550 to verify
financial eligibility.

Complete element 550 to verify

assignment of rights to thirdarty
payments for medical services.

Rev. 49



11-93
Coverage Code
(Mandatory
Coverage)

37

REVIEW PRO

Medicaid Eligibility
Coverage Requirement
Specified low-income|

Medicare beneficiaries a
individuals:

1. Who are entitled thospital

insurance benefits under P
A;

.Who except for SLME

coverage are nodtherwise
eligible for medical assistang
under the plan;

CESS 7272 (Cont.)

Verification Instructions

1. Complete element 186 to verify
e entitlement for Medicare Part A.

2. Complete elements 130-140 and 170
to verify other categorical
Artrequirements.

3. Complete elements 120, 150, 211-
225,311-372, 520, and 550 to verify
financial eligibility.

e

4. Complete element 550 to verify

assignment of rights to thirdarty

.Whose income exceedq

100% of theofficial Federal

payments for medical services.

poverty level but is less than

the income level specified |
the State plan; and

exceedtwice the maximum
amount allowed under SSI.

NOTE: Income levels for SLMB are:
0 110% of Federal poverty level for CY 1993 and 1994; and
0 120% of Federal poverty level for CY 1995 and thereafter.

Rev. 49

n

.Whose resources do not

7-3-79



7272 (Cont.) REVIEW PROCESS 11-93

Medicaid Eligibility - _
Coverage Code Coverage Requirement Verification Instructions

38 Reserved for future use.

7-3-80 Rev. 49



10-94
Coverage Code
(Optional
Coverage)

39

Rev. 52

REVIEW PROCESS 7272 (Cont.)

Medicaid Eligibility o _
Coverage Requirement Verification Instructions

Certain disabled children age 18 1. Complete categorical elements 110

or under who are living at home for age and 185 for disability.

and who would be eligible, if in

a medical institution, for SSlor 2. Complete other categorical elements

a supplemental payment under 120-184 as appropriateotfaar

title XVI of the Act, and requirements.

therefore for Medicaid under

the plan, and forwhom the 3. Complete elements 211-225, 311-

State has made a determination 372, and 510-550 as appropriate for
required under financial eligibility verification.

§1902(e)(3)(B) of the Act.

7-3-81



7272 (Cont.)
Coverage Code
(Mandatory
Coverage)

40

7-3-82

REVIEW PROCESS 10-94

Medicaid Eligibility

Coverage Requirement Verification Instructions

Families whose receipt of 1. Complete elements 311-323 and 342
AFDC was terminated due to to documamligibility for AFDC
receipt ofchild support income. ~due to receipt ehild support
These familiesare covered for income.

Medicaid assistance for a _
maximum of 4 months 2. Complete element 140 to verify

beginning withthe first month residence ithe review month and
of ineligibility for AFDC. dur_ing prior months ithe extended
period.

3. Complete element 186 to verify that
the month of AFDCineligibility is
appropriate.

4. Complete element 186 to verify
actual receipt of AFDC cash
payments in at least 3 of the 6
months prior to AFDC ineligibility as
appropriate.

Rev. 52



09-92 REVIEW PROCESS 7272 (Cont.)

Medicaid Eligibility - _
Coverage Code Coverage Requirement Verification Instructions

Reserved for future use.
41

Rev. 46 7-3-83



7272 (Cont.)
Coverage Code
(Mandatory
Coverage)

42

7-3-84

REVIEW PROCESS 09-92

Medicaid Eligibility o _
Coverage Requirement Verification Instructions

Pregnant women who are aliens  Complete elements 110-184, 211-225,
who are banned from receiving 311-372, and 520 to vehbt the
AFDC for 5 years but who can  beneficiary is eligible for Medicaid.
receive limited Medicaid

services. Thesare pregnant

women who are not aged, blind,

disabled, Cuban-Haitian

entrants or are not under 18

years of age but whare in a

lawful temporary or permanent

resident status.

Rev. 46



11-93

Coverage Code

(Mandatory Medicaid Eligibility
Coverage) Coverage Requirement
43 Work transition provision

requires States to provide 6-
month extension of Medicaid
coverage to families who
received and wereligible for
AFDC benefits in 3 of the 6
months prior to the family
becoming ineligiblefor AFDC
due to employment of the
caretaker relativbecause of an
increase in hours, income, or
loss of the $30 and one-third, or
$30 income disregards by a
family member.

Requires States to offer an
addtional 6-month extension to
familieswho received Medicaid
coverage during the entire initial
6-month extension period and
who meet the reporting
requirements.

When afamily is ineligible for
Medicaid under this coverage,

the State cannot terminate a

child until the State determines
that the child is not eligible
under any other coverage

group.

REVIEW PROCESS

7272 (Cont.)

Verification Instructions

Initial 6-Month Period
1. Complete elements 311-323 to
document ineligibility for AFDC
kecause ohours of, or income from,
employment of the caretaker relative
or loss of $30 and 1/3 or $30 earned
income disregard by afamily
member.

2. Complete elements 110, 120, and
150 to vetifat there is ahild
living the home inthe review
month and during prior months in the
extended period.

3. Complete element 140 to verify
residence in ttewview month and
during prior months.

4. Document element 186 that the
caretaker relative has made
application for his/her employer's
healtiplan when this is a condition

of eligibility under the State plan.

5. Complete element 186 to verify that
thefirst month of AFDC ineligibility
is appropriate.

6. Complete element 186 to verify
actual receipt of AFDC cash
payments in at least 3 of the 6
months prior tothe first month of
AFDC ineligibility as appropriate.

MEQC determines ithe increase in earnadcome (or hours of employment @ss of the
disregards) would have resulted in loss of AFDC eligibility if all other factors in the case remained
the same. If so, the family is eligible for extended Medicaid benefits. Verify the increase in income
with documentation, i.e., pay stubs, contact with the employer.

If the increase in earned income alone does not cause ineligibility, the family still might be eligible
for extended Medicaid. If, without using the increase in earned income (or hours of employment or

loss of the disregards) the other changes in circumstances could cause ineligibility, then the increase
in earned income does noduse or contribute toeligibility and thefamilg is not eligible for

extended coverage. However, if the other changes could not cause ineligibility unless combined with
the increase in earned income, then eligibility for extended coverage exists.

Rev. 49 7-3-85



7272 (Cont.)
Coverage Code
(Mandatory
Coverage)

43 (Cont.)

Rev. 49

Medicaid Eligibility
Coverage Requirement

9. Document

REVIEW PROCESS 11-93

Verification Instructions

Second 6-Month Extension

Verify all the conditions inthe initial 6-
month period AND the following:

7. Document element 186 to determine

that thefamily submittedreports of
earnlnc(]‘;sandchlld carecosts by the
21st day of the 4thmonth of the
initial 6-month extension and in the
first and fourth months of the second
6-month extension.

Document in elements 311-314, 323,

" and 520 foreach of the Preceding

months (prior to the 1st and 4th
months):

o The family's average gross
monthly earnings, less the cost of
child care necessary for
employment of the caretaker
relative (mustnot exceed 185
percent of the Federal poverty
level for the same size family);

o0 The necessary cost for child care
for the caretaker relative; and

o That the caretaker relative was
employed during the appropriate
months.

If the caretaker relative had no
earnings inone or more of the
appropriate 3 months, document
that the lack of earnings was due
to involuntary loss  of
employment; or due to iliness; or
other good cause.

remium payments in

elemen155(§) if required under State
plan.

7-3-86



09-92 REVIEW PROCESS 7272 (Cont.)

Coverage Code

(Mandatory Medicaid Eligibility - _

Coverage Coverage Requirement Verification Instructions

44 1. Individuals who were entitled 1. Complete element 540 to verify
to OASDI in August1972 entitlement to title Il benefits in
and: August 1972 and actual receipt of

o AFDC if applicable.
a. were receiving AFDC cash

assistance; or 2. Complete elements 110-184, 211-
225, 311-372, and 520 to verify
b. would have beeeligible eligibility for AFDC (ignoring the
for AFDC had they August9720ASDI income increase
applied, andhe Medicaid (element 331) when doing
plan coveredthis optional computations) for the review month,
group; or or:
c.they would have been 3. On a separate set of worksheets
eligible for AFDC if they complete elements 110-284, 211-
were not in a medical 225,311-372, 411-420, and 520 to
institution or intermediate verify potentialigibility for AFDC
care facility and the as of August 1972 except for lack of
Medicaid plan covered this application or institutionalization and
optional group. document that finding in element 540
on the worksheets completed for the
d. They would currently be review month.

eligible for AFDC except
the increase inOASDI
under P.L. 92-336aised
income over the limit
allowed under AFDC.

Rev. 46 7-3-86.1
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11-93
Coverage Code
(Mandatory
Coverage)

a7

REVIEW PROCESS 7272 (Cont.)

Medicaid Eligibility o _
Coverage Requirement Verification Instructions

Pregnant women who, while 1. \Verify receipt of Medicaid on the
pregnant, wereeligible for, day pregnancy ends.
had applied for, and received
Medicaid and who, on the
date pregnancy ends, are
Medicaid eligible can receive
pregnancy-related and post
Bart_um_ services for a period
eginning with the date
pregnancy ends and
extendinghthrough the end of
the month in which the 60th
days falls.

2. Confirm that the post partum
period has not expired.

NOTE: The60-day post partum period extends to the end of the month in which the 60th day

falls.

Rev. 49

7-3-88.1



7272 (Cont.) REVIEW PROCESS 11-93

Coverage Code

(Optional Medicaid Eligibility o _
Coverage) Coverage Requirement Verification Instructions
48 Reserved for future use.

7-3-88.2 Rev. 49



11-93

REVIEW PROCESS 7272 (Cont.)

Coverage Code

(Optional Medicaid Eligibility - _
Coverage) Coverage Requirement Verification Instructions
49 Pregnant women and infants 1. Complete elements 110-184 to
up to 1 year ofage whose verify categorical requirements
income isbetween 133 and were mghcluding pregnancy
I185|percent of the poverty verification if appropriate.)
evel.
2. Verify applicable elements 211-
225 to confirm that the resource
imitation is met, unless the State
has opted to have no resource
requirements.
3. Complete applicable elements
311-372 to verifythat income
did not exceed the level
| specified in the State plan. (See
| note.)
NOTE: Effective January 1, 1991, income changes do not affect coverage (including the 60-

Rev. 49

day post partum period) of an otherwise eligible pregnant woman or infant born after
January 1, 1991.

Infants who loseeligibility because they attasge 1 and whareinpatients remain
eligible until the end of the inpatient episode.

7-3-88.3



7272 (Cont.) REVIEW PROCESS 11-93

Coverage Code

(Mandatory Medicaid Eligibility

Coverage) Coverage Requirement Verification Instructions

50 Pregnant women and infants 1. Complete elements 110-184 to
up to 1 year ofage whose verify categorical requirements
income is either at or below were m@icluding pregnancy
133 percent of the Federal verification if appropriate.)

overtylevel or at a higher

evel, up to 185ercent, if 2. Verify applicable elements 221-
mandatory for the State). 225 to confirm that the resource

limitation is met if applicable.

3. Complete applicable elements
311-372 to verifythat income
does not exceed the level
specified inthe Stateplan. (See
note.)

NOTE: Effective January 1, 1991, income changes do not affect coverage (including the 60-
day post partum period) of an otherwise eligible pregnant woman or infant born after
January 1, 1991.

Infants who loseeligibility because they attasge 1 and whareinpatients remain
eligible until the end of the inpatient episode.

7-3-88.4 Rev. 49
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Coverage Code
(Mandatory
Coverage)

51

Rev. 46

REVIEW PROCESS 7272 (Cont.)

Medicaid Eligibility

Coverage Requirement Verification Instructions

Children born  after 1. Caonplete elements 110-180 to
September 30, 1983 from verify categorical requirements.
age 6 through age 19 whose

income is up to 100 percent 2. Qplete elements 211-225 to
of the poverty level. verify resources if applicable.

3. Complete elements 311-372 to
verify that income does not
exceedhe level specified in the
State plan.

7-3-88.5
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Coverage Code
(Mandatory
Coverage)

52

7-3-88.6

REVIEW PROCESS 09-92

Medicaid Eligibility
Coverage Requirement

Childrenbetween age 1 year
and up to age 6 whose
income is at or below 133
percent of the poverty level.

Verification Instructions

1. Complete elements 110-180 to
verify categorical requirements.

2. Complete elements 211-225 to
verify resources if applicable.

3. Complete elements 311-372 to
verify that income did not
exceedhe level specified in the
State plan.

Rev. 46
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Coverage Code

(Mandatory Medicaid Eligibility o _
Coverage) Coverage Requirement Verification Instructions
53 Reserved for future

use.

Rev. 46 7-3-88.7
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Coverage

Code Medicaid Eligibility o _
(Mandatory Coverage Requirement Verification Instructions
Coverage)

6 Reserved for future use.

Rev. 49 7-3-91
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Coverage

Code Medicaid Eligibility o _
(Optional Coverage Requirement Verification Instructions
Coverage)
Caretaker relatives who: 1. Complete element 150 to verify
63 living arrangement of child with
1. Meet thedefinition of a caretaker.
specified relative in 45
CFR 233.90(c)(1)(V)(A); 2. Complete elements 110-186 to
and verify AFDC categorical
relationship and programmatic
2. Have in theircare an requirements.
individual who IS
determined to be 3. Complete elements 211-225, 311-
dependent, as specified in 372,41.-420, and 510-570 for the
42 CFR 435.510. review month to verify financial

eligibility for AFDC.

7-3-92 Rev. 49
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Coverage Code
(Optional
Coverage)

64

Rev. 46

REVIEW PROCESS 7272 (Cont.)
Medicaid Eligibility o _
Coverage Requirement Verification Instructions
Persons who would be Complete elements 110-186, 211-
eligible for AFDC benefits 225, 311-372, 411-420, and 510-570
but are not receiving to verifythat the beneficiaryvould
payments. have beealigible for an AFDC

payment during the review month but
was notreceiving benefits. Also,
verify any applicable, unique
Medicaid requirements.

7-3-93



7272 (Cont.)
Coverage Code
(Optional
Coverage)

65

7-3-94

REVIEW PROCESS

Medicaid Eligibility
Coverage Requirement

Individuals who would be
eligible for AFDC payments
if they did not receivechild
care services through the
agency butwould have to
pay for child care costs from
earnings.

09-92

Verification Instructions

1. Verify thehild care was received
fromthe agency during the review
monthand verifythe cost of the
service received in element 420.

2. Complete elements 110-186, 211-

225,311-372, 411-420, and 510-
570 to verifythat the beneficiary
would have beermrligible for an
AFDC payment during the review
month if the estimated cost of
child care services received
(element 420) watreated as an
income deduction in element 323.

. Verify that the AFDC plan allows

the deduction for work related
child care costs.

Rev. 46



09-92
Coverage Code
(Optional
Coverage)

66

Rev. 46

REVIEW PROCESS

Medicaid Eligibility
Coverage Requirement

Persons who would be
eligible for AFDC payments
if the State's AFDC program
were as broad aallowed
under title IV-A of the Act.

7272 (Cont.)

Verification Instructions

1. In element 5%6t the State
established  AFDCeligibility
requirements whielmne more
restrictive or in addition to those in
title IV-A of the Act and which are
not used in Medicaictligibility
determinations.

. Complete elements 110-186, 211-

225,311-372, 411-420, and 550-
570 to verify potential AFDC
eligibility during the review month.
For eachrequirement listed in
element 550utilize the eligibility
requirement as specified in the Act
as the basis for the eligibility
determination.

7-3-95
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Coverage Code
(Optional
Coverage)

67

7-3-96

REVIEW PROCESS

Medicaid Eligibility
Coverage Requirement
Individual residing in a
medical institution  with
income  sufficient  for
personal needwhile in the
Institution but who would be
eligible for AFDC if he/she
were not living in the
institution.

09-92

Verification Instructions

1. Coptete element 150 to verify
institutionalization during the
review month.

2. Complete elements 110-186 to
verify AFDC categorical
relationship and programmatic
requirements as dhe review
month.

3. Complete elements 211-225, 311-
372, 411-420, and 510-570 to
verify eligibility for AFDC
assuminghe beneficiarywas not
living in the institution.

4. Complete element 530 for
beneficiary liability determination.

Rev. 46
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Coverage Code
Mandatory
overage)

71

Rev. 49

REVIEW PROCESS 7272 (Cont.)

Medicaid Eligibility

Coverage Requirement Verification Instructions

Individuals whoare denied 1. CQoplete elements 110-186 to
an AFDC cash payment verify ~ AFDC  categorical
solely because themount relationship as ofhe review
would be lesshan $10 but month.

who must be deemed eligible

for Medicaid. 2. Complete elements 211-225,

311-372, 411-420, and 510-570
to verify financialeligibility for
gTOAFDC payment ofess than

7-3-99



7272 (Cont.)

Coverage Code
(Optional
Coverage)

73

7-3-100

REVIEW PROCESS

Medicaid Eligibility
Coverage Requirement

Pregnant women  who,
except for income and
resources, would beligible
for Medicaid in any
categorically needygroup
listed above andwhose
income is insufficient to
meet medical expenses.

11-93

Verification Instructions

1.

Complete elements 130-150 and
170-186 to verify AFDC
categorical relationship and

programmatic requirements.

Verity element 110 or 185 to
verify SSI categorical
relationship.

Complete element 186 to verify
pregnancy.

Complete elements 221-225,
311-372, 411-420, and 510-570
to verify financialeligibility for
Medicaid except for excess
income (program area 300).

Complete element 530 to verify
thatthe beneficiary has incurred
appropriate medical expenses at
the time of eligibility
certification.

Rev. 49
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Coverage Code
(Mandatory
Coverage)

74

Rev. 46

REVIEW PROCESS 7272 (Cont.)

Medicaid Eligibility
Coverage Requirement

Individuals deemedctligible
for Medicaid who are
participating in an AFDC
work suppementation
program, any child or
relative of the |oarticipant, or
other individuals living in the
same household as the
participant who would be
eligible for AFDC if the
individual were not
participating in the work
supplementation program.

Verification Instructions

1. Caonplete elements 110-186 to
verify ~ AFDC  categorical
relationship as dlie review
month.

2. Complete elements 211-225,
311-372, 411-424hd 510-570
to verify finan@hgibility for
AFDC if the individual were not
participating in the work
supplementation program.

7-3-101
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7272 (Cont.)

Coverage Code
(Optional
Coverage)

81

7-3-102
42 CFR 435.308

REVIEW PROCESS

Medicaid Eligibility
Coverage Requirement

All individuals under age 21
(or, at State option, age 20,
19, or 18) or approved
reasonable classification
thereof who meet the AFDC
income and resource limits.

09-92

Verification Instructions

Complete elements 110, 130,

140, and 150 to verify age,

citizenship, residency, and living
arrangements.

2. Comdp)lete element 186 (if

required) to verifythatthe child

is in a State approved
classffication (and element 336 to
verify afoster care payment was
made for thereview month (if
applicable).

Complete elements 211-225,
311-372, 411-420, and 510-570
to verify financialeligibility for
Medicaid.

Rev. 46
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09-92 REVIEW PROCESS 7278
7275. INSTRUCTIONS FOR INTEGRATED REVIEW SCHEDULE (IRS) - Form HCFA 301

An IRS is required for each MEQC sampled case. (This includes each case in the AFDC stratum inclu
drops.) The worksheets must contain documentation for the information entered on the IRS. Refer to
Integrated Manual foAFDC, Adult, Food Stampand MedicaicEligibility Quality Control Reviews$or
detailled completion instructions.

Following theeligibility review, complete Form HCFA 301, except for the dollar amount, under Detaile
Error Findings and the Payment Review Information-Medicaid.

Following the paymenteview, complete the dollar amount under Detailed Error Findings and the Payme
Review Information-Medicaid sections.

Code technical errors (discussed in §7309hatbottom of théetailed Error Findings section. Do not
code any dollars for these errors. Circle each detailed error and line through the dollar amount.

7278. ADMINISTRATIVE PERIOD

Quality control procedures provide for a reasonable period of time for Statefieict changes in the
circumstances of the assistance group. MEQC refers to this period of time as the administrative period.
MEQC purposes, thadministrative period ithe review month and month prior the review month.
However, a State plan may impose a more restrictive period. The administrative period is designe
include all periods foadvance notice, cliemeporting, agency investigatioand agencymposed time
allowances for client action. Therefore, the administrative period provides for all such time allowance

When an eligibility error is occasioned solely by the failure of case record data as of the review mont
reflect changes in an assistance group's circumstances which occurred (a) during the review month (cal
or fiscal) or the month immediately preceding the review month, or (b) during the State's more restric
administrative period, no case ditjty error exists (unless the medical assistance eligibility as of the review
month was adjusted incorrectly). tHe eligibility status of the assistangeoup wasncorrect as of the
review month andavould still beincorrect disregarding the change in circumstances that occurred durir
the administrative period or applicable portion thereof, a case eligibility error exists. Use the case statu
the review month in determining the type and amount of error if an error would exist even with applicat
of the administrative period. The administrative period does not apply to State policy changes.

The change in circumstances is defined as the point at which a change causes the case to be in errol
become correct)For example, if a beneficiary becomes emplo%/ed in late Februasaklihgs do not

exceed the incomramit until March, the change In circumstances for this case occurs in March. A chang
in circumstances must occur in the review month or month prior to be disregarded in the MEQC proc

In the concept of thadministrative periodthe date of action is the date which the StateAgency
responds to a beneficiary's change in circumstancegwsging his/hereligibility/liability status. In
applications and redeterminations, the date the State Agency inputs the change into the eligibility sys
is considered to be the date of action.

Rev. 46 7-3-104.1



11-93 REVIEW PROCESS 7300

If the State agency takes an incorrect action during the administrative period, MEQC must report that e
For example, if a beneficiary reports an increase in income and the State agency incorrectly acts upor
change, that action is subject to MEQC error citation.

As it applies to initial eligibility determinations, the administrative period may be affected by the date t
case is approved for Medicaid (approval date) and the date the State agency enters the case into the ¢
(systems actiodate)for Medicaid eligibles. If a change in circumstances occurs prior to the applicatio
date, the administrative period to reflect that change does not apply. For example, assume an applic
date is January 15, the approval date is January 25, and the systems action date is February 1. Ifac
in circumstances occurs January 14,dbministrative period does not apply. Howeveth#&change
occurred January 25 or later, it applies.

Apply the administrative period achprogramarea. Aprogramareahas been defined aspaogram
element of eligibility,e.g., Bank Accounts or Cash on Hand (211), Other Liquid AssetsPersonal
Property (213), and Real Property (221).

If there are two errors within one program element and one occurred prior to the administrative period w
the other occurred within the administrative period, both are countable. However, if they are not within
same programlement, i.e., 211 and 221, hime dates of erromsxist as abovegnly the earlier one is

countable bcause thelements are not the same and the second occurred within the administrative per

The administrative period includes all changes of circumstances which affect beneficiary eligibility/liabilit
An exception to MEQC lookinfirst at the review month in determining eligibility occurs in cases when the
beneficiary died in the month prior to the review month. In such cases, determine eligibility as of the c
of death. If the case was in error as of that point and throughout the l|z))r|or oart of the administrative pe
the case is in error regardless of what occurred subsequent to the beneficiary's death.

Note that the administrative period does not apply to retrospective budgeting.

7300. CLASSIFICATION OF ERRORS

The MEQC process may result in the following types of errors.

A. Eligibility Errors--An eligibility error exists when a beneficiary andt@se does not meet all
elements of eligibility.

B. Not Eligible for Services Received ErrerShis is applicable in States which cover more services
for the categorically needy than for the medically needy and in States which provide home or commur
based waiver services.

C. Liabilty Error.--A liability error exists when an individual case has its spenddown, amount of co:
sharing, or contribution toward the cost of long term care incorrectly determined.

Report the total amount of all errors. However, do not report understated liability errors which total |

than $5 in both the eligibility véew and the payment review. See 42 CFR 431.804 for specific informatio
on how to determine the erroneous payment amount from various errors.

Rev. 49 7-3-105



7303 REVIEW PROCESS 11-93
D. MEQC Findings Which Are Not Eligibility ErrorsExamples of these findings are as follows:

o Ineligibility in periods other than the review month. An ineligible individual who dies in the
month prior to the review month is considered ineligible in the review month;

o Incorrect agency administrative procedures which do not affect eligibility; and
0 Technical errors.

While this information does not contribute to the MEQC findings regarding eligibility of cases during tt
review month, refer information to the appropriate administrative or program unit for further investigatic

7303. ELIGIBILITY ERRORS

An eligibility error duing the review month exists when the case or a beneficiary in the case fails to qual
for any Medcaid eligibility coverage specified ithe Stateplan as othereview month. For example,
ineligibility exists when the case has categorical relationship during the review month. An eligibility error
also exists when ease does not meet a Medicaid coverage requirement during a specified period of
review month when, according to a State's eligibility plan, eligibility for a day does not mean eligibility f
the entire month.

Evaluate changes in situatiomfiich have occurred sincie last agency determination as tladfect
eligibility coverage requirements as of tegiew month. For example, an AFDC categoricadijated
beneficiary mayhave been determined eligible for Medicaid based in part on deprivation due to the
father's absence from the home. The reviewer finds that the father returned to the home, but the depriv
elementstill exists due tahe disability of the father as of theeview month. Change in the deprivation
element does not affect the basic eligibility of the beneficiary under the coverage requirement in quest

Actions taken subsequent to the review month and their effect on the beneficiary's eligibility and paymn
status fall outside the scope of MEQC. As such, they do not affect the MEQC review findings.

7306. REPORTING OF ELIGIBILITY ERRORS

An eligibility error must relate to an element(s) of eligibility on the worksheet which causes the case to
ineligible or have an incorrect liability amount. When coding errors on the IRS, record each individual er
in the Detailed Error Findings section. If there is more than one error in an element, code each one.

This also applies to beneficiaries whoe dually eligible QMB/non-QMB individuals wherthe MEQC
eligibility findings are different for the coverage categories. (See 87343 for QMB error coding.)

7-3-106 Rev. 49



11-93 REVIEW PROCESS 7309
The error category known as "eligible with ineligible services" is applicable in States which provide mc
services for the categorically needy than for the medically needy, in States which have home or commu
based waiver provisions, and States which supply emergency services to illegal aliens.
Reporteligibility review findings tothe State ofocal unit, as appropriateisingthe State's established
process. These unitse expected tllow up on MEQC review informatioand take actiomhich is
consistent with the State plan.
7309. TECHNICAL ERRORS
Regulations implementinthe MEQCprovisions of §1903(u) dhe Act define technical errors as those
"errors in eligibility ondiions which, if corrected, would not result in a difference in the amount of medice
assistance paid.” These paperwork eligibility errors are to be excluded from the computation of the ME
payment error rateDo not code dollar error amounts on the IRS for technical errors.
Technical errors for MEQC purposes include the following:

0 Work incentive program requirements,

o Assignment of social security numbers (enumeration requirements),

o Requirements for a separate Medicaid application,

o0 Monthly reporting requirements,

o0 Assignment of rights to third party benefits as a condition of eligibility for Medicaid,

o Failure to apply for benefits for which the family or individual is eligible,

o Failure to locate a case record when available evidence shows that an application was filed,

o Failure to record proper verification of pregnancy if later documentation established pregnanc
the review month,

o Failure to submit required reports for work transition Medicaid coverage, and

o Failure to obtain a written declaration by a beneficiary stating whether (s)he is a citizen or natio
of the United States.

Additional potential technical error situations may arise. Refer them to supervisory personnel for con

with the RO for instructions. The RO then contacts CO for a determination. Only those additional techn
errors approved by HCFA can be excluded in determining error rates.

Rev. 49 7-3-107
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While technical errors are not included in the error rate, they are to be identified in completing the ME
review and coded on the IRS. Code them after all other errors and place them at the bottom of the Del
Error Findings Circle the line(s) on which these errors are coded and line through the dollar amount.
not code dollar amounts for technical errors.

7310. HIERARCHY OF MEQC ERRORS

In completing the Detailed Error Findings section of the IRS for non-QMB or (%MB_onIy, cite errors in tt
following order to properly associate erroneous payments with eligibility and liability errors:

o Eligibility errors other than for excess resources and technical errors,
o Eligibility errors because of excess resources,

o Liability errors,

o Eligible with ineligible service errors, and

o0 Technical errors (erroneous payments not applicable).

Ineligible service errors for dually eligible QMB/non-QMB individuals are eligibility errors and, therefore
are included in the first category of the hierarchy of errors.

In the above hierahy, associatdollars withthe errors in the ordegiven. Thus, iran?/ casavith an
eligibility error (other than for excess resources and technical errors), associate all dollars with that e
and no dollars with any remaining errors. In a case with an eligibility error because of excess resources
no othereligibility errors), code the lesser of the amount of paid claims or excess resources as the d
error. If this sameasealsohad a liability error, assign that error any dollars not already assigned to tf
excess resource eligﬂbility error (a case with an eligibility error other than for excess resources or techt
errors already has had all dollars coded to that error and therefore has no dollars remaining with whic
associate the liability error). If a case has no eligibility errors but does have a liability error, assign do
values to the error(s) per current procedures as indicated in §7318. As previously statedssiocraie
dollars with technical errors.

7312. ELIGIBLE WITH INELIGIBLE SERVICES

gﬂ?v%(planation below is applicable for cases that are not dually eligible as QMB/non-QMB or SLMB/nc

The regulation implementing1903(u) of the Acestablished an error category knowneégible with
ineligible services. This type of error occurs in Stategich provide more services for the categorically
needy than for thmedicallyneedP/. In such Statespeedically needy case which the State agency had
incorrectly certified as categorically needy may receive services which would not have been provided
the case been correctly certifiedrasdicallyneedy. This case isligible for Medicaid but not for the
particular categorically needy service received.

Affected States must review all claims for services received in the review month for every type of cas
the sample identified below to determine if any ineligible services were received by any case membe

7-3-108 Rev. 49
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Note that we are speaking of ineligible services received solely due to an incorrect eligibility determinat
i.e., categorically needynly services received by an individual/case which is really medicall?/ needy bt
was incor- rectly certified by the State Agency as categorically needy. If the case is correctly coded ir
system as medicallgeedy but a categorically needwly service is paid by Medicaid, it iscaims
processing error and is not coded as an eligibility error.

A. Types of Cases Which Require RevieWwhe following cases require review.

o Cases found eligible by MEQC as medically needy which were certified by the State ager
as categorically needy,

o Medically needy cases with liability understated or overstated errors which were certified
the State agency as categorically needy,

~ 0 Medically needy cases with excess resources less than the total amount of review month cl:
which were certified by the State agency as categorically needy,

o Categorically needy individuals receiving services for which they are not eligible, i.e., hon
and community-based waiver beneficiaries who received services not allowed by the waiver, and

o lllegal aliens eligible to receive only emergency services.

If a State's policy is to pay for a beneficiary's Medicare Part B premium, then Part B coverage is assu
to be available tohe beneficiary.Thus, if a beneficiaryails orrefuses to enroll ifPart Bunder these
circumstances, he/she is ineligible for services that otherwise would have been covered under Part E

These errors can only be found during the payment review. They cannot be found in the initial eligibi
review. Four possible findings result from receipt of a service for which the case or case member wa:s
eligible: eligible with ineligible services, liability overstated with ineligible services, liability understated witl
ineligible services, or ineligible.

For cases or individuals found eligible with ineligible services, code the case as such on the IRS. The d
error is the amount of payments for which the case or individual(s) was ineligible, i.e., the total amoun
claims paid for noncovered services or, for cases found ineligible for the categorically needy program
to excess resources, the lesser of the amount of noncovered services or the amount of resources in
of the categorically needy level.

If the casdinding isliability understated with ineligible services, code the case liability understated wit
ineligible members on the IRS. The element and nature codes are 550 and 113 respectively. The lia
error takes precedence over the ineligible service error(s) in determining the amount of misspent dolla
apply to each error. Thus, code the liability error first.

B. Rules For Determining Amounts Cited For Different Errers

1. Determine the chroragjical sequence of services received to be applied to the review mont
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2. Apply the liability error to the first claims of the month, in order of date of service, assumir
that if the beneficiary had not erroneously received a Medicaid card he/she would have met his spendc
chronologically. Thisapplies whether the claim is for a covered service as long as it meets the definiti
of an expense whictan be used to mespenddown. Thé&ll amount of the unméiability as of the
review month is the misspent total for that error in every instance.

3. Onlythoseclaimsnot used to meet the spenddown as described above can be cited for
ineligible service error(s).

EXAMPLE (One-month spenddown):
Date of service 10/1  10/4 10/10 10/21

Amount of correct claims
paid for services
received on those dates $21 %12 $53 -

Ineligible services received - $17 - $37

There is $36 in unmet lidity in this case as of the review month. Twenty one dollars would have been m
on October 1 if the beneficiary had not erroneously received a Medicaid card, leaving an unmet Iiabiliti
$36 less $21, 15. On October 4, the beneficiary received two services, one for which he/she is eligi
and one for whicline/she is not. The spenddown is appfiesd to the service fowhich he/she is not
eligible. All of the $15 liability is met with $2 of the ineligible services remaining.

Thirty six dollars are considered misspent due to the liability error (this error is coded first on the IRS)
$39 due tdhe ineligible services ($2 from October 4 plus the $37 claim for the ineligible service receiv
October 21). The total erroneous payment in this case is $36 plus $39, or $75.

If the case finding is Iiabiligy)verstatedNith ineligible services, code the cakability overstated with
ineligible members onthe IRS. The element and nature codes are 550 and 113 respectively. The dol
error for the ineligible services is the full total of ineligible services for the month.

A fourth finding of ineligible is possible for cases with excess resources, the amount of which is less that

full amount ofpaid claimsfor the review month, whdavealsoreceived services for whidhey are
ineligible.
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Code this type ofase ineligible on the IRS. Again, the element and nature codes for the ineligible serv
error(s) are 550 and 113 respectiveRhe full amount of the excess resource (the amount by which the
resources exceed the standardded as the dollars in error for that element. The ineligible services errc
are coded next. The amount of that error cannot exceed the difference between the excess resource
and the amount of paid claims for review month services.

Use thelogic applied in_computir_]gbp‘ayment errors fability understated casesth ineligible services
cited above |rt:(_)mput|n%]f|r]al liabilityerror amounts for cases where paid and declahs or billed
amounts from prior months in the spenddown period are used to offset liability.

7315. ERRONEOUS PAYMENT COMPUTATION
Whendollar errorsare cited in more than one element during a case review, the total dollar error can
exceed the amount of paid claims. This includes all eligibility, understated liability, and ineligible servi

errors. Whencomputingthe final dollar amounts othese errors, keep mind the error hierarchy as
discussed in §7309.

For erroneous payment computation purposes resulting from ineligibility or understated liability, the amo
of error is the lesser of:

o The amount gbayments made on behalf of the family or individual for the review month, ot

o The difference between the correct amount of benefidiabfity and the amount of
beneficiary liability met by the individual or family for the review month.

Code these errors as discussed in §7318.
For erroneous payments resulting from excess resources the amount of error is the lesser of:

o The amount of claims payments made on behalf of the family or individual for the review mon
or

o The difference between the actual amount of countable resources of the family or individual for
review month and the State's applicable resource standard in the approved State plan.

For erroneous payments due to an eligibility error resulting from other than excess resources or failu
properly meet beneficiary liability, the amount of error is the total amount of medical assistance payme
made for thendividual or familyunder review fothe review month. Cite these erroneous payments as
eligibil_ita/ elrr_ors. In completinthe IRS for excess resource cases, cite the lesser amount of excess resou
or paid claims.
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7316. DOLLAR AMOUNT OF CASE ELIGIBILITY ERRORS

The only amount of dollar error computddring the eligibility review phase ishe dollar amount of
overstated or understatédbility and for caseseligible due to resources ttaollar amount by which
resource(s) exceeds the 8mtallowable limit. The following chart shows the eligibility error and the dollar
amount of the error to be cited on the eligibility review.

For coding of errors onasednvolving those who are dually eligible as QMB/non-QMB individuals, see
§7343. The explanation belowagplicable to cases other than those involving beneficiaries who are dual
eligible QMB/non-QMB individuals.

Type of Error Dollar Amount of Case Error for Eligibility Review

Case is ineligible Zero dollar amount.
during part or all

of the review month

due to elements

other than the

resource elements

(200).

Case is ineligible The dollar amount by which the resource(s)
during part or all exceeds the State's allowable limit.

of the review month (Code in section V, item 65 of the IRS.)

due to excess
resources (elements
200).

Case eligible during Zero dollar amount.
review month with

ineligible case mem-

bers due to elements

other than the

resource elements.

Case eligible during The dollar amount by which the resource(s)
review month with exceeds the State's allowable limit.

ineligible case mem-

bers due to excess

resources

(elements 200).

Case liabilit The full understated case liability amount.
understated. (Item 64 of the IRS.)

Case liability The full overstated case liability amount.
overstated. (Item 64 of the IRS.)
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When the type of error is eligible with ineligible services by itself or in combination with any of the abov
do not note any additional dollar amount of error for the eligibility review. Assign ineligible service doll:
amounts at the time of payment review.

Note that the final amount of misspent Medicaid funds cannot be determined during the eligibility revie
Associating misspent dollar amounts with these eligibility errors must await identification of paid claims 1
services rendered which are credited to the review month (payment review).

For reviews whichhave nultiple liability errors, theoverall liability error amount is the net effect of all
errors.

7318. COMPUTATION OF LIABILITY ERRORS

Use this section for caséssolving Medicaid coverage categories other than QMB. For cases involving
beneflc%r_les who are dually eligible as QMB/Medicaid individuals, refer to §7343 for explanation as to h
to use this section.

For cases with excess income (subject to spenddawd® an errofinding liability understatednot
ineligible. This finding is subject to change during the payment review.

In any case found talre excess income, thoroughly examine the case record to see if it contains evide
of incurred medical expenses not used by the agency in computing beneficiary liability. Explore with
beneficiary during the home visit any additional documented incurred expenses which can be used to ¢
excess income. Determine if anKtbé incurredmedical expenses used the agency anddditional
incurred expenses not used by the agency were subject to paymethiroyparty. Medical expenses
subject to payment by a third party cannot be used to offset excess income.

1. Case Failed to Meet Liability &omputed-If a beneficiary fails to meet liability as computed
prior to certification, daoot consider the case ineligible during the eligibility review. Undertake a complet
review of case circumstances. If the beneficiary has an unmet liability in the review month, code the €
as liability understated in the full amount of the understatement.

2. Case on Eligibility FilesSubsequent to Expiration of Certification Perielfla case remains on
the eligibility file and is selected for review in a month subsequent to expiratitimedieneficiary's
certification period, examine it to determine eligibility. Assume that a new spenddown period would hz
begun athe end of the prior certification period unless the end of the prior certification period preced
the review month by morthan theState's prescribed spenddown period. Iftkereview month then
becomes the first month of a hypothetical spenddown period. If excess income is found, code the err
liability understated.

3. Ineligible AFDC Cash Assistanc€ase--Cases or individuals fountheligible for cash

assistance by AFDC-QC due to excess income may be eligible for medical assistance with a spenddo
coverage code 43, extended benefits,

Rev. 46 7-3-113



7318 (Cont.) REVIEW PROCESS 09-92

is not applicable. In those States which allow spenddown by AFDC-related MEQC cases, treat an AF
case with income in excess thie medicallyneedyincome level (MNIL) as angther casevith unmet
liability. Construct aspenddown period using the review month as the first month of the period. Calcule
the amount of excess income ande the error as liability understated. Note, however, that an AFDC cas
found to havencome in excess dhe AFDC cash assistance standardiésgthan the Stat®INIL is
eligible for medical assistance under coverage code 69 with no liability to be met.

4. MAO CaseReceiving Benefits UndeExtended Coverag@rovision--For MAO cases
receiving benefitsinder the extended coverage provision (code 43) and for which the review month is &
month subsecwent to the final month of continued eligibility, construct a spenddown period beginning v
the next month if the case has excess income. If, however, that month precedes the review month by
than theState's prescribed spenddown peribe review month becomes month onetloé spenddown
Berioo_l. The case must be reviewed for eligibility under a coverage code other than 43 because exte

enefits no longer apply.

5.  MAO Case Found Eligible Only With SpenddowkRor MAO cases found eligible by quality
control only with spenddown but found ebdg by the State agency with no spenddown, use the spenddow
period used byhe Stateagency to compute liability (even if no liability amount was found). If the State
agency dichot use a spenddowndperiod to compiatkility, beginthe period withthe month of the last
redetermination/application preceding the review month unless the date of the action preceded the re
month by mordghan theState's prescribed spenddown period. Indkint, the review month becomes
month one of the spenddown period.

EXAMPLE: If, in a 6-month spenddown State, the last redetermination was no more than 5 mon
prior to thereview monththe month of last redeterminationtise first month of the
spenddown period constructed by quality controlf the month of the last
redetermination had preceded the review month by 7 months the review month becor
month one of a hypothetical spenddown period. Assume, for example, that the revi
month is June and the latest redetermination was in January. January is the first mc
of the spenddown period canstted by MEQC. However, if the review month was June
and the latest redetermination was made in the previous September, then June becc
month one of the hypothetical spenddown period.

6. States Which Begin a New Spenddown Period When an Income Change Causes a Chan
Beneficiary Liability.--If a State automaticallgegins anew spenddown period when an income change
causes a change iriability, begin the spenddownperiod with the month of the last
redetermination/application if thecome change occurred priorttvat date. If the date of that action
Erecededihe review month by more than the State's prescribed spenddown period, the review month 1

ecomes month one of the quality control spenddown period. If the income change occurred subsec
to the last redetermination/applicatidate, themonth ofthe change becomes thest month of the
spenddown ﬁeriodnless it too precedes the review month by more than the State's prescribed spendd
period. In this case, the review month becomes month one of the spenddown period.
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7. Liability Understated With Ineligible ServicesSee 87312.
7319. REVIEW MONTH INCOME PROJECTED FORWARIHROUGHOUT SPENDDOWN PERIOD

MEQC looks at all months of the s#oenddown period up to and including the review month. If the MEC
review month liability isdifferent fromthe agency projection, recompute trability for the entire
spenddown period projectindpe review month income forward. (For those States whitilize a
spenddown period of more than one month, liability computation for the review month is NOT review
in isolation.) Although MEQC may knothe actuaincome available fothe entire spenddowperiod,
focus thereview onthe circumstances as of the review month, since this is, at most, the information tt
would have been available to the agency. Therefore, project only the review month income throughou
remaining spenddown period.

7321. IDENTIFICATION OF CLAIMS FOR SERVICES

Following the eligibility review for all completed cases, all claims paid for services received in or applie
to the review month for all case members must be identified. A claim is defined as a specific line iterr
a provider voucher for which there is a fee chardgéor crossover claims and inpatient hospital claims, a
number of different services may be included. These are normally treated as single line items. Occasiol
the only information available is frotape to tapdilling or from other electronienedia. When these
billings containPart Bservices, it may be necessary to access intermediary records to detehimime
services were received thereview month. ldentification may be by use of beneficiary profiles, claims
histories, or invoicedJsethese or other sourcegich best provid¢he information needed. Crossover
claimsare to be treated as oth&#aimsfor ﬁurposes otlaims collection. When adjustments have been
made, use the adjustment in computing the total dollar amount of claims. Do not verify the correctnes
the adﬂ'ustment. Adjustments to claims may only be considered during the administrative period, whicl
paid claims is the month the claim was paid and the following month. See §7126 for additional informat
on claims collection. HMO praoms and Medicare buy-ins are considered claims for the month of medic:
care which they cover.

7324. ROUNDING TO NEAREST DOLLAR

When determining the total dollar amount of claims, add the amount of all claims and do not round un
final sum isreached. Then round to the nearest dollar. If the final cents amount is $.50, round up to
next dollar. This is MEQC policy for all situations in the manual which require rounding.

7327. DETERMINING FINALMISSPENT DOLLAR AMOUNTS OF CASES CONTAINING INITIAL
ELIGIBILITY ERRORS

Use this section for casés/olving Medicaid coverage categories other thaally eligible QMBs. For
cases involving QMB/Medicaid beneficiaries, see 37343.

The workslkeets provide documentation tbfe eligibility errors. The paidlaims or profiles allow the
reviewer to associate dollar amounts watigibility errors. Sections 7303ffresent the procedures to
determine if a case is in error. In tledlowing sectionsthe procedures faassociating misspent dollar
values with eligibility errors are described.
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At this stage in the MEQC review, determine the following from the eligibility QC worksheets:

0 The eligibility status of each beneficiary in a case; and

o The element(s) of eligibility that was found to be in error and the nature of the errors.

These constitute the primary information needed for computing and reporting the dollar value of eligibi
errors. In adition, have availablgéhe dollar amount of paidlaimsfor eachbeneficiary for services
1r:ec(ejllved during the reaw month. A major purpose of the MEQC system is to measure misspent Medica
unds.

Therefore, if a case is found to ineligible during the review month but had no paid claims for services
receivedduring thatmonth, no Medicaid funds have been inappropriately expended, i.e., if there are
review month claims for a case, the value of an eligibility error is O (zero).

A. Computing Dollar Amount oEligibility Errors--Foreach beneficiary who has been found to be
ineligible during the initial eligibility review, determine the primary error leading to the error finding. Ente
the appropriate dollar amounts five identified primary error in section VI ahe IRS. Forcases with
excess resources, the amount of the error is the lesser of the review month claims or the amount of e
resources. When citing multiple errors, follow a hierarchy of error citation when completing the IRS. T
is to properly associate misspent Medicaid funds with eligibility and liability errors. Assign dollar amour
to errors by element. If more than one element contributes to the total dollar error, specify how dollars
to be assigned to each element.

B. Order for Citing Errors-Cite errors in the following order:

1. Eligibility errors other than for excess resources and technical errors,
2. Eligibility errors for excess resources,

3. Liability errors,

4. Eligible with ineligible services, and

5. Technical errors.

7330. DETERMINING FINALMISSPENT DOLLAR AMOUNTS OF CASES CONTAINING INITIAL
LIABILITY UNDERSTATED ERRORS

An initial finding of liability understated during the eligibility review is subject to modification during the
payment review. In order to compare the actual eligibility
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determined by the agency, tHefinition of incurred medical expenses (for MEQC purposes only) musi
include Medicaid paid claim@r billed amounts, ippropriate) for services received by casambers
during all months of the spenddown(feriod including the review month. (NOTE: These instructions ap
to all cases with amitial liability understated errorSee 87318 for a definition of cases included in this
errgr cod%. The procedures for determining the final misspent dollars for institutional cases are desct
in §7333.

The beneficiary profiles will normally be requested at the beginning of the sixth month following the revie
month but may be requested as early as the fifth month. They will include claims for services rendere
any time in the spenddown period through the review month which are paid by the end of the fourth mc
after the review month. States which have permission to pull claims monthly may continue to do so.

If the agency had correctly computed liability and had not prematurely issued a Medicaid card to the
member(s), allowable medical expenses incurred by the recipient (as well as any expenses erroneousl
by Medicaid) wouldhave been the caseember's obligatioand could have been used to meet liability.

Therefore, these expenses must be used in the payment review to offset the initial beneficiary liability

States may also search for and use in the payment review calculation any claims rejected for payme
Medicaid because they were for a noncovered service or were rendered by an uncertified providel
which would meet the definition of an allowable expense to meet a spenddown. These denied claim:
to be chronologically applied along with paid claimisen used to offsdiability. Claimsrejected for
technical reasons are generally resubmitted for payment; e.g., provider ID number missin?. Therefore t
claims usually do not become the beneficiary's obligation and are not used to offset liability as an incu
expense.

States may alsopt to use the total amount billed by the provider to offset the initial understated liabilit
rather than the amount paid by Mediit. If a recipient were incurring his/her own expenses the full amoun
incurredwould have beerallowed to meetiability. By applying this principle tahe payment review
calculations the billed amount would be used to offset beneficiary liability.

Paid claimdqor billed amounts ithe State so optgrior tothereview monthcanalso be used to offset
excess income. This can be done from the point at which the income causing the error became ava
to the caseanember(s) or fronthe first month ofthe spenddowmeriod affectingthe review month,
whichever comes later.
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When using billed amounts to offset liability first apply billed amounts for months up to the review mon
to determine the review month liability. Once the review month liability is determined utilize billed amour
to offsetliability in the order incurred.This isimportant since onlyhe dollars paidfor thebills used to
offset liability will be coded as misspent funds. (See Examples 14 and 15 for details.)

Note thatmisspent fundsan never be greater than the review mauatid claims regardless of the billed
amounte.g., a case with a $100 liability error, $150 in billed amounts for the review month, but only $:
in review month paid claims cannot have more than a $20 error.

States must notiffhe HCFA Regional Administrator (RA) of their choices thre options to use denied
claimsand/or billed amounts prior to commencing application of this policy. Once the choices have be
submitted in writing and approved the State is required to conduct all reviews in the chosen manner.
choices are binding for at least one full sample period but may be revised at the end of each period. St
any changes as a part of a State's sampling plan.

]:I'(ﬁ determindhe actual case status as of teeiew month and to computeisspent dollars obtain the
ollowing:

1. Eligibility findings and completed worksheets falt cases containinfiability understated
errors,

2. Any claims rejected for payment because they were for a noncovered service or because
were rendered by an uncertified provider but nieetStatedefinition of an allowable expense to meet
spenddown if a State elects this option,

g 3. Beneficiary profile relating to paid review month claims for all cases with understated liability
an

4. Beneficiary profiles of Medicaid paid claims (or actual claims in States which cannot produ
beneficiary profiles) for services received by each case member during all other months of the spendc
Period. Ifthe liability error was caused by an income increase which occurred in a month other than
irst month of the spenddown period obtain beneficiary profiles or claims for all services provided from
month of the increase through the review month. In States with a one-month spenddown period only re'
month claims must be obtained.

Paid claims (or billed amais) as well as denied claims which meet the criteria above are used to offset 1

initial understated lialtly from the first month of the spenddown period or from the point within the perioc
when increased income caused the computation
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to be in error, whichever is latelClaimsusedduring the paymenteview to offsetthe initial liability
understated amount must besfally cross-matched with medical expenses used by the agency or with ar
additional incurred medical expenses utilized during the eligibility review to reduce liability. Any paid clail
which was found durinthe eligibility determination or eligibility review to be an incurred medical expense
and used to offset beneficiary liability may ma&t considered again during the payment review to further
reduce thdiability understated error. In addition, do not use any review month claim(s) or portion of
lc_:l%i{n foundduringthe paymenteview to bethe responsibility of a thirgparty to reduce beneficiary
iability.

Based on the preceding application of claims, one of the following will result.

1. Ifthe sum of the Medicaid paid claims (or at State option billed amounts) for services receiv
prior to the review month and (at State option) certain denied claims for services received prior to or du
the review month is equal to or exceeds the initial liability understated amount the final case finding \
change to eligible.

2. Ifliability is met during the review month the final case finding remains liability understatec
(NOTE: The one exception to this involves the use of denied claims as described above.)

3. Ifliability is not met during the review month the final case finding will change to ineligible.

In certain cases aoriginal fir]din? of eligible issubject to changduringthe paymenteview to liability
overstated/understated ioeligible. This occursvhenliability is correctly computed by the agency but
MEQC establishes during the payment review that a third party paid totally or in part for a service incur
b% the recipient and used to offseitial beneficiary liability; e.g.thatportion of a hospitabill used to
offset liability is paid by a third party.

Retain copies of beneficiary profilesid/orclaimscollected for the spenddovperiod and used in the
payment review computation in the MEQC file. Show the computation which determines the correct c
eligibility status as of the review month and the amount of misspent funds, if any, in the MEQC file.

Examples 1-12itilize paid claims to offset beneficiary liability rather than billed amounts. Examples 1.
and 14 utilize billed amounts tffset beneficianfiability. The examples utilize on(ly 6-month and one-
month spenddown periods since l@yment review process used in a 6-month spenddown State is identic
to that which would be used in States having 2, 3, 4, or 5-month periods. Details ortlvedmgew
schedule are explained in the Integrated Review Manual
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E X A M P L E 1 -
ORIGINAL FINDING OF LIABILITY UNDERSTATED CHANGES TO
INELIGIBLE.

The agency computed a $100rspeown for a beneficiary on January 1 which he immediately met and wa
thus certified eligible for medical assistance from January 1 through June 30 (6-month spenddown St
MEQC reviewsthe case for January affidds the beneficiary hadnore income in January which is
expected to continue in subsequent motkias the agency had usedii® calculationand that the
beneficiary had no additional expenses to offset the excess income. MEQC computes a spenddown of
and finds an initial liability understated error of $200.

$300 Correct Spenddown
- 100 Already Met
$200 Liability Understated Error

Claims collected for January are as follows:
Medicaid Claims $50

If the beneficiary had not erroneously received a Medicaid card in January he would have been respor
for the $50 worth ogervices received in January leaving $150 of unmet liability. Thus, even had he r
received a card in January, he would not have met his liability in that month. He is ineligible, and the
amount of Medicaid paid claims ($50) is misspent funds. The original finding of liability understated w
be changed to ineligible in the payment review, and will show $50 of misspent eligibility funds.

E X A M P L E 2 -
ORIGINAL FINDING OF LIABILITY UNDERSTATED $200 DECREASES TO
LIABILITY UNDERSTATED $150.

Claims collected for January and February are as follows:
January February
Medicaid Claims $50 $200
Had thissame case been selected in Februheyfinal dollar error would have been $150abi|it?1/
understated. Haithe beneficiary not erroneously received a Medicaid card, February would be the mor
in which he woulchave metis liability and $150vould bethe amount hevould have incurred in that

month; i.e., only $50 of the $200 claim would have been correctly paid by Medicaid. In this situation 1
error will always equal the amount of unmet liability in the review month.
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E X A M P L E 3 -
ORIGINAL FINDING OF LIABILITY UNDERSTATED CHANGES TO ELIGIBLE.

Claims collected for January, February, and March services are as follows:
January February March
Medicaid Claims $50 $200 $125

Had this same case been selected in March there would be no misspent funds. If the beneficiary ha
erroneously received a Medicaid cardlanuary $50 of the liability would have been met in January leaving
$150 of unmetiability. This liability would have been met in February if the beneficiary had been helc
responsible fothe first $150 of the $200 paid by Medicaid. Thus, $50 was correctly paid in February, b
$150 waserroneously expended. By March the client would have Ieg_itimateIK been eligible for Medica
had the agency correctly computed his liability. There are no misspentifiudddsch. Change the original
liability understated error in the payment review to eligible.

Note that a case has an equal chance of being selected in any month of a spenddown period. As sh
the previous examﬁles, the error finding will vary depending upon which month of the spenddown per
is the review month.

E X A M P L E 4 -
ORIGINAL FINDING OF LIABILITY UNDERSTATED $150; DECREASES TO
LIABILITY UNDERSTATED $70; ONE INCOME CHANGE IN SPENDDOWN PERIOD.

In the preceding examplefie excesincome became available tioe beneficiary asome point prior to
January; thus Medicaid paid claims could be used to offset excess income beginning with January, the
month of the spenddown perioBxamples 4 and 5 reflect income which becomes available to the recipiel
after the beginning of the spenddown period. (NOTE: These examples are not applicable to States v
automatically begin a new spenddown period when income changes.)

Jan. Feb. Mar.  Apr. May  June
(Review Month)

Medicaid Claims $ $ $ $ 65 $ 15 $ 100

Actual Income
found by MEQC 200 200 200 250 250 250

Income Used by

Agencyto
Compute Liability 200 200 200 200 200 200
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Agency Computation MEQC Computation

$ 200 Monthly $ 200 | n c 0 m e
$ 250 Income

X 6 Months X 3 Months (Jan.-Mar.)
X 3 Months (Apr.-June)

$ 1,200 Total Income $ 600
$ 750

- 1,000 Income Level

$ 200 Excess Income

(Case record contains $ 600
documentation of cor- + 750

rectly met spenddown  $ 1,350 Total Income
prior to certification - 1,000 Income Level
In mid-January) $ 350 Excess Income
- 200 Previously Met
$ 150
- 0 Additional Incurred Expenses
$ 150 Unmet Liability

During the initial eligibility review this case would have been coded with a $150 liability understated err:
In the payment review, claims/beneficiary profiles need only be obtained for the months of April, May, &
June because the incomerease causing an error in the spenddown computation did not occur until Apr
Had the beneficiary reported his increase in a timely fashion it is only in April that the agency would hé
suspended benefits and instructed the beneficiaipciar an additional $150 in medical expenses.
Therefore, beginning in April the client is responsible for claims paid by Medicaid and will use those clail
to offset unmet liability. In the example there is an unmet liability of $150; $65 is met in April, a total
$80 ($65 inApril plus $15 in I\/_Ia;c/i)_ is met by the end of May, and the additional $70 is met In the revie\
month. However, since Medicaid did pay $70 erroneously in June, the payment review finding shows a
eligibility dollar error (liability understated) of $70.

E X A M P L E 5 -
ORIGINAL FINDING OF LIABILITY UNDERSTATED CHANGES TO
ELIGIBLE; TWO INCOME CHANGES IN SPENDDOWN PERIOD.

Jan. Feb. Mar.  Apr. May  June
(Review Month)

MedicaidClaims $ 40 $ 200 $ 65 $100 $ 60 $ 25

Actual MEQC
Income 210 210 210 250 250 250

Agency Income
Figures 200 200 200 200 200 200
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Agency Computation

$ 180 Private Pension

+ 20 VA
$ 200 Monthly Income
X 6 Months

$ 1,200 Total Income
- 1,000 Income Level
$ 200 ExcessIncome
$200 in medical expenses incurred prior to certification - verified in case record.

In order to correctly determine review month eligibility it is important to know that the VA error occurre
prior to January and that the pension error first occurred in April.

MEQC Computation

First 3 Months Last 3 Months

$ 180 Pension $ 220 Pension
+ 30 VA + 30 VA

$ 210 Income $ 250 Income
X 3  Months X 3  Months
$ 630 $ 750

+ 750

$ 1,380 Total Income

- 1,000

$ 380 Excess Income

- 200 Previously Met

$ 180

- 0 Additional Incurred Expenses

$ 180 Liability

The initial eligibility finding would be a liabilityunderstated error of $180. Code both a private pensior
source error (element 346) and a VA source error (element 332).

The impact of the VA error alone on liability is computed in the payment review to determine the amol
of unmet liability from January 1 through the end of March.
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Itis on_l?/ that amount that the beneficiary would have been expected to meet prior to the pension incr:
in April. Thus collect claims for January through June which would result in the following computation
VA Error Alone
$ 180 Pension

+ 30 VA
$ 210
X 6
$ 1,260

- 1,000 Income Level

$ 260 Excess Income

- 200 Previously Met

$ 60 Unmet From January 1

Thus $40 paidor January services should have been the beneficiary's obligation leaving $20 which wo
have been met in February. In March there would be no misspent funds. Beginning in April the benefic
would have been required to meet the additional $120 ($220 - 180 = $40; $40 x 3 months = $120) in liak
caused by the pension increase. Of that, $100 would have been incurred in April and the remaining $2(
in May. By the review month of June the beneficiary is eligible; there is no error. Change the original Si
finding of liability understated teligible in the payment review, and show no misspent funds in the paymer
review.

E X A M P L E 6 -
ORIGINAL FINDING OF LIABILITY UNDERSTATED $50 INCREASES TO $115, CASE
CHANGES TOINELIGIBLE: MEDICAL EXPENSESUSED TO OFFSETORIGINAL
LIABILITY AMOUNT WERE PAID BY MEDICAID.

MEQC reviews aase for June arfihds excess income of $115 for the spenddown period of January
through June 30 due to undercounted income in January and subsequent mibathey the field
investigation, however, the recipigmbduces three incurred medical bills of $15 (March service), $15 (May
service) and $35 (June servied)ich were not available to be used by the agency at the time of applicatic
to offset excess income. Thus, MEQC must reduce the $115 liability understated error by $65 and the
amount in the eligility review becomes $50 liability understated. When spenddown period paid claims a
collected during the payment review all three of the medical expenses thought to have been incurred b
recipient are found to have been paid by Medicaid.
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Jan. Feb. Mar.  Apr. May June
(Review Month)

Total Medicaid
Paid Claims $ 0 $0 $ 15 % 0 $ 40 $ 50

Amount Previously
Used to Offset
Liability 0 0 15 0 15 35

In this case the March claim of $15, the May claim of $15, and the June claim of $35 previously used
MEQC to offset the initial liability understated amount, must be added to the initial liability amount of $¢

to establisnthe actualliability understated amount for the spenddapariod. The payment review
computation is as follows:

$ 50 Liability Understated Amount

+ 65 Claims of $15, $15, and $25 Previously Counted
$ 115 Revised Liability Understated

- 15  March Paid Claims

$ 100

- 40 May Paid Claims

$ 60

- 50  June (Review Month) Paid Claims
$ 10 Liability (unmet) in Review Month

The case is ineligible, and the full amount of actual Medicaid paid claims in June ($50) is misspent fur
Changethe original Statefinding of liability understated to ineligible, and change the payment review tc
show $50 in misspent funds.

Had thepaid claims for the spenddown period not been matched with incurred medical expenses use
offset beneficiaryiability, and had the overlap not been discovered, Mayeisnonth in which the $50
liability would appear to have beemet. In the review month of June the case would have been erroneous
found eligible with no misspent funds.

E X A M P L E 7 -
ORIGINAL FINDING OF LIABILITY UNDERSTATED $50 INCREASES TO LIABILITY
UNDERSTATED $60; MEDICAL EXENSES USED TO OFFSET ORIGINAL LIABILITY
AMOUNT WERE PAID BY MEDICAID.
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Jan. Feb. Mar.  Apr. May June
(Review Month)

Total Medicaid
Paid Claims $ 0 $0 $ 15 % 0 $ 40 $ 70

Amount Previously
Used to Offset
Liability 0 0 15 0 15 35

Assuming the case situation as shown in example 6, MEQC found an initial liability understated amoun
$50. Claimsfor March, May, and June totaling $65, must be added back in to the initial liability amoul
since ]:[hltlay were previously used by MEQC to reduce beneficiary liability. The payment review computat
is as follows:

$ 50 Liability Understated Amount

+ 65 Claims of $15, $15, and $35 Previously Counted
$ 115 Revised Liability Understated

- 15  March Paid Claims

$ 100

- 40 May Paid Claims

$ 60

- 70  June (Review Month) Paid Claims
$ -10 Liability Metin Review Month

If the beneficiary had not erroneously received a Medicaid card, June is the month in which he would t
met his liability,and $60 is the amount meould have incurredhimself. Only $10 othe $70 inclaims
would have been correctly paid by Medicaid. Therefore the case finding remains liability understated,
$60 is the unduplicated amount of misspent funds.

The situation is one in which the final dollar amount of misspent funds may exceed the liability underste
amount coded during the eligfibility review (when this understated amount Is less themotn@ of review
month claims.) The original liability understated amount is increased during the payment review by adc
back in those medical expenses thought to have been incurred by the recipient but actually found to
been paid by Medicaid. Note that although the amount of missPent funds for the review month may ex
the original liabilityamount they may never exceed the revised liability understated amount in the paym
lr_e\l;ilems (thesum ofthe original amount plusany paidclaims whichwerealso used to offset beneficiary
iability).
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E X A M P L E 8 -
ORIGINAL FINDING OF LIABILITY UNDERSTATED $115 CHANGES TO ELIGIBLE;
DENIED CLAIMS USED TO OFFSET EXCESS INCOME.

During the eligibility review the beneficiary may be unaware that he has incurred medical expenses.
situation can occur when Medicaid denies payment of a claim because it was for a noncovered servi
was rendered by an uncertified provider; and it then becomes the beneficiary's obligation. If such de
claimsare located by &tate which has chosen the option of including denied claims during the payme
review, and they meet thaefinition of an allowable expense to meet a spendddvay, should be
considered in the payment review computation.

MEQC reviews a case for June and finds a liability understated error of $115 for the spenddown peric
Janua?/ 1 through June 30 due to undercounted income in January and subsequent months. When
are collected during the payment review, three denied claims of $15, $20, and $10 for noncovered ser
are found. These claims are for services which meet the State's definition of allowable medical expe
for spenddowrpurposes andhust be used in addition the paid claims tareduce thenitial liability
understated amount.

Jan. Feb. Mar.  Apr. May June
(Review Month)

Medicaid
Paid Claims $ 0 $ 0 $ 5 % 0O $ 20 % 35
Allowable
Denied Claims 0 15 0 20 10 0

In the example abovéhe deniectlaimsfor Feb_ruartyApriI, and Maymust be used teeducethe initial
!I&blht}; a”rmunt inconjunction with the paid claims for March and May. The payment review computatio
is as follows:

$ 115 Liability Understated Amount

- 115 Denied Claims of $15, $20, and $10 plus March
paid claims of $50 plus May paid claims of $20

$ 0 Liability Met Prior to Review Month

The case is eligible in the review month of June and there are no misspent funds. Change the original
finding of liability understated to eligible, and show no misspent funds in the payment review.
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Had the denied claims not been considered during the payment review computation only the $105 in
claims would have been deducted from the unmet liability as of the review month. The case finding wc
Pavde efrronheously been ineligible, and there would have been $35 (paid review month claims) in miss
unds for the case.

E X A M P L E 9 -
ORIGINAL FINDING OF LIABILITY UNDERSTATED $115 DECREASES TO
:_I\IIAC\%HEY UNDERSTATED $70; DENIED CLAIMS USED TO OFFSET EXCESS

In a one-month spenddown State MEQC reviews a case for June and finds a liability understated err
$115 due to undercounted income. Whlkenms are collected during the payment review two denied claims
of $25 and $20 for services rendered by an uncertified provider are found. These claims are for sen
which meet the State's definition of an allowable medical expense and must be used to offset benefi
liability in addition to paid claims totaling $70. The payment review computation is as follows:

$ 115 Liability Understated Amount _
- 115 Denied Claims of $45, plus paid claims of $70
$ 0 Liability Met During Review Month

If the beneficiary had not erroneously received a Medicaid card he would have met his liability in the revi
month of June by incurring medicakpenses of $115. Therefore, the céisging remains liability
understated, and $70 (the amount erroneously paid by Medicaid) is the amount of misspent funds.

Had the deniedlaimsnot been considered during the payment review computation only the $70 in pa
claims would have been deducted from the unmet liability amount of $115. The beneficiary would still hz
had $45 unmet lidlly as ofthe review month, and the case would have erroneously been found ineligibl
The amount of misspent funds would not have changed.

E X A M P L E 1 0 -
ORIGINAL FINDING OF LIABILITY UNDERSTATED $200 CHANGES TO
INELIGIBLE. ONE CLAIM FOUND TO BETHE RESPONSIBILITY OF A THIRD
PARTY: NOT USED TO REDUCE BENEFICIARY LIABILITY

In a one-month spenddown State ME€@@iews a case for September and finds a liability understated errc
of $200 due taindercounted income. Three claims are paid for the review month of $110, $25 and $1
Review reveals that $80 of the $10@&im wasthe responsibility of a thirgparty. Therefore, MEQC
assumes that even if the beneficiary had not erroneously received a Medicaid card he/she would not
incurred the total claim for $10@herefore, in the payment review computation only $20 of the $100 clair
actually incurred by the beneficiary can be used to meet liability as follows:

7-3-128 Rev. 32



12-85 REVIEW PROCESS 7330 (Cont.)

$ 200 Liability Understated Amount
- 110 Paid Claim for September

$ 90 _ _
- 25  Paid Claim for September
$ 65

- 20  (September Claim of $100 less $80)
$ 45 Unmet Liability as of Review Month

The case is ineligibland thefull amount of actual Medicaid paaihims inthe review month ($235) is
misspent. The original State findin? of liability understated will be changed to ineligible and the paym
review will show $235 in misspent funds.

If the total claim of $100 hableen used during the payment review to offset beneficiary liability rather tha
only the $20 not the responsibility of a third party, liability would have been met during the review mor
and the finding would have erroneously remained liability understated with $200 in misspent funds.

E X A M P L E 1 1 -
ORIGINAL FINDING OF ELIGIBLE CHANGES TOINELIGIBLE; THIRD PARTY
PAID TOTAL HOSPITAL BILL

MEQC reviews an SSl-relatexhse in a one-month spenddown State and finds that the agency correc
computed the beneficiary's liability ($250) for the review month of May. The case record indicates that
beneficiary came in to apply for Medicaid on May 1 and was informed that he must incur $250 in med|
expenses to offset his excess income. The beneficiary was hospitalized from May 2 to 6. Upon release
the hospital he presented the hospital bill to the Medicaid agency and was informed that he was respor
for thefirst $250 (incurred May 2-3), and Medicaid would cover the remainder of the bill (incurred Ma
4-6). The MEQC file contained evidence that the beneficiary was covered by an insurance policy wr
may pay for the cost of hospitalization.

The potential for misspent Medicaid funds is carefully examthgthg the paymenteview since the
portion of the hospital bill incurred after the beneficiary became eligible for Medicaid (May 4-6) was n
paid by Medicaid. MEQC verifies that the third party paid the entire hospital bill and there were no otl
Incurred medical expenses. The only paid review month claims were a physician's claim of $30 and
prescriptions totaling $40. The payment review computation is as follows:

$ 250  Actual Recipient Liability

- 30 Paid Physician's Claim

$ 220

- 40  Four Paid Pharmacy Claims

$ 180 Unmet Liability as of Review Month
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Sincethe correctly computeliability was not metduringthe review monththe original Statefinding of
eligible must be changed to ineligible, and the payment review will show $70 in misspent funds.

E X A M P L E 1 2 -
ORIGINAL FINDING OF LIABILITY UNDERSTATED WITH INELIGIBLE MEMBERS
CHANGES TO ELIGIBLE WITH INELIGIBLE MEMBERS

In a 6-month spenddown State MEQC reviews an AFDC-retaseconsisting of a mothand three
children for October and finds that one of the children is ineligible. The child turned 21 in May. The motl
and two children under 21 the case are eligible as AFDC-related. MEQC establishes that the mother h
$237.50 monthly income.

The date of application was June 5 and the original unit of four persons had excess income of $100 fc
period of June-November which was offset immediately by dental expenses incurred by the mother du
the first 4 days of June.

The casanust bereevaluated by MEQ@singthe same spenddown period established by the agency t«
compute liability. Since the change in circumstances causing the error (child turning 21) occurred pric
the date obpplication liability for the three remaining case members must be established for this peri
Due to a lower medically needy income level for three persons MEQC finds the beneficiary liability to
understated by $125. The computation is as follows:

$ 237.50 Monthly Income (mother and two children under 21)
- 200.00 Medically Needy Income Level - three persons

$ 37.50 Monthly Excess

X 6 Months

$ 225.00 Excess Income

- 100.00 Dental Expense Previously Incurred

$ 125.00 Actual Liability Understated Amount

WhenMedicaid paid claimgreassembled for June-October services during the payment review MEQ

finds that claims of$135 were Pald fothe mother and two children under 21 prior to the review month.

glalmbs totaling $570 were paid for the ineligible child, $170 of which was paid during the review month
ctober.
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June  July Aug. Sept. Oct. Nov.
(Review
Month)

Medicaid Paid

Claims for Mother

and Two Children

Under 21 $ 40 $ 50 $ 20 $ 25 $ O $-

Medicaid Paid
Claims for
Ineligible Child 0 0 0 400 170 -

The payment review computation is as follows:
$ 125 Actual Liability Understated Amount

(Mother and two children under 21)
40  June Paid Claim

$ 85

- 50 July Paid Claim

$ 35

- 20  August Paid Claim
$ 15

25  September Paid Claim
$ -10 Liability Met Prior to Review Month

Note that since the ineligible child was not included in the determination of liability his claims will not k
used to offset liability.

If a Medicaid card had not erroneously been issued to the 4-person assistance group September is the
in whichthe mother and twohildren under 2ivould have met theiliability. By the review month of
October the mother and two children under 21 would have legitimately been eligible for Medicaid. Th
there are no misspent furfds this group in October. The original case finding of liability understated with
ineligible members must be changed to eligible with ineligible members. The amount of misspent funds
the case is $170, the total amount of review month claims paid for the ineligible case member.

E X A M P L E 1 3 -
BILLED AMOUNTS USED TO OFFSETIABILITY; ONE CLAIM FOR REVIEW
MONTH SERVICES

The agency computed a $400 spenddown for the beneficiary on June 1 which he immediately met anc
certified eligible for June 1 - November 30 (6-month spenddown
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State). MEQC reviews the case for June and finds that the beneficiary's income increased prior to June
he has not incurred any additional expenses to offset the excess income. MEQC computes a spenddc
$500. Four hundred dollars of liability was met June 1 leaving liability understated error of $100.

$ 500 Actual Liability
- 400 Already Met
$ 100 Liability Understated Error

During the payment review MEQC finds that one claim was billed and paid for June services. MEQC L
the $90billed amount to offseliability since thisState chose thgamplingplan option of utilizing billed
amounts toffset excess income. The beneficiary would not have incurred sufficient medical expenses
offset the liability during the review month so the $100 liability understated finding is changed to Ineligikt
in the payment review.

June
Medicaid Billed Amount $ 90
Medicaid Paid Claims $ 80

The misspent dollarsan neveexceed theollar amount of paidlaims. In this case $90 was billed for
review month services, and Medicaid paid $80 of the claim. Since the case is ineligible the dollar erre
$80, the full amount of review month paithims.

E X A M P L E 1 4 -
BILLED AMOUNTS USED TO OFFSETLIABILITY; MULTIPLE CLAIMS FOR
REVIEW MONTH SERVICES

g?(c)l this same example been selected in July the unmet liability for the July review month would have &

$ 100  Liability Error
- 90  June Billed Amount
$ 10 Liability Unmet Prior to July Review Month

When MEQC collects claims they find that several claims were billed and paid for July services.

June July 1 July 15 July 29
Medicaid Billed Claims 90 8 10 30
Medicaid Paid Claims 80 6 9 25
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MEQC must use the billed amount to offset excess income in the order incurred to determine the col
amounts of misspent dollars.

Liability Still Billed Used to Offset Paid  Dollar
To Be Incurred Amount Liability Amount Error
July 1 Claim $ 10 $ 8 % 8 $ 6 $6
July 15 Claim 2 10 2 9 1
July 29 Claim 0 30 0 25 . 0

If the aﬂency had not erroneousdgued a Medicaid card on June 1 the liability would have been met i
July. The beneficiary would have been responsible for the $8 (July 1) claim. Since Medicaid paid $6
this claim which was the full responsibility of the beneficiary, $6 was paid in error. The beneficiary wol
have been responsible for $2 of the $10 (July 15) claim at which point he would have become eligible
Medicaid. The provider could have billed Medicaid for the difference ($10-$2 beneficiary liability = $8
Since Medicaid paid $9 for the July 15 claim when no more than $8 should have been paid, $1 of the Jul
claim was paid in error. The final finding on this case is liability understated with a dollar error of $7.

NOTE: In States with reimbursement policies dictatinggasonable chardinitation (i.e.,the provider
cannot be reimbursed for mdkain the Medicaid rate including recipient liability), QC must review
against this policy. In this examplee dollar error forthe $10claim wouldhave been $2 ($9
Medicaid reimbursement rate - $2 beneficiary liability = $7 correct amount; $9 Medicaid claim
$7 correct amount = $2 error). The total dollar error for the case would then be $8.

7333. DETERMINING FINAL MISSPENT DOLLAR AMOUNTS OF INSTITUTIONAL CASES

The review of institutional cases differs from noninstitutional cases because eligibility/liability is determin
by a two-step process. The reviewer must first determirether the beneficiary migible and then
determine the amount to be applied to the cost of care. During the payment review the institutional bil
must be reviewed to determine whether the appropriate amount was applied to the cost of care. The a
could incorrectly compute the patient's contribution towards his/her cost of care, and the institution cc
correctly adjust for the patient's contribution. In this situation the initial eligibility finding would be liability
over- or understated, and the payment review finding would be eligible with no dollar error. Converse
the agency may correctly computes patient's contribution to the costcafe 1i.e., the initial finding is
eligible), and the nursing home may Incorrectly adjust this amount when billing Medicaid. Thus,
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Medicaid wouldpay an incorrect amount. In this situation the final case finding would be either liabilit
understatedwith a dollar error) ofiability overstatedwith no dollar error). Errorsesulting from an
incorrect institutionabilling should be coded in element 550 (other State Medicaid criteria), nature coc
097 (incorrect claims billing increased/decreased liability).

All policies described in §7330 apply to institutional cases Viathility understated errorsThese
plro_cedures also apply to institutional cases when the institutional billing is not present in the review mc
claims.

E X A M P L E 1 -
ORIGINAL FINDING OF ELIGIBLE CHANGES TOLIABILITY UNDERSTATED:
NURSING HOME BILLS INCORRECTAMOUNT AND MEDICAID PAYS THIS
AMOUNT

MEQC reviews the institutional case and determines that the agency correctly computed the benefici
contribution towarchis cost ofcare ash650. Theinitial MEQC finding is eligible. During the payment
review MEQC finds that the nursing home cost was $1,000. The nursing home incorrectly aﬁplled only $
of the benetficiary's income toward his cost of care. Medicaid was billed and paid $400 for the nursing h
care.

Nursing Home Billing MEQC Computation

$ 1,000 Total Cost of Care $ 1,000 Total Cost of Care

- 600  Applied to Cost of Care - 650 Correct Contribution
to Cost of Care

$ 400 Paid by Medicaid $ 350 Amount Medicaid Should
Have Paid

Correct Contribution to Cost of Care $ 650

Contribution Applied to Cost of Care

by Nursing Home - 600
Liability Understated Error $ 50

The initial finding of eligible is changed to liability understated and the dollar error is $50.

E X A M P L E 2 -
ORIGINAL FINDING OF LIABILITY UNDERSTATED CHANGES TOELIGIBLE:
NURSING HOME CORRECTLY ADJUSTS LIABILITY

In this nursing home case MEQC finds, during the eligibility review, that the agency failed to adjust for
OASDI increase. The review month is October, and MEQC finds an initial liability understated error of $:
The beneficiary has not incurred any additional medical expenses.



7-3-134 Rev. 32



12-85 REVIEW PROCESS 7336

Cost of Care Computation

Agency MEQC
OASDI Income $ 550 $ 579
Personal Needs Allowance - 25 - 25
Amount To Be Applied to
Cost of Care $ 525 $ 554
Liability Understated Amount = $29 ($554 MEQC computation - $525 agency
computation)

During the payment review MEQC finds that the nursing home took into consideration the OASDI incre;
and correctly adjusted the amount to be applied toward the cost of care.

Nursing Home Billing

$ 1,000 Nursing Home Cost
- 554 Beneficiary's Income Applied To The Cost of Care
$ 446 Billed and Paid by Medicaid

Since the nursing home correctly adjusted the amount of the beneficiary's income to be applied to the
of care the final finding is changed to eligible with no dollar error.

7336. IDENTIFYING THE PRIMARY ELIGIBILITY AND LIABILITY ERRORS

The MEQC review determines all the eligibility and liability errors occurring in a sampled case and reco
up to nine of these in section VI tife IRS. Foreachsampledcase found to baeligible or to have
ineligible member(s) or to have a liability error, determine the error that contributed most substantially
the liability error or to the ineligibility. If the QC worksheets indicate that more than one error contribut:
to the ineligibility or inaccurate computation, select the primary error. Code errors in terms of the imp
the error had on the case. Use the following criteria:

1. If all members of a&ase have both agligibility and liability error theeligibility error is
overriding.

a. If case liability has been computedorrectly andeach member of the case failed to meet
an element oéligibility the case iseligible and allclaims paidfor the case members during the review
month were paid in error unless ineligibility is a result of excess resources. In those cases count the |
amount of paid claims or excess resources. Classify the error as an eligibility error.
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b. If case liability has beesomputed incorrectly and ampase members are found ineligible
all claims paid foithe ineligible casemember(s) duringhe review month were paid in erranless the
ineligibility is caused by resources in which case the amount of claims paid in error could not exceed
amount of excess resources. thar remaining eligible member(s) all paid claims up to the final understate:
liability amount were paid in error.

_ 2. Ifanunderstated averstated liability case is found to have multiple errors the Iiz_abiligl error
listed first in section VI othe IRS isthe primary error. Only one primary error can be associated with ¢
case liability error.

If beneficiaries in a case are ineligible for different primary errors record these errors separately in sec
VI of the IRS in descending order with the greatest error dollar amount first. If the number of beneficiar
and thenumber of primary errorexceednine, combinghe errordollar amounts fothe fifth and any
additional beneficiaries into a single error dollar amount.

~ 3. [Ifthe case is eligible but a member(s) of the case has received services for which he was
eligible it is considered an eligibility error rather than a claims collection error. See §7312 for a discuss
of this type of error.

7339. DEFINITION OFMISSPENT DOLLAR AMOUNTS FOR CASES CONTAINING FINAL
ELIGIBILITY OR LIABILITY ERRORS

The dollar amount of eligibility or liability errors is related to the dollar amount of the claims for service
provided to irligible members, to @aasewith a final finding ofunderstatediability during the review
month, or to eligiblebeneficiaries whdave receivedneligible services. Follow these instructions in
determining the dollar amount of each type of error.

In cases with multiple errors the overall dollar amount of error is determined as follows.

1. If at least one error is an eligibility error (other than for excess resources) the dollar amol
of error is thefull amount of paictlaimsfor the ineligible beneficiary(ies), or the amount iveligible
services received, as applicable.

2. In those cases where both eligibility and liability errors exist the case must be redefined «
reevaluated. To reevaluate the case the reviewer first removes the ineligible case members from the
then reevaluates the eligibility and, if appropriate, recomputes the liability of remaining case members.
total amount of misspenbtlars will be calculated by combining the amount of dollars in error for ineligible
beneficiaries and/or services with the amount of dollars determined to have been misspent because
initial liability understated finding.
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Record the dollar amount ofggldility and liability errors by primary type of error on the IRS. In cases with
multiple beneficiaries with mixedligibility findings compute the first dollar error amount paid on behalf
of ineligible beneficiaries. List each element in error and the combined dollar error amounts for all ineligi
beneficiaries having this same primary error. On the IRS code the eligibility and liability errors in separ
blocks and then combine the dollar error amounts to show the total dollar error. If all beneficiaries in a ¢
are found to be ineligible due tihe same type of error record the overall case dollar eligibility error amoun
on the IRS as the dollar error amount recorded with the primary error for the case. Then record the prir
liability error and the dollar amount.

Compute from these gross dollar amounts of eligibility and liability errors by primary t |oe of error the to
dollar amount of missPerflnnds by combining the dollar amounts of error for all ineligible recipients with
the dollar amount of angnisspent funds paid on behalf thfe casemembers with a final finding of
understated liability.

7342. COMPLETING THE UNDUPLICATED DOLLAR ERROR AMOUNT WORKSHEET
(OPTIONAL)

Computations of final dollar errors may be completed on this worksheet for each case in which the orig
finding is subject to change. A sample worksheet is shown in §7342.1. Exlailtaws the reviewer to
record the following:

1. Case and beneficiary name(s),

~ 2. Claim number and date of service provision (when utilizing paid claims to offset beneficia
liability errors arrange claims in order of dates of service),

3.  Amount paid, and

~ 4. Final payment review computation indicating whether beneficiary liability was met prior to th
review month, during the review month, or not at all.

The use of the worksheet whenmputingfthe final dollar amount ofeligibility/liability errors and

determiningthe final casefi_ndin% isoptional. However, if this worksheetn®t used record the same
information on a form devised by the State or on plain paper and include in the MEQC file.
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09-92 REVIEW PROCESS 7343.1

7343. COMPUTATION OF ERROR AMOUNTS FOR CASES INVOLVING
CB;EI\(I)EFICIARIES DUALLY ELIGIBLE FOR QMB AND NON-QMB COVERAGE
ROUP

Begii)nning in January 1989, und§1902(e)(8) and 1905(p)(1) of the Act, a single individual may be dually
eligble for Medicaid as a QMB and under a non-QMB Medicaid eligibility coverage group at the same tin
HCFA refers to these cases as QMB/non-QMB cases. When these cases are reviewed, MEQC may id
errors in either or both of these eligibility coverage groups. In addition, the types of errors maly be the s
for both coverage groups, i.e., both eligibility errors, or they may be different, i.e., one eligibility error a
one liability error. To determine the dollar amount of any errors in these cases, the usual MEQC rule:
error calculations are applicable for these dually eligible cases. This section provides examples of how |
rules apply to dually eligible (QMB/non-QMB) cases.

When errors occur in an MEQC sampled QMB/non-QMB case, identify whether the paid claims are QI
covered only, non-QMBavered only, covered under both coverage groups, or unclassifiable. Only clair
thatcan be covered under the group for which the client is eligible are eligible payments. Therefore,
critical that theMEQC reviewer identifithe coveraggroup(s) under whickthe claimsfor the MEQC
review month are covered. @MB/non-QMB error cases, determitiee error amoundaising only the
claimsthat cannot be covered under tigible group. Seexamples 1.A. and 1.B. in §7343.5. If you
cannotidentify the coveraggroup(s) under whickhe individual claimscan be covered;onsider the
unclassifiable claims to be paid under the group with the error. See example 1.C.

For the Eurpose aleterminingthe eligibility group under whichclaimscan be covered, some things are
beyond the sipe of the MEQC payment review for dually eligible QMB/non-QMB cases. These include

o Errors in the amount of claims payment due to failure to use available third party coverage, s
as incorrect payment in full of a hospital claim which could have been paid partially by Medicare Part
Consider this claim al@B-covered claim even though only the Medicare cost sharing amount should ha
been paid.

o Determination of whether a provider of a medical service dmadly QMB/non-QMBcase is a
Medicare/Medicaid provider or a Medicare only provider. Assume that the claims paid for any provic
are covered under both coverage groups if the claims are (1) for services covered under the State pl:
the Medicaid non-QMB coverage groups, &agfor services eligible for payment under Medicare.

o Determination of correctness of amount of payment basegoragram (Medicare/Medicaid)
participation of the provider.

7343.1 Coding of QMBNon-OMB Cases on Integrated Review Schedule (IR&nerally, the coding of
QMB/non-QMB on the IRS follows theame guidelines as for other MEQC sampled cases. However, son
of the National Integrated Quality Control System (NIQCS) edits have been deleted for QMB/non-QN
cases to allow coding of multiple types of errors and to allow changinghof some previously reported ini
codln? when the MEQC payment review findings are reported. Use the directions in the IRS manual
the following guidelines for QMB/non-QMB cases.

Rev. 46 7-3-139
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If the MEQC inttial findings indicate that the case is eliﬁible for one of the groups but has an error other t
total ineligibility for the other coverage group, use the coverage code for dual eligibility (12) at the end
the eligibility review. The coverageodemay be changed #ite end of the MEQC paymeraview, if
necessary. See example 5in 87343.5.

If there aredistinctly different types of errors QMB and thenon-QMB group, use a summary code to
define the eligibility status in the Initial Case Eligibility Status and Final Case Eligibility Status on the IR.
Separate the errors in the Detailed Error Findings of the IRS. The error finding codes may be different f
the Initial or FinalCaseEligibility Status. For example, tifie casdinding is ineligibleunderQMB and
understatediability under non-QMB, the Initial Case Eligibility Status code indicates understated liability
with ineligible services. The detailed error finding indicates an understated liability for the non-QMB err
element and ineligible for the QMB error element.

If distinctly different types of errors are found in teme element for QMBnd non-QMBthe same
element number may be listed on multiple lines of the detailed error finding. For example, if the error fr
unreported income causes the case to be ineligible under QMB and also causes an understated liability
non-QMB, code the element number on times with a liability error indicated on one line and an eligibility
error indicated on the other line.

Optional new codes have been added for program identifiers to allow you to specify whether the indivic
error occurred under gMB coveragaiader non-QMB coverage on a dually eligible QMB/non-QMB case.
Federal tables do not display these findings separately. However, they are available to develop State re
using this additional information for corrective action. For example, using the findings above, the State r
choose to ustne QMB program identifier for the eligibility error and use the non-QMB program indicato
for the understated lidity error, or continue to use the generic Medicaid program identifier for both errors
For the Federal 6 month summary reports, comtheeseparat@rogram identifiers intdhe generic
Medicaid program identifier.

7343.2 Dually CertifiedCases 1neligibility for One Coverage Group Due to Excess Resouriiésen

a dually eligible QMB/non-QMB benficiary is eligible for one of the coverage groups but ineligible for th
other coverage group because of excess resources, determine the payment error amount by compari
excess resources to thaid claims as described below and in §7315. Count as eligible those claims tf
can be identified as covered under the eligible coverage group. Determine the error amount as the |
of (1) the excess resources, or (2) the amount of the claims that can be identified as covered ONLY u
the ineligible group plus all the unclassified claims. (See §7343.5, example 3.)

7343.3 Inelgibility for Both Coverage Groups Due to Excess Resour¥ésen adually eligible
QMB/non-QMB beneficiary is ingible due to excess resources for both QMB and the non-QMB coverag
group, beginthe determination of the error amountidgntifying the coveraggroupunder which the
claims can be covered (i.e., QMB, non-QMB, or both).
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Identify the coverage grodpat has the lower excess resource amount and designate it as Group A. If b
groups have the same amounertess resources, identify as Group A the one which has the larger amot
of claims covered under that group. If these totals are the same, identify QMB as the A group.

Step 1: Determinéhe lesser amount of (1) tisaimsfor Group A only plughe bothclaims, or (2) the
excess resource amount for Group A.

Step 2: Determine the lesser amount off(l) the non-A group only claims plus the unclassifiable claim:
(2) the excess resource amount for the non-A group.

The final error amount ithe lesser of theum ofthe amounts in steps 1 and 2tbe higher amount of
excess resources (non-A group).

7343.4 Understated Liability for Non-QMB GroufyWhen a dually eligible QMB/non-QMB beneficiary
has an understated ity (UL) for the non-QMB coverage group, use these guidelines and those in 8733
to determine whether to reduce the initial UL amount. Determining whether QMB certification was corre
during the spenddown period prior to the MEQC review month is beyond the scope of the MEQC revi
for purposes of applying prior monttaims tothe spenddown amount. Therefore, for all months of the
spenddown period in which the recipient was certified as QMB, apply only non-QMB prior month clain
to theUL. Furthermorefreat anyunclassifiable claims &QMB-coveredclaims. For the months of the
spenddown period in which the recipient was NOT certified for QMB, apply all claims to the outstandil
liability during the spenddown period prior to the review month. (See examples 5.B and 6.B in 87343

If the initial UL amount is reduced to $0 by applying prior month claims, determine the dollar amount
the error as follows:

A. Ifthe case is eligible as QMB for the MEQC review month, the dollar amount of the error is $C
B. If the case is ineligible for QMB for the MEQC review month,
1. Count non-QMB claims as eligible, and

~ 2. Countas ineligible thoséaams that can be covered ONLY under QMB, plus all unclassifiable
claims. (See example 6.B in §7343.5.)

If the initial UL amount is not reduced to $0:
A. If the recipient isligible for QMB for the review month, uséhe MEQCreview monthclaims

_CO\é%rgg?’ugd)er QMB to edilish the final status of the liability error according to 87330. (See example 5.
in 5.

Rev. 46
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B. Ifthe recipient is ineligible for QMB for the MEQC review month due to a reason other than exce



resources, usall the MEQCreview month claims taetermine thdinal status ofthe liability error

according to §7330. Applthe unmetiability to the review month claims indlate ofservice order. For

single dates of servicaith multiple claims, applyhe unmetiability to QMB ONLY andunclassifiable

Ic\:/llaiglw_s firglt if these claims would be the recipient's responsibility it they were not eligible for payment unc
edicaid.

1. If therevised initial ULamount is met in theeview monththe maximumamount of the
liability error is the revised initial UL amount for the review month. To unduplicate the error dollars at
allot the dollar amount of final error to the proper error category:

~ (a) Determine the eligibility error amount to show on the IRS, in the final dollar amount c
case eligibility errors, ahie amount of claims that can be identified as covered ONLY under QMB plus th
unclassifiable claims, and

(b) Determine the liability error apant, toshow on the IRS, in the final dollar amount of case
liability errors, as (1) the revised initial USL amount minus (2) the dollar amount of the QMB ONLY an
unclassifiable claims used to offset the liability. This may reduce the UL to $0. (See §7343.5, example €

2. Ifthe revised initial USL amount SOT met in the review month, determine the dollar amount
8f thsa eligibility error as the total amount of the paid claims for the review month. (See §7343.5, exarn
.B.

7343.5 Examples dError Computations foQualified Medicare Beneficiary Coveragdhe examples
below demonstrating how to determine the coverage group(s) under which particular services are cov
are for illustration only. Make these decisions based on coverage groups included in your State plan

EXAMPLE 1: MEQC finding of eligible for QMB but ineligible under non-QMB coverage for a reason
other than excess resources.

A. SomePaid Claims Can Be Covered Only Under The Non-QMB Coverage GBmiprmine the
coverage group(s) to assign the review month claims.

Total Non-
Clams QMB Both QMB Unclassifiable
Physician crossover $ 12 $12
Dental 79 $79
Drugs 96 96
Medicare B buy-in for CN 27 27
Medicare A buy-in 156 $156
$370 $175 $39 $156 0

Sincethe claims identified a®QMB-covered claims are eligible for payment, determine the error amoun
as the amount of paid claims covered ONLY under the non-QMB group plus the unclassifiable claims

7-3-142 Rev. 46



09-92 REVIEW PROCESS 7343.5 (Cont.)

Non-QMB only $175
Unclassifiable claims -0-
Total errors $175
I B. AllPaid Claims Are QMB-CoveredDetermine the coverage group(s) to assign the review montt
claims.
Total Non-
Claims QMB Both QMB Unclassifiable
Physician crossover $ 12 $12
Medicare B buy-in for CN 27 27
Medicare A buy-in 156 $156
$195 0 $39 $156 0

Since allthe claims are identified as eligible for payment under the eligible QMB group, the dollar amo

of the eligibility error is $0.

C. ClaimsNot Classified By Coverage GroufDetermine the coveraggoup(s) to assigreview

month claims.

Total
Claims
Claim A $ 12
Claim B
79
Claim C
96
Medicare buy-in 27
$214

Non-
QMB Both QMB  Unclassifiable
$12
79
96
$27
0 $27 0 $186

If you cannotdistinPuishthe coveraggroup(s) under which some tfe individual claimscan bepaid,

assumehat theunc

assifiable claimsvere paid undethe coverage group with the error. Determine the

error amount as the amount of th&id claimsfor theineligible non-QMB group plushe unclassifiable

claims.
Non-QMB only claims $ 0
Unclassifiable 187
Total error $187
EXAMPLE 2:

MEQC finding of ineligible for QMB for a reason other than excess resources but eligib

under non-QMB coverage.

A. Paid Claims Covere@nly Under QMB--Determine the coverage group(s) to assign review month

claims.
Total
Claims
Physician crossover $ 30
Drugs 22
Medicare B buy-in for MN 27

$79

Non-
QMB Both QMB Unclassifiable
$30
$22
$27
$22 $30 $27 0
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Since the non-QMB identified claims are eligible for payment, determine the error amount as the amc
of the claims identified as covered only under QMB plus the unclassifiable claims as follows:

QMB only claims $ 27
Unclassifiable 0
Total error $ 27

B. QMB-Only Paid Claims-Determine the coverage group(s) under which the MEQC review montt
claims can be covered

Total Non-

Claims QMB Both QMB Unclassifiable
Physician crossover $ 30 $30
Medicare B buy-in for CN 27 $27

$ 57 0 $27 $30 0

Since allthe claimsareidentified as eligible for payment under the non-QMB coverage group, the dolle
amount of the eligibility error is $0.

EXAMPLE 3: MEQC finding of eligible for QMB but ineligible under another non-QMB
coverage group because of $150 excess resources.

A. Paid Claims For The Non-QMB Coverage Group &meater Than The Excess Resourees
Determine the coverage group(s) under which the MEQC review month claims can be covered.

Total Non-
Claims QMB Both QMB Unclassifiable
Physician crossover $ 12 $12
Dental 79 $ 79
Druc?s 96 96
Medicare B buy-in for CN $ 27 27
$214 $175 $39 0 0

Since the identified QMB-covered claims are eligible for Ipz_alyment, determine the error amount as the le
of the (1) excess resources or (2) the non-QMB only claims plus the unclassifiable claims as follows:

Unclassifiable claims $ 0
Non-QMB only claims 175
Total $175
Excess Resources $150 = lesser amount
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Note that the amount of error in this case is the lesser of excess resources or paid claims.

B. Paid Claims for the Non-QMB Coverage Group are Less Than the Excess Res@eatamine
the coverage group(s) to assign review month claims.

Total Non

Claims QMB Both QMB Unclassifiable
Physician crossover $ 12 $12
Dental 69 $ 69
Dru 41 41

$iare 8 buys
Medicare B buy-in for CN

Since the identified QMB-covered claims are eligible for Ipz_alyment, determine the error amount as the le
of (1) the excess resources or (2) the non-QMB only claims plus the unclassifiable claims as follows:

Unclassifiable claims $ 0

Non-QMB only claims 110

Total $110 (lesser amount)
Excess Resources $150

Since the amount of claims is less than the excess resources, the amount of error is $110.

C. All Paid Claimsare QMB-Covered-Determine theeligibility group(s) to assigmeview month
claims.

Total
Claims Non-QMB Both QMB Unclassifiable
Physician crossover $12 $12
Medicare B buy-in for CN 27 27
$ 39 0 $39 0 0

Since allthe claims are eligible for payment under theligible QMB group,the dollar amount of the
eligibility error is $0.

D. Some Claimsre Unclassifiable--Determine theeligibility group(s) to assigthe review month
claims.

Total
Claims Non-QMB Both QMB Unclassifiable
Claim A $ 12 $12
Claim B 21
21
Medicare B buy-in for CN 27 $27
Medicare A buy-in 156 $156
$216 0 $27 $156 $33
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Sincethe QMB-coveredtlaimsare eligible, determine the error amount as thsskr of (1the excess
resources or (2) the non-QMB ONLY claims plus the unclassifiable claims as follows:

Non-QMB only claims $ 0

Unclassifiable claims 33

Total $ 33 lesser amount
Excess Resources $150

Since the amount of claims is less than the excess resources, the amount of the error is $33.

EXAMPLE 4. MEQC finding of ineligible for QMB due to excess resources and ineligible under anoth
non-QMB coverage group due to excess resources.

A. QMB Excess Resources of $100 aNdn-QMB Excess Resources of $50Determine the
coverage group(s) to assign the review month claims.

Total
Claims Non-QMB  Both QMB Unclassifiable
Physician crossover $ 87 $ 87
Drugs 40 $40
Drugs 27 27
Medicare B buy-in for CN 156 _ $156
$310 $40 $114 $156 0

Determine the coverage group which has the lower excess resources and designate that as group A

QMB excess resources
Non-QMB excess resources

STEP 1:

QMB only claims
Both claims

QMB excess resources

STEP 2:

Non-QMB only claims
Unclassifiable claims

Non-QMB excess resources

$100 lesser amount (Group A)
$500

Detemine thelesser amount of (he claimsfor Group A
only plusthe bothclaims or(2) the excess resource amount
for Group A.

$156
+114
$270

$100 lesser amount

Determinghe lesser amount of (1jhe non-A group only
claims plus the unclassifiable claims or (2) the excess resourc
amount for the non-A group.

$ 40
0
$ 40 lesser amount

$500
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Determine the final error amount as the lesser of (1) the lesser amount determined in Step 1 plus the |
amount determined in Step 2 or (2) the higher amount of excess resources.

Step 1 lesser amount $100
Step 2 lesser amount +40

$140 lesser amount
Higher excess resources $500

Since the Step 1 lesser amount Birsp 2 lesser amount is less than the higher excess resources, the amc
of the error is $140.

B. QMB Excess Resources of $400 and Non-QMB Excess Resources 6f $200
Determine the coverage group(s) to assign the review month claims.

Total
Claims Non-QMB Both QMB Unclassifiable
Medicare B buy-in for MN $ 27 $27
Physician crossover 40 $40
Dental 280 $280
Drugs 160 160
Claim A 100 $100

$607 $440 $40  $27 $100
Determine the coverage group which has the lower excess resources and designate that as group A

QMB excess resources. $400
Non-QMB excess resources. $200 lesser amount (Group A)

Step 1: Determinéhe lesser amount of (1) tlskaimsfor Group A only plughe bothclaims or(2) the
excess resource amount for Group A:

Non-QMB only claims $440
Both claims +40
$480
QMB excess resources $200 lesser amount

Step 2:  Determinghe lesser amount ¢1) the non-A group only claims plus the unclassifiable claims
or (2) the excess resource amount for the non-A group.

QMB only claims $ 27
Unclassifiable claims +100
$127 lesser amount
QMB excess resources $400
Rev. 46 7-3-147
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Determine the final error amount as the lesser of (1) the step 1 lesser amount plus the step 2 lesser a
or (2) the higher amount of excess resources.

Step 1 lesser amount $200
Step 2 lesser amount 127

$327  lesser amount
Higher excess resources $400

Since the step 1 lesser amount pigsstep 2 lesser amount is less than the high excess resource, the amc
of the error Is $327.

C. QMB Excess Resources of $100 awon-QMB Excess Resources of $56Determine the
coverage group(s) to assign the review month claims.

Total Non-
Claims QMB Both QMB Unclassifiable
Medicare A buy-in $ 156 $156
Physician crossover 33 $ 33
Medicare B buy-in for CN 27 27
Hospital crossover 560 $560
Drugs 670 $670
$1446 $670 $620 $156 0

Determine the coverage group which has the lower excess resources and designate that as group A

QMB excess resources $100
Non-QMB excess resources $500

Step 1: Determinéhe lesser amount of (1) tlaimsfor Group A only plus the both claims or (2) the
excess resource amount for Group A:

QMB only claims $156
Both claims 620
$776
QMB excess resources $100 lesser amount

Step 2: Determine the lesser amount of (1) the non-A group only claims plus the unclassifiable claim
(2) the excess resource amount for the non-A group.

Non-QMB only claims $670
Unclassifiable claims
$670
Non-QMB excess resources $500 lesser amount

Determine the final error amount as the lesser of (1) the Step 1 lesser amount plus the Step 2 lesser a
or (2) the higher amount of excess resources.

Step 1 lesser amount  $100
Step 2 lesser amount 500
$600
Higher excess resources $500 lesser amount
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Sincethe higher excessesource idessthan theStep 1 lesser amount pltise Step 2 lesser amount, the
amount of the error is $500.

EXAMPLE 5:  Eligible for QMB and understated liability (UL) OF $100 for non-QMB eligibility group

A. All the Review Month Claims Can Be Covered Under QMBetermine the coverage groups to
assign the review month claims.

Total Non-

Claims QMB Both QMB Unclassifiable
Physician crossover $12 $12
Medicare B buy-in for MN 27 $27
Total $39 0 $12 $27 0

Since all the review month claims are identified as covered under the eligible QMB group, the dollar amc
of the error is $0.

B. Some of the Review Month Paid Claims Are Covered Only Under the Non-QMB Eligibility Grou,
or are UnclassifiableDetermine whether to reduce the initial liability error using instructions in 87330 an
the following guidelines. For the prior months in the certification period (CP) for which QMB was certifiec
apply the UL review to claims identified as covered only under the non-QMB eligibility group. For the pri
months in the CP for which QMB was not certifiegply the UL review to all the claims. Determination
of the correctness of the QMB certification in the prior months of the CP is beyond the scope of the ME
review.

For example, for a CP of August 1989anuary 1990 when the MEQC review month is October, 1989
reduce the initial UL of $100 as follows:

Total Non- For UL
Month Certified for Paid Claims Claims QMB Both QMB Review
8/89 Non-QMBonly  Physician
crossover $ 15 $15
9/89 Dual QMB and Physician
Non-QMB crossover $ 25 $25 No
Drugs $ 18 $18 Yes
Medicare B
buy-in $ 27 $27 No
Drugs $ 12 $12 Yes
Initial UL $100
Prior month claims 45
Revised initial UL $ 55

C. If some of the review month claims are eligible for payment under QMB and non-QMB claims pl
unclassifiable claims for the review month are greater than the revised initial UL of $55, then the status
the non-QMB group remains as UL.
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Determine the coverage group(s) to assign the review month claims.

Total Non-
Claims QMB  Both QMB Unclassifiable
Physician crossover $ 12 $12
Dental 69 $ 69
Drugs 81 81
Medicare B buy-in for MN 27 27 $27
$189 $150 $39 $27 0

Since the identified QMB-coveredaimsare eligible for payment, determine whether thevised UL
amo§unt is met with the non-QMB only claims plus the unclassifiable claims for the MEQC review mon
per §7330.

Unclassifiable claims $ 0
Non-QMB only claims 150

Total $150

Revised initial UL $ 55 lesser

If the non-QMB only plus unclagiable paid claims is greater than the revised UL, the final eligibility status
of the non-QMB group is UL. The dollamount of thdiability error is the amount of threvised UL
amount.

NOTE: The State may choose to uselled amountsand denied and noncoveredaims as
described in §7330.

D. If some of the review month claims are eligible for payment under QMB and non-QMB claims pl
unclassifiable claim#or the review month are less then the revised initial USL of $55, then the status f
the non-QMB group changes to ineligible.

Assume the initial USL was reduced with prior month claims as shown in subsection B.

Determine the coverage group(s) to assign the review month claims.

Total Non-

Claims QMB  Both QMB  Unclassifiable
Physician crossover $ 12 $12
Drugs 30 $30
Medicare B buy-in for MN 27 $27

$ 69 $30 $12 $27 0

Since the identified QMB-covered claims are eli?ible for payment, determine whether the revised initial |
amount ismet with the non-QMB only plus unclassifiable claims for the MEQC review month per 8733(

Unclassifiable $0
Non-QMB only claims 30
Total $30 lesser amount
Revised initial UL $55
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If the non-QMBonly plus unclassifiable paid claims is less than the revised USL, determine the non-QN\
group as ineligible and determine the dollar amount of the eligibility error as the amount of the non-Ql
only plus unclassifiable claims. Chanpe final status to eligible with ineligible services for the MEQC
review month and change the coverage code from dual eligibility to QMB only.

NOTE: The Satemay choose to udalled amountsaand denied and noncovereldims asdescribed in
§7330.

E. Some claims are QMB-covered only with the initial UL reduced to $0 prior to the MEQC revie
month by the UL review. The final eligibility status of the non-QMB group is eligible.

For example, for CP August 1989 - January 1990 when the QC review month is October, reduce the ir
UL of $100 as follows:

Total Non- For UL
Month Certified for PaidClaims Claims QMB B o] t h
QMB Review

8/89 Non-QMB only  Hospital crossover $560 $560 Yes

Physician crossover 20 20 Yes
9/89 Dual QMB and Physician crossover 40 $40 No

Non-QMB

Initial UL $100
Prior months' claims -580
Revised UL 0

Determine the eligibility group(s) to assign the review month claims.

Total Non- o
Claims QMB Both QMB Unclassifiable
Physician crossover $ 12 $12
Medicare B buy-in for MN 27 $27
$ 39 0 $12 $27 0

_Sirg:g the final eligibility tus for both QMB and the non-QMB group is eligible, the dollar amount of erro
is $0.

EXAMPLE 6: Ineligble for QMB for a reason other than excess resources and UL of $100 for the Nc
QMB coverage group.

A. Allthe Review Month Claims are Identified as Covered Only Under QBermine the coverage
group(s) to assign the review month claims.

Total
Claims Non-QMB Both QMB Unclassified
Medicare A buy-in $156 $156
Medicare B buy-in for MN 27 27
$183 0 0 $183 0

Since all the review month claims are identified as covered only under the ineligible QMB group, the do
amount of the eligibility error is the total amount of the claims.
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B. Some of the MEQC Review Month Paid Claims are Covered Only Under the Non-QMB Covera
Group--Determine whether thiaitial liability error can be reduceagking instructions 87330 and the
following guidelines. For the prior months in the CP, apply the UL review to claims that are covered o
under thenon-QMB eligibility group. For the prior months inthe CPfor which QMB was not certified,
apply the UL review to all the claims. Determination of the correctness of the QMB certification in the pri
months of the CP is beyond the scope of the MEQC review.

For example, for a CP of August 1989 - January 1990, when the MEQC review month is October, rec
the initial UL of $100 as follows:

Total  Non- Use for
Month Certified for PaidClaims Claims QMB B o] t h
QMB UL Rev. 46
8/89 Non-QMB only  Physician crossover $15  $15 Yes
9/89 Dual QMB and Physician crossover 25 $25 No
Non-QMB Drugs 18 18 Yes
Medicare B buy-in 27 $27 No
for MN 12 12
Dental 12 12
Initial UL $100
Prior months' claims 45
Revised initial UL $ 55

C. Some claims are covered only under the ineligible QMB group and the total claims for the MEC(
[Jea/iew month are greater than the revised initial UL of $55 the status for the non-QMB group remain:

Determine the eligibility group(s) to assign the review month claims:

Date of Total
Service Claim Claims Non-QMB Both QMB Unclassifiable
10-01 Medicare B buy-in $ 27 27
10-02 Drugs 10 10
10-06 Claim A 8 $ 8
10-06  Physician crossover 5 $5
10-18 ClamB 10 10
10-18 Dental 20 20
10-20 Medicare A buy-in 156 156

$236 $30 $5 $183 $18

Since theclaimsthat areidentified as QMB-covered onlgnd unclassifiable claimsre ineligible for

payment, determine whether the revised UL amount is met using all the claims for the MEQC review mc
In 87330. Aﬁply the unmet liability to the review month claims in date of service order. For single da
of service wit multéple claims, apply the QMB only and unclassifiable claims to the unmet liability first

these claims would be the client's responsibility if they were not eligible for payment under Medicaid.
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Date of Type of Liability Still P a i d
Used to Offset

Service Coverage to Be Met Amount Liability

10-01 QMB only $ 55 $ 27 $ 27

10-02 Non-QMB 28 10 10

10-06 Unclassifiable 18 8 8

10-06 Both claim 10 5 5

10-18 Unclassifiable 5 10 5

10-18 Non-QMB 0 20 0

10-20 QMB only 0 156 0

NOTE: TheState may choose to use the billed amounts and denied and uncovered claims as describ
§7330.

If the paid claims are greater than the revised UL, the final eligibility status of the non-QMB group is L
In order to unduplicate the errdollars, determinéhe dollar amount othe eligibility error as thdotal
amount of the claims that can be covered only under QMB plus the unclassifiable claims. Determine
dollar amount othe liability error as the amount of the revised UL amount minus the dollar amount of tt
QMB only and unclassifiable claims that were used to offset the liability. If the amount of QMB only ar
unclassified claims used to offset the liability equals or exceeds the revised initial UL amount, the liabi
error amount is $0.

QMB only claims $183
Unclassifiable claims +18
$201 eligibility error amount
Revised UL amount $ 55
(%_I\/IB_ only used to offset
iability - 27
Unclassifiable claims used
to offset liability -13
$15 liability error amount

D. Some paid claimareidentified as coverednly underthe ineligible QMB and the total for the
MEQC review month is less than the revised initial USL of $55 the status for the non-QMB group chan
to ineligible.

Assume the initial UL was reduced to $55 by the QC review month (as described in subsection B).

Determine the coverage group(s) to assign the review month claims.

Date of Total
Service Claims Claims Non-QMB Both QMB Unclassifiable
10-08 Physician crossover $ 12 $12
10-01 Medicare B buy-in 27 $27
$ 39 0 $12 $27 0
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Sincethe claims that are identified as QMB only and unclassifiable are ineligible for payment, determil
whether the revised UL amountiget using all the claims for the MEQC review month following directions
in 87330. Apply the unmet liability to the review month claims in date of service order. For single da
of service with multiple claims, first apply the QMB only and unclassified claims to the unmet liability.

Date of Type of Liability Still Paid Used to Offset
Service Coverage to Be Met Amount Liability
10-01 QMB Only $55 $27 $27
10-08 Both claims 28 12 12

If the paid claimsarelessthan therevisedUL, the eligibility status of thenon-QMB group isneligible. |
Determine the dollar amount of the eligibility error as the total amount of the paid claims. Change the f
eligibility status to ineligible for the QC review month.

E. Someclaimsareidentified as coverednly underthe ineligible QMB and the initial USL for the
non-QMB coveragergup is reduced to $0 prior to the MEQC review month by the UL review so the fine
eligibility status of the non-QMB group is eligible.

For example, for CP August 1989 - January 1990 when the QC review month is October, reduce the ir
UL of $100 as follows:

Total Non- For UL
Month Certified for Paid Claims Claims QMB Both QMB Review
8/89 Non-QMB only Hospital crossover $560
560 Yes
Physician crossover 20 20 Yes
9/89 Dual QMB and Physician crossover 40
$40 No
Non-QMB

Initial UL $100

Prior months' claims 580

Revised UL 0

Determine the coverage groups to assign the review month claims.

Total
Claims Non-QMB Both QMB  Unclassifiable
Physician crossover $ 12 $12
Medicare B buy-in for MN 27 $27
$ 39 0 $12 $27 0

Since theclaimsthat can bedentified as covered undéne non-QMB groupare eligible for payment
because the Ulwas met with prior months' claims, determine the dollar amount of the eligibility error a
the amount of thelaims that can be covered only under the ineligible QMB plus the unclassifiable claim
Change the final eligibility status to eligible with ineligible services.

QMB only claims $ 27
Unclassifiable claims +0 o
27 eligibility error amount
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7350. FEDERAL MONITORING

To ensure that State MEQC systems are operating in accordance with Federal requirements and to
eachState agency ifully utilizing its MEQC system, Federal staff conducisgoingappraisals of State
operations. The Federal appraisal consists of:

o o Management reviews of the administrative and operational aspects of the system on an as-ne
asis;

o Ongoing monitoring of State activities in sampling, review, and corrective action; and
0 Re-review of a subsample of State MEQC case reviews.
If Federal re-review determines that State case reviews have not been completed appropriately, HCFA
o0 Return an inappropriately dropped case(s) for full review;
o Complete an inappropriately dropped case(s) by Federal resources at State expense;

0 Return acase(s) notontaining required incomand eligibility verification informationand/or
verification to request and verify appropriate information; or

o Obtain and verify required income and eligibility verification information by Federal resources
State expense.

HCFA conductd-ederal re-reviews in compliance withe provisions of this manualnd theRegional
Office Manual.

If any of these or other Federal monitoring activities reveal that a State has failed to cooperate in compl
a valid MEQC sample or individual reviews in a timely and appropriate fashion, HCFA establishes paym
error rates based on:

0 A special sample or audit;

0 The Federal subsample; or

o Other arrangements as the HCFA Administrator may prescribe.

In addition, Federal MEQC stafSsists HCFA by identifying State policy which conflicts with the approved
State plan and State plan material that may have been incorrectly approved by the RO.

Section 7206 provides the appropriate instructions for reviewing all cases against the approved State

Federal MEQC brings matters of apparent conflict between State plans, State policy, and Federal regul
to the attention of the Medicaid policy staff for interpretation.
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Whenever differences exist between you and Federal review findings for MEQC cases which are fede
re-reviewed, you arpotified by a Federal difference letter. You may agree with the Federal findings ¢
state your reams for notagreeingand may request @nference. However, yaaust respond to all
Federal differences in writing, whether you agree within 28 days of the date of the difference letter. If
disagree with Federal findings, %/ou must provide all documentation to substantiate your position within
calendar day$rom the date of the difference lettelThe 28-day difference response period may be
shortened if determined to be necessary by the RO with CO concurrence. This shortened response |
must not be less than 10 working days. You may also request a difference conference to discuss the
If, after reviewing arguments, HCFA maintains the Federal finding to be correct, you may appeal the c
to the HCFARegional Administrator (RA). The final decision concerning the difference is made by tt
HCFA RA. This decision is to be reflected in your MEQC statistical reports.

7355. RECORD MAINTENANCE

For purposes of Federal re-review and audit of State ME@@rams, you must maintain your official
MEQC records to permit their ready access and use. Official MEQC records consist of documents wil
support your actions in the following areas:

0 The case selection procesgluding but notlimited to the data and/oworking papersised to
Iqleterminet—:-achmonth's. sample frame, interval determination, and case selection method and the san
ist;

0 The case review procesacluding but notlimited to Forms HCFA301 and HCFA 316 and
supporting documents)cluding Federal difference letters fail completed and dropped reviews. You
must maintain copies of paid claims or histories for sample cases with your MEQC records; and

0 The reporting process, including but not limited to all final 6-month MEQC reports.

Maintain official MEQC records for a period of 3 Tyear_s following the submission of the final 6-month repo
Retain the records beyond the 3-year period if audit findings have not been resolved or if additional ac
may be necessary.

You must mail to HHS staff all records as requested within 10 working days of receipt of the request un
HCFA has approved an additional 3 working days as needed.
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7500. INTRODUCTION

The primary objective othe Medicaid Eligibility Qualit?/ Control (MEQC) System is to eliminate or
substantiallyreducedollar losses resulting from eligibilitgrrors. Information concerning a sample of
Medicaid cases anthe claimsfor services provided to members of those cdsesg selected review
months is obtained, documented on worksheets, and summarized on the Integrated Review Schedule.
87599, Exhibit 1.)

Case findings are summarized on the review schedule and submitted in two parts: eligibility findings &
completing the eligibility review and payment findings after completing the payment review. The Sam|
Completion Monitoring Subsystem section, Part X of the Integrated Quality Control Data Processing Sys
(IQCDPS) UserdManual contains instructions for automatically generaghgibility findings. The
Medicaid claims subsystesection,Part XIV of that manual, containghe instructions fogenerating
payment findings.

The datdink between IQCDPS and the HCFA Data Center was implemented in April 1987. Its ﬁurpo
is to provide electronic transfer of Medicatpibility and paymentindings whichStates record on the
integrated review schedule and transmit through the IQCDPS. Findings transmitted to the IQCDPS are
official findings for MEQC error rate purposes. Manual disposition lists are no longer required.

ROs do not requesubsample casemtil paid claims findings or a disposition of dropped are submitted.
As a general rulepnce paymenfindings have been submitted in an acceptdblen and have been

subsampled by the RO, the findings may not be changed. Eligibility findings may be changed to correct
errors until payment findings or a disposition of dropped have been submitted and subjected to subsamy

There are four exceptions. If you:

1. Initially report a case as dropped and the Federal reviesersble to complete the case, then
change %our eligibility findings to reflect the Federal flndlngs or complete your own eligibility review an
report thatfinding. If the Federal reviewers return the dropped case to yocofapletion,take all
necessary actions to complete it and report the finding.

~ 2. Complete a case and submit a finding and the Federal re-review demonstrates that the case was
in error, i.e., that the case was completed even though it was not within the scope of the survey, then r
your eligibility findings and drop the case.

3. Report anrAFDC-QC case aligible and inadvertently report treame case aimeligible for
Medicaid, then revise that finding provided the error was a transcription error and not a review error.

4. Report an eligibility finchg for a case which is subsequently overturned by a hearing decision issu
by a State administrative law judge or hearing officer, then revise that original finding to reflect the decisi

For each exception, revise the payment findings, if necessary, to make them consistent with any cha

eligibility findings. As arextension of this "no change" polica/, the IQCDPS has certain protected field
which, once paid claims findings or a disposition of dropped are transmitted to the Kansas City
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Computer Center (KCCC), may only beanged throu?h intervention by the RO. The designated protecte
fields are disposition, initiabse eligibility status, initial case liability error, final case eligibility status, dollar
amount of paid claimsevised initial case liability error, final dollar amount of case liability error, and final
dollar amount of case eligibility error. All other fields contained on the Review Schedule may be chan:
via retransmission to the KCCC.

The submission of Table V, Univer&ata by Stratumand Substratum, is required &tlow Federal
processing of electronically transmitted State reviiedings. This table shows the number of Medicaid
cases and dollars paid for Medicaid cases during each month of the review period. Table V is also us
report universelataconcerning Medicaid payments to Supplemental Security Income (SSI) recipients
States where Medicaid eligibilityeterminations are made by the Federal government (1634 contract Statt
and Medicaid payments to individuals covered for foster care and adoption assistance under title IV-
the Act. This additional payment universe information is used by HCFA to determine that portion of yc
Medicaid grant award which is not subject to adjustment of Federal financial participation (FFP%
withholding and/or disallowance purposes.

Submit Table V when available, but no later than 4 months after the close of each 6-month reporting pe

7505. ANALYSIS OF REPORTED DATA

The MEQC system is based on a review of a statistically valid sample of Medicaid cases. The data colle
through the review process is organized, processed, and analyzed to provide a clear and concise pict
the operations of the Medicaid program.

Thorough and accurate analyses are the basis for formulating corrective actions to effectiveI?/ reduce
rates andnisspent dollars. The State personnel responsible for data analysis use technical formulae
computations in theataanalysis process. The analysis is presented to program managers in a form
helps them decidamongalternative approaches to corrective action. Therewsda range of data
available for analysis through the MEQC system. States may use a number of statistical techniques v
are available for data analysis such as correlation, hypothesis testing, and chi-square testing. However,
it is beyond the scope of this manual to describe use of such techniques in detail, see existing literatu
these subjects.
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7510. INSTRUCTIONS

Table V contains universe statistics usedwighting statistics andalso provides payment universe
information necessary to adjust FFP in the States' Medicaid grant awards.

7520. TABLE INSTRUCTIONS - TABLE V

Table V displays universe data for each month of the review period. These data are not accumulated
Review Schedulebut are counts developed by the Staben the Medicaid universe.Enter the total
number of Medicaid cases in each stratum or substratum and the total dollars paid out each month f
Medicaid cases in eadtratum. The dollars paid machstratum or substraturre thosepaid in the
reporting period months which are associated with cases in each of the designated stratum groups. In
adjustments made in thmonth inthe totaldollar amountgexcept for cost settlemeatljustments not
attributable to individual casesThis table must includ€MB cases and payments for the appropriate
strata. Case and payment totals for QMB only and MAO/QMB dual eligible cases are reported in the M
stratum; AFDC/QMB cases are included in the AFDC stratum; and SSI/QMB cases are included in the
stratum.

The major stratum code designations are:

1 -- Medical Assistance Only

2 -- Aid to Families with Dependent Children

3 -- Optional

4 -- Supplemental Security Income (1634 contract States only)
5 -- Foster Care and Adoption Assistance (title IV-E)

Report strata 4in 1634contractStates onlyjnd 5 to allow for elimination of associated proportions of

Medicaid dollars from consideration in withholdiagd disallowance determinations. Do not use these
universe data in weighting sample estimates.
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THIS SPACE RESERVED FOR FORM HCFA 309
TABLE V
MEDICAID ELIGIBILITY QUALITY CONTROL
UNIVERSE DATA BY STRATUM OR SUBSTRATUM
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