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1928 o f  the  Ac t

( M B )

9 a

ARIGI'|SAS

Pediatri.c Immunization Prooram

1. The state has implemented a progrErm for the
digtribution of pediatric vaccinee to program-
regiEtered providere for the immunization of
federally vacclne-eligible children in accordance
r.rith section 1928 ae indicated below.

a. ?he State progfran will provide each
vaccine-eligible child with medically
appropriate vaccinee according to the
echedule deveJ.oped by the Advisory CoNltj.ttee
on Inmunization Practices and wj-thout charqe
for the vacci-nes.

b. The state wil l outreach and encouraqe a
var iety  of  prov idera to Part ic iPate in  the
progrirm and to adminigtser vaccinee in
mul t ip le Bet t inga,  e.g.  t  Pr ivate heal th care
providera, providere that receive funds under
Title V of the Indian Healt,h care ImProvement
Act, healEh programs or facil. i t ies oPerated
by Indian tribee, and maintain a l iet of
progr.rm-regietered providers.

c. With reepecc to any population of vaccine-
eligible children a Eubgtantial portion of
whoEe parentg have lirnited abil ity to sPeak
the Englieh language' the sgate wil l identify
Progrnm-regietered providere who are able to
cornmunicate with tbia vaccine-eligible
population in the language and cultural
context which is most aPPropriate.

d. The st,ate wil l ingtruct program-reglstered
providere to determine eligibil i ty in
accordance wi th sect ion 1928(b)  and (h)  of
the Social Security Act.

e. The state wi.l l  aseure that no program-
registered provider wil l charge more for the
adrninietration of the vaccine than the
regional maximum established by the
Secretary. The state will inform Progr:rm-
registered providers of the maximum fee for
the administrati-on of vaccineg.

The state wil l aeEure that no vaccine-
eligible child is denied vaccinea becauee of
an inabil ity to pay an adninietration fee.

Except as authorized under aection 1915(b) of
the Social Security Act or ae permitted by
che secretary to prevent fraud or abuse' the
State will not impose any additional
qualif icatione or conditione, in addition to
thoee indicated above, in order for a
provider to qualify aE a Progran-registered
provider.

a,

f .

DAIE R,IC.D
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9b

( M 8 )

ARKANSAS

J .

4 .

The State haE not modified or repealed any
Immuni.zation Law in effect as of May l, 1993 to
reduce the amount of health ineurance coverage of
pediatric vaccineg.

The State Medicaid Agency has coordinated lrith
the state Public Health Ageney in the completion
of thie preprint page.

The State agency with overall reaponeibil i ty for
the implementation and enforcement of the
provie ione of  sect ion 1928 ig:

_ state Medicaid Agency

x state Public Health Agency

STATE
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State/Territory:     [Arkansas]       
 

SECTION 2 – COVERAGE AND ELIGIBILITY 
 
See S94, SPA #2013-019 
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Revised:  September 30, 2003 
 
State/Territory:     [Arkansas]       
 
Citation 
42 CFR   2.1(b) (1) Except as provided in items 2.1(b)(2) and (3) 
435.914     below, individuals are entitled to Medicaid 
1902(a)(34)     services under the plan during the three months 
of the Act     preceding the month of application, if they were, or 
      on application would have been, eligible.  The  
      effective date of prospective and retroactive eligibility 
      is specified in Attachment 2.6-A. 
 
1902(e)(8) and   (2) For individuals who are eligible for Medicare 
1905(a) of the    cost-sharing expenses as qualified Medicare 
Act      beneficiaries under section 1902(a)(10)(E)(i) of the 
      Act, coverage is available for services furnished after 
      The end of the month which the individual is first 
      Determined to be a qualified Medicare beneficiary. 
      Attachment 2.6-A specifies the requirements for 

     Determination of eligibility for this group. 
 

1902(a)(47) and        X  (3) Pregnant women are entitled to ambulatory prenatal 
     care under the plan during a presumptive eligibility 
     period in accordance with section 1920 of the Act. 
     Attachment 2.6-A specifies the requirements for 
     Determination of eligibility for this group. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

TN #            ___________     Effective Date   ____________    
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  August 1991 
 

State: ARKANSAS 
 
Citation 
42 CFR   2.2 Coverage and Conditions of Eligibility 
435.10 
     Medicaid is available to the groups specified in ATTACHMENT 2.2-A. 
 
      Mandatory categorically needy and other required special groups 

only. 
 
      Mandatory categorically needy, other required special groups, 

and the medically needy, but no other optional groups. 
 
      Mandatory categorically needy, other required special groups, 

and specified optional groups. 
 
      Mandatory categorically needy, other required special groups, 

specified optional groups, and the medically needy. 
 
      The conditions of eligibility that must be met are specified in 

ATTACHMENT 2.6-A. 
 
      All applicable requirements of 42 CFR Part 435 and sections 

1902(a)(10)(A)(i)(IV), (V), and (VI), 1902(a)(10)(A)(ii)(XI), 
1902(a)(10)(E), 1902(l) and (m), 1905(p), (q) and (s), 1920 and 
1925 of the Act are met. 
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Revision:  HCFA-PM-87-4          (BERC)                                                                 OMB No.:  0938-0193 
             MARCH 1987 
 
State:     ARKANSAS       
 
Citation    2.3 Residence 
 
435.10 and     Medicaid is furnished to eligible individuals who are   
435.403, and    residents of the State under 42 CFR 435.403, regardless  
1902(b) of the    of whether or not the individuals maintain the residence  
Act, P.L. 99-272    permanently or maintain it at a fixed address. 
(Section 9529) 
and P.L. 99-509 
(Section 9405) 
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Revision:  HCFA-PM-87-4          (BERC)                                                                 OMB No.:  0938-0193 
             MARCH 1987 
 
State:     ARKANSAS       
 
Citation    2.4 Blindness 
 
42 CFR 435.530(b)    All of the requirements of 42 CFR 435.530 and 42 CFR    
42 CFR 435.531    435.531 are met.  The more restrictive definition of   
AT-78-90     blindness in terms of ophthalmic measurement used in this 
AT-79-29     plan is specified in ATTACHMENT 2.6-A. 
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Revision:  HCFA-PM-81-4          (BPD)                                                                 OMB No.:  0938- 
             AUGUST 1991 
 
State:     ARKANSAS       
 
Citation    2.5 Disability 
 
42 CFR     All of the requirements of 42 CFR 435.540 and 435.541    
435.121,     are met.  The State uses the same definition of disability   
435.540(b)     used under the SSI program unless a more restrictive 
435.541     definition of disability is specified in Item A.13.b. of  

ATTACHMENT 2.2-A of this plan. 
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Revision:  HCFA-PM-92-1          (MB)                 
             FEBRUARY 1992 
 
 
State:     ARKANSAS       
 
Citation(s)    2.6 Financial Eligibility 
 
42 CFR     (a) The financial eligibility conditions for Medicaid-only  
435.10 and      eligibility groups and for persons deemed to be cash  
Subparts G & H     assistance recipients are described in ATTACHMENT  
1902(a)(10)(A)(i)     2.6-A. 
(III), (IV), (V), 
(VI), and (VII), 
1902(a)(10)(A)(ii) 
(IX), 1902(a)(10) 
(A)(ii)(X), 1902 
(a)(10)(C), 
1902(f), 1902(l) 
and (m), 
1905(p) and (s), 
1902(r)(2), 
and 1920 
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Revision:  HCFA-PM-86-20          (BERC)                                                                 OMB No.:  0938-0193 
             SEPTEMBER 1986 
 
State/Territory:     ARKANSAS       
 
Citation    2.7 Medicaid Furnished Out of State 
 
431.52 and     Medicaid is furnished under the conditions specified in     
1902(b) of the    42 CFR 431.52 to an eligible individual who is a resident   
Act, P.L. 99-272    of the State while the individual is in another State, to the 
(Section 9529)    same extent that Medicaid is furnished to residents in the 

State. 
 



Revision:   HCFA-PM-91-4     (BPD)       Attachment 2.2-A 
    August 1991         Page 1 

     January 1, 2014        
 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State:                ARKANSAS                     
 

GROUPS COVERED AND AGENCIES RESPONSIBLE FOR ELIGIBILITY DETERMINATION 
_______________________________________________________________________________________________ 
Agency* Citation(s)    Groups Covered 
________________________________________________________________________________________________ 
 
 
See S14, SPA 2013-015 
 
 
 
 
 
 
 
 
 
 
 
 



Revision:   HCFA-PM-91-4     (BPD)       Attachment 2.2-A 
    August 1991         Page 2 

     January 1, 2014        
 

State:                ARKANSAS                     
 

_______________________________________________________________________________________________ 
 
Agency* Citation(s)    Groups Covered 
________________________________________________________________________________________________ 
 
            A. Mandatory Coverage – Categorically Needy and Other Required 
     Special Groups (Continued) 
 
N/A 
 
1902(a)(10)(A)(i)(I) of the Act 
 
DCO 
420(a)(22)(A) of the Act 
 
DCO 
406(h) and 1902(a)(10)(A)(i)(I) of the 
Act 
 
 
 
1902(a) of the Act 
Division of Children and Family Services 
(DCFS) 
 
 
 
 
 

2.     Deemed Recipients of AFDC 
 

b.  See S14, SPA 2013-015 
 
c.  See S14, SPA 2013-015 
 
 
d.  An assistance unit deemed to be receiving AFDC for 

a period of four calendar months because the family 
becomes ineligible for AFDC as a result of collection 
or increased collection of support and meets the 
requirements of section 406(h) of the Act. 

 
e.  Individuals deemed to be receiving AFDC who meet 

the requirements of section 473(b)(1) or (2) for whom 
an adoption assistance agreement is in effect or foster 
care maintenance payments are being made under title 
IV-E of the Act. 

 

  
 
 
 
 
 
 
 
 
 
 
 
*Agency that determines eligibility for coverage.  



Revision:   HCFA-PM-91-4     (BPD)      Attachment 2.2-A 
    August 1991         Page 2a 

    January 1, 2014        
 

State:                ARKANSAS                     
 

_______________________________________________________________________________________________ 
 
Agency* Citation(s)    Groups Covered 
________________________________________________________________________________________________ 
 
             A. Mandatory Coverage – Categorically Needy and Other Required 
     Special Groups (Continued) 
 
 
 
 
DCO 
1902(a)(52) and 1925 of the Act 

3.   See S14, SPA #2013-015 
 
4.    Families terminated from AFDC solely because of 

earnings, hours of employment, or loss of earned income 
disregards entitled up to twelve months of extended 
benefits in accordance with section 1925 of the Act.  
(This provision expires on September 30, 1998.) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*Agency that determines eligibility for coverage.  



Revision:   HCFA-PM-91-4     (BPD)       Attachment 2.2-A 
    August 1991         Page 3 

     January 1, 2014        
 

State:                ARKANSAS                     
 

_______________________________________________________________________________________________ 
 
Agency* Citation(s)    Groups Covered 
________________________________________________________________________________________________ 
 
See S14, SPA #2013-015              



Revised:   March 1, 2005         Attachment 2.2-A 
    January 1, 2014        Page 3a 

       
 

State:                ARKANSAS                     
______________________________________________________________________________________________ 
 
Agency* Citation(s)    Groups Covered 
________________________________________________________________________________________________ 
 
      
See S14, SPA #2013-015  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*Agency that determines eligibility for coverage.  



Revision:   HCFA-PM-92-1R      (MB)       Attachment 2.2-A 
     March 1992         Page 4 
     January 1, 2014 

       
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 
State:                ARKANSAS                     
 

COVERAGE AND CONDITIONS OF ELIGIBILITY 
______________________________________________________________________________________________ 
 
Agency* Citation(s)    Groups Covered 
________________________________________________________________________________________________ 
 
      
See S14, SPA #2013-015 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*Agency that determines eligibility for coverage.  



Revision:   HCFA-PM-            (MB)       Attachment 2.2-A 
     February         Page 4a 
     January 1, 2014 

       
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 
State:                ARKANSAS                     
 

COVERAGE AND CONDITIONS OF ELIGIBILITY 
______________________________________________________________________________________________ 
 
Agency* Citation(s)    Groups Covered 
________________________________________________________________________________________________ 
 
      
See S14, SPA #2013-015 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*Agency that determines eligibility for coverage.  
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     March 1992         Page 5 
     January 1, 2014 

       
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 
State:                ARKANSAS                     
 

COVERAGE AND CONDITIONS OF ELIGIBILITY 
______________________________________________________________________________________________ 
 
Agency* Citation(s)    Groups Covered 
________________________________________________________________________________________________ 
 
             A. Mandatory Coverage – Categorically Needy and Other Required 
     Special Groups (Continued) 
 
             
 
 
 
 
DCO        1902(e)(5) of the Act 
 
 
 
 
 
 
 
 
 
DCO        1902(e)(6) of the Act 

10.  See S14, SPA #2013-015 
 
 
 
 
11.  a.  A woman who, while pregnant, was eligible for, 

applied for, and receives Medicaid under the 
approved State plan on the day her pregnancy ends.  
The woman continues to be eligible, as though she 
were pregnant, for all pregnancy-related and 
postpartum medical assistance under the plan for a 
60-day period (beginning on the last day of her 
pregnancy) and for any remaining days in the month 
in which the 60th day falls. 

 
       b.  A pregnant woman who would otherwise lose 

eligibility because of an increase in income (of the 
family in which she is a member) during the 
pregnancy or the postpartum period which extends 
through the end of the month in which the 60-day 
period (beginning on the last day of pregnancy) ends. 

 
 
 
 
 
 
 
 
 
 
*Agency that determines eligibility for coverage.  



Rrv i s i on :  HCFA-PH-92  - I&  (UB)
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AITACHHENT 2.2-A
Page 5

SOCIAL SECURI1Y ACTSTATE PI.A}I I'NDER TITLE XIX OF THI

S t a t c : ARKANSAS

COVERAGE AI{D CONDITIOiS OF ELIGIBILITY

Ag"nyr  c i te t ton l r l Groupr Covored

DCO 1eo2(c)  ( . i )
of th. Act

SOCIAL 42 cFR 435.120
SECURITY
ADI.IINISTRATION
(SSA)

A. Hilldltorv cov.reqe - catcqoricaltv Necdv and oth.r

Sgquired Special Groups (Continucd)

LZ. A child born to a wooan who !e aligible for and
receiving l{edicaid aE categorically needy on th.
date of the chrld's birth. The child ir dcrocd
ctigible for onc ycar from birth as long ag thr
rcthcr rroainr eliEiblo or r,rould raoain cligibh
if ttiU prcgnant end the ehild rcaainr in th.
r.oa hourhold er thr nother.

13. Aged, Blind and Disabled Individuale neceivlng
Carh Arairtance

X a. Individualr rccelving ssl.

lhir lncludcr bcnrfici. 'r irt '  r l igibh
rPour.r end perronr rlcrlvlng SSI
benrfltg prnding a finrl detrr:uinetlon
of blindnrrr or dilrbility or lrndlng
dirlnnl of rxcclr rergurcar uoder m
rgrrcat rlth thr Socirl Sesuritl'
ldntnirtnttoni rnd boglantng
Jenuery 1, 1981 P.rtonr ncrtvtng 3SI
undrr t.ction 1519(r) of ttro lst or
conridend to bc rtcclving SSI und.r
..ction 1619(b) of thr lct.
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Revlslon: HCFA-P!,|-91-
AUGUST 1991

(8PD)

ARKAI{SAS

ATTACHMENT 2.2.A
Page 6a
O M B  N O . :  0 9 3 8 -s ta te :

Agency* C l ta t i on (  s  ) Groups Covered

N/A
4 3 5 . 1 2 1

A. Mand?to5v Cov?r?q Needv and Other
Required soeciar  Groups ( f f i

, t .  a1 b.  rndiv iduals who meer more restr ic t ive
reguirements for  Medicaid than the SSI
reguirement ,s .  (This inc ludes persons who
qua l i f y  f o r  bene f i t s  unde r  sec l i on  l d l g (a )
of the Act, or $rho meet the resuirements for
S S f  s r a r u s  u n d e r  s e c r i o n  f 5 l 9 a b ) ( 1 )  o f  r h e
Ac t  and  who  me t  t he  S t ,a te , s  no re
restr ic t ive requi retnents for  Medicaid in  the
month before the month they gual i f led for
S S I  u n d e r  s e c c i o n  l d l g ( a )  o r  m e t  c h e
requ i remen t , s  unde r  sec t i on  f 519 (b ) ( l )  o f  t , he
Ac t .  Med ica id  e l i g i b j . l i t y  f o r  t hese
indlv iduals cont inues as long as they
con t l nue  ro  meer ,  r he  1519 (a )  e l i g i b i l i t y
standard or  the requi rements of  tect ion
f 6 1 9 ( b )  o f  t h e  A c r . )

1 6 1 9 ( b ) ( 1 )
of  the Act

Aged
BI lnd
D lsab led

The  more  res t r i c t i ve  ca tego r i ca l  e l i g i b i l i t y
c r i t e r i a  a re  desc r i bed  be iow :

(F lnanc la l  c r l t e r i a
ATTACHMENT 2.5-A) .

rAgency t,hat determines e l lg ib i l i ty  for  coverage.

T N  N O . Approval Date

are descr ibed in

ha
Ef fec t i ve  Da te

TN NO.

Att.clrmed 2.2-A. Pagr S. tt€m 9. b.. '

SIATE

it^T€ REC'D Nov 2 7= 1q:11,

oe:le nppv'Dw

;.;;;=,;ffi

.Apt_.31L3€7, rN 87--12 i

HCFA ID :  79838



Agencyr c l ta t ion  (  s  ) Groups Covered

Revis ion:  HCFA-PM-g1- 4
AUCUST I991

(  BPD)

AR|(AT{SAS

ATTACHMENT 2.2-A
Page 5b
O M B  N O . :  0 9 3 8 -

SEa te :

A .

SSA r9o2  (a )  14 .
( 1 0 ) ( A )
( r ) ( r r )
and  1905
( q )  o f
Che Act

*Agency that  determlnes e l tg lb l l l ty for coverage.

TN NO.
Supers
TN No.

Approval te

Attrchmcnt 2.2-A, pago 6, I
Itam 10. r..b. and c..
Approrcd 7-3O{t, TN 87-t2 i

Qual l f ted severely  impalred b l lnd and d isabled
lndlv lduals under age 55,  who--

For  ehe month precedlng the f l rs t  month of
et ig ib i . l i ty  under the iequi rementE of  sect ion
1 9 0 5 ( q ) ( 2 )  o f  t h e  A c t ,  r e c e i v e d  S S I ,  a  S t a t e
supplemencal  payment  under sect j .on 1G16 of  the
Ac t ,  o r  unde r  sec r l on  2L2  o f  p .L ,  93 -56  o r
bene f l t s  unde r  sec t l on  1519 (a )  o f  t he  Ac t  anc t
were e l lg ib le for  Medicaid;  or

For t.he month of June L9g7 , r.rere considered to
be  rece l v l ng  SS I  unde r  s tec r l on  l 619 (b )  o f  t he
Act  and were e l lg ib le for  Medlcaid.  ihese
lndlv iduals must- -

( f )  Cont lnue to meet  the cr l ter la  for  b l lndness
or  have the d lsabl tng physlcal  or  menta l
impalrment under whlch the indlvidual wag
found to be d isabled;

(2)  Except  for  earn lngs,  cont lnue to meet  atL
nondlsabl l l ty- re lated regui rements for
e l l g i b l l i . t y  f o r  SS I  bene f l t s i

(3)  Have unearned lncome ln amounts that  would
not  cauae them to be inel lg ib le for  a
payment  under sect lon f6 l f (b)  of  the Act ,

a .

(  Cont lnued )

ectlve Date

HCFA ID :  79838

b .

Nov 2 7 1s91-

OAIE APPV'DDEc 3 0 199t--

D.{l E EFF

HCFA r7e



Revls lon:  HCFA-P!{-91-  4

AucuST 1991
(  BPD)

ARKA,T{SAS

ATTACTTUEIIT 2.2-A
Page 5c
O M B  N O . :  0 9 3 8 -

s ta te :

Agencyr C t ta t l on  (  s  ) Groups Covered

A . Mandatonr Coveraqe - Cat,eqorl-cal lv Needv and Other
Required Specla l  Groups (Cont fnuea)

(4)  Be ser lousl .y  inh lb l red by rhe lack of
Medlcaid coverage in thei r  abl l t ty  ro
contlnue t.o work or obtaln employment,; and

(5 )  Have  ea rn lngs  tha t  a re  no t  su f f l c i en t  t o
provlde for  h l .msel f  or  hersel f  a  reasonable
egu l va len t ,  o f  t he  Med lca ld ,  SS I  ( i nc lud ing
any Federal . ly  admlnls tered SSp),  or  publ ic
funded agtendant care servlces that would be
aval lable l f  he or  she dtd have such
errnl.ngs.

N Not  appl tcable wt th resDect  t ,o  ind lv lduals
recelv lng only SSp because the State e i ther
does not make SSp payments or does not
provlde Medlcal .d to Ssp-only rec ip lencs.

TN No. Approva ecti.ve Date
Supers
TN No. ka
At|dlmdrt 22-A P.go 6, ltem 10.€1..
and P!9.6., ltcm 10...
and Optional Plrlgrlph 2,
Approved 7-30€7, TN 817_-12

rAgency that determlnes ellglbtl lty for coverage.

STATE Iv'Ut\-H IJ.P '

DAIEREC'DNOV?? 1991

rAiE APPV'oDEC 3 0'Fgf

DATE'EFF

HCFA 179

HCFA ID :  7983E



Rev is lons  HCFA-PM-91 -4
AUGUST 199 1

SLa te :

(  BPD)

ARIGIISAS

ATTACHMEIIIT' 2.2-A
Page 5d
O M B  N O . :  0 9 3 8 -

Agencyr C l ta t l on  (  s  ) Groups Covered

A .

1 5 1 9 ( b )
o f  the

Afi.chmont 2.2-4, Pag. 6.,
Third Plr.grtph.
Appror/ed 7-3r):8;l, TN 87-lz

$(n
Act

l - /  The State appl ies more restr ic t lve e l lg lb l l l ty
reguirements for Medicaid than under SSI and
unde r  42  CFR 435 .121 .  I nd l v i dua l s  who  qua l l f y  f o r
bene f l t s  unde r  sec r i on  rE19 (a )  o f  t he  l d i - o r
indlv iduals descrrbed above'who meet  tne er igrb i . l i ty
requrrements for  SSI  benef i ts  uncter  sect ton
r 5 1 9 ( b ) ( l )  o f  t h e  A c t  a n d  w h o  m e r  r h e  s t a t e , s  n o r e
restr l .c t tve regul rements 1n the month before the
mon th  t hey  gua l l f l ed  f o r  SS I  unde r  secE lon  f6 fg (a )  o r
me t  t he  requ l remen ts  o f  sec t i on  l d l g (b ) ( l )  o f  t l i e 'Ac t
are covered.  El lg lb l l i ty  for  these lndtv iduals
cont lnues as long as they cont lnue to gual l fy  for
benef l ts  under sect lon 1619(a)  of  t t re ic t  or  meet  the
SSf  regu i remenrs  unde r  sec t l on  1619 (b ) (1 )  o f  t he  Ac t .

*Agency that deternines el lg ib i l l ty  for  coverage.

a l  Date
Supers
TN No. lous

Etfect lve Date

DAi'E EI-F

HCFA I79

HCFA 7 9 8 3 8



Revls lon:  HCFA-PM-91- 4
AustrsT 1991.
i{arch i , 2005

Sta te :

(  BPD)

ARKAITJSAS

ATTACHMENT 2.2-A
Page 6e
o M B  N O . :  0 9 3 8 -

Agency* Ci ta t i on (  s  ) Groups Covered

D C O  l G 3 4 ( c )  o f
the Act

DCO 42 cFR 43s .Lz2

A. Mand?tore:Cov?r?q edv and Other
Required Special Groups 1-ontinueay

15.  Except  ln  States that  apply more restr lc tLve
eligibll i ty requirements for Medicald than und.er
SSI,  b l ind or  d isabled indiv lduals who--

a.  Are at  least ,  lg  years of  age;

b.  Lose SSI e l ig ib i l i ty  because they become
ent i t led to OASDI chl td ' -s  benef l ls  und,er
sect ion ZA2(d)  of  the Act  or  an lncrease Ln
these benet l ts  based on thel r  dtsabi l l ty .
Medicaid e l tg ib i l i ty  for  these indiv ldui ls
continues for as long as they would be ellglble
for  ss l ,  absent  thei r  oAsDr et ig iu i t t ty .

/ - t  
" .  

The State appl les more restr lc t lve e l lg lbt l l ty
requi rements than those under SSI,  and-par t  o i
aI I  o f  the amount  of  the OASDI benef i t  ihat
caused SSI, /SSp inel lg lb l l l ty  and subsequent
increases are deducted when determlnln{ the
amount of countable income for categorically
needy e l ig lb i t i ty .

/-t a. The state apprres more resrtrlctlve requrrementg
than those under SSI, and none of the OASDI
beneflt is deducted in detemining the amount
of countable income for categoricitty neeay
e l i g i b i l i t y .

16.  Except  in  States that ,  apply nore restr ic t lve
el ig ib i l i ty  requi rements for  Medicaid than under
SSI,  ind iv iduals who are inel ig tb le for  SSI  or
opt ional  State supplements ( t f - the agency provi .des
Med lca id  unde r  5435 .230 ) ,  because  o t - regu f i emen ts
that do not apply under tlt le XfX of ttre ect.

SSA .12  cFR 435. I30 t 7 Individuals recelvlng nandatory State supplements.
rAgency t!:ai: determines e l l g tb i l i t y  f o r  cove rage .

TN No. Approval Date ect ive DateSupers
TN No. HCFA 7 9 8 3 8



Rev ls lons  HCFA-PM-91 -4
AUGUST T99I

s ta te :

(BPD)

ARKAf{SAS

ATTACHUEI{T 2.2-A
Page Of
O M B  N O . :  0 9 3 8 -

Agencyr C l ta t i on  (  s  ) Groups Covered

18'  rndlv lduals who ln December lg73 were e l lg lbre for
Mecllcald as an essentlal spouse ana wno-trive
cont lnued,  as spouse,  to l ive wi . th  and be
esa€n t l a l  t o  t he  we l I -be lng  o f  a  rec lp ien t  o f  cash
asalstance.  The rec lp ient  wl th whom ihe essent la l
spouse ls  l tv lng cont . tnues to meet  the December
1973  e l t g i b t l i t t  r equ i remen ts  o f  t he  S ta re , s
approved p lan for  OAA, AB, APTD. or  AA8D and the
spouae cont , lnues Eo meeg the Decenber lg73
regulrenents for havlng hls or her needs lncluded
in conputlng the cash paymenc.

N fn Decenber 1973,  Medlcalc t  coverage
esaent ta l  s tpouse wae lLnl ted to the
group( s ) :
x Aged x gti.r,a

/ - /  Not  appl lcable.  In  Decenber 1973,  the
essent la l  spouse eras not  e l lg lb le for  Medlcaid.

'Agency that detencines el ig lb l l l ty  for  coverag€.

aI  Dace

ssA
4 2  C F R  4 3 5 . 1 3 1

Supe
TN No.

o f  t he
fo l l ow lng

Effect lve

HCFA ID:

X o lsaoted

te

7 9 8 3 8

;;;;-*" nov z t' i9-g-t- -

DAIE EFF

HCFA I79

Anacfim.nt 22-A. Pago 6b. lt€m 14,
Approv.d 7€O€7, TN 87-12



Agency*  c i ta t lon(s ) Groups Covered

Revlsion: HCFA-PU-91_ 4
6scgs1 199l
l.larcli l, 2005

Sta te :

(  BPD) ATTACHUENT 2.2-A
Page 59
OUB l {O. :  0938-ARKANSAS

4 2  c F R  4 3 5 . 1 3 2 1 9 .

D C O  4 2  c F R  4 3 5 . 1 3 3 2 0 .

*Agency that determlnes ellgtblllty for coverage.

roval Date

?t -,ro

Inst l tu t lonalLzed lndiv lduals who were e l - lg ib le
for Medlcald tn December 1973 as inpatlent;; i
t i t le  XIX nedlcal  inst i tu t l .ons-or  res idents oft l t le  XrX internediate care i icr t t t ies,  i i ,  i " .each consecutLve month after Oecenler Lg73, they_-

a. ContLnue to meet the Decenber l9Z3 t{edicald
State plan eligi.bil i ty requlrements; and

b. Renal.n lnstltutlonalized; and

c.  Cont lnue to need Lnst l tu t lonal  care.

Bllnd and disabled individuals who__

a. Meet all current requirenents for Me<ticald
el ig tb l l i ty  except  €ne OttnAness or  d isabi l i ry
crLter ia;  and

b.  
l {3T".e l lg lb le for  Medicatd ln  Decemb€r t9Z3 asbltnd or dlsabled; and

c. For each consecutl.ve nonth after Decenber 1973contlnue to meet Decenb€r l9?3 ellgfUffi iy--
cr l ter l .a .

3
t {o.

lN
Su
TN

Effective Date

HCFA ID :  79838
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RevLsl.on: HCFA-pM-91-4
AucUsT 1991
i|aich | . 2005

Sta te :

(BPD) ATTACHMENT 2.2-A
Page 7
o!{B NO. :  0938-ARKANSAS

Agency* CLta t l on (  s  ) Groups Covered

DC0 4 2  c F R  4 3 5 . 1 3 4

A. Uand?tor_rr Covgr?oe - Cateqoricallv Needv and Other
Required sp€ciar croups @ontr-uEaJ-

2L.  Indiwiduals who would be SSI/SSp el lg ib le except
for  the increase in OASDI benef i ts  u ider  pub.  i .
92-335 (July  1,  1972),  who were ent i t led to OASDI
in August ,  L972,  and who were receiv ing cash
assistance in August  1972

D Includes persons who would have been eligible
for cash assLstance but- had not applied in

. August 1922 (thls group was incluAea tn tnis
S t a t e ' s  A u g u s t  1 9 7 2  p l a n ) .

D Includes persons who would have been eligible
for  cash assls tance ln August  L97Z l f  noi  ln  a
medical lnstltution or tntermedl_ate care
fac i l i ty  ( th is  group was lnc luded in th is
S t a t e , s  A u g u s t  1 9 7 2  p l a n ) .

D Not appl icable wi th respect
ca re  f ac l l l t l es ;  t he  S ta te
cover  th is  serv ice.

to intet:mediate
did or does not

TN l{o. Approval Date Et fect lve Date

TN No .
HCFA 7 9 8 3 8

5G

*Agensy that deter:ml.nes eligibility for coverage.

4t'



Agency*  C l t a t l on (s ) Groups Covered

RevLslon:  HCFA-PM-91-4
Aucnsr 1991
Itlarch t, 2005

State:

(BPD)

ARKANSAS

ATTACHMENT 2.2-A
Page 8
o M B  N O . ;  0 9 3 8 -

A. Mandatorv Coveraqe - Cateqoricallv Needw and othcr
Required Speciat  crouot  (Cont inued)

DCO 42  cFR {3s .13s  zz . Ind iv iduals who - -

Are receiv lng OASDI and were recetv ing SSI/SSp
but  became inet ig ib le for  SSI /Ssp 

" i iE. -ap. i fL977 i  and

Wou ld  s t l l l  be  e l l g tb le  f o r  SS I  o r  SSp  l f
cost-of-l lvlng Lncreases tn OASDI paid und,er
sect lon 21.5(1)  of  the Act  received af ter  the
Iast month for whlch the lndLvLdual was
el ig lb) .e for  and received SSI/SSP and OASDI,
concurrently, were deducted from income.

u/  Not  appl icable wi th respect  to  indiv iduals
receiv ing only SSp because the State e i . ther
does not nake such palments or does not
provide Medicaid to SSp-onIy rec ip ients.

L/

Not appl lcable because the State appl ies
more restr ic t lve eI lg lb l l l ty  requl rements
than those under SSI.

The State applies more restrictive
ellgtbil i ty requlrements than those under
SSI and the anount of increase that caused
SSI/SSP inel lg lb i l i ty  and subsequent
increases are deducted when detJrmining the
amount  of  countable lncome for  categor ica l ly
needy  e t i g i b i l i r y .

a .

b .

D

rAgency that determlnes ellgibil i ty for cove-r-?SJe.

N o . Approval Date
Supers
TN No.

Ef fec t l ve
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Revlslon: HCFA-pM-91- +
AucnsT 1991
Irlarch 1, 2005

Sta te :

(BPD)

ARKAITJSAS

ATTACHMENT 2.z-lt
Page 9
o M B  N o . :  0 9 3 8 -

Agency* Cl ta t lon(  s  ) Groups Covered

DCO 1534 o f  the
Act

A. Mandatonr Coverace - Cateqorlcallv Needv and Other
Required Speclal Grouos (Contlnued)

23. Dlsabled wldows and wldowerE who would be
el -Lgib le for  SSI  or  SSp except  for  the increase
ln thelr OASDI beneflts as a resul.t of the
ellninatlon of the reductlon factor requlred by
Eect ion 134 of  Pub.  L.  98-21 and who are deemed,
for  purposes of  t i t le  x lx ,  to  be SSI benef ic l_ar ies
or SSP beneflcl.arles for lndlvlduals who would be
e l t g tb le  f o r  SSP on l y ,  unde r  sec t t on  tG34(b )  o f
t he  Ac t .

N Not appllcable with respect to indivlduals
recelvlng only SSP because the State elther
does not make these paynentg or does not
provLde Medicald to SSP-only rec ip ients.

D The State appl les more restr ic t ive e l ig ib i l i ty
standards than those under SSI and conslders
these individuals to have income equall ing the
SSI Federal  benef i t  rate,  or  the SSp benef i t
rate for lndlviduals who would be eligible for
SSP only, when deterrnlnlng countable lncome for
Uedlcaid categor lca l ly  needy e lLgtb i l l ty .

rAgency that determlnes ellglbtltty for coverage.

l lo . Approva Effect ive Date
Supers
TN No. HCFA ID :  79838
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Revieion: ECFA-PU-9LlO
DECnMREII 1991

Irlarch 1 , 2005

State./Territory:

(r{B) ATIACHMENT 2.2-A
Page 9a

ARKANSAS

Agency* Ci tat ion(  e) Groups Covered

1634 (d )  o f  t he
Act
DC0

N o .

A . Mandatory Coreraqe - Categorically Needy and Other

24. Dieabled widows, disabled widowers, and disabled
unmarried dlvorced spouses who had been married
to the insured individual for a period of at
least ten years before the divorce became
effective, who have attained the age of 5O, who
are receiving tit le II payments, and who becauEe
of the receipt of t it le II income IoEt
eligibil i ty for SSf or SSp which they received
in the month prior to the month in which they
began to receive title II palrments, who r*ou]-d be
eligible for SSI or SSp if the amount of the
tit le II benefit were not counted as income, and
who are not entit led to Medicare part A.

-;*-nc&r;n *:-'l-
L1,5.rr il b i.,'l .*3=&;Q5*_ iL1,5.rr il b i.,'l .*3=&":.45*_ i
Dii.l5 ;:r.p.r:iri'ft --t-5-:-Q5__ i A
Dp,EE?F__ a_- / -o_5 |
l:n-tr-*9J,.,4+J**._

The State appl ies more restr ic t ive
el ig ib i l i ty  requi rements for  i ts  b l ind or
disabled than those of the sSI progran.

In determin ing e l ig ib i l i ty  as
categorically needy, the State disregards
the amount of the tit le II benefits
i den t i f i ed  i n  S  1534 (d )  (1 )  (A )  i n
determining the income of the individual,
but, does not disregard any more of thie
incoue than would reduce the individual's
income to the SSI income standard.

In determin ing e l ig ib i l i ty  ag
categor ica l ly  needy,  the State d isregards
only part of the amount of the benefits
i d e n t i f i e d  i n  5 1 5 3 4 ( d )  ( 1 )  ( A )  i n
determining the income of the individual,
which amount would not reduce the
individual'e income below the SSI income
st,andard. The amount of these benefitg
to dieregarded is specified in supplement
4 to At tachment  2.6-A.

In determining eligibil i ty ae
categor ica l ly  needy,  the State chooses
not to deduct any of the benefit
i d e n t i f i e d  i n  S  1 6 3 4 ( d )  ( 1 )  ( A )  i n
determining the income of the individual

Qt- as

*Agency that determinee eligibil i ty for coverage.

lN No. -23 Approval oate {5 t2 5 Ef fect ive Oate 3 -  / ' -O5



Revision:   HCFA-PM-93-2     (MB) Attachment 2.2-A 
    March 1, 2005    Page 9b 

                  January 1, 2010    
 

 
State: 

_______________________________________________________________________________________________ 
               ARKANSAS 

Agency* Citation(s) Groups Covered 
_______________________________________________________________________________________________ 
 

     A. Mandatory Coverage – Categorically Needy and Other Required 
Special Groups

 
 (Continued) 

DCO 1902(a)(10)(E)(i),  
1905(p) and  

25.  Qualified Medicare Beneficiaries-- 

1860D-14(a)(3)(D) 
of the Act 

a. Who are entitled to hospital insurance benefits under 
Medicare Part A, (but not pursuant to an enrollment 
under section 1818A of the Act); 
 

 b. Whose income does not exceed 100 percent of the 
Federal poverty level; and 
 

 c. Whose resources do not exceed three times the SSI 
resource limit, adjusted annually by the increase 
in the Consumer Price Index (CPI). 

 
     (Medical assistance for this group is limited to Medicare cost-

sharing as defined in item 3.2 of this plan.) 
 
 
DCO 1902(a)(10)(E)(ii),  

1905(p)(3)(A)(i), and 
26.  Qualified disabled and working individuals-- 

1905(s) of the Act a. Who are entitled to hospital insurance benefits under 
Medicare Part A under section 1818A of the Act; 
 

 b. Whose income does not exceed 200 percent of the 
Federal poverty level; and 
 

 c. Whose resources do not exceed twice the maximum 
standard under SSI. 
 

 d. Who are not otherwise eligible for medical assistance 
under Title XIX of the Act. 

 
     (Medical assistance for this group is limited to Medicare Part A 

premiums under section 1818A of the Act.) 
 
 
*Agency that determines eligibility for coverage. 
 
___________________________________________________________________________________ 
TN No.         Effective Date:                      
 
Supersedes        Approval Date:                     
TN No.                                
 



Revision:   HCFA-PM-93-2     (MB)      Attachment 2.2-A 
    March 1993        Page 9b1 

     January 1, 2010        
 

 
State: 

_______________________________________________________________________________________________ 
               ARKANSAS                     

Agency*  Citation(s)    Groups Covered 
________________________________________________________________________________________________ 
 

     A. Mandatory Coverage – Categorically Needy and Other Required Special 
Groups

 
 (Continued) 

DCO 1902(a)(10)(E)(iii),  
1905(p)(3)(A)(ii), and  

27.  Specified Low-Income Medicare Beneficiaries-- 

1860D-14(a)(3)(D) 
of the Act 

a. Who are entitled to hospital insurance benefits under 
Medicare Part A, (but not pursuant to an enrollment 
under section 1818A of the Act); 
 

 b. Whose income is greater than 100 percent but less 
than 120 percent of the Federal poverty level; and 
 

 c. Whose resources do not exceed three times the SSI 
resource limit, adjusted annually by the increase 
in the Consumer Price Index (CPI). 

 
     (Medical assistance for this group is limited to Medicare Part B 

premiums under Section 1839 of the Act.) 
 
 
DCO 1902(a)(10)(E)(iv),  

1905(p)(3)(A)(ii), and 
28.  Qualified Individuals-- 

1860D-14(a)(3)(D) of the Act a. Who are entitled to hospital insurance benefits under 
Medicare Part A (but not pursuant to an enrollment 
under section 1818A of the Act); 
 

 c. Whose income is at least 120 percent but less than 
135 percent of the Federal poverty level; 
 

 d. Whose resources do not exceed three times the SSI 
resource limit, adjusted annually by the increase 
in the Consumer Price Index (CPI). 

 
     (Medical assistance for this group is limited to Medicare Part B 

premiums under section 1839 of the Act.) 
 
 
___________________________________________________________________________________ 
TN No.                               Effective Date:                      
 
Supersedes        Approval Date:                     
TN No.                                



Revision:   HCFA-PM-95-2     (MB) Attachment 2.2-A 
    April 1995   Page 9b2 

                   January 1, 2010   
 

 
State: 

_______________________________________________________________________________________________ 
               ARKANSAS 

Agency* Citation(s) Groups Covered 
_______________________________________________________________________________________________ 
 

     A. Mandatory Coverage – Categorically Needy and Other Required 
Special Groups

 
 (Continued) 

 1634(e) of  
the Act 

29.    a.      Each person to whom SSI benefits by reason of 
disability are not payable for any month solely by 
reason of clause (i) or (v) of Section 1611 (e)(3)(A) 
shall be treated, for purposes of title XIX, as 
receiving SSI benefits for the month. 

   
                                               ___ b. The State applies more restrictive eligibility 

standards than those under SSI. 
 
Individuals whose eligibility for SSI benefits are 
based solely on disability who are not payable for 
any months solely by reason of clause (i) or (v) of 
Section 1611 (e)(3)(A), and who continue to meet the 
more restrictive requirements for Medicaid eligibility 
under the State plan, are eligible for Medicaid as 
categorically needy. 

   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*Agency that determines eligibility for coverage. 
 
___________________________________________________________________________________ 
TN No.         Effective Date:                      
 
Supersedes        Approval Date:                     
TN No.                                
 



Revision:   HCFA-PM-91-4     (BPD)       Attachment 2.2-A 
    August 1991         Page 9c 

     January 1, 2014        OMB NO.:  0938- 
   
   

State:                ARKANSAS                     
 

_______________________________________________________________________________________________ 
 
Agency* Citation(s)    Groups Covered 
________________________________________________________________________________________________ 
 
             B. Optional Groups Other Than the Medically Needy 
 
N/A         42 CFR 435.210 
                1902(a)(10)(A)(ii) and 
                1905(a) of the Act 
 
 
 
 
 
 
 
 
 
 
 
 
DCO        42 CFR 435.211 

   1.   Individuals described below who meet the income and 
resource requirements of AFDC, SSI, or an optional State 
supplement as specified in 42 CFR 435.230, but who do 
not receive cash assistance. 

 
                The plan covers all individuals as described above. 
      
                The plan covers only the following group or groups 

of individuals: 
 
                              Aged 
                              Blind 
                              Disabled 
                      See S14, SPA #2013-015 
 

   2.   Individuals who would be eligible for AFDC, SSI or an 
optional State supplement as specified in 42 CFR 
435.230, if they were not in a medical institution. 

 
  
 
 
 
 
 
 
 
 
 
 
*Agency that determines eligibility for coverage.  



Revised: September 30, 2003
Attachment 2.2-A
Page 10

State: lArkansasl

Agency* Citation(s) Groups Covered

B.

t l
(Continued)

3. The State deems as eligible those individuals who became
otherwise ineligible for Medicaid while enrolled in
an HMO qualifred under Title XItr of the public Health
Service Act, or a managed care organization (MCO), or a
primary care case management (PCCM) program,
but who have been enrolled in the entity for less than the
minimum enrollment period listed below. Coverage under this
section is lirnited to MCO or pCCM services and family
planning serlrices described in section 1905(a)(a)(C) of the Act.

X The State elects not to guarantee
eligibiliry.

The State elects to guarantee
eligibility. The minimum enrollment period is _ months
(not to exceed six).

Effective Date
Approval Date

.:, --k@E-at_--
c, i i i  , . : . ;  , :  

'9 '3d '0  j

l . r :E \F; '  : 'n J2- 22 -O3

x - t7-0.3

42 CFR 435.2t2 &
1902(e)(2) of the
Act, P.L. 99-272
(section 9517) P.L.
101-508(section
4732\

The State measures the minimum enrollment period
from:
t I The date beginning the period of enrollment in

the MCO or PCCM, without any interv-ening
disenrollment, re gardless of Medicaid eli grbility.

t ] The date begrnning the period of enrollment in
the MCO or PCCM as a Medicaid patient
(including periods when payment is made under
this section), without any intervening
disenrollment.

t I The date beginning the last period of emoilment
in the MCO or PCCM as a Medicaid patient (not
including periods when payment is made r:nder
this section) without any intervoring
diseruollment or periods of enrollment as a
privately paylng patient. (A new minimum
enrollment period begins each time the
individual becomes Medicaid eligible other than
under this section).

*Agency that determines eligibility for coverage.

TN#
Supersedes

03-t r
rN*SLJt9

A
SUPETTSEDES. TlJ- qt-L3



Attachment 2.2-A
Page 10a

Revised: September 30, 2003

State: lArkansasl

Agency* Citation(s) Groups Covered

1932(a)(a) of
Act

1903(mX2XH),
1902(a)(52) of
the Act
P.L.  i01-508
42 cFR a38.56(e)

* Agency that determines eligibility for coverage.

:i(_rPft{ggpE.. ir,- .. __?J - /43 _

Optional Groups Other Than Medically Needv
(continued)

The Medicaid Agency may elect to restrict the disenrollment of
Medicaid enrollees of MCOs, PIHPs, PAHPs, and PCCMs_in accordance
with the regulations at 42 CFR 438.56. This requirement applies unless a
recipient can demonstrate good cause for disenrolling or if he/she moves
out of the entity's sernrice area or becomes ineligible.

Disenrollment rights are restricted for a period
of months (not to exceed 12 months).

During the first three months of each enrollment period the
recipient may disenroll without cause. The State will provide
notification, at least once per year, to recipients enrolled with
such organization of their right to and restrictions of terminating
such enrollment.

X No restrictions upon disenrollment rights.

In the case of individuals who have become
ineligible for Medicaid for the brief period described in
section i903(mX2XH) and who were enrolled with an
MCO, PIIIP, PAHP, or PCCM_when they became ineligible, the
Medicaid agency may elect to reenroll those individuals in the same
entity if that entity still has a contact.

The agency elects to reenroll the above
individuals who are eligible in a month but in the
succeeding two months become eligible, into the same
entity in which they were enrolled at the time eligibility
was lost.

X The agency elects not to reenroll above
individuals into the same entitv in which thev were
previously enrolled.

B.

rN# o?- t l
Supersedes TN #3J - b-il-

Effective Date
Approval Date 12 -22 -63



Revision:   HCFA-PM-91-10        (MB)       Attachment 2.2-A 
    December 1991        Page 11 
    January 1, 2016 

            
State/Territory:                ARKANSAS                     

 
_______________________________________________________________________________________________ 
 
Agency* Citation(s)    Groups Covered 
________________________________________________________________________________________________ 
 
             B. Optional Groups Other Than the Medically Needy (Continued) 
 
                42 CFR 435.217 
                Division of County   
                Operations (DCO) 
                and Division of 
                Developmental  
                Disabilities (DDS) 

   4.   A group or groups of individuals who would be eligible 
for Medicaid under the plan if they were in a NF or an 
ICF/MR, who but for the provision of home and 
community-based services under a waiver granted under 
42 CFR Part 441, Subpart G would require 
institutionalization, and who will receive home and 
community-based services under the waiver.  The group 
or groups covered are listed in the waiver request.  This 
option is effective on the effective date of the State’s 
section 1915(c) waiver under which this group(s) is 
covered.  In the event an existing 1915(c) waiver is 
amended to cover this group(s), this option is effective on 
the effective date of the amendment. 

 
 
                42 CFR 435.217 
                Division of County   
                Operations (DCO) 
                and Division of 
                Developmental  
                Disabilities (DDS) 

   5.  PACE participants 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*Agency that determines eligibility for coverage.  



Rev ls lon :  HCFA-PM-91 -4
AUGUST 1997

S t a t e :

(  BPD) ATIACHUEITI 2.2-A
Page t la
O U B  N O . :  0 9 3 8 -ARIGTISAS

Agencyr Ct tat lon (  s  ) Groups Covered

B .

N/A  rgoz (a )  (  1o )
(A)  ( r r )  (v r r )
of  the Act

D 5.  fndtv lduals who would be e l lg lb le forMedlcald under the plan ft ifrey were ln amedlcal  j .nst l tu t lon,  who are tarn lnaf l i
l l l ,  and who recelve hospt- .  .are tnaccordanca wl th a -voLunt i ry  e lect lon descr lbed insec t l on  1 .905  (  o  )  o f  t he  Ac t .

D The state covers a l l  lnd lv lduals asdegcrlbed above.

/-t Ths State covers only the followlng group orgroups of  lnd lv ldual i :

Aged
Bl tnd
Dlsabled
Indlvlduals under the age of_-

2 L
2 0
l 9
l 8

Caaetaker relatlvee
pregnant nomen

*'.gency that determlnes el lglbt l t ry for coverage.
TN No. al  Das
TIC-I{o

ect lve te

An.cfirn ni 2.2-A. Psg. t t, ltom 5.
Appror€d $7€9, TN 69€6

STATE
N.DATERic'offi

;;'; ;;;' o DF9-3-u tsut -A
0crD.4IE EFi-

HCFA I79

HCFA ID: 7 9 8 3 8



Revised:   October 24, 2011       Attachment 2.2-A 
    January 1, 2014       Page 12 

 
State:   ARKANSAS 

_______________________________________________________________________________________________ 
 
Agency*  Citation(s)    Groups Covered 
________________________________________________________________________________________________ 
 
 
See S14, SPA #2013-015 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*Agency that determines eligibility for coverage. 
___________________________________________________________________________________ 
TN No.                               Effective Date:                      
Supersedes 
        Approval Date:                     
TN No.                                



Revision:  HCFA-PM-91-4        (BPD)      Attachment 2.2-A 
    August 1991        Page 13 

Revised:   February 10, 1993       OMB NO.:  0938- 
      January 1, 2014 

 
State:   ARKANSAS 

_______________________________________________________________________________________________ 
 
Agency* Citation(s)    Groups Covered 
________________________________________________________________________________________________ 
 
See S14, SPA #2013-015 
 



Revision:  HCFA-PM-91-4        (BPD)      Attachment 2.2-A 
    August 1991        Page 13a 

Revised:   February 10, 1993       OMB NO.:  0938- 
     January 1, 2014 

 
State:   ARKANSAS 

_______________________________________________________________________________________________ 
 
Agency*  Citation(s)    Groups Covered 
________________________________________________________________________________________________ 
 
See S14, SPA #2013-015   

 



Revision:   HCFA-PM-91-4     (BPD)       Attachment 2.2-A 
    August 1991         Page 14 

Revised:   February 10, 1993        OMB NO.:  0938- 
    January 1, 2014       

State:                ARKANSAS                     
 

_______________________________________________________________________________________________ 
 
Agency* Citation(s)    Groups Covered 
________________________________________________________________________________________________ 
 
              
See S14, SPA #2013-015 
 
 
 
 
 
 
 



Revision:   HCFA-PM-91-4     (BPD)       Attachment 2.2-A 
    August 1991         Page 14a 

     January 1, 2014        OMB NO.:  0938- 
   
   

State:                ARKANSAS                     
 

_______________________________________________________________________________________________ 
 
Agency* Citation(s)    Groups Covered 
________________________________________________________________________________________________ 
 
      
See S14, SPA #2013-015 
 
 
 
 
 
 
 



Revision:   HCFA-PM-91-4     (BPD)       Attachment 2.2-A 
    August 1991         Page 15 

           OMB NO.:  0938- 
   
   

State:                ARKANSAS                     
 

_______________________________________________________________________________________________ 
 
Agency* Citation(s)    Groups Covered 
________________________________________________________________________________________________ 
 
             B. Optional Groups Other Than the Medically Needy (Continued) 
 
N/A         42 CFR 435.230 
                42 CFR 435.120 
 
 
                 
 

 10.   States using SSI criteria with agreements under sections 
1616 and 1634 of the Act. 

 
             The following groups of individuals who receive only a 

State supplementary payment (but no SSI payment) under 
an approved optional State supplementary payment 
program that meets the following conditions.  The 
supplement is— 

 
a. Based on need and paid in cash on a regular basis. 

 
b. Equal to the difference between the individual’s 

countable income and the income standard used to 
determine eligibility for the supplement. 
 

c. Available to all individuals in the State. 
 

d. Paid to one or more of the classifications of individuals 
listed below, who would be eligible for SSI except for 
the level of their income. 

 
     ____  (1)  All aged individuals. 
 
     ____  (2)  All blind individuals. 
 
     ____  (3)  All disabled individuals. 

 
 

 
 
 
 
 
                 

 
 
 
 
 
 
 
 
 



Revi .s lon:  HCFA-PI , I -91-4
AUGUST 1991

State !

(  BPD) ATTACHI{EITT 2.2.A
Page 15
O M B  N O . :  0 9 3 8 -ARIGIISAS

Agencyr c l taE lon  (  s  ) Groups Covered

B .
( Contlnued )

4 2  C F R  4 3 5 . 2 3 0

( { }

( 5 )

Aged lndlv lduals ln  doolc l l lary
fac l l l t les or  ot ,her  group f lv l ig
arrangements as def lned under SSI.
Bl lnd lndlv lduals tn dora le i l lary
fac1i . l t1es or  other  group I iv lng
arrangements as def lned under SSI.

Dlsabled lndlv lduals tn domlc l l . l ,ary
fac l l t t les or  ot ,her  group I lv lng
arrangeBents as defined under ssr.

Indl .v lduals receiv lng a Federal ly
adrRlnl,stered optlonal State supplement
that meers the condltlons speclfled ln
{ 2  C F R  4 3 5 . 2 3 0 .

Indlv lduals recelv lng a State
adrnlnlstered optlonal State supplement
Enat  meets the qondl t tons specl f led ln
4 2  c F R  4 3 5 . 2 3 0 .

Indlv lduals ln  addl t lonal
c lass l f lcat lons approved by the
Secretaty as fo l lowg:

( 7 )

( 8 )

Ef fectlve oate 
€€I-0.S.

Att chrn nt 2.2'A. P.go 15.
] t . n 1 0 d . ( a l d
Attrcfsur22 P.g|. 16'
n-fr roo (5) (6) f4 (E).nd (s).
Approrcd +2147, TN 66'26

HCFA ID :  79838

a

l-[:'ffi
r^" ^rrr'tE l=tjlll

;H;ffi
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s ta te :
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ATTACHUEIIT 2.2-A
Page 16a
O M B  N O . :  0 9 3 9 -

Agencyr C l ta t l on  (  s  ) Groups Covered

TN No.

TN No.

B .
(  Cont tnued )

The supprement  var ies in  income standard by por i t lca lsubdrvisrons accordrng ro 
"o"ir"i] i i i l ;  rIr 'r.r.n..".

y e s .

N o .

The standards.  for  opt lonal  St ,ate supplementary

l:IT:." 
are lisred ln supptemenr o-l,i-li-riilmrenr

r oate0t0j*O*__ Effective oate DCT 0 1 1991

Attrchm.d 2.2{. p.9. 16,
urt 2 p.'rgr.ph.,
Approtro +2147, TN S&26

HCFA ID:  79838

DATE REc'D NnV 2 ? 1991

D^T; ̂rr* OEC g I tgs't

DATE EFF

HCFA 17?

I  uI tvsl
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AUGUST 199 I

S t a t e :

( B P D )

ARIGNSAS

ATTACHMEITTT 2.2-A
Page  17
O M B  N O . :  0 9 3 8 -

Agencyr C l ta t i on  (  s  ) Groups Covered

N/A 42 cFR ' t35,.
4 3 5 . t 2 L
1 9 0 2 ( a )  (  r 0 )
(A )  (1 r )  ( x r )
of the Act

B. 9pElgr-ral eFouos Other Than the Medlcallv Neeov( Conrj,nued)

230 D n.  sggt ton t ror r f  r  s r
!+.!tp..,"qr""""n." oi
o f  t he  Ac t .

The- followlng groupa of indlvlduals who receive
a uEaEe supplenentary paFtent under an approved
optlonal Ssate supplem-nlary paynent proiiarn
that neets the followlng coirOitions. The
supplement 1s--

a. Eaaed on need and pald ln cash on a regular
b a s i s .

b. Equal to the difference betlreen the
lndl.vldua.l. 'g countable lncone and the income
strndard uaed to determlne eltgibtl lty i"i----
the supple&ent.

c .  Aval lable to a l l  tnd lv lduals ln
c lagsi f l .cat lon and avai l ,ab le on
bas ts .

d. Palcl to one or ttrore of the classlflcatlons
of tndlvtdual.s Ll,sted below:

(f)  Al l  agect tndlvtduats.

l2l  Al l  bl lnd tndlvtduats.

(3)  Al l  d lgabted tndlv ic tuale.

Approval Dat" fEB 2 0 1992
N o .

each
a Statewlde

Errecttve o"."MAR 0L 1992
HCFA ID:  7983E

STATE

DATE

DATE

DATE

HCFA



Rev is ion :  HCFA-PM-91 -a

Aucusr  199 I
(  BPD)

ARIGI{SAS
Page 18
o M B  N O . :  0 9 3 8 -

sga te :

Agencyr c l ta r lon  (  s  ) Groups Covered

B . gpt lonal  qroups Other  Than the Medlcal lv  Needv
( Contlnued )

Aged lndlv iduals in  domic l l lary
fac l l l t les or  other  group I lv lng
arrangements as def lned under SSf.

Bl lnd lndlv iduals in  donlc l l lary
fac i l i t l es  o r  oche r  g roup  l l v t ng
arrangements as def lned under SSI.

Dtsablec l  ind lv iduals in  donlc i l lary
fac j . l l t les or  other  group l lv ing
arrangements as defined under SSI.
Indlv tduals recel .v ing federal ly
adnln is tered opt tonal  State supplement
that  meets the condl t lons speci f led in
4 2  C F R  4 3 5 . 2 3 0 .

Indlv iduals recelv lng a State
a.rniniEtered opttonal State supplenent
that  meets the condl t lons speci f led in
4 2  c F R  4 3 5 . 2 3 0 .

Indlv iduals ln  addt t lonal
c lass l f lcat lons approved by the
Secreta ly  as f  o l lo l rs :

TN No.

Attrctr|tr.nt 2.2-4. P.E[ 15,
[.rfr l0d(4) etrt Ptg. 16, ltcm d(5) - (9),
Appro\rrd +2lSl, TN 8&26

( 5 )

arDateDECa0B9l Effectrve o"., OCT o 1 l99l

HCFA ID :  7983E

o^T€ Rsc'o il(}V 2 7 tggl
DATF ̂PPV'D

H:iiiffi
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(  BPD)

ARIGI{SAS

AT?ACHUENT 2.2.A
Page  18a
o M B  N O . :  0 9 3 8 -

s t a t e :

Agencyr cl tar lon (  s ) Groups Covered

B . ODt lona l  Grouos  o ther  Than the  Med l -ea l l v  Needv
( Cont,lnued )

The supplement varles ln lncome standard by
pol l t lca l  subdtv ls lons accordlng to
cos t -o f  - l l v i ng  d i f  f e rences  .

yeg

No

The standards for optiona.l, State supplementary
paym€nts are Ilsted ln Supplement 6 of
ATTACHI.IEMI 2.5-A.

o"t.DEC 3 0 Ef fectlve o.t" S[|]-

Attrcrrmrnt 22-A. Plgo 15
llem l0 a.. b., c. ancl d. (l) - (3)
Approno ..2147, TN 8&26

STATE
DATE
DATE
DATE
HCFA
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March 1, 2005

(BPD)

ARKANSAS

ATTACHMENT 2.2-A
Page 19
O M B  N o . :  0 9 3 8 -

S t a t e :

Agency* C i t a t i o n (  s  ) Groups Covered

D C O  4 2  c F R  4 3 s . 2 3 L  / V
1 9 0 2 ( a )  (  1 0 )
( A ) ( l i ) ( v )
o f  t he  Ac t

1 9 0 2  ( a )  (  1 0  )  ( A )
(  i i )  a n d  I 9 0 5 ( a )
o f  t he  Ac t

B.  Opt ional  Groups Other  Than the Medlcal lv  Needv
(Cont inued)

12.  Indiv iduals who are ln  lnst i tu t . lons for  at
Ieast  30 consecut ive days and who are
el ig ib le under a specla l  lncome level .
E l t g i b i l l t y  beg lns  on  the  f i r s t  day  o f
the 30-day per iod.  These indiv iduals
Eeet  t ,he lncome standards specl f ied in
Supplement  I  to  ATTACHMENr 

-2.5-A.

The State covers a l I  lnd lv iduals as descr ibed
above

N The State coversr only the followlng group or
groups of lndlvlduals:

X eqed
T e i rna- f  

D i sab led
Ind l v i dua l s  unde r  t he  age  o f - -
_ 2 L
_ 2 0
_  1 9
_ 1 8
Caretaker  re lat ives
Pregnant women

L-/

superse- Approvar Date 4 - ,8 -  n€ Ef fect ive aate 3*l  -dS
r N  N o .  a l - 5 6

H C F A  I D : 7 9 8 3 E

* *d* \ - jL ' j ! . s

t l

n
J"1

€/-ea

51.rri
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State:                ARKANSAS                     

_______________________________________________________________________________________________ 
Agency*  Citation(s)    Groups Covered 
________________________________________________________________________________________________ 
 

B. Optional Groups Other Than the Medically Needy (Continued) 
 
N/A 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1902(e)(3)                □     13. 
of the Act 
 
 
 
 
 
 
 
 
 
                                          14. 
 
 
 
 
          
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Certain disabled children age 18 or under who are living at 
home, who would be eligible for Medicaid under the plan if 
they were in an institution, and for whom the State has made a 
determination as required under section 1902(e)(3)(B) of the 
Act. 
 
Supplement 3 to ATTACHMENT 2.2-A describes the method 
that is used to determine the cost effectiveness of caring for 
this group of disabled children at home. 

 
 
See S14, SPA #2013-015 

_________________________________________________________________________________ 
TN No.                               Effective Date:                      
Supersedes 
        Approval Date:                     
TN No.                                
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' Agency that detc"niqes eligibility for covcraga
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'Revision: 
HCFA-PM-9l-4
August 1991
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(BPD)

StAtE:- ARKAIYSAS

Attachment 2.2-A
Page22
OMB No.: 0938-

Age,ncy* Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy
(Continued)

Division of County
Operations

le02(a[ii) (x) txl 16.
and 1902(m)(1)
and (3) of the Act

L.

Individuals-.

Who are 65 years of age or older or are disabled as
determined under section 16l (aX3) of the Act.
Both aged and disabled individuals are covered
under this eligibiliff goup.

Only aged individuals are covered under this
sligibility group. Disabled individuals are not
covered.

Whose income does not exceed the income level
(established at an amount up to 1@ percent of the
Fed€ral income poverty level) specified in
Supplement I to AfiACHMENT 2.6-A for a family
of the same size; and

Whose resources do not exceed the marcimr.rm
amount allowed under SSI; under the State's
more restrictive financial criteriq or under the
State's medically needy program as specified in
ATTACHMENT 2.6-A. Refer to Supplement
8b to Attachmentz.GlPage 3 for more
liberal methodologies.

b.

STATE Av-{&4fqr--

DATE REC'F -,O1 -2. bi-t-
DATE APPI/D -JO:Q9:AA
DATE EFF.-,IP:O t- O T

HCFA tlg . AC:Lr,:lb -

TNNo. cfz-t\,

SupersedesTNNo. Qt-gU Approval Date [0 -oq- 02- Effective pale lO-O l-OZ
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Revised:    December 1, 2002 
     January 1, 2014 
 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State:                ARKANSAS 
_______________________________________________________________________________________________ 
 
Agency*                 Citation                                             Groups Covered 
________________________________________________________________________________________________ 
 
 
See S14, SPA #2013-015 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*Agency that determines eligibility for coverage. 
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         Page 23a 

State:                ARKANSAS                     
_______________________________________________________________________________________________ 
 
Citation    Groups Covered 
________________________________________________________________________________________________ 
 
See S14, SPA #2013-015 
 
 
 
 
 



          Attachment 2.2-A 
         Page 23b 
         January 1, 2014 

 
State:                ARKANSAS                     

_______________________________________________________________________________________________ 
 
Citation    Groups Covered 
________________________________________________________________________________________________ 
 

B. Optional Groups Other Than the Medically Needy (Continued) 
 
 
1902(e)(12) of the Act 
 
 
 
 
 
 
 
 

                    
_____  20.  A child under age ______ (not to exceed age 19) who 

has been determined eligible is deemed to be eligible 
for a total of ______ months (not to exceed 12 months) 
regardless of changes in circumstances other than 
attainment of the maximum age stated above. 

 
_____  21.  See S14, SPA #2013-015 

 

 



Citation Groups Covered

Revision: ATTACHMENT 2.2-A
PAGE 23d
OMB NO.:

State/Territory: Arkansas

B. Optional Groups Other Than the MedicallLNeedy
(Continued)

1e02(aX10XA) t I 23.
(iixxlll) of the Act

1e02(aX1oXA) txl 24
(iiXXV) of the Act

1e02(a)(1oxA) I1 25.
(iiXXVl) of the Act

BBA Work Incentives Eligibility Group -

lndividuals with a disability whose net family
income is below 250 percent of the Federal
poverty level for a family of the size involved and
who, except for earned income, meet afl criteria
for receiving benefits under the SSI program.
See page 12c of Attachment 2.6-4

T\ A/VllA Basic tnsurance Group - Individuals
with a disability at least 16 but less than 65
years of age whose income and resources do
not exceed a standard established by the State.
See page 12d of Attachment 2-6-4.

T\ ANllA Medical lmprovement Group Employed
individuals at least 16 but less than 65 years of
age with a medical ly improved disabi l i ty whose
iniome and resources do not exceed a standard
established by the State. See pagel2h of
Attachment 2.6-,4.

NOTE: lf the State elects to cover this group, it
MUST also cover the Basic lnsurance Group
described in no. 21 above.

A

TN No. ('d-///
Supersedes
TN No. .,TJpERSEDES:

Approval oate//-"Qf- o I
NONE . NEW PA(,E

Effective Date e; -b/'O /



   
 
 
 Attachment 2.2-A 

   Page 23e 
   OMB NO.: 

 
State:                ARKANSAS 

_______________________________________________________________________________________________ 
 
Citation    Groups Covered 
________________________________________________________________________________________________ 
 

B. Optional Groups Other Than the Medically Needy (Continued) 
 
 
1902(a)(10)(10)(ii)(XVIII) 
of the Act 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
1920B of the Act 
 
 
 
 
 
 

          
  26.  Women who: 
 

a.  have been screened for breast or cervical cancer under the 
Centers for Disease Control and Prevention Breast and Cervical 
Cancer Early Detection Program established under title XV of 
the Public Health Service Act in accordance with requirements 
of section 1504 of that Act and need treatment for breast or 
cervical cancer, including a pre-cancerous condition of the 
breast or cervix; 
 

b. are not otherwise covered under creditable coverage, as defined 
in section 2701(c) of the Public Health Service Act; 
 

c. are not eligible for Medicaid under any mandatory categorically 
needy eligibility group; and 
 

d. have not attained age 65. 
 

  27. Women who are determined by a ‘qualified entity’ (as defined in 
1920B(b) based on preliminary information, to be a woman 
described in 1902(aa) the Act related to certain breast and 
cervical cancer patients. 

 
             The presumptive period begins on the day that the determination 

is made.  The period ends on the date that the State makes a 
determination with respect to the woman’s eligibility for 
Medicaid, or if the woman does not apply for Medicaid (or a 
Medicaid application was not made on her behalf) by the last 
day of the month following the month in which the 
determination of presumptive eligibility was made, the 
presumptive period ends on the last day. 
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March 1.  2005

S t a t e i

(  B P D )

ARKANSAS

ATTACI{ITENT 2.2-A
Page 24
o M B  N O . :  0 9 3 8 -

Agency* C i t . a t i o n  ( s  ) Groups Covered

C.  Op t i ona l  Cove raqe  o f  t he  Med ica t l v  Needv

4 2  c F R 4 3 s . 3 0 r Th is  p lan  i nc ludes  the  ned i ca l l y  needy .

/ - /  No.

N  Y e s .  T h i s  p l a n  c o v e r s :

1.  Pregnant  women who,  except  for  incone and, /or
resou rces ,  w991d  be  e l i g i b l e  as -ca tego r i ca l l y  need ,y
unde r  t i . t l e  X IX  o f  t he  Ac t .

2.  Women who,  whlJ.e pregnant ,  r . rere e l ig ib le
for  and have appl ied for  Medicaid a id
receive Medicald as nedical ly  needy under
the approved State p lan on the date the pregnancy
ends .  These  women  con t i nue  to  be  e l i g i b l e , -as  t hough
they  were  p regnan t ,  f o r  a l I  p regnancy : re la ted  and
pos tpa r tum se rv i ces  unde r  t he  p lan  fo r  a  60 -day
pe r i od ,  beg inn ing  w j_ th  t he  da te  t he  p regnancy  ends ,
and  any  rema in ing  days  i n  t he  mon th  1n  wr r i cn - the  6o th
d a y  f a l l s .

3 .  I nd i v l dua l s  unde r  age  1g  who ,  bu t  f o r
income and/or  resources,  would be e l ig ib le
u n d e r  s e c t i o n  1 9 0 2 ( a )  ( 1 0 )  ( A )  ( i )  o f  r h 6  e c t .

DC0

DC0 1 9 0 2 ( e )  o f  t h e
Act

DCO 1 9 0 2 ( a )  (  1 0 )
( c ) ( r i ) ( r )
o f  t he  Ac t

T N  N o .
Supers
TN No.

Approval  Date Ef  fect ive Oate 3 * , / - f t . {

H C F A  I D : 7 9 8 3 8

Qt-sc
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                  January 1, 2014       OMB NO.:  0938- 
State:   ARKANSAS 

_______________________________________________________________________________________________ 
 
Agency* Citation(s)    Groups Covered 
________________________________________________________________________________________________ 
 

C. Optional Coverage of the Medically Needy (Continued) 
 
 
 
N/A 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
42 CFR 435.308 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DCFS 
 

DCO 

4.  See S14, SPA #2013-015 
 
5.   a.  Financially eligible individuals who are not described in 

section C.3. above and who are under the age of-- 
               ____   21 
               ____   20 
               ____   19 
               ____   18 or under age 19 who are full-time students in a 

secondary school or in the equivalent level of 
vocational or technical training 

 
      b.  Reasonable classifications of financially eligible individuals 

under the ages of 21, 20, 19, or 18 as specified below: 
 

  X    (1)   Individuals for whom public agencies are assuming full 
or partial financial responsibility and who are: 

 
         X    (a)  In foster homes (and are under the age of   21  ). 
 
         X    (b)  In private institutions (and are under the age of  21 ).  
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trlarch I , 2005

Sta te :
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ARKANSAS

ATTACHMENT 2.2-A
Page 25a
O M B  N O . :  0 9 3 8 -

Agency* C i ta t i on  (  s  ) Groups Covered

DC0

C. Opt ional  Coveraqe of  Medical lv  Needv (Cont inued)

(c)  In  addi t ion to the group under
b . ( 1 ) ( a )  a n d  ( b ) ,  i n d i v i d u a l s  p l a c e d
in foster  homes or  pr ivate
lnst i tu t ions by pr ivate,  nonprof i t
agencies (and are under the age of  _
- )  .

(2)  Indiv iduals in  adopt ions subsid ized in
fuII or part by a public agency (vrho are
unde r  t he  age  o f  _ ) .

(3)  fndiv iduals in  NFs (who are under the age
of  _) .  NF serv ices are prov ided
under th is  p lan.

( 4 )  I n  a d d i r t o n  t o  r h e  g r o u p  u n d e r  ( b )  ( 3 ) ,
ind iv lduals in  ICFS/MR (who are under the
a g e  o f  _ ) .

X (5)  Indlv ldual .s  recelv ing act lve t reatment  as
lnpat lents ln  psychiat r ic  fac i l i t ies or
pl:ograms (who are under the age of
Z1 ) .  Inpat ient  psychiat r ic  serv ices

for  ind iv lduals under age 21 are prov ided
under th is  p lan.

(5 )  O the r  de f i ned  g toups  (and  ages ) ,  as
specified in Supplernent 1 of
ATTACH!.IENT 2.2-A.

supersedeE- Approval Date
rN No,  4 ,2*A l  .

{  -s -oS

/e-ar

Ef f ective Da:Le 3 - ./ -A5

H C F A  r D :  7 9 8 3 E

D/'J'f. F.l ;
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Page  25
O M B  N O . :  0 9 3 8 -

Agency* C l t a t i o n  (  s  ) Groups Covered

DCO

DC0

DC0

DC0

l,l/A

4 2  c F R  4 3 5 . 3 1 0

4 2  C F R  4 3 5 . 3 2 0
a n d  4 3 5 . 3 3 0

4 2  C F R  4 3 5 . 3 2 2
a n d  { 3 5 . 3 3 0

4 2  C F R  4 3 5 . 3 2 4
a n d  4 3 5 . 3 3 0

4 2  c F R  4 3 5 . 3 2 6

C .  ( C o n t t n u e d )

N  6 .  C a r e t a k e r  r e l a t i v e s .

A -  7 .  Aged  i nd i v i dua l s .

N  8 .  B r i n d  i n d i v i d u a l s .

N  9 .  D l sab led  l nd l v l dua l s .

DCO 43s .340

L- /  10 .  r nd i v i dua l s  who  wou ld  be  rne r l g i b re  i f  t hey  we renot  enro l led in  an l lMo.  Categ6r lca l ly  neeiy
l nd i v i dua l s  a re  ccve red  und ,e r  42  CFR a35 .2 l i  andthe sa.ne ru les apply to med, ica l ly  needy
ind i v i duaLs .

11.  B l lnd  and d isab led  lnd iv idua ls  who:

a. t (eet al l  current requirements for
e l ig lb i l t t y  except  ihe  b l lndness
cr l te r ia ;

b.  lg lg e l ig lb le as rnedlcat ly  needy tn December
1973  as  b l i nd  o r  d i sab ted l  and

c.  For  each consecut lve month af ter  Decem-ber 19i3
con t i nue  to  mee :  t he  December  1973  e l i g i b f i i t y
c r i t e r i a .

Medicaid
o r  d i s a b i l i t y

supersedgE- Approval oate 4_ 6*65T N  N o .  . . / - 5 b Ef  f  ec t i . ve

HCFA ID:

oa te  3 - . / -21€

7 9 8 3 E
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Page 26a
OMB NO. :  0938 -

S ta te : ARKAI{SAS

Cttat lon (  s ) Groups Covered

c. optlonal Coveraqe of Medl.cal lv Needv
(Cont lnued)

L2.  Ind lv iduals  requi red to  enro l l  ln
cost  e f fect lve employer-based -group

f905  o f  t he
Act

heat th p lans remaln e l lg lb le  for  a  min imum
enrol lment  per iod of  b  months.

DNIE P[C'D

DAl E EI:F
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Page27

State: ARKANSAS

Agency+ Citafion Groups Covered

Division of
County Operations
(DCO)

X 13. Unemployed Parents

*Agency that determines eligibility for coverage

TNNo.  65-CA _ Effective Date: 3 -/ *O 5

i ;;;; /:;" , .+:7---q=4:i h
i oo-l't= .:,"J--9- -]*:.Q2*- i
|.m::**o-E-;#-L **

r# , '

s r,,,r= ---t0-d<a-ns-AS--* i ,
i j,r.-i ',;. l ' iEi ' .... 3:*--Q-€*-* i ^

Supersedes
TNNo. o /  - f l .a

4 r-as

Approval Date: 4 -5 *os
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Attachment2.2-A
Page28

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: ARKANSAS

REQUIREMENTS RELATING TO DETERMINING ELIGIBILITY FOR MEDICARE
PRES CRIPTION DRUG LOW-INCOME SUB SIDIES

Agency Citation (s) Groups Covered

DCO
1935(a) and 1902(a)(66)

42 CFR 423.774 and
423.904

The agency provides for making Medicare
prescription drug Low Income Subsidy
determinations under Section 1935(a) of the
Social Security Act for those individuals
who specifically request a state
determination.

t . The agency makes determinations of
eligibility for premium and cost-sharing
subsidies under and in accordance with
section 1860D-14 of the Social Security
Act;

The agency provides for informing the
Secretary of such determinations in
cases in which such eligibility is
established or redetermined:

3. The agency provides for screening of
individuals for Medicare cost-sharing
described in Section 1905(pX3) of the
Act and offering enrollment to eligible
individuals under the State plan or under
a waiver of the State plan.

2.

TNNo. O5 --O5 Approval Date ti/ r7/aS

Supersedes
TN No.

Effective Date Jnttrl#O5
Nov t , 2(ng

- Neus Por.
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Optional Groups other than the Medically Needy 

In addition to providing State plan HCBS to individuals described in 1915(i)(1), the state may also 
cover the optional categorically needy eligibility group of individuals described in 
1902(a)(10)(A)(ii)(XXII) who are eligible for HCBS under the needs-based criteria established under 
1915(i)(1)(A) and have income that does not exceed 150% of the FPL, or who are eligible for HCBS 
under a waiver approved for the state under Section 1915(c), (d) or (e) or Section 1115 (even if they 
are not receiving such services), and who do not have income that exceeds 300% of the supplemental 
security income benefit rate. See 42 CFR § 435.219. (Select one): 

 No. Does not apply. State does not cover optional categorically needy groups.

 Yes. State covers the following optional categorically needy groups.
(Select all that apply):

(a)  Individuals not otherwise eligible for Medicaid who meet the needs-based criteria of the
1915(i) benefit, have income that does not exceed 150% of the federal poverty level, and
will receive 1915(i) services. There is no resource test for this group. Methodology used:
(Select one):

 SSI. The state uses the following less restrictive 1902(r)(2) income disregards for this
group. (Describe, if any):

 OTHER (describe):

(b)  Individuals who are eligible for home and community-based services under a waiver
approved for the State under section 1915(c), (d) or (e) (even if they are not receiving such
services), and who do not have income that exceeds 300% of the supplemental security
income benefit rate.
Income limit: (Select one):

 300% of the SSI/FBR

 Less than 300% of the SSI/FBR (Specify): % 

Groups Covered 

TN: 18-0017 
Supersedes: None -- NEW PAGE

 
Approval Date: 12/19/2018

 
Effective: 03/01/2019
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Specify the applicable 1915(c), (d), or (e) waiver or waivers for which these 
individuals would be eligible: (Specify waiver name(s) and number(s)): 

(c)  Individuals eligible for 1915(c), (d) or (e) -like services under an approved 1115 waiver.
The income and resource standards and methodologies are the same as the applicable
approved 1115 waiver.

Specify the 1115 waiver demonstration or demonstrations for which these individuals 
would be eligible. (Specify demonstration name(s) and number(s)): 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a 
collection of information unless it displays a valid OMB control number. The valid OMB control 
number for this information collection is 0938-1188. The time required to complete this information 
collection is estimated to average 114 hours per response, including the time to review instructions, 
search existing data resources, and gather the data needed, and complete and review the information 
collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for 
improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26- 05, and Baltimore, Maryland 21244-1850. 

TN: 18-0017 
Supersedes: None -- NEW PAGE

 
Approval Date: 12/19/2018

 
Effective: 03/01/2019
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Effective: 
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Optional Groups other than the Medically Needy 

In addition to providing State plan HCBS to individuals described in 1915(i)(1), the state may also 

cover the optional categorically needy eligibility group of individuals described in 

1902(a)(10)(A)(ii)(XXII) who are eligible for HCBS under the needs-based criteria established under 

1915(i)(1)(A) and have income that does not exceed 150% of the FPL, or who are eligible for HCBS 

under a waiver approved for the state under Section 1915(c), (d) or (e) or Section 1115 (even if they 

are not receiving such services), and who do not have income that exceeds 300% of the supplemental 

security income benefit rate. See 42 CFR § 435.219. (Select one): 

 No. Does not apply. State does not cover optional categorically needy groups.

 Yes. State covers the following optional categorically needy groups. 

(Select all that apply): 

(a)  Individuals not otherwise eligible for Medicaid who meet the needs-based criteria of the

1915(i) benefit, have income that does not exceed 150% of the federal poverty level, and

will receive 1915(i) services. There is no resource test for this group. Methodology used:

(Select one):

 SSI. The state uses the following less restrictive 1902(r)(2) income disregards for this

group. (Describe, if any):

 OTHER (describe): 

(b)  Individuals who are eligible for home and community-based services under a waiver

approved for the State under section 1915(c), (d) or (e) (even if they are not receiving such

services), and who do not have income that exceeds 300% of the supplemental security

income benefit rate.

Income limit: (Select one):

 300% of the SSI/FBR

 Less than 300% of the SSI/FBR (Specify):  %

Groups Covered 

ARKANSAS
18-0016

03/01/2019 01/09/2019 NONE -- New Page
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Effective: 
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Approved: Supersedes: 

Specify the applicable 1915(c), (d), or (e) waiver or waivers for which these 

individuals would be eligible: (Specify waiver name(s) and number(s)): 

(c)  Individuals eligible for 1915(c), (d) or (e) -like services under an approved 1115 waiver.

The income and resource standards and methodologies are the same as the applicable

approved 1115 waiver.

Specify the 1115 waiver demonstration or demonstrations for which these individuals 

would be eligible. (Specify demonstration name(s) and number(s)): 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a 

collection of information unless it displays a valid OMB control number. The valid OMB control 

number for this information collection is 0938-1188. The time required to complete this information 

collection is estimated to average 114 hours per response, including the time to review instructions, 

search existing data resources, and gather the data needed, and complete and review the information 

collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for 

improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 

Officer, Mail Stop C4-26 05, and Baltimore, Maryland 21244-1850. 

ARKANSAS
18-0016

03/01/2019 01/09/2019 NONE -- New Page 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 
State:   ARKANSAS 

 
REASONABLE CLASSIFICATIONS OF INDIVIDUALS UNDER 

THE AGE OF 21, 20, 19 AND 18 
 
 
 

 See S25, SPA #2013-015 
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    February 1992        Page 1 
    January 1, 2014 
 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State:                ARKANSAS                     
 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 
_______________________________________________________________________________________________ 
 
Citation(s)    Condition or Requirements 
________________________________________________________________________________________________ 
 

A. General Conditions of Eligibility 
 
 
 
42 CFR Part 435,  
Subpart G 
 
 
42 CFR Part 435, 
Subpart F 
 
 
 
 
 
 
 
 
 
 
 
1902(m) of the  
Act 
 
 
 

Each individual covered under the plan: 
 
1. Is financially eligible (using the methods and standards 

described in Parts B and C of this Attachment) to receive 
services. 
 

2. Meets the applicable non-financial eligibility conditions. 
 

a. For the categorically needy: 
 
(i) See S28, SPA #2013-015. 

 
(ii) For SSI-related individuals, meets the non-financial 

criteria of the SSI program or more restrictive SSI-
related categorically needy criteria. 
 

(iii) See S28, SPA #2013-015. 
 

(iv) For financially eligible aged and disabled 
individuals covered under section 1902(a)(10)(A) 
(ii)(X) of the Act, meets the non-financial criteria of 
section 1902(m) of the Act. 
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January 1, 2014 

(BPD) Attachment 2.6-A 
Page 2 
0MB No.:0938-

State: ARKANSAS 

Citation Condition or Requirement 

1905 (p) of the Act 

1905(s) of the Act 

TN No: AR 13-0018 

b. For the medically needy, meets the non-financial 
eligibility conditions of 42 CFR Part 435. 

c. For financially eligible qualified Medicare beneficiaries 
covered under section 1902(a)(10)(E)(i) of the Act, 
meets the non-financial criteria of section 1905(p) of the 
Act. 

d. For financially eligible qualified disabled and working 
individuals covered under section 1902(a)(10)(E)(ii) of 
the Act, meets the non-financial criteria of section 
1905(s). 

Supersedes TN No.AR 91-56 Approval Date 11-3-2015 Effective Date 1/1/14 

State: Arkansas 
Date Received: 23 September, 
2013 
Date Approved: 3 November, 2015 
Effective Date: 1 January, 2014 
Transmittal Number: 13-0018 MM6 



March 1, 1986 

STATE: 

Citation 

'-"" 

Attachment 2.6-A 
Page 2-A 

ARKAJ.~SAS 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Condition or Requirement 

4. State has entered into a~ Interstate Compact on 
Adoption and Medical A~istance to provide for 
reciprocal provision of medical assistance for 
Title IV-E childreR, pursuant to Public Law 96-272 . 

.......... . ·---.. . x ........... =~ ... ......... 
SIME d_ 
':!ATE REC'D 3-3/-&'-~ 
DATE APPV'D __ 9.,,..· _-_,2 __ 1/.L-_-=-&"_b_ 
DATE EFF ___ §~-/'-·--=&'_(o_~ 
HCFA 179 ____ 8--=~'----- L/_.__ __ 

A 



Revision: HCFABPM-91-4 
January 1, 2014 

(BPD) 

State: ARKANSAS 

Attachment 2.6-A 
Page 3 
0MB No.:0938-

Citation Condition or Requirement 

LEFT BLANK INTENTIONALLY 

TN No. AR 13-0018 

State: Arkansas 
Date Received: 23 September, 
2013 
Date Approved: 3 November, 2015 
Effective Date: 1 January, 2014 
Transmittal Number: 13-0018 MM6 

Supersedes TN No. AR 91-56 Approval Date 11-3-2015 Effective Date 1/1/2014 
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Revision: HCFA-PM-91-"/l (MB) 
March 199 2 

ATTACHMENT 2.6-A 
Page 3a 

State/Territory: ARKANSAS 

Citation 

42 CFR 435.1008 

42 CFR 435.1008 
1905(a) of the 
Act 

42 CFR 433. 145 
1912 of the 
Act 

TN No. 

Condition or Requirement 

5. a. Is not an inmate of a public institution. Public 
institutions do not include medical institutions,* ~'-~-"-~•~~~~a, or publicly operated 
community residences that serve no more than 16 
residents, or certain child care institutions. 

b. Is not a patient under age 65 in an institution 
for mental diseases except as an inpatient under 
age 22 receiving active treatment in an accredited 
psychiatric facility or progr~m. 

I I Not applicable with respect to individµals 
under age 22 in psychiatric facilities or 
programs. such services are not provided under 
the plan. 

6. Is required, as a condition of eligibility, to assign 
his or her own rights, or the rights of any other person 
who is eligible for Medicaid and on whose behalf the 
individual has legal authority to execute an aaaignment, 
to medical support and payments for medical care from 
any third party. (Medical support is defined aa aupport 
specified as being for medical care by a court or 
administrative order.) 

*nursing facilities and intermediate care 
facilities for the mentally retarded, 

Supersedes Approval Date Effective Date 

TN No. q;, s--,z 

. __ , --, 
I s~~~l:',,_~~~~~~~ I 
~ :) ;\T E R f:C'D _ __1.:___,,,~...L..._--,,;i;.;;_7 
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Re vision: .JICf~-PM-91- 1- A, 
Maren 1992 

(MB) 

State/Territory: ARKANSAS 

ATTACHMENT 2.6-A 
Page )a . l 

Citation Condition or Requirement 

42 CFR 435.910 

TN No. 

An applicant or recipient must also cooperate in 
establishing the paternity of any eligible child and in 
obtaining medical support and payments for himself or 
herself and any other person who is eligible for 
Medicaid and on whose behalf the individual can make an 
assignment; except that individuals described in 
Sl902(l)(l)(A) of the Social Security Act (pregnant 
women and women in the post-partum period) are exempt 
from these requirements involving paternity and 
obtaining support. Any individual may be exempt from 
the cooperation requirements by demonstrating good cause 
for refusing to cooperate. · 

An applicant or recipient must also cooperate in 
identifying any third party who may be liable to pay for 
care that is covered under the State plan and providing 
information to assist in pursuing these third parties. 
Any individual may be exempt from the cooperation 
requirements by demonstrating good cause for refusing to 
cooperate . 

./!_/ Assignment of rights is automatic because of State 
law. 

7. Is required, as a condition of eligibility, to furnish 
his/her social security account number (or numbers, if 
he/she has more than one number), except for aliens ser,king 
medical assistance for the treatment of an emergency 
medical condition under section l903(v)(2) of the 
Socia 1 Security Act (section 1137 ( f)). 

Supersedes Approval Date Effective Date 

TN No . 9/-,,5~ 

• .. & 
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Revision: HCFA-PM-91- s 
October 1991 

(MB) ATTACHMENT 2.6-A 
Page Jc 
0MB No.: 0938-

State/Territory: ARKANSAS 

Citation Condition or Requirement 

1906 of the Act 10. Is required to apply for enrollment in an employer
based cost-effective group health plan, 

TN No. 91-£7 

if such plan is available to the individual. 
Enrollment is a condition of eligibility 
except for the individual who is unable to 
enroll on his/her own behalf (failure of a 
parent to enroll a child does not affect a 
child's eligibility). 

Supersedes Approval Date DEC 3 0 1991 Effective Date OCT - l ]99] 
TN No. 9'1:-?:'~ 

HCFA ID: 7985E 
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December 1997 

ATTACHMENT 2.6-A 
Page4 
0MB No. :0938-0673 

State: Arkansas 

Citation Condition or Requirement 

B. Posteligibility Treatment oflnstitutionalized 

1902(0) of 
the Act 

Bondi v 
Sullivan (SSI) 

1902(r)(l) of 
the Act 

105/206 of 
P . L. 100-383 

1. (a) of 
P .L. 103-286 

10405 of 
P.L. 101-239 

6(h)(2) of 
P .L. 101-426 

12005 of 
P . L. 103-66 

TN No. '?f-1( 
Sup~sd7 
TN No. • 

Individuals' Incomes 

1. The following items are not considered in the 
posteligibility process: 

a. SSI and SSP benefits paid under §161 l(e)(l)(E) 
and (G) of the Act to individuals who receive care 
in a hospital, nursing home, SNF, or ICF. 

b. Austrian Reparation Payments (pension (reparation) 
payments made under §500 - 506 of the Austrian 
General Social Insurance Act) . Applies only if 
State follows SSI program rules with respect to 
the payments. 

c. German Reparations Payments (reparation payments 
made by the Federal Republic of Germany). 

d. Japanese and Aleutian Restitution Payments. 

e. Netherlands Reparation Payments based on Nazi, but 
not Japanese, persecution (during World War II). 

f. Payments from the Agent Orange Settlement Fund 
or any other fund established pursuant to the 
settlement in the In re Agent Orange product 
liability litigation, M.D.L. No. 381 (E.D.N.Y.) 

g. Radiation Exposure Compensation. 

h. VA pensions limited to $90 per month under 
38 U.S .C. 5503 . 

Approval Date/ !J _,2 "Z. -'ff) Effective Date/ d-/ -9{: 



Revision: HCFA-PM-97-2 
December 1997 

ATTACHMENT 2.6-A 
Page 4a 

State: Arkansas 

Citation 

1924 of the Act 
435 .725 
435.733 
435 .832 

< 

TNNo'tP-lf7 
Superse<lR 

'f2-P? 
TN No. ---- - -

0MB No.:0938-0673 

Condition or Requirement 

2. The following monthly amounts for personal needs are 
deducted from total monthly income in the application 
of an institutionalized individual's or couple's 
income to the cost of institutionalized care: 

Personal Needs Allowance (PNA) of not less than $30 
For Individuals and $60 For Couples For All 
Institutionalized Persons. 

a. Aged, blind, disabled : 
Individuals $ 40. 00 
Couples $_80_._0_0 __ _ 

For the following persons with greater need: 

Supplement 15 to Attachment 2.6-A describes the 
greater need; describes the basis or formula for 
determining the deductible amount when a specific 
amount is not li sted above; lists the criteria to 
be met; and, where appropriate, identifies the 
organizational unit which determines that a criterion is met. 

b. AFDC related: 
Children $ 40. 00 
Adults $ 40. 00 

For the following persons with greater need : 

Supplement 15 to Attachment 2.6-A describes the 
greater need; describes the basis or formula for 
determining the deductible amount when a specific 
amount is not listed above; lists the criteria to be met; 
and, where appropriate, identifies the organizational 
unit which determines that a criterion is met. 

c. Individual under age 21 covered in the plan as 
specified in Item B. 7. of Attachment 2.2 -A 
$ 40.00 

Approval Date/4?-Plej>- ff/ Effective Date IJ-1- 9 F 
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Revision: HCFA-PM-97-2 
December 1997 

ATTACHMENT 2.6-A 
Page 4b 

State: Arkansas 

Citation 

1924 of the Act 

TN No._,,_,qcf...._---'--/-=-;
Supersedes 

TN No. 91/-.5 ,b 

01\ffi No. :0938-0673 

Condition or Requirement 

For the following persons with greater need : 

Supplement 15 to Attachment 2.6-A describes the 
greater need; describes the basis or formula for 
determining the deductible amount when a specific 
amount is not listed above; lists the criteria to 
be met; and, where appropriate, identifies the 
organizational unit which determines that a 
criterion is met. 

3. In addition to the amounts under item 2. , the following monthly 
amounts are deducted from the remaining income of an 
institutionalized individual with a community spouse: 

a. The monthly income allowance for the community spouse, 
calculated using the formula in § 1924( d)(2 ), is the amount by 
which the maintenance needs standard exceeds the community 
spouse's income. The maintenance needs standard cannot exceed 
the maximumdrescribed in §1924 (d)(3)(C). The maintenance 
needs standar consists of a poverty level component plus an 
excess shelter allowance. 

_X_ The poverty level component is 
calculated using the applicable 
percentage (set out §1924(d)(3)(B) of the 
Act) of the official poverty level. 

__ The poverty level component is 
calculated using a percentage greater 
than the applicable percentage, equal to 
___ %, of the official poverty level 
(still subject to maximum maintenance needs standard). 

__ The maintenance needs standard for all 
community spouses is set at the maximum 
permitted by § l 924(d)(3)(C). 

Except that, when applicable, the State will set the community 
spouse's monthly income allowance at the amount by which 
exceptional maintenance needs, established at a fair hearing, exceed 
the community spouse's income, or at the amount of any court
ordered support. 

Approval Datef'tf,.. Z, 2 .-'£tr Effective Date / ~ - / ~., ., 



Revision: HCFA-PM-97-2 
December 1997 

ATTACHMENT 2.6-A 
Page 4c 
0MB No. :0938-0673 

State: Arkansas 

Citation Condition or Requirement 

< 

In determining any excess shelter allowance, 
utility expenses are calculated using: 

_X_ the standard utility allowance under 
§S(e) of the Food Stamp Act of 1977; or 

the actual unreimbursable amount of the 
community spouse's utility expenses less 
any portion of such amount included in 
condominium or cooperative charges. 

b. The monthly income allowance for other dependent 
family members living with the community spouse is: 

C. 

_X_ one-third of the amount by which the 
poverty level component ( calculated 
under § 1924( d)(3 )( A)(i) of the Act, 

using the applicable percentage 
specified in §1924 (d)(3)(B)) exceeds the 
~ependent family member's monthly 
mcome. 

__ a greater amounted calculated as follows : 

The following definition is used in lieu of the 
definition provided by the Secretary to determine the 
dependency of family members under § 1924 ( d)( 1): 

!~ 
I~~-
~rcl 

' t 

Reference Attachment 2.6-A, page 5b 
Amounts for health care expenses described below 
that are incurred by and for the institutionalized 
individual and are not subject to payments by a third party: 

\\ ~ \ 

~~ 
0 p 
. > 
~ f::: u.. 0-

u.. ,-,. 
~ <( UJ 

w LU LU l.U < 
~ ,- ,- ,- u.. 

<( <( <( u 
t; Cl Cl 0 I 

TN No. qf..J~ 
Supersedes 

TNNo.9Asb 

(i) Medicaid, Medicare, and other health insurance 
premiums, deductibles, or coinsurance charges, 
or copayments. 

(ii) Necessary medical or remedial care 
recognized under State law but not covered 
under the State plan. (Reasonable limits on 
amounts are described in Supplement 3 to 
ATTACHMENT 2.6-A.) 

Approval Date /~J.--/9"J?: 



Revision: HCFA-PM-97-2 ATTACHMENT 2.6-A 
Page 5 December 1997 
0MB No. :0938-0673 

State: Arkansas 

Citation 

435.725 
435 .733 
435.832 

435.725 
435.733 
435 .832 

Condition or Requirement 

4. In addition to any amounts deductible under the items 
above, the following monthly amounts are deducted from 
the remaining monthly income of an institutionalized 
individual or an institutionalized couple: 

a. An amount for the maintenance needs of each member of a 
family living in the institutionalized individual's home with 
no community spouse living in the home. The amount must be 
based on a reasonable assessment of need but must not exceed 
the higher of the: 

o AFDC level; or 
o Medically needy level: 

(Check one) 

-- AFDC levels in Supplement I 
.X Medically needy level in Supplement I 
-- Other: $ ---------------

b. Amounts for health care expenses described below that have not been 
deducted under 3.c. above (1.e., for an institutionalized individual with a 
community spouse), are incurred by and for the institutionalized individual 
or institutionalized couple, and are not subject to the payment by a third 
party: 

(I) Medicaid, Medicare, and other health insurance premiums, 
deductibles, or coinsurance charges, or copayments. 

(ii) Necessary medical or remedial care recognized under State law but 
not covered under the State plan. (Reasonable limits on amount are 
described in Supplement 3 to ATTACHMENT 2.6-A.) 

5. At the option of the State, as specified below, the following 
is deducted from any remaining monthly income of an 
institutionalized individual or an institutionalized couple: 

A monthly amount for the maintenance of the home of the individual or 
couple for not longer than 6 months if a physician has certified that the 
individual, or one member of the institutionalized couple, is likely to return 
to the home within that period: 

X No. 

Yes (the applicable amount is shown on page Sa.) 

Effective Date / z/t / q 7 



Revision: HCF A-PM-97-2 
December 1997 

State: Arkansas 

Citation 

ATTACHMENT 2.6-A 
Page Sa 
0MB No.:0938-0673 

Condition or Requirement 

Amount for maintenance of home is: 
$ _______ _ 

Amount for maintenance of home is the actual maintenance 
costs not to exceed $ --~ 

Amount for maintenance of home is deductible when 
countable income is detennined under § 1924( d)( 1) of the Act 
only if the individuals' home and the community spouse's 
home are different. 

Amount for maintenance of home is not deductible when 
countable income is determined under § 1924 ( d)( 1) of the 
Act. 

ApprovalDate /~2-/4f" Effective Date JtJ/41, 7 
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Tne definition cf cteoende"~v below is vsed to define 
<ierif>1Ce;,t cliildre ,; , c.n·erds and si~linos tor P'Jr-ooses 
of d~~u:ti~c allowances under Section 1924: 

A dependent family member includes minor (under age 
18) or dependent (age 18 or over) children, dependent 
parents, or dependent siblings (including half
brothers and half-sisters) of the institutionalized 
spouse or community spouse who live in the home of the 
community spouse. To qualify as a dependent, an 
individual must be claimed on the income tax 
return of the institutionalized spouse or community 
spouse as a dependent, which must be verified by 
viewing the tax return . 
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    January 2014        Page 6 
                                    

State:                ARKANSAS 
 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 
______________________________________________________________________________________________ 
 
Citation (s)    Condition or Requirement 
________________________________________________________________________________________________ 
 
42 CFR 435.711 
435.721, 435.831 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

        
C.   Financial Eligibility 
 

For individuals who are AFDC or SSI recipients, the income and resource levels 
and methods for determining countable income and resources of the AFDC and 
SSI program apply, unless the plan provides for more restrictive levels and 
methods than SSI for SSI recipients under section 1902(f) of the Act, or more 
liberal methods under section 1902(r)(2) of the Act, as specified below. 
 
For individuals who are not AFDC or SSI recipients in a non-section 1902(f) State 
and those who are deemed to be cash assistance recipients, the financial eligibility 
requirements specified in this section C apply. 
 
See S28, SPA #2013-015 
 

 

   
  

 



HCFA-PM-95-7 {MB) ATTACHMENT 2 • 6-A 
Page 6a 10/95 

Revised: December 1, 2002 
State: ARKANSAS 

Citation Condition or Requirement 

X Supplement 2 to ATTACBHBNT 2. 6-A specifies the reaoarce 
levels for mandatory and optional. categorica1ly n~l' povacty 
level related groups, and for medically needy groups. 

Supplement 7 to ArrACBMBNT 2.6-A specifies the· income levels 
for categorically needy aged, blind and di.sabled persona who 
are covered under requirements more restrictive than ssz. 
Supplement 4 to ATTACHMENT 2.6-A specifies the methods for 
determi.ning income eligibility used by States that have aore 
restrictive methods than SSI, permitted under section 1902(£) 
of the Act. 

__ Supplement 5 to ATTACHMENT 2.6-A specifies the methods for 
determining resource eligibility used by States that have 
more restrictive methods than SSI, permitted under section 
1902(£) of the Act. 

X Supplement Sa to ATTACHMENT 2.6-A specifies the methods for 
determining income eligibility used by states that are more 
liberal than the methods of the cash assistance programs, 
permitted under section 1902(r)(2) of the Act. 

X Supplement Sb to ATTACHMENT 2. 6-A specifies the methods for 
determining resource eligibility used by States that are more 
liberal than the methods of the cash assistance programs, 
permitted under section 1902(r)(2) of the Act. 

X Supalement 14 to ATTACHME.NT 2.6-A specifies income levels 
-- use by States for determining eligibility of Tuberculosis

infected individuals whose eligibility is determined under 
Sl902(z)(l) of the Act. 

TN No. D ~ - / i ) "L J l'J ~":~~ede!f6_9(7 Approval Date fd-. j/ {o.00/). Bf~ective Date 



Revision: HCFA-PM-92 -1 

FEBRUARY 1992 
(MB) ATTACHMENT 2.6-A 

Page 7 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: 

Citation(s) 

19O2(r)(2) 
of the Act 

19O2(e) (6) 
the Act 

ARKANSAS 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

1. 

condition or Requirement 

(3) Agency continues to treat women 
eligible under the provisions of sections 
19O2(a)(1O) of the Act as eligible, without 
regard to any changes in income of the 
family of which she is a member, for the 
6O-day period after her pregnancy ends and 
any remaining days in the month in which the 
60th day falls. 

Effective Date M/\R g l ,99-2 



Revision: HCFA-PM-92 -1 
FEBRUARY 1992 

(MB) ATTACHMENT 2.6-A 
Page 7a 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: ARKANSAS 

Citation(s) 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Condition or Requirement 

42 CFR 435.721 
435.831, and 
1902(m) (1) (B) (m) (4) 
and 1902(r)(2) 
of the Act 

TN No. q:J;-{ ~ 
supersedes,.....,/~,-/ 
TN No. --r I . cf fe:!_ 

b. Aged individuals. In determining countable 
income for aged individuals, including aged 
individuals with incomes up to the Federal 
poverty level described in section 
1902(m)(l) of the Act, the following methods 
are used: 

__L The methods of the SSI program only. 

Approval Date 

The methods of the SSI program and/or any 
more liberal methods described in Supplement 
Ba to ATTACHMENT 2.6-A. 

IMAY O 6 1991 Effective Date _M_A_R_0_1_19_92_' _ 



-~ -
,·,a·•--;) 

Revision: HCFA-PM-91-4 
AUGUST 199 l 

Citation 

TN No. 
Supersede 

State: 

TN No. 6W~bf.ll~'ltr-

LI 

LI 

LI 

LI 

Attachment 2.6-A, Page 6, 
Approved 10-11-89, TN 89-30 and 
Attachment 2.6-A, Page 18. 
Pending Approval , TN 91 -17 

(BPD) 

ARKANSAS 

ATTACHMENT 2.6-A 
Page 8 
0MB No.: 0938-

Condition or Requirement 

For individuals other than optional state 
supplement recipients, more restrictive methods 
than SSI, applied under the provisions of section 
1902(f) of the Act, as specified in Supplement 4 
to ATTACHMENT 2.6-A; and any more liberal methods 
described in Supplement 8a to ATTACHMENT 2.6-A. 

For institutional couples, the methods specified 
under section 161l(e)(5) of the Act. 

For optional State supplement recipients under 
S435.230, income methods more liberal than SSI, as 
specified in Supplement 4 to ATTACHMENT 2.6-A. 

For optional State supplement recipients in 
section 1902(f) States and SSI criteria States 
without section 1616 or 1634 agreements--

SSI methods only. 

SSI methods and/or any more liberal methods 
than SSI described in Supplement 8a to 
ATTACHMENT 2.6-A. 

Methods more restrictive and/or more liberal 
than SSI. More restrictive methods are 
described in Supplement 4 to ATTACHMENT 
2.6-A and more liberal methods are described 
in Supplement 8a to ATTACHMENT 2.6-A. 

In determining relative financial responsibility, 
the agency considers only the income of spouses 
living in the same household as available to 
spouses. 

oateDEC 3 (J lS91 0 Effective Date _______ _ 

HCFA ID: 7985E 



Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) 

ARKANSAS 

ATTACHMENT 2.6-A 
Page 9 
0MB No.: 0938-State: _____________________ _ 

Citation Condition or Requirement 

42 CFR 435.721 and 
435.831 
1902(m)(l)(B), 

c. Blind individuals. In determining countable 
income for blind individuals, the following 
methods are used: 

(m) (4), and 
1902(r)(2) of 
the Act 

TN No. 
Supersedes 
TN No. 

Attachment 2.6-A. Page 7. Item c, 
Approved 1 0-1 1-89, TN 89-30 and 
Attachment 2.6-A, Page 1 B. Item c., 
Pending Approval, TN 91-17 

X The methods of the SSI program only . 

SSI methods and/or any more liberal methods 
described in Supplement Sa to ATTACHMENT 
2.6-A. 

For individuals other than optional State 
supplement recipients, more restrictive 
methods than SSI, applied under the provisions 
of section 1902(f) of the Act, as specified in 
Supplement 4 to ATTACHMENT 2.6-A, and any more 
liberal methods described in Supplement 8a to 
ATTACHMENT 2.6-A. 

For institutional couples, the methods 
specified under section 16ll(e)(5) of the Act. 

For optional State supplement recipients under 
S435.230, income methods more liberal than SSI, 
as specified in Supplement 4 to ATTACHMENT 
2.6-A. 

For optional State supplement recipients in 
section 1902(f) States and SSI criteria States 
without section 1616 or 1634 agreements--

Date 

SSI methods only. 

SSI methods and/or any more liberal methods 
than SSI described in Supplement Sa to 
ATTACHMENT 2.6-A. 

Methods more restrictive and/ or more 
liberal than SSI. More restrictive methods 
are described in Supplement 4 to ATTACHMENT 
~ and more liberal methods are described 
in Supplement Sa to ATTACHMENT 2.6-A. 

DEC 3 0 1991 OCT V l l~~l Effective Date _______ _ 

HCFA ID: 7985E 



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.6-A 
Page 10 AUGUST 1991 
0MB No.: 0938-

State : _________ AR_KAN __ S_AS _______ _ 

Citation 

4 2 CFR 4 3 5 • 721, 
and 435.831 
1902(m)(l)(B), 
( m) ( 4), and 
1902(r)(2) of 
the Act 

TN No, 
Supersed 
TN No.~-.J:!~~"-M~~ 

Attachment 2.6-A, Page 7, Item d, 
Approved 10-11 -89, TN 89-30 and 
Attachment 2.6-A, Page 19, Item d .. 
Pending Approval, TN 91-17 

Condition or Requirement 

In determining relative responsibility, the agency 
considers only the income of spouses living in the 
same household as available to spouses and the income 
of parents as available to children living with 
parents until the children become 21. 

d. Disabled individuals. In determining 
countable income of disabled 
individuals, including individuals 
with incomes up to the Federal poverty 
level described in section 1902(m) of 
the Act the following methods are used: 

_!_ The methods of the SSI program. 

SSI methods and/or any more liberal methods 
described in Supplement aa to ATTACHMENT 
2,6-A. 

For institutional couples: the methods 
specified under section 16ll(e)(5) of the Act. 

For optional State supplement recipients under 
S435.230: income methods more liberal than 
SSI, as specified in Supplement 4 to ATTACHMENT 
2.6-A. 

For individuals other than optional State 
supplement recipients (except aged and disabled 
individuals described in section 1903(m)(l) of 
the Act): more restrictive methods than SSI, 
applied under the provisions of section 1902(f) 
of the Act, as specified in Supplement 4 to 
ATTACHMENT 2.6-A; and any more liberal methods 
described in Supplement 8a to ATTACHMENT 2.6-A. 

DattPEC 3 0 1991 

HCFA ID: 7985E 



Revision: HCFA-PM-91-4 
AUGUST 1991 

State: 

Citation 

Attachment 2.6-A, Page 7, Item d, 
Approved 1 0-11-89, TN 89-30 and 
Attachment 2.6-A, Page 19, Item d, 
Pending Approval, TN 91-17 

(BPD) 

ARKANSAS 

ATTACHMENT 2.6-A 
Page 11 
0MB No.: 0938-

Condition or Requirement 

For optional State supplement recipients in 
section 1902(f) States and SSI criteria States 
without section 1616 or 1634 agreements--

SSI methods only. 

SSI methods and/or any more liberal methods 
than SSI described in Supplement Ba to 
ATTACHMENT 2.6-A. 

Methods more restrictive and/or more liberal 
than SSI, except for aged and disabled 
individuals described in section 1902(m)(l) 
of the Act. More restrictive methods are 
described in Supplement 4 to ATTACHMENT 
2.6-A and more liberal methods are specified 
in Supplement Ba to ATTACHMENT 2.6-A. 

In determining relative financial responsibility, the 
agency considers only the income of spouses living in 
the same household as available to spouses and the 
income of parents as available to children living 
with parents until the children become 21. 

Date DEC 3 0 1991 1 \'::l.>I 
Effective DateG.,C_~_\.l _____ _ 



~evision: HCFA-PM-92-l 
FEBRUARY 1992 

(MB) ATTACHMENT 2.6-A 
Page 12 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: 

Citation(s) 

19O2(e) (6) of 
the Act 

19O5(p) (1), 
19O2(m)(4), 
and 19O2(r)(2) of 
the Act 

ARKANSAS 
ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Condition or Requirement 

(3) The agency continues to treat women -
eligible under the provisions of sections 
19O2(a)(1O) of the Act as eligible, without 
regard to any changes in income of the 
family of which she is a member, for the 
6O-day period after her pregnancy ends and 
any remaining days in the month in which the 
60th day falls. 

f. Qualified Medicare beneficiaries. In 
determining countable income for qualified 
Medicare beneficiaries covered under section 
19O2(a)(lO)(E)(i) of the Act, the following 
methods are used: 

_L The methods of the SSI program only. 

SSI methods and/or any more liberal methods 
than SSI described in Supplement Sa to 
ATTACHMENT 2.6-A. 

For institutional couples, the methods 
specified under section 16ll(e)(5) of the 
Act. 

Effective Date MAR O 1 1992 



\.-1 

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

MARCH 1993 

State: 

Citation 

ARKANSAS 

ATTACHMENT 2.6-A 
Page 12a 

Condition or Requirement 

If an individual receives a title II benefit, any 
amounts attributable to the most recent increase 
in the monthly insurance benefit as a result of a 
title II COLA is not counted as income during a 
"transition period" beginning with January, when 
the title II benefit for December is received, 
and ending with the last day of the month 
following the month of publication of the revised 
annual Federal poverty level. 

For individuals with title II income, the revised 
poverty levels are not effective until the first 
day of the month following the end of the 
transition period. 

For individuals not receiving title II income, 
the revised poverty levels are effective no later 
than the date of publication. 

1905(s) of the Act g. (1) Qualified disabled and working individuals. 

1905(p) of the Act 

In determining countable income for 
qualified disabled and working individuals 
covered under 1902(a)(lO)(E)(ii) of the Act, 
the methods of the SSI program are used. 

(2) Specified low-income Medicare beneficiaries. 

In determining countable income for 
specified low-income Medicare beneficiaries 
covered under 1902(a)(l0)(E)(iii) of the 
Act, the same method as inf. is used. 

STATE 

A 

TN No. 9/,l}f MAY Q 3 1993 
~~~~~edes '9~ 'If Approval D 

Effective oateJAN O I 1993 
* U.S. G.P.0.:1993-342-239:80032 



Revision: HCFA-PM-91-8 
October 1991 

(MB) ATTACHMENT 2.6-A 
Page 12b 
0MB No.: 

State/Territory: ARKANSAS 

Citation 

1902(u) N/A 
of the Act 

( h) 

Condition or Requirement 

COBRA Continuation Beneficiaries 

In determining countable income for COBRA 
continuation beneficiaries, the following 
disregards are applied: 

The disregards of the SSI program; 

The agency uses methodologies for treatment of 
income more restrictive than the SSI program. 
These more restrictive methodologies are 
described in Supplement 4 to Attachment 2.6-A. 

NOTE: For COBRA continuation beneficiaries specified 
at 1902(u)(4), costs incurred from medical care 
or for any other type of remedial care shall 
not be taken into account in determining 
income, except as provided in section 
1612(b) (4) (B) (ii). 

TN No. CJ/.,~'1/ DEC 3 Q 1991 
Super?)~ l& Appr/.)1 Date Effective Date OCT -11991 
TN No WU-'- ~ .hij ~ 

7985E 



., Revision: 

Citation 

1902(a)(1 O)(A) 
(ii)(XIII) of the Act 

TN No. 00-\4 

(i) 

ATTACHMENT 2.6-A 
Page 12c 
0MB No.: 

Staterrerritory: __ ..;..A...:..:.r"""ka=n-=-=s=a=s _______ _ 

Condition or Requirement 

Working Individuals with Disabilities - BBA 

In determining countable income and resources 
for working individuals with disabilities under the 
BBA, the following methodologies are applied: 

__ The methodologies of the SSI program. 

__ The agency uses methodologies for 
treatment of income and resources more 
restrictive than the SSI program. These 
more restrictive methodologies are 
described in Supplement 4 (income) 
and/or Supplement 5 (resources) to 
Attachment 2.6-A. 

__ The agency uses more liberal income 
and/or resource methodologies than the 
SSI program. More liberal methodologies 
are described in Supplement Ba to 
Attachment 2.6-A. More liberal resource 
methodologies are described in 
Supplement 8b to Attachment 2.6-A. 

STATE A'RKPsMSAS 
DATE R[C 'D \0-~l-O0 
DATE /\P PV 'O {)\ -25-0l 
DATE EFF 0 2 · 0\- 0 \ 
HCFA 179 OO.;l4 

Supersedes Approval Date O\-25-0\ Effective Date 02-0l·O\ 
TN No. e 

sUPERSEDES: NONE . NEW PAGa;. 

A 



Revision: January 1, 2014 

Citation 

State/Territory: --~A=R=KA=N~S=A=S 

Condition or Requirement 

Attachment 2.6-A 
Page 12d 
OMBNo.: 

l 902(a)(l 0)(A)(ii) 
(XV) of the Act 

(ii) Working Individuals with Disabilities - Basic Insurance Group - TWWIIA 

In determining financial eligibility for working individuals with disabilities 
under this provision, the following standards and methodologies are applied: 

State: Arkansas 

X The agency does not apply any income or resource standard. 

NOTE: If the above option is chosen, no further eligibility-related 
options should be elected. 

The agency applies the following income and/or resource standard(s): 

• The individual must have net personal income less than 250% of the 
poverty level for his/her family size. 

• Countable resources are determined by family size: 
1 (Individual only) $4000 
2 $6000 
3 $6200 
4 $6400 

Add $200 for each additional member. 

Date Received: 10-10-13 
Date Approved: 1-6-14 
Date Effective: 1-1-14 
Transmittal Number: 13-09 

Transmittal Number: 13-09 
Approval Date: 6 January, 2014 
Date Effective: 1 January, 2014 
Supersedes TN# 00-14 



Revision: January 1, 2014 Attachment 2.6-A 
Page 12e 
OMBNo.: 

Citation 

l 902(a)(l O)(A)(ii) 
(XV) of the Act 

State/Territory: --~A=R=KA=N~S=A=S 

Condition or Requirement 

Income Methodologies 

In determining whether an individual meets the income standard described 
above, the agency uses the following methodologies. Regardless of 
methodology, all earned income is disregarded in determining eligibility 
under this group. 

The income methodologies of the SSI program. 

The agency uses methodologies for treatment of income that are more 
restrictive than the SSI program. These more restrictive 
methodologies are described in Supplement 4 to Attachment 2.6-A. 

The agency uses more liberal income methodologies than the SSI 
program. More liberal methodologies are described in Supplement 8a 
to Attachment 2.6-A. 

State: Arkansas 
Date Received: 10-10-13 
Date Approved: 1-6-14 
Date Effective: 1-1-14 
Transmittal Number: 13-09 

Transmittal Number: 13-09 
Approval Date: 6 January, 2014 
Date Effective: 1 January, 2014 
Supersedes TN# 00-14 



Revision: ATTACHMENT 2.6-A 
Page 12f 
0MB No.: 

Staterrerritory: Arkansas _________ _ 

Citation Condition or Requirement 

1902(a)(1 0)(A) Resource Methodologies 
(ii)(XV) of the Act (cont.) 

TN No. 00-\4 

In determining whether the individual meets the 
resource standard described above, the agency 
uses the following methodologies. 

Unless one of the following items is checked the 
agency, under the authority of section 1902(r)(2) 
of the Act, disregards all funds held in retirement 
funds and accounts, including private retirement 
accounts such as IRAs and other individual 
accounts, and employer-sponsored retirement 
plans such as 401 (k) plans, Keogh plans, and 
employer pension plans. Any disregard involving 
retirement accounts is separately described in 
Supplement 8b to Attachment 2.6-.A 

__ The agency disregards funds held in 
employer-sponsored retirement plans, but 
not private retirement plans. 

__ The agency disregards funds in retirement 
accounts in a manner other than those 
described above. The agency's disregards 
are specified in Supplement 8b to 
Attachment 2.6-A. 

ST A TE __ A~R..--=--'-'K'-'AA~S"-=-A.-"-S=-_ 
oATE REc·o l0-3\-uD 
DATE APPV' D 0\-25-0 l 
Dl,TE EFF __ 0)._-_0~\_-0_\ __ 

HCFA 179 ----=C'--'0-~\'-4~---

Supersedes Approval Date O\-"2.'5-O\ Effective Date O"l-0 \-0 l 

TN No. suPERSEDES: NONE. NEW PAGE 

A 



Revision: January 1, 2014 

Citation 

l 902(a)(l O)(A)(ii) 
(XV) of the Act 
(cont.) 

Transmittal Number: 13-09 
Approval Date: 6 January, 2014 
Date Effective: 1 January, 2014 
Supersedes TN# 00-14 

State/Territory: --~A=R=KA=N~S=A=S 

Condition or Requirement 

Attachment 2.6-A 
Page 12g 
OMBNo.: 

The agency does not disregard funds in retirement accounts. 

The agency uses resource methodologies in addition to any indicated 
above that are more liberal than those used by the SSI program. More 
liberal resource methodologies are described in Supplement Sb to 
Attachment 2.6-A. 

The agency uses the resource methodologies of the SSI program. 

The agency uses methodologies for treatment of resources that are 
more restrictive than the SSI program. These more restrictive 
methodologies are described in Supplement 5 to Attachment 2.6-A. 

State: Arkansas 
Date Received: 10-10-13 
Date Approved: 1-6-14 
Date Effective: 1-1-14 
Transmittal Number: 13-09 



Revision: January 1, 2014 

Citation 

State/Territory: --~A=R=KA=N~S=A=S 

Condition or Requirement 

Attachment 2.6-A 
Page 12h 
OMBNo.: 

l 902(a)(l 0)(A)(ii) 
(XV) of the Act 

(iii) Working Individuals with Disabilities - Employed Medically Improved 
Individuals - TWWIIA 

In determining financial eligibility for employed medically improved 
individuals under this provision, the following standards and methodologies 
are applied: 

Transmittal Number: 13-09 
Approval Date: 6 January, 2014 
Date Effective: 1 January, 2014 
Supersedes TN# 00-14 

The agency does not apply any income or resource standard. 

NOTE: If the above option is chosen, no further eligibility-related 
options should be elected. 

The agency applies the following income and/or resource standard(s): 

State: Arkansas 
Date Received: 10-10-13 
Date Approved: 1-6-14 
Date Effective: 1-1-14 
Transmittal Number: 13-09 



Revision: ATTACHMENT 2.6-A 
Page 12i 
OMS No.: 

Staterrerritory: _"--A"'-'rk"""'a""'"n=s-=-a=-s ________ _ 

Citation Condition or Requirement 

1902(a)(10)(A) Income Methodologies 
(ii)(XVI) of the Act (cont.) 

TN No. DD-\~ 

In determining whether an individual meets the 
income standard described above, the agency 
uses the following methodologies. Regardless of 
methodology, all earned income is disregarded 
in determining eligibility under this group. 

__ The income methodologies of the SSI 
program. 

__ The agency uses methodologies for 
treatment of income that are more 
restrictive than the SSI program. These 
more restrictive methodologies are 
described in Supplement 4 to Attachment 
2.6-A. 

__ The agency uses more liberal income 
methodologies than the SSI program. 
More liberal methodologies are described 
in Supplement Ba to Attachment 2.6-A. 

A {< V PrN.SA-S ST A TE _ _ ..£_....e.:.....:"-..;:...;...:_..;..=..:_-=---

DA TE REC'D lC-3l-CD 
DATE APPV'O 0\-2.5-0\ 
DATE EFF _._:O').=...:::'----==Q~\'---0~\ __ 
HCFA 179 _ _.;C>O;c.....c_--'--\ 4_.___ __ _ 

Supersedes Approval Date 0\-25-0\ Effective Date 02.-0\-0 \ 

TN No. sUPERSEDES: NONE - NEW PAGE 

A 



Revision: ATTACHMENT 2.6-A 
Page 12j 
0MB No.: 

State!T erritory: _A_r_ka_n_s_a_s _________ _ 

Citation Condition or Requirement 

1902(a)(1 0)(A) Resource Methodologies 
(ii)(XVI) of the Act (cont.) 

TN No. 00-l'-l 

In determining whether the individual meets the 
resource standard described above, the agency 
uses the following methodologies. 

Unless one of the following items is checked the 
agency, under the authority of section 1902(r)(2) 
of the Act, disregards all funds held in retirement 
funds and accounts, including private retirement 
accounts such as IRAs and other individual 
accounts, and employer-sponsored retirement 
plans such as 401 (k) plans, Keogh plans, and 
employer pension plans. Any disregard involving 
retirement accounts is separately described in 
Supplement 8b to Attachment 2.6- A. 

__ The agency disregards funds held in 
employer-sponsored retirement plans, but 
not private retirement plans. 

__ The agency disregards funds in retirement 
accounts in a manner other than those 
listed above. The agency's disregards are 
specified in Supplement 8b to Attachment 
2.6-A. 

STl,TE AR.'c<PrMSAS 
DA.T E REC'D lO-'o\-00 
D,\ TE 1\PPV 'D 0\-25-0\ 
DATE Er F 02.-0l-0\ 
HCFA 179 __ o_o_-_l 4 ___ _ 

Supersedes Approval Date O l-2 5 -0\ Effective Date 02-0 \-0 \ 
TN No. ~e 

stJPERSEDES: NONE - NEW PA~ 

A 



Revision: ATTACHMENT 2.6-A 
Page 12k 
0MB No.: 

State/l'"erritory: _..:...A..:..:..r.;..:.ka=n...:...:s=a=s ________ _ 

Citation Condition or Requirement 

1902(a)(10)(A) __ The agency does not disregard funds in 
(ii)(XVI) of the Act (cont.) retirement accounts. 

TN No. oo-\4 

__ The agency uses resource methodologies 
in addition to any indicated above that are 
more liberal than those used by the SSI 
program. More liberal resource 
methodologies are described in 
Supplement Sb to Attachment 2.6-A. 

__ The agency uses the resource 
methodologies of the SSI program. 

__ The agency uses methodologies for 
treatment of resources that are more 
restrictive than the SSI program. These 
more restrictive methodologies are 
described in Supplement 5 to Attachment 
2.6-A. 

STATE -~A..!..!t<..~~..:..~.:..:.....::.;;;..;A,S;...__' __ 
DATE REC'D \C)-"';\-C)O 
DA TE APPV'D O l-"25 -0 \ 
DA TE EF-F ---=0~"2.~-Q-=· ;..;.\ _-0=-=-\ __ 
HCFA I 79 _ ___::o:....;:o~-_,\__,4.___ __ _ 

A 

Supersedes Approval Date 0\- '2.S-O \ Effective Date 0'2 -0\ -0 \ 

TN No. suPERSEDES: NON£ - NEW PAGE 



Revision: 

Citation 

1902(a)(1 0)(A) 
(ii)(XVI) and 1905(v)(2) 
of the Act 

TN No. ~O-\~ 

ATTACHMENT 2.6-A 
Page 121 
0MB No.: 

State/Territory: -~A_rk~a~n_s~a...c...s ________ _ 

Condition or Requirement 

Definition of Employed - Employed Medically 
Improved Individuals - T\/WvllA 

__ The agency uses the statutory definition of 
"employed", i.e., earning at least the 
minimum wage, and working at least 40 
hours per month. 

__ The agency uses an alternative definition of 
"employed" that provides for substantial 
and reasonable threshold criteria for hours 
of work, wages, or other measures. The 
agency's threshold criteria are described 
below: 

STATE AR-KPrt--lSAS 
l0-3\-O0 DATE RE:C'D -::=--~.c__,;c;.__ __ 

DATE ,,\P?V'D 0\-l.S-O\ A 
DA TE EFF ---=O=:i::..--'O~l _-O-"---'-\ --
HCFA IN _ ___;::00:..::._-__;.\_4..,___ __ _ 

Supersedes Approval Date 0\-25-0\ Effective Date 02-C\-O\ 

TN No. stJPERSEDES: NONE - NEW PAGE 



Revision: ATTACHMENT 2.6-A 
~ · Page 12m 

0MB No.: 

Citation 

1902(a)(1 0)(A)(ii)(XI 11), 
(XV), (XVI), and 1916(9) 
of the Act 

TN No. 00-\4 

Staterrerritory: _..:....A=rk..;.;:a;;.;...n=-s=-as"----------

Condition or Requirement 

Payment of Premiums or Other Cost Sharing Charges 

For individuals eligible under the BBA eligibility group 
described in No. 23 on page 23d of Attachment 2.2-A: 

__ The agency requires payment of premiums or other 
cost-sharing charges on a sliding scale based on 
income. The premiums or other cost-sharing charges, 
and how they are applied, are described below: 

ST ATE _.AL.!£~~K:::..PrN~SAS~=----
DA TE REC'D _.....:I O_-...:'a:.....;l;.....-O.=:...;;;;.O __ _ 

DA TE APPV'D ~O~\_-'2.=..:S~-0"'--'l'----__ A 
DATE EFF ---=O="l:..--=O:..-\-__ O __ l ____ _ 
HCFA 179 __ o=0--~'4.J..-__ _ 

Supersedes Approval Date 0\~"25-0\ Effective Date 02-0l-0 l 
TN No. sUPERSEDES: NONE - NEW PAGE 



Revision: 

Citation 

1902(a)(1 0)(A)(ii)(XI 11), 
(XV), (XVI), and 1916(g) 
of the Act (cont.) 

TN No. 00-\4 

ATTACHMENT 2.6-A 
Page 12n 
0MB No.: 

State/Territory: ---'-A..:.;.r.;..:.ka=n;_;_;s~a=s'-----------

Condition or Requirement 

For individuals eligible under the Basic Insurance 
Group described in No. 24 on page 23d of 
Attachment 2.2-A: 

NOTE: Regardless of the option selected below, 
the agency MUST require that individuals whose 
annual adjusted gross income, as defined under 
IRS statute, exceeds $75,000 pay 100 percent of 
premiums. 

__x._ The agency requires individuals to pay 
premiums or other cost-sharing charges on 
a sliding scale based on income. For 
individuals with net annual income below 
450 percent of the Federal poverty level for 
a family of the size involved, the amount of 
premiums cannot exceed 7.5 percent of the 
individual's income. 

The premiums or other cost-sharing 
charges, and how they are applied, are 
described on page 12p. 

STATE Aa.i<ANSA3 
DATE REC'D I0-~\-0D 

DA TE J\PPV'D 0\-'2.S-Ol 

DATE £FF C'l-Ol-C\ 

HCFA 179 00-l'-{ 

Supersedes Approval Date 0\-"2-5-0 l Effective Date O).-Ol-0 I 

TN NoSUPERSEDES: NON£. NEW PAGE 

A 



Revision: ATTACHMENT 2.6-A 
Page 120 
0MB No.: 

Staterr erritory: ---'-A""""r"""'"ka=-n--'-s~a-'-"s _________ _ 

Citation Condition or Requirement 

1902(a)(1 0)(A)(ii)(XIII), Payment of Premiums or Other Cost Sharing Charges 
(XV), (XVI), and 1916(9) 
of the Act (cont.) 

TN No. CD-\Y 

For individuals eligible under the Medical Improvement 
Group described in No. 25 on page 23d of Attachment 
2.2-A: 

NOTE: Regardless of the option selected below, the 
agency MUST require that individuals whose annual 
adjusted gross income, as defined under IRS statute, 
exceeds $75,000 pay 100 percent of premiums. 

__ The agency requires individuals to pay 
premiums or other cost-sharing charges on a 
sliding scale based on income. For individuals 
with net annual income below 450 percent of the 
Federal poverty level for a family of the size 
involved, the amount of premiums cannot 
exceed 7.5 percent of the individual's income. 

The premiums or other cost-sharing charges, 
and how they are applied, are described on 
page 12p. 

STATE ____ t\R..K.0:N.SAS 
DATE Rr;-:: D \D-B\-00 
DAT·E t . . •) ./ J ""l-.l . .,,=S"---0-=-l __ _ / \ I I l ___ \.l.!.. __ A 

Ol-Ol-Ql · DA TE Ef-;: --- ---==-..=.:.........::=;---
HCFA I 79 ----=a,=--..1.l_;YL----

Supersedes Approval Date C\-2 5-Dl Effective Date O'l-0 l - Ol 



Revision: January 1, 2023 

Citation 

1902(a)(l 0)(A)(ii) 

(XV), (XVI), and 

1916(g) of the Act 

(cont.) 

State/Territory: -----'A=R=KA=N=S=A=S 

Condition or Requirement 

Premiums and Other Cost-Sharing Charges 

Attachment 2.6-

A 

Page 12p 

OMBNo.: 

For the Basic Insurance Group and/or the Medical Improvement Group, the 

agency's premium or other cost-sharing charges, and how they are applied, 

are described in Medicaid Premiums and Cost Sharing pages Gl through 

G3. In future years, cost share amounts will change with the 

medical component of the CPI-U. 

TN: 22-002 6 

Supersedes TN: 00-14 

Effective:01/01/23 

Approved: 02/08/2023 



Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) ATTACHMENT 2.6-A 
Page 13 

State: 

Citation 

1902(k) of the 
Act 

1902(a)(l0) 
of the Act 

TN No. 
Supersede 
TN No. 

ARKANSAS 
OMS No.: 0938-

Condition or Requirement 

2. Medicaid Qualifying Trusts 

In the case of a Medicaid qualifying trust 
described in section 1902(k)(2) of the Act, the 
amount from the trust that is deemed available to the 
individual who established the trust (or whose spouse 
established the trust) is the maximum amount that the 
trustee(s) is permitted under the trust to distribute to 
the individual. This amount is deemed available to the 
individual, whether or not the distribution is actually 
made. This provision does not apply to any trust or 
initial trust decree established before April 7, 1986, 
solely for the benefit of a mentally retarded individual 
who resides in an intermediate care facility for the 
mentally retarded. 

LI The agency does not count the funds in a trust as 
described above in any instance where the State 
determines that it would work an undue hardship. 
Supplement 10 of ATTACHMENT 2.6-A specifies what 
constitutes an undue hardship. 

3. Medically needy income levels (MNILs) are based on 
family size. 

Supplement 1 to ATTACHMENT 2.6-A specifies the MNILs for 
all covered medically needy groups. If the agency 
chooses more restrictive levels under section 1902(f) of 
the Act, Supplement 1 so indicates. 

OC'i Effective Date _______ _ 

Attachment 2.6-A, Page 10, Items 2 and 3, 
Approved 7-30-87, TN 87-12 

HCFA ID: 7985E 

-----,,,C..~-r'"":"'----:-r-.---·~1 
ST A TE -~-,::;.c,.~~.J.--~---==---- I 
DATE REC' D~J..:\fl.-li,._.__ ......... C>U-___ f 
f)A n. APPv·o 1f c 0, 1o ·~%9t'. l ;\ I 
.DAT E l:FF U l ~ 1- "'•·· 

HCFt\ 17'? 7rdrp .. 
~-----------.... , 41 -- 111•-•·~_,_,__.------.. -~,,..~~~~ 



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.6-A 
Page 14 AUGUST 1991 

State: 

Citation 

42 CFR 435.732, 
435.831 

1902(a)(l7) of the 
Act 

TN No. 
Supersede 
TN No. 

ARKANSAS 
0MB No.: 0938-

Condition or Requirement 

4. Handling of Excess Income - Spend-down for the 
Medically Needy in All States and the Categorically 
Needy in 1902(f) States Only 

a. Medically Needy 

(1) Income in excess of the MNIL is considered as 
available for payment of medical care and 
services. The Medicaid agency measures 
available income for periods of either _3_ or 
__ month(s) (not to exceed 6 months) to 
determine the amount of excess countable income 
applicable to the cost of medical care and 
services. 

(2) If countable income exceeds the MNIL 
standard, the agency deducts the following 
incurred expenses in the following order: 

(a) Health insurance premiums, deductibles and 
coinsurance charges. 

(b) Expenses for necessary medical and remedial 
care not included in the plan. 

( c) Expenses for necessary medical and remedial 
care included in the plan. 

Reasonable limits on amounts of expenses 
deducted from income under a.(2)(a) and 
(b) above are listed below. 

Incurred expenses that are subject to 
payment by a third party are not deducted 
unless the expenses are subject to payment 
by a third party that ls a publicly funded 
program (other than Medicaid) of a State or 
local government. 

Date DEC 3 0 7991 Or.- G 1 19~ 
Effective Date __ v_1 _____ _ 

Attachment 2.6-A, Page 10, Item 4.a.(1) and 
Attachment 2.6-A, Page 11 . Item 4.a.(2), 
Approved 7-30-87, TN 87-12 

HCFA ID: 7985E 

----,,1,~~~~-:-----r--··- ·•·-----1 
STAT~-4~{..&.Q;~~~~--- i 
DA tE REC O _ ,.:.,::_:......:.::~-"=""°-'-- I 
,;.'\ TE- APPvo □Ee 3 o 1991 
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/\ 
\ DAH: r.i·F__QG~l:~ · 

1
. 

~~Ft\ 179 ~1,:;:!:__,_,.,..,_..;;.:-,.,=----



Revision: HCFA-PM-91- 8 
Oc tober 1991 

(MB) ATTACHMENT 2.6-A 
Page 14a 
0MB No. 

State/Territory: ARKANSAS 

Citation 

1903(f)(2) of 
the Act 

condition or Requirement 

a. Medically Needy (Continued) 

(3) If countable income exceeds the MNIL 
standard, the agency deducts spenddown 
payments made to the State by the 
individual. 

Effective Date 

HCFA ID: 7985E/ 

1 



Revision: HCFA-PM-91-4 
AUGUST 1991 

State: 

Citation 

(BPD) 

ARKANSAS 

ATTACHMENT 2.6-A 
Page 15 
0MB No.: 0938-

Condition or Requirement 

b. Categorically Needy - Section 1902 (f) States 
42 CFR 
435.732 

1902(a)(l7) of the 
Act, P.L. 100-203 

Attachment 2.6-A., Page 11, 
Items 4.b.,(1),(2) and (3) and 
Attachment 2.6-A, Page 12, 
Items 4.b.,(4) and (5), 
Approved 7-30-87, TN 87-12 

The agency applies the following policy under the 
provisions of section 1902(f) of the Act. The 
following amounts are deducted from income to 
determine the individual's countable income: 

(1) Any SSI benefit received. 

(2) Any State supplement received that is within 
the scope of an agreement described in sections 
1616 or 1634 of the Act, or a State supplement 
within the scope of section 
1902(a)(10)(A)(ii)(XI) of the Act. 

(3) Increases in OASDI that are deducted under 
SS435.134 and 435.135 for individuals specified 
in that section, in the manner elected by the 
State under that section. 

(4) Other deductions from income described in this 
plan at Attachment 2.6-A, Supplement 4. 

( 5) Incurred expenses for necessary medical and 
remedial services recognized under State law. 

Incurred expenses that are subject to payment 
by a third party are not deducted unless the 
expenses are subject to payment by a third 
party that is a publicly funded program (other 
than Medicaid) of a State or local government. 

Date DEG 3 0 1991 Effective Date \.!C\ \l 
1 \ 

HCFA ID: 7985E 



Revision: HCFA-PM-91-8 (MB) ATTACHMENT 2. 6-A 
Page !Sa October 1991 
0MB No. 

State/Territory: ARKANSAS 

Citation 

1903(f)(2) of 
the Act 

Condition or Requirement 

4.b. Categorically Needy - Section 1902(f) States 
Continued 

(6) Spenddown payments made to the State by 
the individual. 

NOTE: FFP will be reduced to the extent a State is 
paid a spenddown payment by the individual. 

TN No. 91-.r? 
Sup~~~-'Y2_, 
TN .. o.,~'l~ 

;q;:•l Dat•DEC 3 Q 1991 Effective 

HCFA ID: 

Date OCT -1 1991 
7985E/ 

I ST A Tc -'-W.~'Yl::J~~~-tt'\fl'I

~ DAT f~ REC'D _ _....__..-__-=-,,._,..-.r-

1 ;~'r, T~ ~-~-~'✓ 'D _ 
: :.','\ T:: ::,+ __ ..........:..,,~.-=.;-=iii;· 

A 
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'--' 
Revi■ion: HCFA-PM-91-4 (BPD) 

AUGUST 1991 

Rtate: 

Citation 

ARKANSAS 

ATTACHMENT ~.6-A 
Page 16 
0MB No.: 0938-

condition or Requirement 

,. M•tbQd• for oet1rm1n1ng Reeourc11 

a. AFDC-related indlviduglp (except !or poy•rty level 
related pregn1nt women. infant■, and children). 

Attachment 2.6-A, Page 12, Item 5.a., 
Approved 7-30-87, TN 87-12 

(1) In determining countable resources for 
AFDC-related individual■, the tollowing methods 
are u■ed: 

(a) The method• under the State's approved AFDC 
plan; and 

D (b) The method• under the State's approved AFDC 
plan and/or any more liberal methods 
deacribed in Sypplgent 8b to ATTACHMENT 
.Li.:!• 

( 2) In determining relative financial 
reeponaib1lity, the agency con■ id•r• only the 
re•ourc•• of apouse■ living in th• same 
hou•ehold as available to ■pouaes and the 
re■ourcea of parent• as available to children 
living with parents until th• children become 
21. 

Date OE C 3 0 1991 ------ Effective Date OC1 O -------
l 

HCFA 101 798,J!! 



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.6-A 
Page 16a AUGUST 199 l 

State: ARKANSAS 
0MB No.: 0938-

Citation Condition or Requirement 

5. Methods for Determining Resources 

1902(a) ( 10) (A), 
1902(a) ( 10) (C), 
1902(m)(l)(B) 
and (C), and 
1902(r) of the Act 

Attachment 2.6-A, Page 12, Item 5.b., 
Approved 7,30:87. TN 87-12 

b. Aged individuals. For aged individuals covered 
under section 1902(a)(l0)(A)(ii)(X) of the Act , 
the agency used the following methods for 
treatment of resources: 

The methods of the SSI program. 

X SSI methods and/or any more liberal methods 
described in Supplement Sb to ATTACHMENT 
2.6-A. 

Methods that are more restrictive (except for 
individuals described in section 1902(m)(l) of 
the Act) and/or more liberal than those of the 
SSI program. Supplement 5 to ATTACHMENT 2.6-A 
describes the more restrictive methods and 
Supplement Sb to ATTACHMENT 2.6-A specifies the 
more liberal methods. 

Date DEC 3 0 1991 0(, '1 IJ· 'l l::l::Jl Effective Date ____ 1.1 ____ ... __ _ 

HCFA ID: 7985E 



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.6-A 
Page 17 AUGUST 1991 

State: 

Citation 

1902(a)(l0)(A), 
1902(a)(l0)(C), 
1902(m)(l)(B), and 
1902(r) of the 
Act 

TN No. 
Supersed 
TN No.Q~ ... ,,,_~ 

0MB No.: 0938-
ARKANSAS 

Condition or Requirement 

In determining relative financial responsibility, 
the agency considers only the resources of spouses 
living in the same household as available to 
spouses. 

c. Blind individuals. For blind individuals 
the agency uses the following methods for 
treatment of resources: 

X 

The methods of the SSI program. 

SSI methods and/or any more liberal 
methods described in Supplement 8b to 
ATTACHMENT 2.6-A. 

Methods that are more restrictive and/or 
more liberal than those of the SSI program. 
Supplement 5 to ATTACHMENT 2.6-A describe the 
more restrictive methods and Supplement 8b to 
ATTACHMENT 2.6-A specify the more liberal 
methods. 

In determining relative financial responsibility, the 
agency considers only the resources of spouses living 
in the same household as available to spouses and the 
resources of parents as available to children living 
with parents until the children become 21. 

,, 1991 
Date DEC 3 u cc-· \J Effective Date __ \ _____ _ 

Atttachmant 2.6-A, Paga 12, Item 5.c ., 
Approved 7-30-87, TN 87-12 

HCFA ID: 7985E 



Revision: HCFA-PM-91-4 
AUGUST 1991 

Revised: October 1, 1992 
State: 

Citation 

(BPD) 

ARKANSAS 

ATTACHMENT 2.6-A 
Page 18 
OMS No.: 0938-

Condition or Requirement 

1902(a)(lO)(A), 
1902(a) ( 10) (C), 
1902(m)(l)(B) 
and (C), and 
1902(r)(2) of 
the Act 

d. Disabled individuals, including individuals 
covered under section 1902{a)ll0)lA)lii)lXl of 
the Act. The agency uses the following 
methods for the treatment of resources: 

1902(1)(3) 
and 1902(r)(2) 
of the Act 

TH No. ~1) 

...L 

The methods of the SSI program . 

SSI methods and/or any more liberal methods 
described in Supplement Sa to ATTACHMENT 2.6-A. 

Methods that are more restrictive (except for 
individuals described in section 1902(m)(l) of 
the Act) and/or more liberal that those under 
the SSI program. More restrictive methods are 
described in Supplement 5 to ATTACHMENT 2.6-A 
and more liberal methods are specified in 
Supplement Sb to ATTACHMENT 2.6-A. 

In determining relative financial responsibility, the 
agency considers only the resources of spouses living 
in the same household as available to spouses and the 
resources of parents as available to children living 
with parents until the children become 21. 

oE)i C O 4 1992 Effective oalJGT Q l 1992 



Revision: HCFA-PM-91-a 
October 1991 

(MB) ATTACHMENT 2.6-A 
Page 20 
0MB No.: 

State/Territory: ARKANSAS 

Citation 

1905(p)(l) 
(C) and (D) and 
1902(r) (2) of 
the Act 

1905(s) of the 
Act 

1902(u) of the N/A 
Act 

TN No. WcJ-2 
Supersedes 

TN No. 9/--d-t 

Condition or Requirement 

5. h. For Qualified Medicare beneficiaries covered under 
section 1902(a)(10)(E)(i) of the Act the agency uses 
the following methods for treatment of resources: 

The methods of the SSI program only. 

_!_ The methods of the SSI program and/or more liberal 
methods as described in Supplement Sb to 
ATTACHMENT 2.6-A. 

i. For qualified disabled and working individuals 
covered under section 1902(a)(l0)(E)(ii) of 
the Act, the agency uses SSI program methods 
for the treatment of resources. 

j. For COBRA continuation beneficiaries, the agency uses 
the following methods for treatment of resources: 

The methods of the SSI program only. 

More restrictive methods applied under section 
1902(f) of the Act as described in Supplement 5 to 
Attachment 2.6-A. 

Approval DatOEC 3 0 1991 Effective Date OCT -1 ]99] 

7985E .- - ____ ,.. ___ _ 
STAT~ 

1 D EG0- 1
~ t L':Ait: ,\ PPV 'D - C.] 199T -.. 

j DME " F °31"1991 l 1~r=.A 1 79 --~-L-L---'"~L>L~_-'---- __ --- _, ___ _ 



Revisions HCPA-PM-93-S 
11AY 1993 

State: 

Citation 

1902(a)(lO)(E)(iii) 
of the Act 

(MB) 

ARKANSAS 

Condition or Requirement 

ATTACHMBNT 2.6-A 
Page 20a 

k. S cified low-income Medicare 
un er sect on 1 

The agency uses the same method as in S.h. of 
Attachment 2.6-A. 

6. Resource Standard - Categorically Needy 

the 

a. 1902(f) States (except as specified under items 
6.c. and d. below) for aged, blind and disabled 
individuals: 

Same as SSI resource standards. 

More restrictive. 

The resource standards for other individuals are 
the same as those in the related cash assistance 
program. 

b. Non-1902(f) States (except as specified under 
items 6.c. and d. below) 

The resource standards are the same as those in 
the related cash assistance program. 

Supplement 8 to ATTACHMENT 2.6-A specifies for 
1902(f) States the categorically needy resource 
levels for all covered categorically needy 
groups. 

DATE APf'VD JUL O 1 1993 

I 
D1\TE Ef-F .. MAYW~ 
HCF-A 179 ~ 

A 

TN No. 
Supersed 
TN No. 

Approval oaJU L Q 1 1993 Effective Date ;...;;M.;.;.;...A_~_-o_,_1 __ 3 



~ 

Revision: HCFA-PM-91-l. /?. "'I- (BPD) ATTACHMENT 2.6-A 
Paqe 21a t,1.-,<c./. l9f :z. 9J. • I I? 

Revised: August 1, 2001 
State: Arkansas 

Cl tation 

1902(1 )(3)(A) 
and (C) of the 
Act 

1902 (ni) ( 1) (C) 
and ( m) ( 2) ( B) 
of the Act 

TN No. 01 - \ 3, 
Supersedes 
TN No. 92---4 D 

Condition ~r Requirement 

e . . For children covered under the provisions of 
section 1902(a)(lO)(A)(i)(VII} of the Act, the 
agency applies a resource standard. 

X 

Yes. Supplement 2 to ATTACHMENT 2.6-A 
specifies the standard which is no more 
restrictive than the standard applied 
in the State's approved AFDC plan. 

No. The agency does not apply a r~_source 
standard to these individuals. · 

-f. For aged and disabled individuals described ih 
section 1902(m)(l) of the Act who are covered 
under section 1902(a)(lO)(A)(ii)(X) of the 
Act, the resource standard is: 

Same as SSI resource standards. 

Same as the medically needy resource standards, 
which are higher than the SSI resource 
standards (if the State covers the medically 
needy). 

Supplement 2 to ATTACHMENT 2.6-A specifies the 
resource levels for these individuals. 

Approval Date 0-7- llo- O\ Effective Date 08-ol -o I 

STATE Ax::,a.~1. SClS 
OATEREC'O 0-S ·- '21.f-O\ 
DATE APPV'D 0 -) - I lo · O \ 
DATE EFF O '6-'-Q \ - O \ 

HCFA 179 Afc_-0\- i~ 

A 



Revision: HCF A-PM-93-5 
May 1993 
January 1, 2010 

(MB) 

.. , . . · ··-··· ................ .. .. _ . ....... . , .. .... ............ _, __ __ _ 

Attachment 2.6-A 
Page 22 

State: ARKANSAS 

Citation Condition or Requirement 

1902 (a)(lO)(c)(i) of the Act 

7. Resource standard - Medically Needy 

a. Resource standards are based on family size. 

b. 

C. 

A single standard is employed in determining resource 
eligibility for all groups. 

In 1902(f) States, the resource standards are more 
restrictive than in 7.b. above for-
_ Aged 

Blind 
Disabled 

DATE A??\/'D_'.1:::...20 - 1 0 A Supplement 2 to ATTACHMENT 2.6-A specifies the 
resource standards for all covered medically needy 
groups. If the agency chooses more restrictive levels 
under 7.c., Supplement 2 to ATTACHMENT 2.6-A so 
indicates. 

l ()ATE EP= ---- ' ~ I - /() 
l~_\;'.=.~,!Z,?"_ -~.!.t:£3:. __ ::::=.J..- ... 

1902(a)(l 0)(E), 
1905(p )(1 )(D), l 905(p )(2)(8) 
and 1860D-14(a)(3)(D) 
of the Act 

l 902(a)(l 0)(E)(ii), 1905(s) 
and 1860D-14(a)(3)(D) of 
the Act 

TNNo. /0 -(};}----~~--

Supersedes TN No. 9 3 - .22-

8. Resource Standard - Qualified Medicare Beneficiaries, 
Specified Low-Income Medicare Beneficiaries and Qualified 
Individuals 

For qualified Medicare beneficiaries covered under section 
1902(a)(l0)(E)(i) of the Act, Specified Low-Income Medicare 
beneficiaries covered under section l 902(a)(10)(E)(iii) of the 
Act, and Qualified Individuals covered under 
1902(a)(10)(E)(iv) of the Act, the resource standard is three 
times the SSI resource limit, adjusted annually by the 
increase in the Consumer Price Index (CPI). 

9. Resource Standard-Qualified Disabled and Working 
Individuals 

For qualified disabled and working individuals covered 
under section l 902(a)(10)(E)(ii) of the Act, the resource 
standard for an individual or a couple (in the case of an 
individual with a spouse) is twice the SSI resource standard. 

Approval Date ;3-3o - / 0 Effective Date -----
1-J-/o 

SUPERSEDES: TN- 9 .3 -J;J-
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Revision: HCFA-PM-91- 8 
October 1991 

(MB) ATTACHMENT 2.6-A 
Page 22a 
0MB No.: 

state/Territory: ARKANSAS ---......... -------'=-'-'=--------------

Citation 

1902(u) of the 9.1 
Act N/A 

Condition or Requirement 

For COBRA continuation beneficiaries, the resource 
standard is: 

Twice the SSI resource standard for an individual. 

More restrictive standard as applied under section 
1902(f) of the Act as described in Supplement 8 to 
Attachment 2.6-A. 

TN No. c?7-;J-7 DEC 301991 
Supersedes Appro~ Date OCT -11991 

TN No~,)JPtLJ 7r- Effective Date 

HCFA ID: 7985E 

I STt\ TE --,c_,t...-
' DA TE R[C'D ---;l;~-J:Tn7V'll'rfeff"" 
} ., !\TE AF PV D _..Lw-V-:=-""-=-,~.,...-;,:;. 
\ 

A 
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I~---.::.::::!:::::::.::::::::_-:::::::..:.---.. 



~evision: HCFA-PM-93-S 
MAY 1993 

State: 

Citation 

1902(u) of the Act 

(MB) ATTACHMENT 2.6-A 
Page 23 

ARKANSAS 

Condition or Requirement 

10. Excess Resources 

a. Categorically Needy, Qualified Medicare 
Beneficiaries, Qualified Disabled and Working 
Individuals, and Specified Low-Income 
Medicare Beneficiaries 

Any excess resources make the individual 
ineligible. 

b. Categorically Needy Only 

X This state has a section 1634 agreement 
with SSI. Receipt of SSI is provided 
for individuals while disposing of 
excess resources. 

c. Medically Needy 

Any excess resources make the individual 
ineligible. 

ST A TE :=::::....LL--'-~~_.!...!~~~-

01', TE A PPV D ----'!W...l._._,__,.,.__.c..;:.._9 3 
DAT E [ FF MAYJlJ..l99.l, 
HC FA 17? ~-~ 

A 

Supersed!z :,-Jp Approval 
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Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.6-A 
AUGUST 1991 Page 24 

Revised: August l 1993 0MB No.: 0938-
Statei ______ A_R_KA_N_S_A_S ______ _ 

Citation Condition or Requirement 

42 CFR 
435.914 

11. Effective Date of Eligibility 

a. Groups Other Than Qualified Medicare Beneficiaries 

(1) For the prospective period. 

Coverage is available for the full month if the 
following individuals are eligible at any time 
during the month. 

Aged, blind, disabled. 
AFDC-related. 

Coverage is available only for the period 
during the month for which the following 
individuals meet the eligibility requirements. 

_x_ Aged, blind, disabled . 
...x_ AFDC-related. 

(2) For the retroactive period. 

Coverage is available for three months before 
the date of application if the following 
individuals would have been eligible had they 
applied: 

__L Aged, blind, disabled. ,pi.-
-X- AFDC-related. 

Coverage is available beginning the first day 
of the third month before the date of 
application if the following individuals would 
have been eligible at any time during that 
month, had they applied .. 

Aged, blind, disabled. 
AFDC-related. 

TN No.~( SEP 
Supers~ .,;i Approval Date O 8 1993 Effect! ve Date AUG O 1 1993 

HCFA ID: 7985E 
TN No. · ~J 

STAT~.oW 
DATE~E::311993 
DA TE: APPV 'D SEP O 8 1993 I DAfE m AUG ~.I! ~ 
HCFA 179 ¥. 

A 
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STATZ PLAN UNDER TITLE XIX or THI SOCIAL SECURITY ACT 

St&te; ARKANSAS 

Citation( ■) 

ELIGIBILITY CONDITIONS AMC REQUIREMENTS 

Condition or Jequirement 

l920(b)(l) of 
the Act 

1902(•) (8) and 
190S(&) of the 
Act 

ror qualified Medicare beneficiari•• 
defined in aection 1905(p)(l) of tbe 
let coverage i• available be9innin9 vitb 
tb• tirat day of tbe aanth after tbe aontb 
in which th• individual 11 fir,t deteminecl 
to be a qualified Medicare beneficiary under 
••ction 190S(p)(l). Th• eligibility 
determination ii valid for--

X 12 month1 

6 month• 

month■ (no lea■ than 6 months and 
iiomore than 12 months) 

TN No, CJ l;f ( 
Supersedes/>~ .-r_-/ Approval Date MAY OB JS~ 
TN No. ~---d CP 

Effective Date MAR O 1 1992 



Rev,ision: HCFA-PM-95-1 
March 1995 

Citation 

1902 (a) (18) 
and 1902(f) of 
the Act 

1917(c) 

1917 (d) 

(MB) 

ARKANSAS 

A'ITACHMENT 2.6-A 
Page 26 

Condition or Requirement 

12. Pre-OBRA 93 Transfer of Resources -
Categorically and Medically Needy, Qualified Medicare 
Beneficiaries, and Qualified Disabled and Working 
Individuals 

The agency complies with the provisions of section 
1917 of the Act with respect to the transfer of 
resources. 

Disposal of resources at less than fair market value 
affects eligibility for certain services as detailed 
in Supplement 9 to Attachment 2.6-A. 

13. Transfer of Assets - All eligibility groups 

The agency complies with the provisions of section 
1917(c) of the Act, as enacted by OBRA 93, with regard 
to the transfer of assets. 

Disposal of assets at less than fair market value 
affects eligibility for certain services as detailed 
in Supplement 9 (a) to A'ITACHMENT 2. 6-A, except in 
instances where the agency determines that the 
transfer rules would work an undue hardship. 

14. Treatment of Trusts - All eligibility groups 

The agency complies with the provisions of section 
1917 (d) of the Act, as amended by OBRA 93, with regard 
to trusts. 

The agency uses more restrictive methodologies 
under section 1902(f) of the Act, and applies 
those methodologies in dealing with trusts; 

X The agency meets the requirements in section 
1917 (d) (f) (B) of the Act for use of Miller 
trusts. 

The agency does not count the funds in a trust in any 
instance where the agency determines that the transfer 
would work an undue hardship, as described in 
Supplement 10 to A'ITACHMENT 2.6-A. 

Dat)PR 1 2 1995 Effective DatJAN O I }995 

A 
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Revision: HCFA-PM 97 er

December 1997 

State: Arkansas 

Citation 

,s. 

ATTACHMENT 2.6-A 
Page 26a 
0Mt3 Ne, f;)!!.>3 ~ 0673 

Condition or Requirement 

1924 of the Act -H"." The agency complies with the provisions of § 1924 with respect to 
income and resource eligibility and posteligibility determinations for 
individuals who are expected to be institutionalized for at least 30 
consecutive days and who have a spouse living in the community. 

STATE (2.J_.~e,.....) 
D,, TE REC'D 2:- ;/ ?-:f__s:;, _____ _ 

When applyin~ the formula used to determine the amount of 
resource~ m initial eligibility determinations, the State standard for 
commuruty spouses 1s: 

X the maximum standard permitted by law; 

the minimum standard permitted by law; or 

L_ a standard that is an amount between the minimum and the. 
maximum. 

DA TE APP'/'D &:..~ :? -_£r..__ A 
DATE EFFL~-l-9? 
HCFA 179 9R-lr 

Effective Date / :)-I-'} 7 



1. Redacted sections removed per approved MAGI SPA 13-0015MM.
2. Removed Page 3b per approved MAGI SPA 13-0015MM1.
3. Redacted aree per approved MAGI SPA 13-0015MM.
4. Redacted area per approved MAGI SPA 13-0015MM.
5. Page 11a removed from State Plan per approved MAGI SPA 13-0015MM.
6. Redacted area per approved MAGI SPA 13-0015MM.
7. Redacted area per approved MAGI SPA 13-0015MM.

Pages 19, 19a, and 9b were removed per approved MAGI SPA 13-0015MM.
8. Page 21 was removed from State Plan per approved MAGI SPA 13-0015MM.
9. Redacted section per approved MAGI SPA 13-0015MM.



Medicaid Eligibility 

0MB Control 1umber0938-l 148 
0MB Expiration date: 10/31/2014 

Eligibility Groups - Mandatory Coverage 
Pregnant Women 

S28 

42 CFR 435.116 
1902(a)(I0)(A)(i)(lll) and (IV) 
1902(a}(I0)(A)(ii)(l). (IV) and ( IX) 
J93l(b) and (d) 
1920 

~ Pregnant \,Vomen - Women who are pregnant or post-pai1um. with household income at or below a standard established by the state. 

[Z] The state attests that it operates this eligibility group in accordance v, ith the follov. ing provisions: 

~ Individuals qualifying under this eligibility group must be pregnant or post-pa11um. as defined in 42 CFR 435.4. 

Pregnant women in the last trimester of their pregnancy without dependem children are eligible for full benefits under this 
group in accordance with section 1931 of the Act. if they meet the income standard for state plan Parents and Other 
Caretaker Relatives at 42 CFR 435.110. 

(e Yes (' , o 

~ MAGI-based income methodologies are used in calculating household income. Please refer as necessary to SI 0 MAGI-Based 
• Income Methodologies. completed by the state. 

00 Income standard used for this group 

00 Minimum income standard (Once entered and approved by Ci\ lS. the minimum income standard cannot be changed. ) 

The state had an income standard higher than 133°0 FPL established as of December 19. 1989 for determining 
eligibilit) for pregnant women. or as of Jul) I. J 989. had authorizing legislation to do so. 

(' Yes (e No 

The minimum income standard for this eligibil ity group is 133° o FPL. 

00 Maximum income standard 

The state certifies that it has submitted and received approval for its conve11ed income standard(s) for pregnant 
[Z] women to MAG I-equivalent standards and the determination of the maximum income standard to be used for 

pregnant women under this eligibil ity group. 

An attachment is submitted. 

The state's maximum income standard for this eligibility group is: 

(i 

The state's highest effective income level for coverage of pregnant women under sections 193 I (low-income 
families), l 902(a)( I 0)(A)(i)(l 11) (qualified pregnant women). I 902(a)( I 0)(A )(i)( IV) (mandatory poverty level
related pregnant women). 1902(a)(I0)(A)(ii)(IX) (optional poverty level-related pregnant women). 1902(a)( I0) 
(A)(ii)(l) (pregnant women who meet AFDC financial eligibility criteria) and 1902(a)( I0)(A)(ii)(IV) 
(institutionalized pregnant women) in effect under the Medicaid state plan as of March 23. 20 I 0, converted to a 
MAGJ-equivalent percent of FPL. 

Page I of 4 

S28 has been replaced by SPA 22-0027.  Please see the following pages. 
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Revision: HCFA-Reeron VI
October 1991

SUPPLEMENT 1 TO ATTACHMENT 2.6-A
Paee 3A

STATE PI.A}J UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: ARKA|ISAS

OPTIONAL CATEGORICALLY NEEDY GROUPS WITH INCOMES
REIATED TO THE SUPPLEMENTAL SECURITY INCOME (SSI)
FEDERAL BENEFIT RATE

l. IndMduals in institutions who are eligible under a special income levcl-
(42 CFR 43s.231)

The state allows eligibilit-v for individuals with income rhat
does not exceed 3fi) percenr of the ssl Federal benefit rate.

The state has elected to alrow eligibiliry tbr individuals wirh
income ar an amounr lower rhan ifi) percent of the ssl
Federal benefit rare.

Effective Date: Amount

$

DAIE REC'D

OATE EFF

HCFA I79

TN NO.

TN No.
tffi
lApprortto+gOr9.fNA.c

i lor2iT 
ovar Date:0EC 3 0 Fgr 'Effeai€ 

Datq 0CT- o-t l99l
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Page 5

IEE SOCITL SECT'R!n| ACTSTATE PLIN I,IIDER TI!!A IIX OP

state: ARIGIISAS

3. Aqed and Disabled tndividrraLE Indiv iduals Only)

t.

t.

t3

4

(eged
the levels for detenining incooe erigibility for gr3upE of aged anddisabted individuars undii -rr--liooiglons ot's€ciion t9o2(a)(4) of rtre pll 93-5Act are as follorrs:

Baged on 80 Elercent of tbe off,icial Federal lnccee poverty liae.

tnccoe LevelBamlly Size

2

lf an lndividrral recelves a tlt,le It benefit, any aecunt
attribqt'able to the rcst recent increase in ir,e ionchi.y insurancebenefit asr a resultofa tit,le ii cora !s not counted as-incooe duri,nga 'rtransitron 

Eleriod"_beglnning rith January, '.rhen --.:e tiF-le rtbeaeflt for oeierober is i"""io6a, and ending with t::e last day ofthe nontlr fotlowing the oonth of publicatioi oi irre =evlsed rnnual
Federal Snverty level.

For indlvlduals wlth tit,le tr incoae, the revised, poeerty reversare noc effectlve until the first day of the oonth :orroiing th-end of the traosition gnriod.

For indlvlduals not recerving tit l .e If incooe, the =erlsed poeertyrevels are ef fectlve ao t aiei thin the beginni.ng of :!:e oonl,h foliow:.ngthe da:e of publicatlon.

srnrE A.:cLiAn-eAs"---
D A T E R E T I ' D -  I l ' l - O - Z

oor=orru a-Ug-g*l A
D A T E E t r F  -  l - l - l ^ 4

HCFA f i s  *R-  Q2 '73  " "SUPERSEDEb. TN- oz - t b __

superse€es Approval Oace 12 - 2O-OZ Effesrive oaxe /- / - d_O3rN No-  oZ-  |  6
ECPA ID: 79858



Revis lon:  HCFA-Reglon VI
October  1991

Revised:  Apr i l  l ,  1992

SUPPLEMENT 1. TO ATTACHMENT 2.6-A
Page 6

TITLE XIX OF THE SOCIAL SECURITY ACT

AR(AilSAS

STATE PLAN UNDER

S t a t e :

INCOME ELIGIBILITY LEVELS (CONtINUCdI

C. QUALIFIED MEDICARE BENEFICIARIES TIITH INCOMES RELATED TO FEDERAL POVERTY
LEVEL

The levels  for  determintng lncome e l lg tb i l l ty  for  grouPs_9f  q la l f f fed
Med lca re  bene f l c l a r l es  under  the  p rov l s lons  o f  sec t l on  f905 (P) (2 ) (A )  o f
the Act  are as fo l lows:

a.  Based on the fo l lowlng percent  o f  the of f lc la l  Federa l  lncome Pover ty
l e v e l :

E f f .  J a n .  1 ,  1 9 8 9 :

E f f . ' J a n .  L ,  1 9 9 0 :

E f f .  J a n .  l ,  1 9 9 1 :

E f f .  J a n .  I ,  1 9 9 2 t

b .  L e v e l s :

D
D
100

r00

Income Levels

g 567-50
g 765.83

UA. QUALIFIED DISABLED WORKING INDIVIDUALS T{ITH INCOMES RELATED TO FEDERAL
POVERTY LEVEL

The levels  for  derermln lng lncome et tg lb l l l ty  for  grouPs 9f  qYl l l f led
disabled work lng lnd lv ldu l ls  under  the prov l - lons of  sect lon f905(s)  o f
the Act  are as fo l lows:

Income Levels

F a m l I v  S l z e

I
2

Faml lv  S lze

I
2

85 percent /-/  -

90 percent  D -

percent

percent

percent  (no more than f00)

percent  (no more than 100)

Ef fect lve Date

79858

S | , 135 .00
i-r,5'JIT6-

T N  N O .
Supers
TN No .

Approval Date 4,

STATE
DATE
DATE
DATI
HCFA

REC'D
APPV'D

Eff

r 79



Revis lon:  HCFA-PM-91-4
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STATE

s t r t e :

( BPD)

PI.A$ UIIDER TITLE XIX OF

SI'PPLEMEIIT 1 TO ATIACIO,TEITI 2.6-A
PaEe 7
OMB No . :  0938 -

THE SOCIAL SECURITT ACT

C. QUALIFIED MEDICARE BET|EFTCIARIES WITTI INCOUES REIATED TO FEDERAL POI/ERI']'LSYEL

2 .
l,toRE REsrRIcrIvE rHAN ssr- ilgT AptatCABG

a. Ba!€d on the fol lowlng percent of
leve l :

E t t .  J a n .  l ,  1 9 8 9 :  D  A O  p e r c e n t

Et t .  Jan .  I ,  1990:  |a  eS peEcenr

Ef t ,  Jan .  1 ,  1991:  D gS percenE,

E l l .  Jan .  L ,  1992:  I00  percent

the offlclal Federal. lncoqe poverEy

La
La
D

b .  L€v€ Is :
Fan l l v  S l ze

I
2

TN No.
Supers
TT NO.

Nona.NorPrga ,

t

Date 0EC3 0 1991

fneone Levels

$

percenr (no more rhan l00l

percent (no more rhan 100)

porcent (no more than l00l

a Effectlve Date 0i. l i  ul 1991

TICFA ID: 7985E

DArE REc'D NOV ? t tull

oi t i^t tu'sDEC 3 0199t

DATE EFF

FICFA l7e
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MEDIcALLI NEEDY
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( BPD)

STATE PIAII ITIIDER TITLE XIX OF

s ta te :

INCOME LEVELS {Contlnuedl

SUPPLET{EIII 1 TO ATTACHI{EIIT 2.5.A
Page 8
O M B  N o . :  0 9 3 8 -

TIIE SOCIAI. SECURTTY ACI

D .

to al l  groups. Appllcable to all groups except
thoae speclfled below. Ercepred
grgup lncon€ levelg are algo
llated on an attached page 3.

Faally
S l ze

tri
lg

N€t lncone Ievel
ProtecEed for

maintenance for
3 montha

urban only

urban & rural

Anount by whlch
Co luEn  (2 )

exceedr l lnits
specl f led tn

42 CFR
{ 3 5 . 1 0 0 7 A /

Net lncome level
for persons

l i v lng  1n
rural areas for

nonths

Anount by whlch
Co IuEn  (4 )

erceeds l ialts
specl f led ln

d2 c8R
4 3 5 .  1 0 0 7 ! /

-For ea6h-
addt-
tl.onal
Pergont I 75.0O/quarter

The agency hae m€chocls for excludlng fron
paFnents made on behalf of
thole l l,Blts.

lndlvldualg whose
i ts  c latn for  FFP
income exceeds

Effectlve

HCFA ID: 79858Supptomoa r to lneaurcnr
App.or|d 7.28€8. TN 8&t5

oArE REC.D NoV 2 7 rcqt
DAIEappv.g.rrprr :1,U. rqq --..- -
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Page 9
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SIATE

State:

PI.AII T'IIDER TITLE XIX OF THE SOCIAI. SECURITY ACT
ARI(^TISAS

INCOME LEVELS tContinuedl

D . MEDICAI&X NEEDY

Faally
S l za

/-a
r

N€t lncoac level
paotected for

Eallrtenance for
J rnonth!

urban only

urban & rura.l,

Aoount by whlch
C o l u E r  ( 2 )

exceedl llnlts
sp€clt ted ln

42 CFR
4 35 .  1007!/

Net income i.evel
for persons

I tv ing  in
rural areas for

_nonths

A.mount by whlch
CoIuEn ( 4 )

exceeds linits
specl f led in

42  CrR
4 3 5 . 1 . 0 0 7 ! ' ,

| . | 50.00

| ,325.00

| ,850.00

For each
addl-
t lonal
Person,

Lt The agency
palrnencs made
thrle llnlts.

hag methods
on behalf, of

for excludlng from
lndlvlduals whose

i . ts clain foa FFP
income exceeds

TN No.
s
Tlf llo.

al Date DEi. 3 u 19gr Elfectlve Dare C0; 0 1 l-"yt

Suppbnren I to AttrdrnrnrAOr\ p.gfi
Apprct,td t.28{t. TN g&rg

HCFA 7 9 8 5 8

DATE E!-.F
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RESOURCE LEVELS 
 
    
See S30, SPA #2013-015 
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APPLICAELE

are as fo l lowsc

Fan l lv  S ize
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THE SOCIAL SECURITY ACTSTATE PIAII UNDER TITLE XIX OF

srar6: -' ARKAT{SAS

RESOI'RCE LEVELS (eonrlnued!

MEDICAI.LY NEEDY

Apgllcabl€ to all groups -

f Ercepr tho8e epec''fLed below under rhe

(  BPD)

B .

prov ls lons  o f  secrLon 1902( f )

Superg
Tlf No.

Supptam.frt 2 !o An.drm.il 2.44. Pag.3.

Resource LeveI

$2 ,000
$3 .000

$3,  1  00

$3,200

$3,300

$3.400

$3,500

$3,600

$3, 700

$3,800

$r00

oEc 3 0 lsel Elfectlve oate -0c[4i5fi-
HCFA ID: 7 9 8 5 E

ot  th€ Act .

Fanl lv  Slze

I+

2

?+

IL

q
4

6
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n- +

a

1 0

For each addltlonal, person

No.

lpplovar 
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STATEru
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State:                                              ARKANSAS

REASONABLE LIMITS ON AMOUNTS FOR NECESSARY MEDICAL 
OR REMEDIAL CARE NOT COVERED UNDER MEDICAID 

• Must be incurred no earlier than the three-month period preceding the month of application.
• The non-covered expenses must be prescribed by a Medical professional (e.g., a physician, dentist,

optometrist, chiropractor, etc.).
• Payments for cosmetic/elective procedures (e.g., face lifts or liposuction) will not be allowed except

when prescribed by a medical professional.
• Amount is the least of the fee recognized by Medicaid, Medicare, or the average cost allowed

by a commercial health insurance plan in Arkansas.
• Expenses incurred as a result of the imposition of a transfer of assets penalty, are not allowed.
• Expenses resulting from the failure to obtain prior approval from applicable private insurance,

Medicare, or Medicaid, due to the service being medically unnecessary, are not allowed.
• Deduction is not allowed for procedures allowed by Medicaid when prior authorization is denied due to

the service being medically unnecessary.
• Expenses when a third party (including Medicaid) is liable for the expenses, even if provided by an out-

of-network provider, are not allowed.
• General health insurance premiums paid by someone other than the recipient (excluding the community

spouse) who is not a financially responsible relative and repayment is not expected to be paid back to the 
third party by the recipient, are not allowed.

____________________________________________________________________________________ 

TN No. ______________           Approval Date _____________          Effective Date ______________ 

Supersedes TN No. _________________________ 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 
MORE LIBERAL METHODS OF TREATING INCOME 

UNDER SECTION 1902 (r) (2) OF THE ACT* 
 

  [   ] Section 1902 (f) State   [X]   Non-Section 1902 (f) State 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*More liberal methods may not result in exceeding gross income limitations under section 1903(f). 
 
___________________________________________________________________________________ 
TN No. _________________ 
 
Supersedes TN No. _______________      Approval Date ____________    Effective Date ___________ 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State:        ARKANSAS 
 

MORE LIBERAL METHODS OF TREATING INCOME UNDER 
SECTION 1902(r)(2) OF THE ACT* 

 
  Section 1902(f)        Non-Section 1902(f) State 

 
   
See S30, SPA #2013-015 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State/Territory:        ARKANSAS 
 

LESS RESTRICTIVE METHODS OF TREATING INCOME 
UNDER SECTION 1902(r)(2) OF THE ACT* 
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PI,AN UNDER TITLE XIX OF THE SOCIAL SECURITY ACI

ARIGf{SAS

UORE LIBERAL METHODS OF TREATING RESOURCES
UNDER sEcT IoN  f902 ( r ) (2 )  oF  THE AcT

l f  Non -Sec t l on  1902 ( f )  S ta te/ _ /  S e c t l o n  f 9 0 2 ( f )  S t a t e

No .

STATE

State 3
\ 1

For  aged ,  b l ind  and  d isab led  jnd iv idua ls ,  i nc lud ing  Qua l i f i ed
Medicare  Benef ic ia r ies ,  Non-Home Income produc ing  Froper ty ,  such
as  minera l  and  t imer  r igh ts .  ren ted  fa rm land .  and  ren t ,ed-  dwe l  I  i ngs ,
w i l l  con t inue  to  be  exc luded  f rom resources  i f  i t  mee ts  tne
pre-S/ ' l l 90  SSI  $6000/6% ru le ,  wh ich  was te rmina ted  by  Sec t ion  g0 l4
o f  0BRA,  

. |989 .  
rh is  ru le  w i l l  no t  app ly  to  cash  ass is tance

rec ip ien ts ;  to  those  ind iv idua ls  deemed to  be  cash  ass is tance
recp ien ts ;  to  qua l i f i ed  d isab led  work ing  ind iv idua ls  (QDl . l l s )  o r  to
OOBRA cont i  nuat i  91 1ec' i  p i  ents .  (Arkansas has not e ' l  ected to provi  de
coverage to  the  C0BRA cont jnuat ion  rec ip ien t ,s . )

val Date DEC 3 u oct 01 1991Supers
TN NO.

Effect lve Date
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State:        ARKANSAS 
 

MORE LIBERAL METHODS OF TREATING RESOURCES 
UNDER SECTION 1902(r)(2) OF THE ACT 

 
  Section 1902(f) State        Non-Section 1902(f) State 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT  

 
MORE LIBERAL METHODS OF TREATING RESOURCES 

UNDER SECTION 1902 (r) (2) OF THE ACT 
 

  [   ] Section 1902 (f) State   [X]   Non-Section 1902 (f) State 
 
For ARSeniors (Section 1902(m)) the difference between $2,000.00 for individuals and $3,000.00 for couples, 
and the QMB resource level for individuals and couples, as appropriate, is excluded; thereby effectively 
setting the resource limit for ARSeniors at the appropriate QMB resource level. 
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July 1,2008

State: Arkansas

SUPPLEMENT 8c TO ATTACHMENT 2.6-A
Page I

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

1902(r\(2)
lerT(bxlxc)

STATE LONG-TERM CARE INSURANCE PARTNERSHIP

The following more liberal methodology applies to individuals who are eligible for
medical assistance under one of the following eligibility groups:

Categoricalty needy individuals in nursing facilities and home &
community based waiver programs under the special income level
(300%) defined at 1902 (a)(10)(A)(iiXV).'

An individual who is a beneficiary under a long-term care insurance policy that meets the
requirements of a "qualified State long-term care insurance partnership" policy (partnership
policy) as set forth below, is given a resource disregard as described in this amendment.
The amount of the disregard is equal to the amount of the insurance benefit payments made
to or on behalf of the individual. The term "long-term care insurance policy" includes a
certificate issued under a group insurance contract.

The State Medicaid Agency (Agency) stipulates that the following requirements will be
satisfied in order for a long-term care policy to qualify for a disregard. Where appropriate,
the Agency relies on attestations by the State Insurance Commissioner (Commissioner) or
other State official charged with regulation and oversight of insurance policies sold in the
state, regarding information within the expertise of the State's lnsurance Department.

STATE Arl+ar\ gA s
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Arkansas

STATE LONG.TERM CARE INSURANCE PARTNERSHIP

o The policy is a qualified long-term care insurance policy as defined in section
77028(b) of the Internal Revenue Code of 1986.

o The policy meets the requirements of the long-term care insurance model regulation
and long-teffn care insurance model Act promulgated by the National Association of
Insurance Commissioners (as adopted as of October 2000) as those requirements are
set forth in section l917(bX5)(A) of the Social Security Act.

The policy was issued no earlier than the effective date of this State plan amendment.

The insured individual was a resident of a Partnership State when coverage first
became effective under the policy. If the policy is later exchanged for a different
long-term care policy, the individual was a resident of a Partnership State when
coverage under the earliest policy became effective.

The policy meets the inflation'protection requirements set fonh in section
l9l7(bXl)(CXiii)QV) of the Social Security Act.

The Commissioner requires the issuer of the policy to make regular reports to the
Secretary that include notification regarding when benefits provided under the policy
have been paid and the amount of such benefits paid, notification regarding when the
policy otherwise terminates, and such other information as the Secretary determines
may be appropriate to the administration of such partnerships.

The State does not impose any requirement affecting the terms or benefits of a
partnership policy that the state does not also impose on non-partnership policies.

The State Insurance Department assures that any individual who sells a partnership
policy receives training, and demonstrates evidence of an understanding of such
policies and how they relate to other public and private coverage of long-term care.

The Agency provides information and technical assistance to the Insurance
Department regarding the training described above.

TN No.  a1- tq
Supersedes Approval oate 2 " li-O7 Effective Date ?- I -68
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STATE

State:

SUPPLWENT 9 TO ATTACHI.TENT 2.6-A
Page 1

PI,AN T'NDER TTTLE XTX OF THE SOCTAL SECT'RITY AgT

ARKANSAS

L9L7 of the Act

Sec t i on  303  (b )
o f  P .L .  100 -350

TRANSTER OF RESOTIRCES

The agency provides for the denial of eligibility
by reason of dlsposal of resourceE for less than
fair market value.

A . fhe criteria for deteruining the period of in-
el igibi lLty are:

1. Effective JuIy 1, 1988 (except for inter-
spousal trans-ers), no period of inel igi-
bl l i ty wil l  be inposed on an individual for
unconpensated transfers unless t?e individual
is an inpatient of a uedical lnstitution or
nursing facility who transferred resources
wlthout compens-tlon 30 rnonths prior to
lnstl tut lonalization, i f  a Hedicaid recipient
at the beginning of insti tut ionalization, or
30 rnonths-prior-to application, i f  not
Medicaid el igible at the beginning of
inst itut iona I I zation .

E. The aqencv uses a procedure which
proviiies 

-for 
a perlod of ineligibility

that wil l  be the lesser of:

i .  30 months, or

ii. A number of months equal to the
unconpensated value of the trans-
ferretl  resources dlvided by $1500.
Any remainder from the division wil l
be disregarded.

b. No individual is inel igible by reasons of
A .1 .  i f :

i. The resource. transferred was a
hone, and title to the home was
transferred to:

(a) a child of the institution-
alized individual who is under
aqe 2L or who is blind or
dlsabled (as determined bY ssl
or MRT);

Supe
TN No.

Approval Date Effective Date

Supplenent 9 to Attachment 2.5-A, Pages I,
? ,  3 ,  4 , 5 ,  5 a ,  5 b ,  6 ,  a n d  7 ,  A P p r o v e d
t0-18-89 and 9-20-85, TN 89-31 and TN 85-10
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STATE

State:

SUPPLEI,TENT 9 TO ATTACHUEI{T 2.6-A
Page 2

PLAII T'NDER TITLE XIX OF THE SOCTAL SECTIRITY AgT

ARKNISAS

(b) ? sog. or.daughter of the
institutionalized individual
who resided in the houe for at
least two years before the
applicant was adnitted to the
nedicaf institution or nursing
facility, and who provided
care which enabled the institu-
tlonalized lndividual to reuain
at home during that period; or

(c) a sibling of the institution-
alized individual who had an
equity interest in the home
for at least one year before
the applicant was admitted to
the rnedical institution or' 
nursing facil i ty.

ii. The resourcea were traneferred
to (or to another for the sole
beneflt of) a blind or peruanently
and totally disabled child (ae
deteruined by SSI or MRT).

iii. A satisfactory showincr is made that
the individuai intend5d to dispose
of, the resources at FItfV or for other
valuable consideration, or that the
reaources were transferred
exclusively for a purpose other than
to qualify for uedical assistance.

iv. It is determined that denial of
ellgibility would work an undue
hariiship. 

-Undue 
hardship exists

if each condition below is uet:

(a) counting uncoDpensated value
would nake an individual
lnel lgible;

(b) lack of assistance would de-
prive the individual of food
and shelter;

(c) the individualrs conbined total
of gross incoue and countable
resources (no incoue disregards
allowed) do not exceed the
applicable federal beneflt rate
(itF incone l init);  and

Super Approval Date
Supplement 9 to Attachment 2.6-A, Pages l ,
2, 3, 4, 5, 5a, 5b, 6, and 7, Approved
10-18-89 and 9-20-85, TN 89-31 and TN 85-10

n a T c  D i l ^ ' n

DATE APPV'D

Dr\ ii i;i' //.2 - //tt-

HCFA I7?

TN No.
Effective Date



P . L .  1 0 1 - 5 6
s lLo le3

2 .

(d) The resource(s) cannot be re-
covered from the individual(s)
to whom the resource(s) wa6
transferred without compen-
sation due to loss, destruc-
tion, theftr ot other extraor-
dinary circumstances.

Effectlve Octobet 1, 1993, the transfer of
asset provisions are in accordance with oBRA
o f  1 9 9 3 r  d s  f o l l o w s :

The look back period wil l be 36 nonths
(or 60 nonths in the case of transfers
to  t rus ts ) ;

b.  There wi l l .be no cap on the per iod of
i ne l i g ib i l i t y ;

There will be no overlapping of periods
of  ine l ig ib i l i ty ;

The period of inetigibi l i ty for the'uncompensated transfer of assets shall be
deternined as fol lows:

o The total value of all reciources
transferred will be divided by the
average nontlrly cost to a priirate pay
nursing faci l i ty resident;-

o The total annual income diverted will
be nult ipl ied by the l i fe expectancy
of the individual and divided by th6
average gon9b+}, cost. lo ? private pay
nurslng tacrlrEy rearclenti

No period of inel igibi l i ty shall  be in-
posed on an individual foi unconpensated
transfers i f  denial of el igibi l i ty would
work an undue hardship.

Tbg.exceptions to the period of inetigi-
bif i ty wil l  be applied, as mandated by
OBRA.

a .

C .

d .

Supe
TN No.

Effective Date
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Page I

1 9 1 7  ( c )

STATE PIAN TDTDER TTTLE XIX OF THE SOCTAI, SECI'RITIT ACT

SCAEE:  ARKANSAS

TRAI{SFER OF ASSETS

The agencY providee for Ehe denial of cercain Medicaid se:i l icea by
reaeon of disposal of a6aeE6 for lees than fair markeB value.

1.  fnst icut j .onal ized indiv iduals may be denied cercain Medicaid
aer.\t ices upon dispoaj.ng of agsec.s for fess Ehan fair narket value
on or aft,er the look-back date.

The agenry withholdE paymenc ro inscirutionalized individuals for
rhe fo l lowing serr r ices :

Payment,B baeed on a level of care in a nurEing facil i ty;

Payments baEed on a nurEing facil iey level of care in a
medical  inEE,rEut . : .on ;

Home and comrnunit.v-based se:nricee under a 1915 waiver.

Non -  ineci tuc ional . ized indiv iduals :

The agenql appliee cheae provisions to Ehe following non'
inst  j . tu t ronal  j .zed e l i .g ib j . l i ty  groups.  These groups can be
no more reecr icc ive than thoae sec forEh in seccron 1905 (a)
of  the Socral  Secur i ty  Act :

The agenry wrchholds paymenc co non- inErrcut ional izec i  ind iv idualE
fc r  t he  f o l , l owrng  se rv : . ces :

Home hea l t h  se rv i ces  ( sec t i on  1905  (a )  (7 )  )  ;

Home and cornmunicy care f or fr:nccionally dieabled and
e L d e r l y  a d u l r s  ( s e c c i o n  1 9 0 5 ( a )  l 2 2 l | ;

Personal care serivicee furnished to individualE rrho are not
inpat j .ents in  cercai .n medical  insc i tuc, iong,  aB recognized
under agensL law and speci f ied in  seccion 1905 (a)  (24)  .

T'lxe f ollowrng other long- cerrn care serviceg for which
medical  aseiEcance is ot,herr[6e uR

a

APF- ItIggT:, . ffr'---La-lw'i -

i -lW
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(MB) SUPPLEMENT 9 (a) CO ATTACHMETTT 2 .6.A
Page 2

St ,ATE:  ARKANSAS

TRA}ISFER OF ASSETS

PenaLtv Dat,e--The beginning ddt,e of each penalty period inposed f,or
an unconpensaced transfer of aesetE is:

x Ehe firsc day of the montlr in which che agaeE ltas
t.ransf erred;

the first day of the month following the monch of tranEfer.

Penal tv  Per iod -  fn8t i tu t ional ized fndiv iduals--
In decermining the penal.ey for an inscitucionalized individual, Ehe
agencl r  uaea:

4 .

X

Penal tv  Per i .od -  Non- insc i tut , ional ized fndiv iduafs-  -
The agency irtposes a penal.ty perrod decermrned by using the Bane
mer,hod aE i.E used for an inEt:.tutionalized individual , including
Elre use of t.he average monthly cosg of nursing facil i ty sernrices;

irrposes a shorter penalty period than would be irpoEed for
inst . r tu t ional . ized indiv idualE,  aB out l ined below:

the average monchly co6g to a private paEienc
fac i l i ry  senr icee in che agr l rxxstate;

the average monthly coat to a privac,e patienE
facil ity services in the co[tnun:-cy rn which the
ie  i . ns t i cu t t ona l i zed .

of nursrng

of nuraing
individual

Supersecies Approva] Date
:rv nos'j:EBSED.ES:_ NbNE - NEW

Effeccive Dace
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SUPPLEMENT 9(a) to AITACHMEN! 2.5-A
Page 3

TRANSFER OF ASSETS

6. Penai t . , '  per ioc i  f  or  arnouncs of  t ransfer  l -ess than eosc of  nurs inct
f  a a r ' i  i  t - r r  a r r a -  -

a . l{trere the amoune of Ehe crErnafer is lesE than Ehe lronthl'y
coEt, of nursing facil iey care, trhe agencY:

_[_ doee not inpose a penalEy;

- inrposee a penalty for less than a fu1I month, baaed on
tlre proporcion of the agenry' s privace nurerng facil i ty
rat,e that waa tralEferred.

wtrere an individual makes a seriea of Eransfera, eaeh leaa
than the private nuraing facil icy rate for a monch' t 'he
agencY:

_L does noc itnpose a penalty;

-  in tposes a ser ies of  penal t , ieE,  eacl r  f  or  leea than a
fuLl  monch.

., Tranefers made so chae penal tv  per iode l rould over laD- -
T'lre agencl4:

Eota16 the value of  a l l  a6set6 t raneferred to Produce a
eingle penal ty  perrod;

calculat,es t.he individual penalty periods and impoeeB them
seguent ia l ly .

Transfers made so that  penal tv  per i .ods would noc over laD- '
The agenry:

x assigns each t ransfer  i t ,s  own penal ty  per iod;

uses  che  me thod  ouc l i ned  be low :

i l  4 l i

b .

TN No.  - /a -Ae
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s t ,a te :  ARKANSAS

TRANSFER OF .ASSETS

Penalcv oer iods -  eransfer  bv a soouse chat ,  resul t ,s  in  a penal tv
Der rod  fo r  t he  rnd i v i c i ua l - -

The agenry apportions any exiscing penalty period betrreen
the 6pou6ee using the mechod ouclined below, provided the
Epouse is eligible for Medicaid. A penalty can be aasea8ed
against the Epouse, and some porEion of the penalty again6E
the rndividual rematns.

I f  a  commun ' i t y  spouse en ters  a  nurs ing  fac j l i t y ,  any
rema in ing  pena l t y  per iod  i s  d ' i v jded  and  shared  equa l l y
by  bo th  spouses .

(b) If oDe 6pou6e ie no longer subjece to a penalty, the
remai.ning penalty period musg be sernred by the renaining
EpouEe .

10 .  T reacmenE o f  i ncome as  an  aeEee- -
when income hae ueen traneterred ae a lump sum, che agency wil l
ca lculate the penalry  per iod on the lump sum value.

The agenry wil l impoae parEial month penalty perioda.

when a strean of ineome or the right, to a stream of income hae been
t . ransferred,  the agency wi l l  j .nrpose a penal ty  perrod for  each
i.ncome paymenE.

For transfers of inciividual income paymenE,s' the agenry
wrI ) .  impose parEiar  rnonch penalcy perroc is .

For tran8fers of the right, to an income 6Erearn, ehe agenry
will use Ehe acEuarial value of all paymenEs cransferred-

The agencrr  use6 an a l ternace meehod . to calculace penal ty
pe r rods ,  as  desc r rbed  be l . ow :

( a )

Y

? 1995
l2 lg$

t2 l9$Dat,e
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SUPPLEMEMI 9(A) EO AITACHMEII 2.6.A
Page 5

St .ACE:  ARKANSAS

TRAIISFER OF ASSETS

11.  Imoosi t ion of  a penal tv  would work an undue hardship--
The agenqf cioee noc apply the cransfer of aaaeca provrsionB in any
case in which the agenry determines rhaE such an applicaclon would
work an undue hardship. The agency wil l uae ghe followrng
procedures in making undue hardship dece::ninacions:

Determine cur ren t  ownersh ip  o f  the  assets .  purpose o f  the  t rans fer ,
and compensat ion  rece ived.

Not i f y  the  ' ind ' i v idua l  o f  pena l ty  per iod  to  be  imposed fo r
uncompensa ted  t rans fe r  un less  conv inc ing  ev idence  i s  p rov ided
'uhat purpose of  the t ransfer was for a reason other than
es tab l  i  sh i  ng  e1  i  g ' i b i  1  i  t y .

i f  r ebu t t a l  i s  unaccep tab le  t o  agency ,  a l l ow  an  appea l  and  agency
hea r i  nq .

The fol]ow:.ng criceria wil l be used to deternine whether the agencY
will not counc as6eE,E transferred because the penalcy would work an
undue hardship:

l ^ a r r n f  i n n  , ' n a a - ^ ^ 'v v u , , u , r , y  u r r w w r i r y s r ' l  S d t e d  v a l u e  t ' r o u l d  n a r e  a n  i n c j  i v i c j u a ' l  i n e l i g i b l e .

Lack  o f  ass i s t 6nce  l . r nu l c j  Ceo r i ve  t he  i nd i v i dua l  : ;  f aoc i .  she l ' r e r
anc  ca re  ce  ' uGf l i l l  nec  i o  be  rned i  ca1  1y  i l ecessa ry .

The  i nd j v i dua l ' s  t o ta l  asse t s  a re  no t  g rea t  enough  t o  pay  f o r

lY r : i ng  f ac i l i t v  ca re  f o r  a  mon th :  i f  i n come  i s  ove r  t he  f ede ra l
I  r n r t ,  an  rncone  t r us t  mus t  be  es tab l i shed .

The  t rans fe r red  asse ts  canno ' r  be  recove red  due  to  l oss ,
des t ruc t i on ,  t he f t  o r  o the r  ex t rao rd ina rv  c i r cums tances .

APfl | 2 tggS
PTiGr--

Date
iiEW

Effect,ive o"t" JAll 0



SUPPLEMENT 9(b)  to ATTACHMENT 2.6-A

Page 1

TITLE XIX OF THE SOCIAI, SECURITY ACTSTATE

S t a t e :

PL,AN UNDER

ARKA}ISAS

1 9 1 7  ( c )

, . . :  _  . . " , . : , . . :  ; . -  :
'  - r r i  i ! , 1

rN No.  Ab15
Supersedes
TN No. None-New

DArE nEC't -L^:Ab-:Qk
D,{il'H F.p P\ " D "- I t- *E:QQ= * *

TRANSFER OF ASSETS

FOR TRtrIISFERS Or ASSEIS FOR LESS TBAII X'AIR MARKET VAITUE IIADE
Ol[ OR AFIER FEBRUARY 8, 2006, the agency provides for the
denia l  of  cer ta in Medicaid serv ices.

Inst i tu t ional ized indiv iduals are denied coverage of

cer ta in Medicaid serv ices upon d isposing of  assets for

less tshan fa i r  market  va lue on or  af ter  the look-back
da te .

The agency does noE provide medical- assistance coverage

for  inst i tu t ionat ized indiv iduals for  the fo l lowing
ee rv i ces :

Nurs ing fac i l i ty  serv ices ;

Nurs ing fac i l i ty  level  of  care provided in a
medical  inst i tu t ion;

Home and community-based services under a

1915  ( c )  o r  (d )  wa i ve r .

ST,\TE

nArE EFF.* *b**Qk-
HCF,.!. xvs *J2bJ5 _-

Approval p^8" -!-L7-8-* O G- Ef f ect ive o^t" J8:-!- - 0-6-



SUPPLEMENT
Page 2

TITLE XIX OF THE

9(b )  IO  ATTACHMENT 2 .5 -A

SOCIAL SECURITY ACTSTATE PLAN UNDER

IlRrlNSASS E a E e :

rN  No.0b*16
Supersedes
TN No. None-Netr

2 .

TRA}ISFER OF ASSETS

Non- inst , i tu t ional  ized indiv iduals :

x* The agiency applies Ehese provisions tso Ehe
fo l lowing non- inst , iEubional ized e l ig ib i l i ty
groups.  These groups can be no more restr ic t ive
than  those  se t  f o r t h  i n  sec t i on  1905  (a )  o f  Ehe
Socia l  Secur i ty  Act :

IndLvl,duals e1igLb1e uader Eoms aad Comunity
Baged ScrnrLcea wa:Lvere under 1915(c).

The agency withholds palrment Eo non-insciEutionalized
indiv iduals for  the fo l lowing serv ices:

Home hea l t h  se rv i ces  ( secL ion  1905 (a )  (7 )  ) ;

Home and community care for funcE,ionally disabled
e lde r l y  adu lEs  ( secE ion  1905  (a )  (221  |  i

Personal care services furnished to individuals
who are not inpatients in cerEain medical
inst i tu t ions,  as recognized under agency law and
s p e c i f i e d  i n  s e c E i o n  1 9 0 5 ( a )  ( 2 4 ) .

x  The fo l lowing other  long-Eerm care serv ices for
which palzmenE for medical assist.ance is otherwise
made under Ehe agency plan:

lny senricea 1rrovlded to Lndlviduals uadsr a
Itoure aad CmunLty Based Sernrices waivere under
1 9 1 5 ( c )  o r  ( d ) .

SI\TE

"ut* 
* u* r: . -g -: *|.lo".; Qla-

nArE EFFj - *I.f***-.h-

Approval o.tu-LU-[.-0G- Ef fective Date to*l -0b



SUPPLEMENT 9(b)  Eo ATTACHMENT 2.5-A

Page 3

3 .

STATE PIJAI{ UNDER TITI'E XIX OF THE SOCIA]' SECURITY ACT

STATE: ARKAI{SAS

TRANSFER OF ASSETS

Penal ty  Date--The beginning date of  each penal ty  per iod
imposed for an uncompensated transfer of assegs is the
l a E e r  o f :

the first day of a month during or after
which assets have been t ransferred for
less than fa i r  market  va lue;

The State uses the f i rsE day of  the
month in which the assets were
transferred

The State uses the f i rs t  day of  the
month after the month in which the
assets were t , ransferred

the date on which the individual is
e l ig ib le for  medical  ass is tance under the
State p lan and is  receiv ing insts i tu t ional
level  care serv ices descr ibed in
paragraphs 1 and 2 thaE, were it not for
the imposi t ion of  the penal ty  per iod,
would be covered by Medicaid,'

AIID

which does not occur during any other
per iod of  ine l ig ib i l i ty  for  serv ices by
reason of  a t . ransfer  of  assets penaI tsy.

x

rN No . Ab *15
Supersedes Approval
TN No. None-New

oare J9-IK*Ab Effect ive pate /0 ' i  -OG



SUPPIJEMENT 9(b)  TO ATTACHMENT 2 .6_A

Page 4

TITIJE XIX OF THE SOCIAI' SECURITY ACTSTATE PIJAN I'NDER

STATC: ARKANSAS

4 .

TRANSFER OF ASSETS

Penal ty  Per j -od -  Inst i tu t ional ized fndiv iduals--
In det,ermining Lhe penalty for an institutionalized
individual, tshe agency uses:

x the average monthly cost to a private patient of
nurs ing fac i l iEy serv ices in  the State at  the
t ime of  appl icat ion;

t,he average monthly cost to a private patient of
nursing facil i ty services in the community in
which the individual is institutionalized at the
t ime of  appl icat ion.

Penal ty  Per iod -  Non- j -nst i tu t . ional ized Indiv iduals--
The agency imposes a penalty period determined by using
t.he same method as is used for an institut.ionalized
individuat, including the use of the average monthly
cost  of  nurs ing fac i l i ty  serv ices;

imposes a shorter penalty period than would be
imposed for  inst i tu t ional ized indiv iduals,  as
out l ined below:

Penalty period for amounts of transfer less tshan cost of
nurs ing fac i l i ty  care--

Where the amount of the transfer is less Lhan Ehe
monthly cost of nursing facil i ty care, the agency
imposes a penalty for less than a full month, based on
Ehe opt ion seLected in  i tem a.

The state adds together all transfers for less than fair
market value made during the look-back period in more
than one month and calculates a single period of
inel ig ib i l i ty ,  that .  begins on the ear f iest  date that
would otherwise apply if t.he transfer had been made in a
single lump sum.

5 .

6 .

* q * ' t l

iu"',ue, - Ad&te*s****q I
i r:;tr*;'i.i:,i:'i: *9.:gk-f,-L-*- X - |
{n,'ua Fti:.;',!t:--!2""4"&- -A A I
I nxrr Er.r.-.-".-J*A*-)..:-?J- B I
[-r* ngt*==#&'JS**l * *j

rN  No .06* lE
Supersedes Approval
TN No. None-New
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SUPPLEMENT 9 (b) to ATTACHMENT 2.6-A

Page 5

STATE PIJAN UNDER TTTI'E XIX OF THE SOCIAI' SECURITY ACT

State: ARKAT{SAS

TRANSFER OF ASSETS

Penal tv  per iods -  t ransfer  bv a spouse that  resul tss in  a
penal tv  per iod for  Ehe indiv idual - -

The agency apportions any existing penalty
period between the spouses using the method
outs l ined beIow, prov ided the spouse is  e l ig ib le
for  Medicaid.  A penal ty  can be assessed againsE
the spouse, and some port.ion of the penalty

against the individual remains.

I f  one spouse is  no longer subject  to  a penal ty ,
the remaining penalEy period must be served by
the remain ing spouse.

8 . Treatment of a transfer of income--

When income has been transferred as a lump sum, the
agency wil l calculate the penalty period on the lump sum
va lue .

When a stream of income or the right to a sEream of
income has been transferred, the agency wil l impose a
penalby period for each j-ncome payment.

For transfers of individual income payments, the
agency wi l l  impose par t ia l  month penal ty  per iods
using the methodology selected in  6.  above.

For transfers of the right to an income sLream,
the agency wil l base the penalty period on the
combined actuarial value of all payments
t ransferred.

( a )

( b )

x

x

;;;;;*/"M;;A{T-**-;
DAIE i'ri:i:'r: ""-Q ":\'Q-flb=** t . $
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STATE PI,AN UNDER

State: ARKAI{SAS

SUPPI]EMENT 9(b)  IO ATTACHMENT 2.6-A

Page 6

TITI,E XIX OF THE SOCTAIJ SECURITY ACT

TRANSFER OF ASSETS

9. Imposi t ion of  a penalbv would work an undue hardship--

The agency does not impose a penalty for tsransferring
assets for  less Ehan fa i r  market  va lue in  any case in
which the agency determines that such imposiEion would
work an undue hardship. The agency wil l use the
fo l lowing cr i ter ia  in  making undue hardship
determinat ions:

Appl icat ion of  a t ransfer  of  assets penal ty  would
deprive the individuaL:

(a)  of  medical  care such Ehat  the indiv idual 's  heal th
or l i fe would be endangered; or

(b )  o f  f ood ,  c l o th ing ,  she l t e r ,  o r  o the r  necess i t i es  o f
1 i f e .

1-0. Procedures for Undue Hardship Waivers

The agency has established a process under which
hardship waivers may be requesEed that provides for:

(a)  Not ice to a rec ip ients subject  to  a penal ty
that  an undue hardship except ion ex is ts ;

(b) A timely process for determining wheEher an undue
hardship waiver wil l be granted,' and

(c)  A process,  which is  descr ibed in the not ice,  under
which an adverse determination can be appealed.

These procedures shall permit the facil i ty in which the
inst i tu t ional ized indiv idual  is  res id ing to f i le  an undue
hardship waiver  appl icat ion on behal f  o f  the indiv idual  wi th
the consent  of  the indiv idual  or  the indiv idual 's  personal
representat ive.

rN No .0(a *15
Supersedes Approval
TN No. None-New

o^t" lt lKd b Effecr ive aace /0- l -Ab



SUPPLEMENT 9(b)  Io ATTACHMENT 2.6-A

Page t

STATE PIJAN I'NDER TITIJE XIX OF THE SOCIAIJ SECURITY A,CT

State: ARKAI{SAS

TRANSFER OF ASSETS

Bed HoId Waivers For  Hardship Appl icants

The agency provides thaE while an application
for an undue hardship waiver is pending in the
case of an individual who is a residents of a
nu rs ing  fac i l i t y :

Pa)ments to the nurs ing fac i l iEy to hold
Ehe bed for the individual wilL be made

days (mayfor a period not tso exceed
no t  be  g rea te r  t han  30 ) .

l _ 1 .

f*"'*-- -+#nir+-l-
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Page 1

STATE PI,AII T'NDER, TITLE XIX OF TIIE SOCIAI, SECT'R.IT:| ACT

st ,a te:  ARKANSAS

The ageney does not apply the trusr provisions in any ca6e in which the
agencY determrnes Ehac such applicacion would work an undue hardship.

The following criteria wil l be used to deternine whether the agency wil l
noB collnc aBaeea t.ranreferred because doing Eo would work an undue
hardship:

Refer  to  Supp lement  9 (a)  to  A t , tachment  2 .6 -A,  page 5 .

Under Che agenqf's undue hardship provisions, rhe agensy exempts the
f uncis in an irrevocahle buriai E,rust,.

The ma:<imum value of the exerrpt,ion for an irrevocable burial t,larst is
s

TN No .
Supe Effective Date

ST, iT:
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ARKAT{SAS

SUPPLEMEITT 11 TO ATTACTMEITT 2.6-A
Page I
O M B  N o . :

Sgate/Terr l tory:

C l ta t lon Cond1tlon or Requlrement

COST EFFECTIVENESS UETHODOLOGY FOR
COBRA CONTIM'ATION BENEFICIARIES

1 9 0 2 ( u )  o f
Act

the Premlum palrments are made by the agency only tf
N/A such payments are l lke l .y  to  be cosi -ef iect lve.  The

agency specl f les the guldel lnes used ln determln ing cost ,
ef fect lveness by select lng one of  the fo l lowlng methods:

The methodology as descr ibed ln SMl l  sect lon 3598.

Another  cost-ef fect lve methodology as descr ibed
be low .

Errectlve Date 0CT - 1 1991
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Revised: April 1,1991 SUPPLEMENT 12 TO ATTACHMENT z.EA

$TATE PI.AN UNDER NTLE XX OF THE SOCIAL SECURTTY ACT

STATE ARKANSAS

METHODOLOGIES FOR TREATMENT OF RESOURCES
THAT ARE MORE LIBERAL THAN THOSE OF THE SSI PROGRAM

For aged, bllnd and disabted Indlvlduals, Incfudlng Qualified Medlcare Beneftclarieg, Non-Home
Income Producing Property, such as mlneral and timber rights, rented farm land, and renled
dwellings, will contlnuEto be excluded from resources ll it meets the pre-5/l/90 SSI $6(Xn/6%
rule, which was termlnated by Sectlon 8014 of OBRA, 1989. Thls rule will not apply to cash
assistance recipients, to those Indivlduals deemed to be cash assistance reclplents; to
qualified disabldd worklng Indlvlduals (ADWb) or to COBRA continuatlon reciplents. (Arkansas
has not elected to provide coverago to the COBRA continuation reciplents.)

TN No. 7 
t 

Approval Date

Supersedes TN No.



REVISED: Apri l  1, 1991

SUPPLEMENT 13 to ATTACHMENT2.6.A
Page 1

STATE PLAN UNDER TTTLE XIX OF THE SOCIAL SECURTTYACT

STATE: ARKANSAS

SECTION 1 924 PROVISIONS

lncome and resourceg'9]!ilttv policies used to determine etigibility for institutionatizedindividuals who have spoused riving-in tne community are consistent w1h section 1924.

counting uncompensated varue wourd make an individuarinerigibre.
lack of assistance would deprive the individual of food anct shelter.
the individual's combinlllojd of gross income and countabre resources (no incomedivegards allowed) do not 

"t"."Jtn" 
applicable i"o-"r"r'L"nefit rate (LTC income timit);

the resource(s) cannot be recovered from the individual(s)to whom the resource(s) was
#fffr:t::'vvithout 

compensation oue io ross, oestrutii<iri, theft or otrer e*tiaordinary

A.

1 .

2.

3.

4.

:i": "'" V%', Errectiveon"%

The definition of uno^u-e-fralo.ship for purposes of determining if institutionalizect spousesreceive Medicaid in spite ot nafnf eiJ""r countable ,esorrces is described berow:
Undue hardship exists if each condition below is met:
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OIfu No.:0938-0673

STATE PLAJ.{ UNDER TITLE )(IX OF T}IE SOCIAL SECURITY ACT

State:  Arkansas

VARIATIONS FROM THE BASIC PERSONALNEEDS ALLOWA}ICE

Greater Heed - Description (Reference Attachment 2.6-A, Page 4a, item a)

Up to  f i rs t  $100.00  o f  earned income is  d is regarded fo r  rec ip ien ts  in
Nurs ing  fac i l i t i es  whose  phys ic ian rs  p lan  o f  ca re  p resc r ibes  a  se l f -
employed ac t iv i t y  as  a  therapeut ic  o r  rehab i l i ta t i ve  measure .  The
total  earned income disregarded and personal  needs al lowance cannot
exceed $140.00 .

In  o rder  to  fos te r  se l f  wor th  and to  enhance rec ip ien ts '  leve l  o f
p roduc t iv i t y  and qua l i t y  o f  l i fe ,  earned income f rom compet i t i ve
and she l te red  work  oppor tun i t ies ,  up  to  the  SSI  SPA,  i s  d is regarded
fo r  rec ' i p ien ts  in  ICF/MR fac i l i t i es .  In  add i t i on ,  up  to  a  $40 .00
personal  needs al lowance vr i l l  be deducted from any other income.

For  ind jv idua ls  rece iv ing  a  VA pens ion ' l im i ted  to  $90 .00  per  month
under  Sec t ion  8003  o f  P .1 . .101-508  and  Sec t ion  601  o f  P .L .  102-568 ,
the personal  needs al lowance is the greater of  the amount permit i .ed
to  be  pa id  under  Sec t ' ion  8003 (up  to  $90.00)  o r  amount  spec i f ied  in
th is  sec t ion .

,ro* brkn*tai/-
nnrrRi:cr D 4=aL-qfL- -

rlcF.i t',0 -Q3-=-oJ-

!.xNo $$:e-/- ^," 3_JL_-_%__ rjtt-ccrivc t>nt"JJ-r!I_
i,il'ii:'ongi-=1t- 

Anlr o'al I)i



' sT ,\:i r. . -ffl:w=(!"Q-(: J -.- * * i

l'^*';;:,:VaaiJ* *t I
i i,'r,'.,4.0F\.'o121/"8-:8L- *'e A i
i ;^;'ir'r.'*latliaa"-E i 5SPPLEMENT 16 ro ATTACHMENT 2.6-A
I *rr:',ls ,-=04:'!,fu-*-J* * i Page 1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

DISQUALIFICATION FOR LONG.TERM CARE ASSISTANCE FOR INDTVIDUALS WITH
SUBSTANTI.AL HOME EQUITY

1e17(f) The State agency denies reimbursement for nursing facility services and other
long-term care services covered under the State plan for an individual who does
not have a spouse, child under 21 or adult disabled child residing in the
individual's home, when the individual's equity interest in the home exceeds the
following amount:

X $500,000 (increased by the annual percentage increase in the urban
component of the consumer price index beginning with 2011,
rounded to the nearest $1,000).

An amount that exceeds $500,000 but does not exceed $750,000
(increased by the arurual percentage increase in the urban component of
the consumer price index beginning with 2011, rounded to the nearest
$l,0oo).

The amount chosen by the State is

This higher standard applies statewide.

This higher standard does not apply statewide. It only
applies in the following areas of the State:

This higher standard applies to all eligibility groups.

This higher standard only applies to the following
eligibility groups:

The State has a process under which this limitation will be waived in cases of
undue hardship.

rNNo.06*tS
JUperseoes
TN No. None - New

Approval Dut" / t -/! * Ob Effective o^t"4:l'-/A



October 1, 2013 SUPPLEMENT 16 TO ATTACHMENT 2.6-A 
Page 2 

STA TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

1940(a) 1. 

TN No. 13-23 

State: Arkansas 

ASSET VERIFICATION SYSTEM 

The Agency will provide for the verification of assets for purposes of 
determining or redetermining Medicaid eligibility for aged, blind and 
disabled Medicaid applicants and recipients using an Asset Verification 
System (A VS) that meets the following minimum requirements. 

A. The request and response system must be electronic: 

(1) Verification inquiries must be sent electronically via the 
internet or similar means from the Agency to the financial 
institution (FI). 

(2) The system cannot be based on mailing paper-based requests. 
(3) The system must have the capability to accept responses 

electronically. 

B. The system must be secure, based on a recognized industry 
standard of security (e.g., as defined by the U.S. Commerce 
Department's National Institute of Standards and Technology, or 
NIST). 

C. The system must establish and maintain a database of Fis that 
participate in the Agency's A VS. 

D. Verification requests also must be sent to Fis other than those 
identified by applicants and recipients, based on some logic such as 
geographic proximity to the applicant's home address, or other 
reasonable factors whenever the Agency determines that such 
requests are needed to determine or redetermine the individual's 
eligibility. 

E. The verification requests must include a request for information on 
both open and closed accounts, going back up to 5 years. 

Effective Date 1 O / 1 / 13 
Supersedes TN No. New Page 

Approval Date 12 / 12 / 13 

State: Arkansas 
Date Received : 9/30/13 
Date Approved: 12/12/13 
Date Effective: 10/1 /13 
Transmittal Number: 13-23 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Arkansas 

ASSET VERIFICATION SYSTEM 

2. System Development 

TN No. 13-23 

A ___ The Agency itself will build and maintain an A VS. 

In 3 below, describe how the system will meet the requirements in 
Section 1. 

B. _ X_ The Agency will hire the following contractor to build and 
maintain an A VS. 

In 3 below, identify the contractor, if known, and describe how the 
system will meet the requirements in Section 1. 

C. The Agency will be joining a consortium to develop an A VS. 

In 3 below, identify the States participating in the consortium. 
Also identify the contractor, if known, who will build and maintain 
the consortium's AVS, and how the system will meet the 
requirements in Section 1. 

D. The Agency already has a system in place that meets the 
requirements for an acceptable A VS: 

In 3 below, describe how the system meets the requirements in 
Section 1. 

E. Other alternative not included in A - D. above. 

In 3 below, describe this alternative approach how it will meet the 
requirements in Section 1. 

Approval Date 12 / 12 / 13 Effective Date 1 O / 1 / 13 

Supersedes TN No. New Page State: Arkansas 
Date Received: 9/30/13 
Date Approved: 12/12/13 
Date Effective: 10/1 /13 
Transmittal Number: 13-23 
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STA TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Arkansas 

ASSET VERIFICATION SYSTEM 

3. Provide the A VS implementation description and other information requested 
for the implementation approach checked in Section 2. 

TN No. 13-23 

Arkansas Department of Human Services intends to implement an A VS 
system and is currently working with Health Management Systems (HRS) 
to develop and implement an A VS system. 

Approval Date 12/12/13 

State: Arkansas 
Date Received : 9/30/13 
Date Approved: 12/12/13 
Date Effective: 10/1 /13 
Transmittal Number: 13-23 

Effective Date 1 O / 1 / 13 
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State Plan Under Title XIX of the Social Security Act 

State: ARKANSAS 

METHODOLOGY FOR IDENTIFICATION OF APPLICABLE FMAP RATES 

The State will determine the appropriate FMAP rate for expenditures for individuals enrolled in the adult 

group described in 42 CFR 435.119 and receiving benefits in accordance with 42 CFR Part 440 Subpart C. 

The adult group FMAP methodology consists of two parts: an individual-based determination related to 

enrolled individuals, and as applicable, appropriate population-based adjustments. 

Part 1- Adult Group Individual Income-Based Determinations 

For individuals eligib le in the adult group, the state will make an individual income-based determination for 

purposes of the adult group FMAP methodology by comparing individual income to the relevant converted 

income elig ibility standards in effect on December 1, 2009, and included in the MAGI Conversion Plan (Part 

2) approved by CMS on 03/31/2014 . In general, and subject to any adjustments described 

in this SPA, under the adult group FMAP methodology, the expenditures of individuals with incomes below 

the relevant converted income standards for the applicable subgroup are considered as those for which the 

newly eligible FMAP is not available. The relevant MAGI-converted standards for each population group in 

the new adult group are described in Table 1. 

State: Arkansas 
Date Received: 13 December, 2013 
Date Approved: 15 July, 2014 
Effective Date: 1 January, 2014 
Transmittal Number: 14-01 
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State: Arkansas 
Date Received: 13 December, 2013 
Date Approved: 15 July, 2014 
Effective Date: 1 January, 2014 
Transmittal Number: 14-01 

Supplement 18 to Attachment 2.6A 
Page 2 

Table 1: Adult Group Eligibility Standards and FMAP Methodology Features 

Covered Populations Within New Adult Group Applicable Population Adjustment 
Population Group Relevant Population Group Income Standard Resource Enrollment Special Other 

Proxy Cap Circumstances Adjustments 
For each population group, indicate the lower of: 

• The reference in the MAGI Conversion Plan (Part 

2) to the relevant income standard and the 

appropriate cross-reference, or 
Enter "Y" (Yes), "N" (No), or "NA" in the appropriate column to indicate if 

• 133% FPL. the population adjustment wi ll apply to each population group. Provide 

If a population group was not covered as of 12/1/09, 
additiona l information in corresponding attachments. 

enter "Not covered". 

A B C D E F 

Parents/Caretaker See Attachment A , Column C, Line 1 of the CMS 
Relatives approved MAGI Conversion Plan . No No No No 

Disabled Persons, non- See Attachment A, Column C, Line 2 of the CMS approved 

institutionalized MAGI Conversion Plan including any subsequent CMS No No No No 
approved modifications to the MAGI Conversion Plan. 

Disabled Persons, See Attachment A, Column C, Line 3 of the CMS approved 

institutionalized MAGI Conversion Plan including any subsequent CMS No No No No 
approved modifications to the MAGI Conversion Plan. 

Children Age 19 or 20 See Attachment A, Column C, Line 4 of the CMS approved 
MAGI Conversion Plan including any subsequent CMS N/A N/A N/A N/A 
approved modifications to the MAGI Conversion Plan. 

Childless Adults See Attachment A, Column C, Line 5 of the CMS approved 
MAGI Conversion Plan including any subsequent CMS N/A N/A N/A N/A 
approved modifications to the MAGI Conversion Plan. 

The numbers in this summary cl art will be updated automatically in the case of 
modifications in the CMS apprm ed MAGI Conversion Plan . 

2 
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Part 2 - Population-based Adjustments to the Newly Eligible Population 

Based on Resource Test, Enrollment Cap or Special Circumstances 

A. Optional Resource Criteria Proxy Adjustment (42 CFR 433.206(d)) 

1. The state : 

D Applies a resource proxy adjustment to a population group(s) that was subject to a resource test 

that was applicable on December 1, 2009. 

~ Does NOT apply a resource proxy adjustment (Skip items 2 through 3 and go to Section B). 

Table 1 indicates the group or groups for which the state applies a resource proxy adjustment to the 

expenditures applicable for individuals eligible and enrolled under 42 CFR 435.119. A resource 

proxy adjustment is only permitted for a population group(s) that was subject to a resource test that 

was applicable on December 1, 2009. 

The effective date(s) for application of the resource proxy adjustment is specified and described in 

Attachment B. 

2. Data source used for resource proxy adjustments: 

The state : 

State: Arkansas 
Date Received: 13 December, 2013 
Date Approved: 15 July, 2014 
Effective Date: 1 January, 2014 
Transmittal Number: 14-01 

D Applies existing state data from periods before January 1, 2014. 

D Applies data obtained through a post-eligibility statistically valid sample of individuals. 

Data used in resource proxy adjustments is described in Attachment B. 

3. Resource Proxy Methodology: Attachment B describes the sampling approach or other 

methodology used for calculating the adjustment. 

B. Enrollment Cap Adjustment {42 CFR 433.206{e)) 

1. D An enrollment cap adjustment is applied by the state (complete items 2 through 4). 

~ An enrollment cap adjustment is not applied by the state (skip items 2 through 4 and go to 

Section C) . 

3 
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Supplement 18 to Attachment 2.6A 

Page 4 

2. Attachment C describes any enrollment caps authorized in section 1115 demonstrations as of 

December 1, 2009 that are applicable to populations that the state covers in the eligibility group 

described at 42 CFR 435.119 and received full benefits, benchmark benefits, or benchmark 

equivalent benefits as determined by CMS. The enrollment cap or caps are as specified in the 

applicable section 1115 demonstration special terms and conditions as confirmed by CMS, or in 

alternative authorized cap or caps as confirmed by CMS. Attach CMS correspondence confirming 

the applicable enrollment cap(s). 

3. The state applies a combined enrollment cap adjustment for purposes of claiming FMAP in the adult 
group : 

D Yes. The combined enrollment cap adjustment is described in Attachment C 

□ No. 

4. Enrollment Cap Methodology: Attachment C describes the methodology for calculating the 

enrollment cap adjustment, including the use of combined enrollment caps, if applicable. 

C. Special Circumstances {42 CFR 433.206{g)) and Other Adjustments to the Adult Group FMAP 
Methodology 

1. The state : 

D Applies a special circumstances adjustment(s) . 

i!il Does not apply a special circumstances adjustment. 

2. The state: 

□ Applies additional adjustment(s) to the adult group FMAP methodology (complete item 3). 

i!il Does not apply any additional adjustment(s) to the adult group FMAP methodology (skip item 3 

and go to Part 3). 

3. Attachment D describes the special circumstances and other proxy adjustment(s) that are applied, 

including the population groups to which the adjustments apply and the methodology for 

calculating the adjustments. 

TN_ 14-01 

Supersedes: None - NEW PAGE 
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Part 3 - One-Time Transitions of Previously Covered Populations into the New 

Adult Group 

A. Transitioning Previous Section 1115 and State Plan Populations to the New Adult Group 

i!!!! Individuals previously eligible for Medicaid coverage through a section 1115 demonstration 

program or a mandatory or optional state plan eligibility category will be transitioned to the 

new adult group described in 42 CFR 435.119 in accordance with a CMS-approved transition 

plan and/or a section 1902(e)(14)(A) waiver. For purposes of claiming federal funding at the 

appropriate FMAP for the populations transitioned to new adult group, the adult group FMAP 

methodology is applied pursuant to and as described in Attachment E, and where applicable, is 

subject to any special circumstances or other adjustments described in Attachment D. 

D The state does not have any relevant populations requiring such transitions. 

Part 4 - Applicability of Special FMAP Rates .-----------------, State: Arkansas 
A. Expansion State Designation Date Received : 13 December, 2013 

Date Approved : 15 July, 2014 
The state : Effective Date: 1 January, 2014 

Transmittal Number: 14-01 

i!!!! Does NOT meet the definition of expansion state in 42 CFR 433.204(b). (Skip section Band go to 

Parts) 

D Meets the definition of expansion state as defined in 42 CFR 433.204(b), determined in 

accordance with the CMS letter confirming expansion state status, dated ______ _ 

B. Qualification for Temporary 2.2 Percentage Point Increase in FMAP. 

The state : 

D Does NOT qualify for temporary 2.2 percentage point increase in FMAP under 42 CFR 

433.10(c)(7). 

D Qualifies for temporary 2.2 percentage point increase in FMAP under 42 CFR 433.10(c)(7), 

determined in accordance with the CMS letter confirming eligibility for the temporary FMAP 

increase, dated ______ . The state will not claim any federal funding for individuals 

determined eligible under 42 CFR 435.119 at the FMAP rate described in 42 CFR 433 .10(c)(6). 
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Part 5 - State Attestations 

The State attests to the following: 

A. The application of the adult group FMAP methodology will not affect the timing or approval of any 

individual's eligibility for Medicaid. 

B. The application of the adult group FMAP methodology will not be biased in such a manner as to 

inappropriately establish the numbers of, or medical assistance expenditures for, individuals 

determined to be newly or not newly eligible. 

ATTACHMENTS 

Not all of the attachments indicated below will apply to all states; some attachments may describe 

methodologies for multiple population groups within the new adult group. Indicate those of the following 

attachments which are included with this SPA: 

iii Attachment A- Conversion Plan Standards Referenced in Table 1 

D Attachment B - Resource Criteria Proxy Methodology 

D Attachment C- Enrollment Cap Methodology 

□ Attachment D - Special Circumstances Adjustment and Other Adjustments to the Adult Group FMAP 
Methodology 

iii Attachment E - Transition Methodologies 

PRA Disclosure Statement 

State: Arkansas 
Date Received : 13 December, 2013 
Date Approved: 15 July, 2014 
Effective Date: 1 January, 2014 
Transmittal Number: 14-01 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid 0MB 

control number. The valid 0MB control number for this information collection is 0938-1148. The time required to complete this information 

collection is estimated to average 4 hours per response, including the time to review instructions, search existing data resources, gather the data 

needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions 

for improving this form, please write to: CMS, 7500 Security Boulevard, Attn : PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, 

Maryland 21244-1850. 
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Summary Information for Part 2 of Modified Adjusted Gross Income (MAGI) Conversion Plan 

ARKANSAS 

02/28/2014 

Net standard as 
Population Group of 12/1/09 

A B 

Conversions for FMAP Claiming Pur00ses 

Parents/Caretaker Relatives 
Dollar standards by family size 

1 $108.33 

2 $216.66 

3 $275.00 

4 $333.33 
1 5 $383.33 

6 $441.66 

7 $500.00 

8 $558.33 

9 $616.66 

10 $675.00 

add-on $58.33 

Noninstitutionalized Disabled Persons 

2 
Dollar standards 

Single $108.33 

Couple $216.66 

Institutionalized Disabled Persons 
3 300% 

551 FBR% 

4 
Children Age 19-20 

n/a 

s Childless Adults 
n/a 

n/a: Not applicable. 

State: Arkansas 
Date Received : 13 December, 2013 
Date Approved : 15 July, 2014 
Effective Date: 1 January, 2014 
Transmittal Number: 14-01 

Same as 

converted Source of information in Column C 

Converted eligibilty (New SIPP conversion or Part 1 of 

standard for standard? approved state MAGI conversion 
FMAP claiming (yes, no, or n/a) plan) 

C D E 

$124 

$237 

$301 

$364 

$420 no new SIPP conversion 

$483 

$547 

$610 

$674 

$737 

$64 

$108 
n/a new SIPP conversion 

$217 

300% n/a ABD conversion template 

n/a n/a n/a 

n/a n/a n/a 

Data source for 
Conversion 

(SIPP or state data) 
F 

SIPP 

SIPP 

n/a 

n/a 

n/a 

TN: 14-01 Approval Date: 07/15/2014 Effective Date: 01/01/2014 
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A P R I L  1 9 9 4

state/Terr i tory:

1 9

( M B )

ARKANSAS

SECTION 3  -  SERVICES:  GENERAL PRoVISIONS

3 .1  Amoun t ,  Du ra t i on ,  and  scope  o f  se rv i ces

4 2  c F R  ( a )
Pa r t  440 ,
subpart B
1 9 O 2 ( a ) ,  1 9 0 2 ( e ) ,
1 9 0 5 ( a ) ,  1 9 0 5 ( p ) ,
1 , 9 1 5 ,  1 9 2 0 ,  a n d
L925 of  the Act

Medicaid !a prov ided in accordance wi th the
reguiremente of  42 cFR Part  440,  subPart  B and
s e c t l o n s  1 9 0 2  ( a ) ,  1 9 0 2  ( e )  ,  1 9 0 5  ( a )  ,  l ' 9 O 5  ( p ) ,
1 9 1 5 ,  L 9 2 O ,  a n d  1 9 2 5  o f  t h e  A c t .

(1 )  Ca tego r l ca l l v  needv .

S e r v i c e a
be low and
i n c l u d e :

for  the categor ica l ly  needy are deecr ibed
in ATTACHMENT 3.1-A.  Theee aerv lces

( i ) Each  i t em o r  ee rv i ce  l i e ted  i n  sec t i on
1 9 0 5 ( a ) ( 1 )  t h r o u g h  ( 5 )  a n d  ( 2 1 )  o f  t h e  A c t ,
ie  prov ided aa def ined in 42 CFR Part  440,
Subpart  A,  orr  for  EPSDT eerv iceer  Eect ion
1905 ( r )  and  42  CFR Par t  441 '  Subpa r t  B .

Nurse-midwi fe eerv icee I is ted in  eect i .on
1905 (a ) (17 )  o f  t he  Ac t ,  a re  p rov ided  to  t he
extent that nur8e-midwiveEr are authorized t<
pract ice under State law or  regulat lon and
without regard to whether the servicee are
furniehed in the area of managelnent of the
care of  mothers and babies throughout  the
matern i ty  cyc le.  Nurge-midwiveg are
permitted to enter into independent provide
agreemencg wi th the Medicatd agency wi thout
regard to whether  the nurse-mldwi fe is  unde:
the  eupe rv ie lon  o f ,  o r  aseoc . i a ted  w i th ,  a
phyeic ian or  other  heal th care Provider .

Not applicable. Nuree-midwivee are not
author j -zed to Pract ice in  th iE State.

1 e o 2 ( a )  ( 1 0 )  ( A )
1 9 0 5 ( a )  o f  t h e

and
Act

( i i )

T N  N O .
Super
TN NO.

Approval Date Ef fect ive Date
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fo l l ow lng  1F )
of the Act f
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(BPD'
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Catrcorlcallv t|ecdv lContlnucdl

roval Date Effect lve Date

(fffl Pregnrncy-related, tncludlng falll ly
plannlng rerrrlcer, lnd poltpartun
rcrvtcet for a 60-day perlod
(beglnnlng on the day pregnancy endrf
and any renalnlng rdayr ln the nonth tn
whlch the 60th day fallr are provtdcd to
nonsn who, whlle pregnant, were ellglbtc
for, appllcd for, and recelved rnedlcal
arrlrtrnce on thc dry the pregnancy rndt.

N t tv l  Servlcer for nedlcal  condlt lonr ' that lay
conpl lcrte the pr€gnancy (other than,
Pregnancy-relat€d or poltpartum servleetI  are
provtded to pr€gnant wonan.

(v) Servlces related to pregnancy ( lncludlng
Prenatalr  del lvery, postpartun, and lanl ly
plannlng gervlces) and to other condlt lons
that may conpllcate pregnancy are the aane
servtceg provlded to poverty level pregnant
women el lgtble under the provlslon of
s e c t l o n s  1 9 0 2 ( a )  ( 1 0 )  ( A )  ( 1 )  ( I v )  a n d
1 9 0 2 ( a )  ( r 0 )  ( ' A )  ( r 1 )  (  I x )  o f  t h e  A c t .
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State:

Citation

le02(a)( l0)(D)

1902(eX7) of the Act

1902(eX9) of the Act

1902(a)(52) and 1925 of
the Act

1905(aX23) and 1929

lersCI)

stxre -ArE4ttEAE-.-
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Arkansas HCFA 179

3. I (aX I ) Amount. Duration. and Scope of Services:
Categorical ly Needy (Continued)

(vi) Home health services are provided to individuals
entitled to nursing facility services as indicated in item
3.1(b) of this plan.

(vii) Inpatient services that are being furnished to infants and
children described in section 1902(lX I )(B) through (D)'

or section 1905(nX2) of the Act on the date the infant or
child attains the maximum age for coverage under the
approved state plan will continue until the end of the
stay for which the inpatient services are furnished.

l!(viii) Respiratory care services are provided to ventilator
dependent individuals as indicated in item 3'l(h) of this
plan.

(ix) Services are provided to families eligible under section
1925 of the Act as indicated in item 3.5 of this plan.

- (x) Home and Community Care for Functionally Disabled
Elderly Individuals, as defined, described and limited in
Supplement 2 to Attachment 3.1-A and Appendices A-G

to Supplement2to Aftachment 3.1-A.

X (xi) Self-Directed Personal Assistance Services, as
described and limited in Supplement 4 to Attachment
3.1-A.

ATTACHMENT 3.1-A identifies the medical and remedial services
provided to the categorically needy, specifies all limitations on the
amount, duration, and scope of those services, and lists the
additionalcoverage (that is in excess of established service limits)
for pregnancy-related services and services for conditions that may
complicate the pregnancy. PACE and Self-Directed Personal
Assistance Seruices are also included in Attachment 3.1-A.
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42 CFR Part
Subpart B

3 . I  Anoun t ,  Du ra t l on ,  and  Scooe  o f  Se rv l ces (  cont{nued)

4 4 0 ,  ( a )  ( 2 ) Medlcallv needv.

lhls State plan covera the medlcally needy.,.
The Bervlces deacrlbed below and ln ATTACHMENI
3 .1 -B  a re  p rov lded .

Servlces for the nedlcally needy lnclude:

( f )  I f  serv lces ln  an lnst t tu t lon for  menta l
d1""a"""
E,ne menEatty retaroeo (or Doth) are providecl to I
any medlcally needy group, then each nedlcally -
needy group ls provlded either the servlces 1!
l l s t ed  l n  sec t l on  1905 (a ) ( f )  r h rough  (5 )  and  F r
(17)  of  the Act ,  or  seven of  the serr&lces ' \
l i s t ed  Ln  sec r l on  1905  (a )  (  1  )  t h rough  (  20  )  .  t he  i
serv ices are prov lded as def lned ln 42 CFR part  l
440,  Subpart  A and 1n aect lons L902,  1905,  and . l1915  o f  t he  Ac t .  . l

D Not applicable with respecr ro P
nurse-mldwife servlces under sectlon \
1902(a)  (  17)  .  Nurse-mldwlves are not  *
author i ied to pracr lce in  th ls  State.  O

N

1 9 0 2 ( a )  (  1 0 )  ( c )  ( l v )
of the Act

42 cFR .Ho.2.zo

1 9 0 2 ( e )  ( 5 )  o f
the Act

(11) Prenatal  care and del lvery servlces for
pregnant nonen. ta
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Inpa t ienc  psych ia t r i c  serv ices  fo r
inC iv idua ls  under  age 21 .

Effect lve Date

HCFA ID: 7982E
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C l  t a t l on
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ervlc€is
Medlcallv Needv (contlnued) 
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(111)  Pregnancy-re lated,  lnc ludlng fanl ly
plannlng aervlces, and postpartun iervlceg for
a G0-day perlod (beglnntng on the Cay tt i-
pregnancy gldgl and any renalnlng daye ln the
nonth ln whlch the 60th day fa.l l i  ari prgvtded
to wonen_who,  _whl le  pregnant ,  wer€ ef f i f l fe
for ,  appl led for ,  and r ice lvea mealc i t '
aaslstance on the day the pregnancy endg.

Nt tu l  servrces tor  any othe!  medlcar  condrt ron that
may compl lcare the pregnancy (other  than
pre9nancy-re.l.at,ed and postpartum servlceg ) areprovlded to pregnant wonen.

(v) &nbulatory servlces, as deflned ln EI:rACHMEIIT
3 .1 -8 ,  f o r  r ec ip ien ts  unde r  age  l g  i i T
rec ip lents ent l t led to inst l tu t lonal  serv lceg.

/_/ Not appJ.lcable wj.th respect to rectplents
en t l t l ed  t o  i ns t i t u t l ona l  se rv l ces ;  t he  

- .
p lan does not  cover  those serv lceg for
the nedl .ca l ly  needy.

(v l )  Home heal th serv lces to rec lp ients ent l t led to
nurs lng fac l l l ty  serv lces as indlcated in  l ten
3 . 1 ( b )  o f  t h l s  p l a n .

D lv i i )Se rv l ces  i n  an  l ns t i t u t i on  f o r  men ta l
d i seases  fo r  l nd l v i dua l s  ove r  age  65 .  .

D $t t t )  serv lces ln  an ln termediate care
fac i l i ty  for  the nenta l ly  retarded.

( i x )

N o .
Supers
TN No.

roval Date
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Revision: HCFA-PM-93- 5 (MB)
May 1993

Revised: April 1,2008

State:

Citation

1902(e)(9) of Act

l90s(a)(23) and 1929
of the Act

lers(i)

Arkansas

3.1(a)(2) Amount. Duration. and Scope of Services:
Medically Needy (Continued)

(x) Respiratory care services are provided to
ventilator dependent individuals as indicated in
item 3.1(h) of this plan.

(xi) Home and Community Care for Functionally
Disabled Elderly Individuals, as defined, described
and limited in Supplement 2 to Attachment 3.1-A
and Appendices A-G to Supplement 2 to
Attachment 3.1-A.

Self-Directed Personal Assistance Services, as
described and limited in Supplement I to
Attachment 3.1-8.

ATTACHMENT 3.1-B identifies the services provided to each
covered group of the medically needy; specifies all limitations
on the amount, duration, and scope of those items; and
specifies the ambulatory services provided under this plan and
any limitations on them. It also lists the additional coverage
(that is in excess of established service limits) for pregnancy-
related services and services for conditions that may
complicate the pregnancy.

SUPERSDE$: TN_ *!reg_

DATEAPF'V'N

rN # 01-  ̂ b
Supersedes

TN# 4l -^n
Approval Date 3 ^ ;)8- 6t Effective Date 7' l-A8



Enclosure 3 contlnued

Revision: HCEA-PM-97-3 (CMSO)
December 199?

State: ARKANSAS

3.1 Amount ,  Durat ion,  and Scope of  Serv ices (continued)

(a)  (3)  Other  ReEuired Specia l  GrouBg:  Oual i f ied
Medicare Beneficiariee

Medicare cost sharing for qualif ied
Medicare beneficiaries degcribed in
section 1905(p) of the Act ig provided
only as indicated in item 3.2 of thLs
p lan .

(a)  (  )  ( i )  Other  Required Specia l  Groupg:  Oual i f ied
DiEabled and glorkinq fndividuals

Medicare Part A premiums 
'for 

qualified
dieabled and working individuals deEcribed
in  gec t i on  19o2 (a )  (10 )  (E )  ( i i )  o f  t he  Ac t
are provided as indicated in item 3.2 of
th is  p lan.

( i i )  Other  Required Specia l  Groupe:  Speci f ied
Low-fncome Hedicare Benef  ic iar ies

Medicare Part B premiums for epecified
Iow-income Hedicare benef iciaries descri-bed
i n  s e c t i o n  1 9 0 2 ( a )  ( 1 0 )  ( E )  ( i i i )  o f  t h e  A c t
are provided as indicated in item 3.2 of
t h i s  p lan .

( i i i lOther  Required Specia l  Groups:  Oual i fv ino
Indiv iduale -  1

Medicare Part  B premiums for  qual i fy ing
indiv iduals descr l -bed in 1902(a)  (10)  (e)  ( iv)
( I )  and  sub jec t  t o  1933  o f  t he  Ac t  a re
provided ag Lndicated ln  i tem 3.2 of  th is
p l a n .

2 L

Citat ion

1 e 0 2 ( a )  ( 1 0 )  ( E )  ( i )
and clause (VII I)
of the matter
fo l low ing  (F) ,
a n d  1 e 0 5 ( p )  ( s )
of the Act

1 9 0 2 ( a )  ( 1 0 )
(E)  ( i i )  and
1905(s)  o f  the
Act

l s 0 2 ( a )  ( 1 0 )
( E )  ( i i i )  a n d
l s 0 s ( p )  ( 3 )  ( A )  ( i i )
of the Act

1s02 (a )  ( 10 )
(n )  ( i v )  ( I ) 1s0s (p )  ( s )
( A ) ( i i ) ,  a n d  1 9 3 3  o f
the Act

llrll;".*jt-^pprovar o.." s\rs-\.r &
rN No.  q3-bq

s\rs\q& Errecrive Dare -:glrrn\]r\ao(
rN No.  q3-bq



Enclogurc 3 contisucd

Revigion:

Revi sed:

ECFA-PU-97-3
Deceober 1997
January 1, 2003

2 la

(ct{so}

States ARIGT{SAS

1925 o f  rhe
Act

( a )  ( s )

Exteaded Uedicaid benefits for fr-ilieg
described ia aestion tg25 0f the AsE, ..Fe
prowided as indicated in iteo 3.S of trrig
p lan.

SLTPERSEDLs: i lr_ qt -o-:

srATE -ArJ<4.rleE5-
DAJE REi) i_,3i _l!q!*g:
DATE.qi:p, :",1f- lttoul z*,2

DATE EFF--J---Jo ^ >oo:

HCFA 179 hrz  O7 -o*

tN No.

iiT::Mroval oate L |\\o1 za e Blfective D"r" .-G,\--zoe3



Revie lon:  HCFA-PIr{ -91-  4P
696951 1991

State/Terr l tory:

C l t a t l o n  3 . I ( a ) ( G )

1 9 0 2 ( a )  a n d  r 9 0 3 ( v )
of the Act

1 9 0 5 ( a )  ( 9 )  o f
the Act

( a ) ( 7 )

2 l b

(  BPD)

ARKAIISAS

O M B  N o . :  0 9 3 8 -

: Llnlted

(111) Allens who are not laerfully adnltted foa
permanent resldence or othefflae pemanently
resldlng ln the Unlted States under co.Lor oi
law who meet the etlglbtl lty condltlonr under
thla planr exc€pt for the requlrenent for
recelpt of AFDC, SSI, or a State supplenentary
palment, are provlded Medlcald only for care
and gervices necessary for the treatment of an
energency medlcal condltion (includlng
enerltency labor and dellvery) as deflned ln
s e c t l o n  f 9 0 3 ( v ) ( 3 )  o f  t h e  A c t .

Honeless Indlv lduals.

Cl ln lc  gerv lces furn ished to e l tg lb le
lndlvlduals who do not reslde tn a permanent
dwelltng or do not have a flxed home or mailtng
addreas are provlded without restrlctlong
regardlng the slte at whlch the services are

1 9 0 2 ( a )  ( 4 7 )
and  1920  o f
the Act

{ 2  C F R  4 4 1 . 5 5
5 0  F R  f 3 5 5 {
r 9 0 2 ( a )  ( 4 3 ) ,
1 9 0 5 ( a ) ( 4 ) ( B ) r
a n d  1 9 0 5 ( r )  o f
the Act

women ls provlded durlng a presunptlve
ellglblltty perlod lf the care ig furnlshed
provlder that 1s ellglble for palnaent under
State p lan.

(a )  (9 )  EPSpT  Se rv l ces .

lhe Uedlcald agency meets the regulrements of
s e c t l o n s  1 9 0 2 ( a )  ( 4 3 ) ,  1 9 0 5 ( a )  ( 4 )  ( B ) ,  a n d
1905(r)  of  the Act wlth respect to early and
perlodlc screenlng, dlagnost,lc, and treatuent
(EPSDT) gervlces.

b y a
the

( continued )

ro"t.FIB201992 €f  f  ect lve

HCFA ID: 7982E

DATE EFF

HCFA I7?



Ravlrlonr HCFA-P!,|-91- 4
Altcltsl 1991

8tat./lcrrltotTr

Cltatlon

4 2  C F R  { f l . 6 0

{ 2  C F R  { { 0 . 2 t 0
and {10 .250

1 9 0 2 ( a )  a n d  1 9 0 2
( a ) ( 1 0 1 ,  1 9 0 2 ( a ) ( s 2 ) ,
1 9 0 3 ( v ) ,  1 9 1 5 ( g ) ,  a n d
1 9 2 5 ( b l ( { )  o f  t h e  A c t

t2-1/
7a-ES

22

(BPD)

ARXATSIS

OllB tfo.: 0938-

3 . 1 ( a )  ( 9 , E8ID8

tri Tho tt€dlcatd agency hae ln effect agrctnte wlth
contlnul.ng crro provldere. Detcrlbed bolw arc
the Eethoda enployad to acrure thc provldcrr'
conpllance with thelr rgre€ocnt!.

(a)(10) Colparabl l l tv of  Servlcer

Erecpt for those ltean or aenr!.cer for rhlch
l c c t l o n r  1 9 0 2 ( a ) ,  1 9 0 2 ( a ) ( 1 0 ) ,  1 9 0 3 ( v ! ,  1 9 1 5
and 1923 of  th .  Act ,  {2 CFR {{0.250r  and
tectlon 2{5A of the Imigration and .
Natlonallty Act, pernlt exceptlon!!

(f ) Servl.ces rnade avallable to the
categorically needy are egual ln anountt
duratlon, and acope for each categorlcally
needy perlon.

( f f )  The amount ,  durat lon,  and acope of
servlcee made avallable to the
categorl.cally needy are equal to or gr€ater
than thoge rnide avallable to ths nedlcally
needy.

( lf f ) Serv!.cea made avallabte to the rnedlcally needy
are egual ln anount, duration, and ecope for
each peraon Ln a nedlcally needy coYcrtgo
group.

(lvl Addltlonal coverage for pr€gnancy-rclated
servlceg and eerviceg for condltlone that nay
compllcate the pregnancy are equal for
categorically and rnedlcally needy.

N

(contlnuedl

r Date DEC 1 3 1991 Effect lve

STATE

l-lCF/r 179

HCFA ID: 79828
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Revisicn: HCFA - Reglon VI
Novernber 1990

Slate ARKANSAS

Cltaticn-
42 GR part
440, Sulpart g
42 cER 441.15
Ar-78-90
Ar-80-34

S e c r l o n  f 9 0 5 ( a )  ( 4 )  ( A )
o f  Acc  (Sec .  42LL( t )
o f  P . L .  1 0 0 - 2 0 3 ) .

3.1(b) EdE heatth se5v19ee are Frcvided in
;trff* 

'"irh ure resr:ii#i. or 42 ctR
(1) Fae hcaf$r.services ate pror,rided toaIL cateoqi,-a r r y 

-f*S 
iryi{yirrrrr.r 52l years o! age or @er.

(2) Ecue herlth,serrices are prwided m
:* o!-oElcr r r y nud-i"aivi&:als
::::cer ll yea:s 

"i 
.g-..

' \  /  
' /ae

L-/,

C Not agllic,hle. *e Sb:,te elan&es ncc prwice iJi
ru:rsitr-c ;acili!.f se4tineq F-r
srtch rndivicir:afi.

(3) trrm 6gaLS. servicoo are prwiCed tcf,tre tEdicrtty neeCy:

N Y"i, rc :'r l

D Yes, to i:rdivirrrr:.lq age 2l or
OVef t  nurs:_ng fac l l ic l r  serv lces are
provtdeci

'U 
I9s, to i:rdividrr-'ts under aoe
ZLi nursing iaci l f ty l"r . rr" . ,  are provide

o $; .TuTslng facJ.l1ry servtces are noEprovided.

O F!-+pfi,-'hlei riig rrcdi..e r r y
Ffry are rrr incfudJ-tr",
tlris plan

DATE REC

DATE APPV '

D A I E E F F  t r r J t -

HCFA I79

Aprorral Date Errectiue o"0 CT - 1 1990



2 4

Reviaion: HCFA-p!!-93-g
Decenber 1993

State/Territory:

CiEa t i on  3 .1

4 2  C F R  4 3 1 . 5 3

4 2  C F R  4 8 3 . 1 0

(BPD}

ARKAI{SAs

Anount Duration arrd,,scone of Senriees (catinued)

(c) (1) AsEurance of TranEoortation

Provisio' ie nad€ f,or aeguring neceeBary trar$portatioa
of recipients to and fro pr6viaerJ- 

-'ueGoas 
ueed roasaure auctr transportation are deacribed in ATTACHMEnT

3  . 1 - D .

(c) (2) Par4rent, for Nursina Faeilitv Servieeg

The state incrudes in nureing facility serivices aEleaat, the items and eenricee spEcified iri 42 cFR a83.io( c )  ( 8 )  ( i )  .

ST,,\,TE
D,\IE REC'.D
u,,\ i i; z\1:,rp\,,,J

DAIE L'FF
r-tCFA t/9

LTN No. 
-/ 

J'*(p

iffi::'? .!+ 
'*roval Date Bffectiv€ Date

A



?5 --

Retrleicn: FerArB(F3S(m)
lla!'| 22t 1980

Cltatlcrr
ffi40.250
rs-.?840

3.udt)

Itp stadarAs estab$sU4 gA t$:
netUs used to assuEe hISh qlrucf
Gffi.Esctibed in nstnCEGtvl 3'1-C'

(
Dr * '\Qa?
Sqnrseoes
'IN I

Asprovar nre{c/Jl EEfective o^e-S-M h



25=

SerlEictu EEeFe[t-80-38(EP)
l'taY 22r l!t80

8tate. ARKANSAS

Cltatlcn
?E@41.20 "
nf,F?8€0

3.I(e)

gtte Fquirecttts oE 42 Cl8'-441'20 are DeE

llgaldfi;rreega tro cerclcn c Pnelt!ilEe
of linl &ti-i'-t"t"tct' an&frec&ot:
cble 

"E 
*tUoa-to le-used for fallY

$l.annlr€.

(

r rFprovar DateS/4JI- elrective we-[/as/'7 L
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OtlB: fo.l 093t-O19iReuisionr HCEt-pU-87-5
aPBIri.1987

- Stete/Terrl.tory:

Cl ta t lon .
42 cFB 441.30
Ar-t8-90 l

1e03(1 )  (1 )
of the Act,
P .L .99 -272
(Sectlon 9507)

(BENC'

ARKAI.ISAS

3.f (f) (1) Optometric Seeviceg

Ogtonetrle rewicee .(othee then .ttror..prortdc0 .
under S5435.531 en& a36.531) lra not-norr=tut':::
nerc prsviously provlded under tha glrn.;

. Senrices of ttre typc en optonctrlst ls legrlly
euthorized to perforn are "rpcelfleelly :lacluded--.
ln the tern "phyelcleas' sarvlcer" under'th!e
phn end erc relnburred rilrother funrlrhcd by r

. physielen or an optoaetrirt. 
'

t-7 yer..

t-1'Oo. The conditlons dercrlbed ln tho,flast
rlntance spply but tha tcrn "physlel,rnrl;
nrvlcsr"- doea aob--rpoclfleelly lncilr6c-*
rcrvlccs of thc typc' rrt'optmctrlrt:$=e
tegelty euthortzcC to -perfoan.-

ft/ trot appliceble. The condltlons ln tho
first sentence do not 8pply.

(2) Onan Transplant Proeedures

Organ transplant proeedures 3re prouidcd.

Uo.

Yer. Sinllerly sttuatcd lndlvlduelr rrc
treatcd ellke and any rertriction on tha
faeilltler thet ney, or prretitioncrr-rtro
m8y, provide those procedures.ls conrlstent
rith the eccessibitlty of hlgh queltty cera
to individuals eligible for the groeedures
under.thls plur; Stlnderds' foe thr..
coverege of orgrn transplent proecdurea arg
dcrcribed at AT?ACHI{EII? 3.1-8.

I 1987
JUL r c rc8n A

t t

Effect ive o^r"  L ' l f  ' '  r? ISupersedes
ru uo. ?leJa?

Approval Datc

ru.E.Gorg$llrEratrf,mnEoFFtcE.tsr_l t I _2 ZO i 3,0 f Zr

ITCFA ID: 1008P/0011P
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OHB l lo.  :  0938-0193
Revlslon: HCFA-PH-87-4

HARCH 1987
Revised: January 1, 2002

State/Terr l  torY:

C t t s t l on  3 .1  ( e )
42  CFR 431 .1 r0 (b )
AT-78-90

(BERC)

1902 (e ) (9 )  o f
the Act '
P .L .99 -509
(Secblon 9408)

Ttr IIO.

( h )

ARKANSAS

Have adequate soclal supporb serulces to be

cared for at home; and

!{Ish to be cared for ab home'

The requlrements of seeblon 1902(e)(9) of the

are net.

applleable' These sanrlces are nob lncluded ln

p lan.

Ef fec t lve  Date

HCFA TD:

O t-rrt - C.,l-

fndlan Health SenrlcE facl l l t les aro acceptad as

p rov lde rs r l necco rdancew t th42cFR43 l ' 110 (b ) ' on
ih. 

""*. 
basls as other quallfled provlders'

Resplrabory cere servlcesr- as^defl'ned ln

"""t lott 
19ir2(e)(9)(c) of the Acb, are provlded

under the plan bo lndlvlduals who--

(1) Are medlcally dependent' on, a ventllator for

ilf" 
",rpporb 

ab leasb slx hours per day;

(2) Have been so dependent as inpablents durlng a

slngle stay or a contlnuous sbay ln one oF more

no{ttats, SIIFs or fCFs for the lesser of--

t-7 so consecutive daYs;

E 24 days (the mar<lmum number of Inpatt'ent

l-ys affowed under the state PIan);

(3) Rxcepb f,or hone resplratory care' would requlre

respiratory care on an lnpattent basls I'n a

trosfltat' sNF' or fcF for whlch Hedicald
payments would be nade;

tx l

t l

( 4 )

(s)

Yes.
Act

llob
the

Supersedes
rr uo. A4-tl-tr-

srArE ---Ad&3!{4-t
DATE R f c' I - 0t -i-?.: Q-;1-* " --

DATE A -n ; i; :, -o \:J.-b-:!l*--
DATE E:'F'

Approval Date ot-t!- dl-

1008P/001 1P
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Revicion: ttctA-n-93-5 (t{B}
ltAY 1993

States ARt(^ilsAs

3.2 coordtnatlon of t{.dlcrid wlth }tedlcer. end oth.r
.

( a ) Pr€nluma

(f) Hrdlcarc Part A and Part B

( i )  gual i f ied Medicare Benef ic iarv
(eMB)

cl tat ion

1 9 0 2 ( a ) ( 1 0 ) ( E )
1 9 0 s ( p ) ( 1 )  o f

( i )  a n d
the Act

The Medicaid agency Pays Hedj.car€
Part  A premiums ( i f  appl icable)  and
Part  B premiums for  ind iv iduale in
the QMB group def ined in l tem A.25 of
ATTACHIiEN! 2.2-A, through the grouP

Fffi-TeynenE-arrangem€nt, unlela
Lhe agency haa a Buy-in agreemcnt for
such payment, ae indicated below.

Buy- In agreement  for :

X Part  A L Part  B

The Medicaid agency PaYs
premiuma, for  which che
Lenef ic iary would be l iab le,  for
enrollment in an HMo
part ic iPat ing in  Medicare.

ST^

D^TE
r r a I F

. , a  f  ;

FlCFA

; l E t -  Y

a.PP'/'D

EFF

t 7 9

N o .
Sup€r
TN No.

epprovar DJUL 0r1gg3 *t""tt"" r.* J|AY 0 1 1993



Encloerrre 3 coatinucd

Revisi.oa:

Revi sed:

EC!A-PU-97-3
Dec€ab€r 1997
January 1, 2003

citation

1 e o 2 ( a )  ( 1 0 )  ( E )  ( l i )
and 19O5(E) of, tbe Act

1 e o 2  ( a )  ( 1 0 )  ( E )  ( i . i i )
a n d  1 e o 5 ( p )  ( 3 1 ( a )  ( i i )
of the ect

1 9 0 2  ( a )  ( 1 0 )  ( E )  ( i v )  ( I ) ,
r 9 o s  ( p )  ( 3 )  ( A )  ( i i ) ,  a n d
1933 of Ehe Act

29a

ARKAIISAS

(ii) Ga].ified Disabled and llorki-na
Iadividual lODWfl

lbe lledicaid ageney pays lledicaro
P.-*, A pr€ej-uEa under r €fsoup
prmi rrn irayeat arriurg@Dt, gu.bJact

to r.By coatri-butioa requtrcd ae
dcscrib€d i.B AfrAcEl8t|l 4.18-E, Cot
i-odividuale i-a ths QDgfI group
defined in iteo A.26 of ilEf,lCEAE,
2-2-A of  th ie p lan.

(iii) Secifled Lotr-Incooe !{edicare
3eneficiary fSLHBI

lbe ltedj-caid agency pay8 Dtedlcare
Pa^* B pr6j.uEe uader tb€ Stat€ hr1'.-
i-a, process f,or iadividuals in tbc
SL!{B group defined in iteo 1.27 of
AITACEI.{EIfI 2.2-A of tlrie plan.

( i -v)  Oual i fwinq Indiv idual -L
f  o I - 1  I

3!e Uedicaid agency pays !{edlcare
Part, B preo,iuns under the State brry.-
i-o, process for iadividuals dercri.brd
; -  1902(a)  (10)  (8)  ( iv)  ( I )  aad srrbJ.s€,
to 1933 ot  the Acr .

srATE-As!.A,n?a_+_
DAT5 F: Ei,t',., __?J. ..llg-:_?ea3 -

(ct{so)

St.te:

SUPERSEDES: r'lt- Qa- o 3

DA.T=:i..:, - _h __[OOr"1_Zoo:
_ .  IDF.t': Er.i--_-J_ _Te_nleeE_ , -

I  Hciz rzs f*rz-  o?-o+
%

t f ,  No. ft fa- o3-o+
SuSnraedea
Tll No.

AltPaoval Date 6 \lo^t zoo: Effecllve oate I Sovr ?oo3
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Enclosure 3 contlnued

Revigion: HCFA-PM-97-3 (CMSO)
December 1997

29b

ARKANSAS

(v i )  Other  Medicaid Recip iente

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

All individuals who arer (a)
receiving benefits under titles
I, IV-A, X, XfV, or XVI (AABD
or SsI);  b) receiving State
supplements under title XVf; or
c) withing a group listed aL 42
c F R  4 3 1 . 6 2 s ( d )  ( 2 ) .

Individuale receiving tit le II
or Railroad Retirement
benef i ts .

- Medically needy individuals
(FFP ie not  avai lable for  th is
g roup ) .

other Health fnsurance

The Medicaid agency pays insurance
premiums for medical or any other type of
remedial care to maintain a third party
resrource for Medicatd covered serviceg
provided to e l ig ib le indiv idualg (except
indiv iduals 55 yeara of  age or  o lder  and
disabled indiv iduals,  ent i t led to Medicare
Part ,  A but  not  enro l led Ln Medicare Part
B ) .

State:

Ci tat ion

1 8 4 3 ( b )  a n d  1 9 0 5 ( a )
of the Act and
42 CFR 43t.625

1 9 0 2 ( a )  ( 3 o )  a n d
1905(a)  o f  the  Ac t

X

( 21

::;i rprR.lcnrs. ?li . 31-bg_--
T N  N o .
Supe reedea  -  App
rN No. '11 - Dri

rovar Dare :-\rs\qQ Ef fecr.ive o".. J-c.\u..$\rrr1g



Revi.eion: HCFA-PI{-93-2
I'IARCH 1993

State:

29c

(r{8)

ARKAT{SAS

Ci ta t i on

1 9 0 2 ( a ) ( 3 0 ) ,  1 9 0 2 ( n ) ,
1 9 0 5 ( a ) , a n d  1 9 1 5  o f  t h e  A c t

Sect ione 1902
( a )  (  r 0 )  ( E )  (  i )  a n d
1 9 0 5 ( p ) ( 3 )  o f  t h e  A c t

1 9 0 2 ( a )  {  1 0 ) ,  1 9 0 2  ( a )  ( 3 0 ) ,
and 1905(a) of rhe Act

4 2  C F R  4 3 1 . 6 2 5

1 9 0 2 ( a )  ( 1 0 ) ,  1 9 0 2 ( a )  ( 3 0 ) ,
1 9 0 5 ( a l r  B o d  1 9 0 5 ( p )
of the Act

( b ) D€ductibl.eslcoi,nsurance

(1)  Medicare Part  A and B

supplement 1 to ATTACHT{ENT 4.19-B
qeacr tbea tne methode and etandarde for
eEtabl iEhing payment  rateE for  gerv ieeg
covered under Medicare, and./or the
methodology fot payment of Medicare
deduct ib le and cotnsurance anounta,  eo the
extenr  avai lable for  each of  t ,he fo l lowing
grouPE.

( i )  Qg_qMied Medicare Benef  ic iar i .ee
( QMBS )

The Medicaid agency pays Hedicare
Part A and Parr B deductibl.e and
coineurance amounts for eMBs
(subjecc to any nominal  Medicaid
coPalzment) for aII eervicee
avai lable under Medicare.

( i i )  Other  Medicaj .d Recip iente

The Medicaid agency paye for
Medicaid Eervi.cee alEo covered under
Medicare and furnished to recipientg
ent i t l .ed to Medicare (subject  to  any
nominal Medicaid copayment). For
gerviceg furnished to individuals
who are described in section
3 . 2 ( a ) ( 1 ) ( i v ) ,  p a y m e n t  ! e  m a d e  a a
fo l l owe :

X for the entire range of
gerviceg available under
Medicare Part 8.

OnIy for the anount, duration,
and acope of Eervices otherwise
available under thia plan.

( i i i )  Dual  El iq ib le--QHB plue

lhe Medicaid agency pays Medlcare
Part A and Part B deducttble and
coi.nsurance alnounts for all aerviceg
available under Medicare and paye
for all Medlcai.d eervices furnished
to individualg eligible both as eMBs
and categorically or medieally needy
(subject to any nominal Medicaid
coPayment).

DATE REC'D

;;;I ;;;TffiI A

Effective
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Cltat lon Condit lon or Reguirement

1905  o f  t he
Act

Ie02(a )  (  10 )  (F )
of the Act

(c)  Premiums,  Deduct ib les,  co l l?ura?ce
and Other Cost Sharinq Otrl iqations

The Medlcaid agency PaYs al l
premiums,  deduct ib les,  co insurance and
other  cost  shar ing obl igat ions for  i t ,ems
and serv ices covered under  the State
plan (subject ,  to  any nominal  Medica id
copaynent |  for  e l lg ib le  ind iv iduals  in
employer-based cost -ef  fect ive group
heal th  p lans.

l{hen coverage for el igible family
members is  not  Posslb le  unless
tnel lg lb le  fami ly  members enro l l ,  the
Medlcald agency PaYs Premiums for
enrol lment of other family members when
cos t -e f fec t l ve .  f n  add i t i on '  t he
el tg ib le  ind lv idual  is  ent i t led to
serv lces covered by the State p lan whlch
are not  inc luded ln  the group heal th
p lan.  Guidel ines for  det 'ermin ing cost
ef fect lveness are descr ibed in  sectLon
4 .22 (h l  .

(d) /J The Medlcaid agency P?lts -premiums
for  ind iv iduals  descr ibed in  i tem
19  o f  A t tachmen t  2 .2 -A .

HCFA I7?
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1 s 0 2 ( a )  ( 5 2 )
and 1925 of
the Act

Stat€r

3 . 5

( a )

( b )

TN NO.
Supers
TN No.

3 l a

(BPD)

ARKTilS S

Ot{B No.:  0938-

Servlcer provided to fanlllea durlng th€ flrtt
6-nonth perlod of ertended Medlcald beneflts under
Sectlon 1925 of the Act are egual ln amount,
duratton, and acope to Bervlcet provlded to
categorlcally needy AFDC reclplenta aa degcrLbed ln
ATTlCHllEllT 3.1-A (or rnay be greater lf provlded
through a caretaker relatlve enployer's health
inrurance plan1.

Servlceg provlded to famllles durlng the s€cond
6-nonth perlod of extended Medlcald beneftt! under
sect lon 1925 of Ehe Act are--

N Equal Ln amount,  durat lon, and gcope to
services provided to categorlcally needy AFDC
reclplents as degcrtbed tn AITACHUENI 3.1-A (or
may be greater lf provlded through a caretaker
relat lve employer 's health Lnsurance plan).

D Equal ln amount,  durat lon, and scope to
servlces provlded to categorlcally needy AFDC
rectplents,  (or rnay be greater l f  provlded
through a caretaker relat l .ve employer 's health
insurance plan) minus any one or more of the
fol lowlng acute servlceg:

/-/

Nurslng fac l l t ty  gerv lces (other  than
serv lces ln  an lnst l tu t lon for  nenta l
d lseaseg) for  lnd lv lduals 21 year !  of  age or
o lder .

MedlcaL or renedlal care provlded by
l lcensed pract l t loners.

Home heal th serv ices.

Ef fect lve Date

HCFA ID: 79828

L/

D

STATE

DATE REC'D
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cltrtLon
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(BPD)

ARKilSls

OtlB lfo.: 09t8-

Prlvate duty nurelng eervlcee.

Phyatcal therapy and related renrlcer.

Other dlagnoatlc, Bcreenlng, prcvcnttve, and
rehabllltatlon rervlcec .

Inpatl€nt hoepltal setvlces and nurtlng
faclllty sarvlcer for lndlvlduah 65 yeara
of age or over ln an lnstltutlon for mental
d lgeaeeg.

fntermedlate care facl l l ty servlcea for the
mentally retarded.

Inpat lent psychlatr lc servlcee for
lndlvlduals under age 21.

Hosplce servlces.

Resplratory care servlces.

Any other rnedlcal care and any other type of
remedlal care recognlzed under State law and
speclfled by the Secretary.

3 . 5 Frilllcr ReccLvino Ertended u€dleald Bcn flt!
(Contlnucd)

l-l

D
LA

n

L/

l-/

D
D
LA

Effecttve o".. @
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Cltatlon

Statcr

3 . 5

No.
Supers
TN No.
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OUB No. :  0938-

fi

Tqnlllee Rccctvtna Ertcndod Medlcald Bcnef.ttr
(Contlnuedl

te t f i The agency pays tha frnlly,; prcnlu[!, cnrolhent
fe€a, d€ducttblel, colnlurlnce, and ttntltr cott!
for health plant offered by the caretatarrr
enployer ar palm€ntr for nedlcal alrtltance--

D lst 5 nonthr D 2nd 6 nonthr

The agency regulrer crratak€rs to enroll ln
cnploycn' health planr ar r condltlon ot
e l lg lb t l l t y .

D lat  5 mog. /- f  2nd 6 nog.

GltJ ( I l  Th€ Medlcald agency provldea aaatatanc€ co
fanlllee durlng th€ s€cond 6-nonth perlod of
extended Medlcald benefltr through the
followlng alternatlve methods:

/--i Enrollment ln th€ fantty optlon of an
employer 's health plan.

D Enrol lment ln the famlly optton of a State
employee health plan.

D Enrollment ln the StatE health plan for the
unlnsured.

tri Enrollment Ln an ellglble health nalntenance
organlzatlon (lIl{O} r{lth a prepald enrollment
of legs than 50 percent Medtcald reclplentr
(except reclpiente of extended lladlcatd).

I Date Effect lve Date

STATE
DATE REC.D
UATE APPV'D
DAIF EFF
fJcFA l ie

HCFA ID: 79828
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Cltrtlon

State:

3 . 5

/-1

Fanlller Rec€lvlna Extended l,iedlcald Benefltt
(Contlnuedl

Suoolenent 2 to ATIACH!iE!tT 3.1-A ageclller and
descrtber the alternatlve health care plan(rf
offered, lncludl.ng requlrenentr for aeaurlnE that
reclplenta have acc€aa to eervi.cee of adequtte
qual l ty.

(2) Th€ agency--

(1) Paya all premlurna and enrollment feet lnpoaed
on the fanl ly for auch plan(g).

(11) Paya al l  deduct lbl .es and coinsurance lnpoaed on
the  fa rn l l y  fo r  such p lan(s ) .

Effect lve Date r991
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DATE RFC'D

DATE APPV'D
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Region  VI
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tJ  Enro iLr : ronr .  : . :  : ; . !  . -  r  i ; : ,s lc
lreai, th mai:.. i  -a l  : . ict
organj . :a t , j -cn ( t {HO) thar  has dr)
en ro lLmon t  o f  l ess  than  SO
percen r  c f  i ! , : d i c : . i d  : : _ -_ - i p ienEs
who  a re  no !  r . 3 . : ? : cn : :  o f
ex tenc ied  Med ica rd .

Suppiement  3 t .o  f i i i j jL l lyE^tT j . ,  -A
spec i f i es  anc i  i esc r i r es  cne
a l t e rnau i ve  hea i t h  ca re  p i an rs l
o i f  e rec .  : nc j . uc i i ng  requ r=enencs  i o r
sssu r lng  cha t  : ec lp : .en ts  hsve
3 C C e s s : - O  S e I . v : C e s  C f  e . i e q u g ! . e
,1ual  i ry  .

( : ,  The  agency -  -

( i l  Psys  s l l  a : e l n ru rns  snd
enro l l ;nenc lees imposed s-ro chc
. i a rn i l y  f  o r  such  p l an (  s  l  .

( i i )  Pays  a I l  deducc ib l es  and
co insu rance  imposed  on  :he
iam i l y  f o r  such  p l an t s ) .

STATE

DAl E
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HCFA - Region Vf
DECEMBER 1990

ARKANSAS

3.8 Addi t ional  amounts for  Nurs lnq
Faci l i tv  Residents

When hospice care is furnlshed
to an ind iv idual  res ld ing in  a
nurs ing f  ac i l l tY,  the hosPj-ce
is paid an addit ional amount on
routine home care and continuous
home care daYs to take into
account the room and board
furn ished bY the fac i l i tY.  The
addi t ional  amount  Paid to  the
hospice on behal f  o f  an
individual residing in a nursi 'ng
fac i l i tY  equa ls  a t  l eas t  95
percent of the Per dlem rate
Lfrat would have been Paid to the
nurs ing fac i l i tY for  that
ind iv idual  in  that  fac i l l tY
under  th ls  State Plan.

I Hcr,r r;s
l _ * - .

Effect ive Date
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Outpat,lent horpltal serrylces. -
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'l Other laboratory and

b . Rural hcalth cl lnlc servlces and other anbulat,ory servlcct eurnichea
by a rurar hearth cl inic and covered under the plan.
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D Not provlded.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM      Page 1a 
STATE ARKANSAS 

 
AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED       Revised:     October 1, 2014 
 CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
 
1. Inpatient Hospital Services 
 

All inpatient admissions to an acute care/general hospital or rehabilitative hospital will be allowed up to four 
(4) days of service per admission when determined inpatient care is medically necessary.  On the fifth day of 
hospitalization, if the physician determines the patient should not be discharged on the fifth day of 
hospitalization, the hospital may contact the Quality Improvement Organization (QIO) and request an 
extension of inpatient days.  The Quality Improvement Organization will then determine medically necessary 
days.  Calls for extension of days may be made at any point from the fourth day of stay through discharge.  
However the provider must accept the financial liability should the stay not meet the necessary medical criteria 
for inpatient services.  Medically necessary inpatient days are available to individuals under age 1 without 
regard to the four day limit and extension procedures required under the plan.  Additionally, effective for dates 
of service on or after November 1, 2001, a benefit limit of 24 days per State Fiscal Year (July 1 through June 
30) is imposed for recipients age 21 and older.  No extensions will be authorized.  The benefit limit does not 
apply to recipients under age 21 in the Child Health Services (EPSDT) Program or beneficiaries, regardless of 
age, who meet the following criteria: 
 
I. Diagnosis (one of the following) 

 
a. the presence of two or more diagnoses on Axis I and/or II is indicative of a serious emotional 

disorder 
b. the presence of a diagnosis on Axis I or II and a diagnosis on Axis III 

 
II. Poor prognostic factors are as evidenced by 

 
a. early age at time of onset 
b. positive family history for major mental illness 
c. prior treatment has been ineffective; treatment failure, poor response to treatment 
d. co-occurring presentation (medical illness, developmental disability, substance abuse/disorder 

& mental illness) 
e. non-compliance with treatment 
f. compromised social support system 
g. other evidence-based poor prognostic factors (varies by condition or disorder) 

 
III. Patient was referred by another behavioral health professional for an expert opinion 
 
Effective for dates of service on or after October 1, 2014, days over 24 days per State Fiscal Year will be 
reimbursed for age 21 and older. 
 
Inpatient hospital services required for pancreas/kidney transplants, liver/bowel transplants and skin transplants 
for burns are covered for eligible Medicaid recipients in the Child Health Services (EPSDT) Program.  Refer to 
Attachment 3.1-E, Pages 2, 4 and 6 

 



TN: 21-0014  Effective: 07/01/21
Supersedes TN: NEW Approved: 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 1a(1) 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED July 1, 2021 

CATEGORICALLY NEEDY 

1. Inpatient Hospital Services (continued)

Acute Crisis Unit

Effective for dates of service on or after July 1, 2021, Hospital Acute Crisis Units are
covered for eligible Medicaid clients who are experiencing a psychiatry or substance
use disorder, or both, crisis that does not meet the need for inpatient hospitalization.
These units provide hospital diversion and step-down services in a safe environment
with psychiatry and substance use disorder services available on-site, as well as on-
call psychiatry available 24 hours per day.  They must ensure the following services
are available at a minimum:
A. ongoing assessment and observation;
B. crisis intervention;
C. psychiatric, substance, and co-occurring treatment; and
D. initiation of referral mechanisms for independent assessment and care

planning.

Services are available for up to 96 hours per encounter. Providers must initiate an 
extension of benefits request for medical necessity approval prior to providing 
services beyond 96 hours.  

This expenditure is being paid as inpatient hospital because the definition of 
outpatient limits services to less than a 24-hour period. (42 CFR 440.2) 

3/1/2022



STATE PLAI\I I.JNDER TITLE XIX OF THE SOCIAL SECIJRTTY ACT

IIIEDICAL ASSISTA}{CE PROGRA}I
' 

STATE ARI(ANSAS

ATTACTI}TENT 3.I-A
Page lar

AJVIO{'NT, DIJRATION AND SCOPE OF
SERVICES PROVIDED September l ,1999

CATEGORICALLY NEEDY

1 . Inpatient Hospital Services

A. Rehabilitative Hospital

l. Augmentative Communication Device (ACD) Evaluation - Effective for dates of

service on or after September l,lggg,Augmentative Communication Device (ACD)

evaluation is covered ior eligible Medicaid recipients of all ages. One ACD evaluation

may be performed every three years based on medical necessity. The benefit limit may

be extended for individuals under age2l'

srATE-M_

SUPERSEDES: N9NE.



STATE PLAi\t UI\TDER TITLE XD( OF TEE SOCIAL SECURITY ACT
MEDICAL ASSISTA}TCE PROGRAI},I
STATE ARKA}ISAS

ATTACHilTENT 3.1-A
Page lb

Atv[o[rNT, DURATION AI\[D SCOPE OF
SERVICES PROVIDED

CATEGORICALLY TYEEDY
Revised: August 1,2003

2.a. Outpatient Hospital S€mices

(1) For the purpose of determining amormf duration and scope, outpatient hospital services are dividedinto fonr types of services:

o Emergency services
o Outpatiant srngical procedures
r Non-ernergency services
r Therapy/heatment services

Emergencv Services

The determinatiort of an ernergency medical condition will be in compliance with Section l g67 of theSocral Security Act.

A retrospective 
le1ew will be performed by the Professional Review Organization (pRO) on asampling of paid claims.

Non-emergency services may be necessary in the outpatient hospital setting when qualified physicians
are not available in their offices or walk-in clinics to carry out ihe ,r.".rriry ffsatmenr-

SrA;--- A.karr-s-As

SUpERSEDES; Tti- 9l -o t hcFA 179



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM      Page 1c 
STATE 

 
ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED       Revised: July 1, 2009  
 CATEGORICALLY NEEDY 
___________________________________________________________________________________________ 
 
2.a. 
 

Outpatient Hospital Services (Continued) 

  
 

Outpatient Surgical Procedures 

Coverage of outpatient surgical procedures are limited to procedures which the Arkansas Medicaid Program 
has determined to be safe and effective when performed on an outpatient basis. 

 
Since outpatient surgical procedures are limited to approved medically necessary services, no additional 
benefit limitations are imposed. 

 

 
Treatment/Therapy Services 

The covered outpatient hospital treatment/therapy services include, but are not limited to the following: 
 

• Dialysis 
• Radiation therapy 
• Chemotherapy administration 
• Physical therapy 
• Occupational therapy 
• Speech therapy 
• Respiratory therapy 
• Factor 8 injections 
• Burn therapy 

 
Treatment/therapy services are included in the outpatient hospital services limit of twelve (12) visits per State 
Fiscal Year. 

 
     
 



Approved: 12/07/2023 Effective Date: 10/01/2023 TN: AR-23-0017 
Supersedes: TN: 20-0013 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 1d     
STATE ARKANSAS 

AMOUNT, DURATION, AND SCOPE OF 
SERVICES PROVIDED Revised:  October 1, 2023 

CATEGORICALLY NEEDY 
________________________________________________________________________________________________ 

2.a. Outpatient Hospital Services (Continued) 

Non-Emergency Services 

Outpatient hospital services other than those which qualify as emergency, outpatient surgical procedures and 

treatment, and therapy services are covered as non-emergency services. 

Benefit Limit 

Outpatient hospital services are limited to a total of twelve (12) visits a year.  This yearly limit is based on the 

State Fiscal Year - July 1 through June 30.  Outpatient hospital services include the following: 

• non-emergency outpatient hospital and related physician and nurse practitioner services; and

• outpatient hospital therapy and treatment services and related physician and nurse
practitioner services.

For services beyond the 12-visit limit, an extension of benefits will be provided if medically necessary.  The 

following diagnoses are considered categorically medically necessary and do not require prior authorization 

for medical necessity:  Malignant neoplasm; HIV infection; renal failure; opioid use disorder when the visit is 

part of a Medication Assisted Treatment Plan; and pregnancy.  All other diagnoses are subject to prior 

authorization before benefits can be extended. 

Outpatient hospital services are not benefit limited for recipients in the Child Health Services (EPSDT) 

Program.  



STATE PLAN IJNDERTITLE XIX OFTHE SOCIAL SECUzuTYACT
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STATE AR}IANSAS

A}IOLNT, DURATION A}iD SCOPE OF
SERIiICES PRO\IDED

CATEGORICALLY NEEDY

ATTACH;}IEI{T 3.1-A
Page ldd

September I, 1999

2 .a . Outpatient Hospital Services (Continued)

Eft'ective for dates of service on or after September L,1999, Augmentative Communication Device

(ACD) evaluation is covered for eligible illedicaid recipients of all ages. One ACD evaluation may be

performed el.ery three years based on medical necessity. The benefit limit mav be extended for

individuals under age 21.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-A 
  MEDICAL ASSISTANCE PROGRAM         Page 1e 

STATE ARKANSAS 
 
AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED             July 1, 2022 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________  
2.b. Rural Health Clinic Services 
 

Rural health clinic services are limited to sixteen (16) encounters a year for clients twenty-one 
(21) years of age and older. This yearly limit is based on the State Fiscal Year (July I through June 
30). The benefit limit will be considered in conjunction with the benefit limit established for 
physicians' services, medical services furnished by a dentist, office medical services furnished by an 
optometrist, certified nurse midwife services, federally qualified health center encounters, and 
advanced practice registered nurse services, or a combination of the seven.  
 
Extensions of the benefit limit will be available if medically necessary. Certain services, 
specified in the appropriate provider manual, are not counted toward the limit. Clients under 
age twenty-one (2l) in the Child Health Services (EPSDT) Program are not benefit limited.  
 
Rural health clinic core services are defined as follows: 
 

1. Physicians’ services, advanced practice registered nurse’s services, and physician 
assistant services when properly supervised;  

 
2. Services and supplies furnished as an incident to professional services; 

 
Services and supplies "incident to" the professional services of physicians, physician 
assistants or advanced practice registered nurses are those which are commonly 
furnished in connection with these professional services, are generally furnished in the 
rural health center office, and are ordinarily rendered without charge or included in the 
clinic's bills; e.g., laboratory services, ordinary medications and other services and supplies 
used in patient primary care services. 
 

3. Clinical psychologist services; 
 

4. Clinical social worker services; 
.   



Approved: 12/07/2023 Effective: 10/01/2023 TN: AR-23-0017 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 1ee 

STATE ARKANSAS 

AMOUNT, DURATION, AND SCOPE OF 
SERVICES PROVIDED  Revised: October 1, 2023 

CATEOGORICALLY NEEDY 
____________________________________________________________________________________________________ 
2.b. Rural Health Clinic Services

5. Services of nurse midwives

6. Visiting nurse services on a part-time or intermittent basis to home-bound patients (limited to areas
in which there is a shortage of home health agencies).

Rural health clinic ambulatory services are defined as any other ambulatory service included in the Medicaid 
State Plan if the Rural health clinic offers such a service (e.g. dental, visual, etc.).  The “other ambulatory 
services” that are provided by the Rural health clinic will count against the limit established in the plan for 
that service.  

Medication Assisted Treatment visits do not count against the Rural Health Clinic encounter benefit limit 
when the visit is part of a Medication Assisted Treatment plan.   

2.c. Federally qualified health center (FQHC) services and other ambulatory services that are covered under
the plan and furnished by a FQHC in accordance with Section 4231 of the State Medicaid Manual (NCFA –
Pub. 45-4).  Federally qualified health center services are limited to sixteen (16) encounters per client, per
State Fiscal Year (July 1 through June 30) for clients twenty-one (21) years or older. The applicable benefit
limit will be considered in conjunction with the benefit limit established for physicians' services, medical
services furnished by a dentist, office medical services furnished by an optometrist, certified nurse midwife
services, rural health clinic encounters, and advanced practice registered nurse services, or a combination of
the seven.

For federally qualified health center core services beyond the benefit limit, extensions will be available if 
medically necessary. Beneficiaries under age twenty-one (21) in the Child Health Services (EPSDT) 
Program are not benefit limited. 

FQHC hospital visits are limited to one (1) day of care for inpatient hospital covered days regardless of the 
number of hospital visits rendered.  The hospital visits do not count against the FQHC encounter benefit 
limit.  

Medication Assisted Treatment visits do not count against the FQHC encounter benefit limit when the visit is part 
of a Medication Assisted Treatment plan. 
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2.c. Federally Qualified Health Center (FQHC) services and other ambulatory services that are covered under the 
plan and furnished by a FQHC in accordance with Section 4231 of the State Medicaid Manual (HCFA - Pub. 
45-4).  (Continued) 

Covered FQHC core services are defined as follows: 

 physician services;

 services and supplies incident to physician's services (including drugs and biologicals that cannot be
self-administered);

 Immunizations provided based on recommendations of the Advisory Committee on Immunization
Practices (ACIP) and their administration;

 physician assistant services;

 nurse practitioner services;

 clinical psychologist services;

 clinical social worker services;

 licensed certified social worker services;

 licensed professional counselor services;

 licensed mental health counselor services;

 licensed marriage and family therapist services;

 services and supplies incident to clinical psychologist, clinical social worker, licensed certified
social worker, licensed professional counselor, licensed mental health counselor, and licensed
marriage and family therapist services as would otherwise be covered if furnished by or incident
to physician services; and

 part-time or intermittent nursing care and related medical supplies (home health) which meets the
definition found at 42 CFR 440.70.

FQHC ambulatory services are defined as any other ambulatory service included in the Medicaid State Plan if the 
FQHC offers such a service, (e.g. dental, etc.).  The "other ambulatory services" that are provided by the FQHC will 
count against the limit established in the plan for that service.  
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3. Other Laboratory and X-Ray Services

Other professional and technical laboratory and radiological services are covered when ordered and provided under the direction of a 
physician or other licensed practitioner of the healing arts within the scope of his or her practice, as defined under 42 CFR 440.30 in an office 
or similar facility other than a hospital outpatient department or clinic.   

Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per State Fiscal Year (SFY, July 1 – June 30), and 
radiology/other services benefits are separately limited to five hundred dollars ($500) per SFY.  Radiology/other services include, but are not 
limited to, diagnostic X-rays, ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG). 

Extensions of the benefit limit for recipients twenty-one (21) years of age or older will be provided through prior authorization, if medically 
necessary. The five hundred dollars ($500) per SFY diagnostic laboratory services benefit limit, and the five hundred dollars ($500) per SFY 
radiology/other services benefit limit, do not apply to services provided to recipients under twenty-one (21) years of age enrolled in the Child 
Health Services/Early and Periodic Screening, Diagnostic and Treatment (EPSDT) Program.     

(1) The following diagnoses are specifically exempt from the five hundred dollars ($500) per SFY diagnostic laboratory
services benefit limit, and the five hundred dollars ($500) per SFY radiology/other services health benefit limits: (a)
Malignant neoplasm; (b) HIV infection; and (c) renal failure.  The cost of related diagnostic laboratory services, and
radiology/other services will not be included in the calculation of the recipient’s five hundred dollars ($500) per SFY
diagnostic laboratory services benefit limits or the five hundred dollars ($500) per SFY radiology/other services health
benefit limits.

(2) Drug screening will be specifically exempt from the five hundred dollars ($500) per SFY diagnostic laboratory services
health benefit limit when the diagnosis is for Opioid Use Disorder (OUD), and the screening is part of a Medication
Assisted Treatment (MAT) plan.  The cost of these screenings will not be included in the calculation of the recipient’s five
hundred dollars ($500) diagnostic laboratory services health benefit limit.

(3) Magnetic Resonance Imaging (MRI) and Cardiac Catheterization procedures are specifically exempt from the five hundred
dollars ($500) per SFY outpatient diagnostic laboratory services benefit limit or the five hundred dollars ($500) per SFY
radiology/other services health benefit limits. The cost of these procedures will not be included in the calculation of the
recipient’s five hundred dollars ($500) per SFY diagnostic laboratory services benefit limit, or the recipient’s five hundred
dollars ($500) per SFY radiology/other services health benefit limits.

(4) Portable X-Ray Services are subject to the five hundred dollars ($500) per SFY radiology/other services benefit limit.
Extensions of the benefit limit for recipients twenty-one (21) years of age or older will be provided through prior
authorization, if medically necessary. Services may be provided to an eligible recipient in  their place of residence upon the 
written order of the recipient's physician. Portable X-ray services are limited to the following:

a. Skeletal films that involve arms and legs, pelvis, vertebral column, and skull;
b. Chest films that do not involve the use of contrast media; and
c. Abdominal films that do not involve the use of contrast media.

(5) Two (2) chiropractic X-rays are covered per SFY. Chiropractic X-Ray Services are subject to the five hundred dollars
($500) benefit limit per SFY for radiology/other services. Extensions of the radiology/other services benefit limit for
recipients twenty-one (21) years of age or older will be provided through prior authorization, if medically necessary.
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4.b Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment 
of Conditions Found. 

(1) No limitations on services within the scope of the program (except for consultations, home
health services and personal care services) if services are EPSDT related. Extension of the
benefit limit for consultations (2 per State Fiscal Year), home health services (50 visits per
State Fiscal Year), personal care services (64 hours per calendar month), personal care
transportation (50 units per date of service per recipient), physical therapy evaluations (2
per State Fiscal Year), occupational therapy evaluations (2 per State Fiscal Year), speech-
language therapy evaluations (4 units per State Fiscal Year), and chiropractor X-ray
services (2 per State Fiscal Year) will be provided if medically necessary for recipients in
the Child Health Services (EPSDT) Program.

Medical Screens are provided based on the recommendations of the American Academy
of Pediatrics.  Immunizations are provided based on recommendations of the Advisory
Committee on Immunization Practices (ACIP).

The State will provide other health care described in Section 1905(a) of the Social Security
Act that is found to be medically necessary to correct or ameliorate defects and physical
and mental illnesses and conditions discovered by the screening services, even when such
health care is not otherwise covered under the State Plan.

Approval: 12-08-2023TN: AR-23-0019 
Supersedes TN: 20-0021 

Effective Date: 10-01-2023 
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4.b Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of 
Conditions Found.  (Continued) 

(2) Apnea (Cardiorespiratory) Monitors

Apnea (cardiorespiratory) monitors are provided for eligible recipients in the EPSDT Program.  Use of 
the apnea monitors must be medically necessary and prescribed by a physician.  Prior authorization is 
not required for the initial one month period.  If the apnea monitor is needed longer than the initial
month, prior authorization is required.

(3) Early Intervention Day Treatment (EIDT) Services

EIDT services provide diagnosis and evaluation for the purpose of early intervention and prevention
for eligible recipients in the EPSDT Program.  Services are provided, if identified by an Independent
Assessment in accordance with the Independent Assessment Manual, in multi-disciplinary clinic based
setting as defined in 42 CFR § 440.90.

TN: 18-04 
Supersedes: 17-11

Approval Date: 07/10/2018 Effective Date: 07/01/2018
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6. Cochlear lmolants

Coverage of Cochlear implantation is limited to recipients in the EPSDT Program. This

procedure requires a prior authorization.
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4.b. Early and Periodic.Screening and Diagnosis of IndMduals Under 21 Years of Age, and
Treatm€nt of Conditions Found. (Continued)

i8) Hearino Aid Dealers

Supplies prescribed instrument after merJical clearance and upon recommengation of

an audiologast to eligible recrpients in the Child Health Servrces TEPSDT) Program.

Maintenance ol instrument provided with prior approval from the Utilization Review

Section.

Audiolooist Services

Provision of audiometric testing and hearing aid evaluation to etigible recipients in the

Chifd Heatth Services (EPSDT) program.

(s)
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4.b. Early and Perlodlc Screenlng and Dlagnosis ol IndMduals Under 21 Years of Age, and
Treatmsnt of CondiUons Found. (ConUnued)

(1 1) Eye Prostheses

Eye prostheses are provided for eligible Medicaid recipients in the Child Health Services

(EPSD| Program with prior authorization from lhe MedicalAssistance Section.
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4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of
Conditions Found.  (Continued) 

(13) Psychology Services(42 CFR 440.130(d))

(1) Services are limited to eligible Medicaid recipients in the Child Health Services (EPSDT)

Program.

(2) Outpatient Behavioral Health Services (OBHS)

As part of the Behavioral Health transformation within the state of Arkansas, DMS is
creating a more integrated and client-focused behavioral health care system.  These changes
were developed in coordination with the Division of Behavioral Health Services (DBHS),
providers, representatives of the Arkansas System of Care, beneficiaries and other key
stakeholders.

A. Scope

Care, treatment and services provided by a certified Behavioral Health Services
provider to Medicaid-eligible beneficiaries.  These services are available to all
eligible Medicaid beneficiaries.  Services which require an Independent Assessment
are indicated by the statement, “Eligibility for this service is determined by an
Independent Assessment and must be prior authorized.”

DMS has set forth in policy the settings in which each individual service may be
provided.  Each service shown below includes the place of service allowable for that
procedure.

B. Services

i.: Individual Behavioral Health Counseling*

DEFINITION: Individual Behavioral Health Counseling, including tobacco
cessation counseling, is a face-to-face treatment provided to an individual in an
outpatient setting for the purpose of treatment and remediation of a condition as
described in the current allowable DSM. Services must be congruent with the age
and abilities of the beneficiary, client-centered and strength-based; with emphasis
on needs as identified by the beneficiary and provided with cultural competence.
The treatment service must reduce or alleviate identified symptoms related to either
(a) Mental Health or (b) Substance Abuse, and maintain or improve level of
functioning, and/or prevent deterioration.

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.

TN: 16-0008 
Supersedes TN: 

Approved Date: 03/19/2018 Effective Date: 07/01/2017
01-35
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4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of
Conditions Found.  (Continued) 

(13) Psychology Services (42 CFR 440.130(d)) (continued)

(2) Outpatient Behavioral Health Services (OBHS)(continued)

i.: Individual Behavioral Health Counseling(continued)* 

Allowable Performing Provider - Independently Licensed Clinician – 
Master’s/Doctoral; Non-Independently Licensed Clinicians – Master’s/Doctoral; 
Advanced Practice Nurse; Physician; For Beneficiaries Under the Age of 4 the 
provider must have Arkansas State Infant Mental Health Certification.    

ii. Group Behavioral Health Counseling*

DEFINITION: Group Behavioral Health Counseling, including tobacco cessation, is 
a face-to-face treatment provided to a group of beneficiaries. Services leverage the 
emotional interactions of the group's members to assist in each beneficiary’s 
treatment process, support his/her rehabilitation effort, and to minimize relapse. 
Services must be congruent with the age and abilities of the beneficiary, client-
centered and strength-based; with emphasis on needs as identified by the 
beneficiary and provided with cultural competence. Services pertain to a 
beneficiary’s (a) Mental Health and/or (b) Substance Abuse condition.  

Allowable Performing Provider - Independently Licensed Clinician – 
Master’s/Doctoral; Non-Independently Licensed Clinicians – Master’s/Doctoral; 
Advanced Practice Nurse; and Physician 

iii. Marital/Family Behavioral Health Counseling with Beneficiary Present*

DEFINITION: Marital/Family Behavioral Health Counseling with Beneficiary 
Present, including tobacco cessation,  is a face-to-face treatment provided to one or 
more family members in the presence of a beneficiary for the benefit of the 
beneficiary. Services must be congruent with the age and abilities of the beneficiary, 
client-centered and strength-based; with emphasis on needs as identified by the 
beneficiary and provided with cultural competence. Services are designed to 
enhance insight into family interactions, facilitate inter-family emotional or 
practical support and to develop alternative strategies to address familial issues, 
problems and needs. Services pertain to a beneficiary’s (a) Mental Health and/or (b) 
Substance Abuse condition.  

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.

TN: 16-0008 
Supersedes TN: 

Approved Date: 03/19/2018 Effective Date: 07/01/2017
None -- New Page
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4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of
Conditions Found.  (Continued) 

(13) Psychology Services (42 CFR 440.130(d)) (continued)

(2) Outpatient Behavioral Health Services (OBHS)(continued)

iii. Marital/Family Behavioral Health Counseling with Beneficiary Present
(continued)*

-Dyadic treatment is available for parent/caregiver & child for dyadic treatment of
children.

Allowable Performing Provider - Independently Licensed Clinician – 
Master’s/Doctoral; Non-Independently Licensed Clinicians – Master’s/Doctoral; 
Advanced Practice Nurse; Physician; and For Beneficiaries Under the Age of 4 the 
provider must have Arkansas State Infant Mental Health Certification.   

iv. Marital/Family Behavioral Health Counseling without Beneficiary Present*

DEFINITION: Marital/Family Behavioral Health Counseling without Beneficiary 
Present, including tobacco cessation, is a face-to-face treatment provided to one or 
more family members outside the presence of a beneficiary for the benefit of the 
beneficiary. Services must be congruent with the age and abilities of the beneficiary 
or family member(s), client-centered and strength-based; with emphasis on needs as 
identified by the beneficiary and family and provided with cultural competence. 
Services are designed to enhance insight into family interactions, facilitate inter-
family emotional or practical support and to develop alternative strategies to 
address familial issues, problems and needs. Services pertain to a beneficiary’s (a) 
Mental Health and/or (b) Substance Abuse condition.  

Allowable Performing Provider - Independently Licensed Clinician – 
Master’s/Doctoral; Non-Independently Licensed Clinicians – Master’s/Doctoral; 
Advanced Practice Nurse; and Physician 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of

Conditions Found.  (Continued) 

(13) Psychology Services (42 CFR 440.130(d)) (continued)

(2) Outpatient Behavioral Health Services (OBHS)(continued)

v. Group Psychoeducation*

DEFINITION: Psychoeducation provides beneficiaries and their families with 
pertinent information regarding mental illness, substance abuse, and tobacco 
cessation, and teaches problem-solving, communication, and coping skills to support 
recovery for the benefit of the beneficiary. Psychoeducation can be implemented in 
two formats: multifamily group and/or single family group. Due to the group 
format, beneficiaries and their families are also able to benefit from support of peers 
and mutual aid. Services must be congruent with the age and abilities of the 
beneficiary, client-centered, and strength-based; with emphasis on needs as 
identified by the beneficiary and provided with cultural competence. 

-Dyadic treatment is available for parent/caregiver & child for dyadic treatment of
children.  Dyadic treatment must be prior authorized.

Allowable Performing Provider - Independently Licensed Clinician – 
Master’s/Doctoral; Non-Independently Licensed Clinicians – Master’s/Doctoral; 
Advanced Practice Nurse; Physician; and For Beneficiaries Under the Age of 4 the 
Provider must have Arkansas State Infant Mental Health Certification. 

vi. Multi-Family Behavioral Health Counseling*

DEFINITION: Multi-Family Behavioral Health Counseling, including tobacco 
cessation, is a group therapeutic intervention using face-to-face verbal interaction 
between two (2) to a maximum of nine (9) beneficiaries and their family members or 
significant others for the benefit of the beneficiary. Services are a more cost-
effective alternative to Family Behavioral Health Counseling, designed to enhance 
members’ insight into family interactions, facilitate inter-family emotional or 
practical support and to develop alternative strategies to address familial issues, 
problems and needs. Services may pertain to a beneficiary’s (a) Mental Health or 
(b) Substance Abuse condition. Services must be congruent with the age and abilities
of the beneficiary, client-centered and strength-based; with emphasis on needs as
identified by the beneficiary and family and provided with cultural competence.

Allowable Performing Provider - Independently Licensed Clinician – 
Master’s/Doctoral; Non-Independently Licensed Clinicians – Master’s/Doctoral; 
Advanced Practice Nurse; and Physician 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of
Conditions Found.  (Continued) 

(13) Psychology Services (42 CFR 440.130(d)) (continued)

(2) Outpatient Behavioral Health Services (OBHS)(continued)

vii. Mental Health Diagnosis*

DEFINITION: Mental Health Diagnosis is a clinical service for the purpose of 
determining the existence, type, nature, and appropriate treatment of a mental 
illness or related disorder as described in the DSM-IV or subsequent revisions. This 
service may include time spent for obtaining necessary information for diagnostic 
purposes. The psychodiagnostic process may include, but is not limited to: a 
psychosocial and medical history, diagnostic findings, and recommendations. This 
service must include a face-to-face component and will serve as the basis for 
documentation of modality and issues to be addressed (plan of care). Services must 
be congruent with the age and abilities of the beneficiary, client-centered and 
strength-based; with emphasis on needs as identified by the beneficiary and 
provided with cultural competence. 

-Dyadic treatment is available for parent/caregiver & child for dyadic treatment of
children.

Allowable Performing Provider - Independently Licensed Clinician – 
Master’s/Doctoral; Non-Independently Licensed Clinicians – Master’s/Doctoral; 
Advanced Practice Nurse; Physician; and For Beneficiaries Under the Age of 4 the 
provider must have Arkansas State Infant Mental Health Certification.   

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.

TN: 16-0008 
Supersedes TN: 

Approved Date: 03/19/2018 Effective Date: 07/01/2017
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4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of

Conditions Found.  (Continued) 

(13) Psychology Services (42 CFR 440.130(d)) (continued)

(2) Outpatient Behavioral Health Services (OBHS)(continued)

viii. Interpretation of Diagnosis*

DEFINITION: Interpretation of Diagnosis is a direct service provided for the 
purpose of interpreting and communicating the results of psychiatric or other 
medical exams, procedures, or accumulated data. Services also include diagnostic 
activities, as needed, and/or advising the beneficiary and his/ her family of the 
ramifications of the diagnosis. Consent forms may be required for family or 
significant other involvement. Services must be congruent with the age and abilities 
of the beneficiary, client-centered and strength-based; with emphasis on needs as 
identified by the beneficiary and provided with cultural competence. 

For beneficiaries under the age of 18, the time may be spent face-to-face with the 
beneficiary; the beneficiary and the parent(s) or guardian(s); or alone with the 
parent(s) or guardian(s). For beneficiaries over the age of 18, the time may be spent 
face-to-face with the beneficiary and the spouse, legal guardian or significant other. 

-Dyadic treatment is available for parent/caregiver & child for dyadic treatment of
children.

Allowable Performing Provider - Independently Licensed Clinician – 
Master’s/Doctoral; Non-Independently Licensed Clinicians – Master’s/Doctoral; 
Advanced Practice Nurse; Physician; and For Beneficiaries Under the Age of 4 the 
provider must have Arkansas State Infant Mental Health Certification. 

ix. Substance Abuse Assessment*

Substance Abuse Assessment is a service that identifies and evaluates the nature and 
extent of a beneficiary’s substance abuse condition using the Addiction Severity 
Index (ASI) or an assessment instrument approved by DBHS and DMS. The 
assessment must screen for and identify any existing co-morbid conditions. The 
assessment should assign a diagnostic impression to the beneficiary, resulting in a 
treatment recommendation and referral appropriate to effectively treat the 
condition(s) identified.  

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 1nnnnnnn 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 

4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of
Conditions Found.  (Continued) 

(13) Psychology Services (42 CFR 440.130(d)) (continued)

(2) Outpatient Behavioral Health Services (OBHS)(continued)

ix. Substance Abuse Assessment (continued)*

Allowable Performing Provider - Independently Licensed Clinician – 
Master’s/Doctoral; Non-Independently Licensed Clinicians – Master’s/Doctoral; 
Advanced Practice Nurse; and Physician; 

x. Psychological Evaluation*

DEFINITION:  Psychological Evaluation for personality assessment includes 
psychodiagnostic assessment of a beneficiary’s emotional, personality, and 
psychopathology. This service may reflect the mental abilities, aptitudes, interests, 
attitudes, motivation, emotional and personality characteristics of the beneficiary.  

Allowable Performing Provider - Licensed Psychologist, Licensed Psychological 
Examiner and a Licensed Psychological Examiner - Independent 

xi: Pharmacologic Management* 

DEFINITION:  Pharmacologic Management is a service tailored to reduce, stabilize 
or eliminate psychiatric symptoms. This service includes evaluation of the 
medication prescription, administration, monitoring, and supervision and informing 
beneficiaries regarding medication(s) and its potential effects and side effects in 
order to make informed decisions regarding the prescribed medications. Services 
must be congruent with the age, strengths, and accommodations necessary for 
disability and cultural framework.  

Allowable Performing Provider - Advanced Practice Nurse or a Physician 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 1nnnnnnnn 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 

4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of
Conditions Found.  (Continued) 

(13) Psychology Services (42 CFR 440.130(d)) (continued)

(2) Outpatient Behavioral Health Services (OBHS)(continued)

xii: Psychiatric Assessment* 

DEFINITION:  Psychiatric Assessment is a face-to-face psychodiagnostic 
assessment conducted by a licensed physician or Advanced Practice Nurse (APN), 
preferably one with specialized training and experience in psychiatry (child and 
adolescent psychiatry for beneficiaries under age 18). This service is provided to 
determine the existence, type, nature, and most appropriate treatment of a 
behavioral health disorder.  

Allowable Performing Provider - Advanced Practice Nurse or a Physician 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 1o 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED       Revised:  January 1, 2021 

CATEGORICALLY NEEDY 
_____________________________________________________________________________________________

4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment
of Conditions Found.  (Continued) 

(14) RESERVED

(15) Physical Therapy and Related Services

a. Physical Therapy

(1) Services are limited to eligible Medicaid recipients in the Child Health
Services (EPSDT) Program.

(2) Effective for dates on or after January 1, 2021, evaluations are limited to
two (2) units per State Fiscal Year (July 1 through June 30). Extensions of
the benefit limit will be provided if medically necessary.

(3) Services must be prescribed by a physician and provided by or under the
supervision of a qualified physical therapist.

A qualified physical therapist assistant may provide services under the
supervision of a licensed physical therapist.

All therapies’ service definitions and providers must meet the
requirements of 42 C.F.R. § 440.110.

(4) Effective for dates of service on or after July 1, 2017, individual and group
therapy are limited to six (6) units per week.  Extensions of the benefit
limit will be provided if medically necessary.
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Supersedes TN:16-0009 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
 MEDICAL ASSISTANCE PROGRAM Page 1p 

STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED     Revised:  January 1, 2021 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________

4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of Conditions Found. 
(Continued) 

(15) Physical Therapy and Related Services (Continued)

b. Occupational Therapy

(1) Services are limited to eligible Medicaid recipients in the Child Health Services (EPSDT)
Program.

(2) Services must be prescribed by a physician and provided by or under the supervision of a
qualified occupational therapist.

A qualified occupational therapist assistant may provide services under the supervision of a
licensed occupational therapist.

All therapies’ service definitions and providers must meet the requirements of 42 C.F.R. §
440.110.

(3) Effective for dates on or after January 1, 2021, evaluations are limited to two (2) units per
State Fiscal Year (July 1 through June 30).  Extensions of the benefit limit will be provided if
medically necessary.

(4) Effective for dates of service on or after July 1, 2017, individual and group occupational therapy 
are limited to six (6) units per week.  Extensions of the benefit limit will be provided if
medically necessary.

c. Services for individuals with speech, hearing and language disorders (provided by or under the
supervision of a speech pathologist or audiologist)

(1) Speech-language pathology services are limited to Medicaid recipients in the Child Health
Services (EPSDT) Program.

(2) Speech-language pathology services must be referred by a physician and provided by or under
the supervision of a qualified speech-language pathologist.

A qualified speech-language therapist assistant may provide services under the supervision of
a licensed speech-language therapist.

All therapies’ service definitions and providers must meet the requirements of 42 C.F.R. §
440.110.

(3) Evaluations are limited to four (4) units per State Fiscal Year (July 1 through June 30).
Extensions of the benefit limit will be provided if medically necessary.

(4) Effective for dates of service on or after July 1, 2017, individual and group speech-language
pathology services are limited to six (6) units per week.  Extensions of the benefit limit will be
provided if medically necessary.
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STATE ARKANSAS 
 
AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED       Revised:   July 1, 2014 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 

 
4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of 

Conditions Found.  (Continued) 
 

(16) Dental Services 
 

(1) Services are limited to eligible Medicaid recipients in the Child Health Services (EPSDT) 
Program. 

 
(2) Procedures which may be provided to recipients in the Child Health Services (EPSDT) 

Program without prior authorization are: 
 

a. Initial radiographs taken in conjunction with preparation of a treatment plan. 
 

b. Periodic oral exam, prophylaxis, topical fluoride and/or fluoride varnish for 
children in the Child Health Services (EPSDT) Program. 

 
c. Emergency treatment.  One visit without prior authorization is payable for any 

emergency.  Procedures payable without prior authorization when provided as 
emergency care include: 

 
1. All necessary radiographs. 
2. Extraction of up to three teeth for relief of pain or acute infections. 
3. Control of bleeding. 
4. Treatment for relief of pain resulting from injuries to the oral cavity or 

related services. 
5. Emergency services provided to patients in hospitals or long term care 

facilities. 
 

All other procedures require prior authorization from the Medical Assistance Section.  A full mouth 
radiograph is limited to once every five years.  Periodic oral exam, prophylaxis, fluoride treatment, 
fluoride varnish and bite-wing X-rays are limited to once per 6 (six) months plus 1 (one) day.  
Scaling is limited to one per state fiscal year (July 1 through June 30).  Periapical X-rays are limited to 
four (4) per recall visit.  Any limits will be exceeded based on medical necessity. 
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17. Rohabilitative ssrvices for Persons with Physical Disabilitier (BsPD)

Besidsntial Rshabilitation Center Servicas

. Bostorative Therapies

. Eehavioral Rohabilitation

. Life Skills Training for Rehabilitation
o Individual and Group Counseling
a Assessment Services
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 1t 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  Revised: July 1, 2017 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
4b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of Conditions Found. 

(Continued) 

18. Rehabilitative Services (42 CFR 440.130(d)) (continued)

1. School-Based Mental Health Services (continued)

f. Covered Services (continued)

1. Individual Behavioral Health Counseling - A face-to-face treatment
provided to an individual in an outpatient setting for the purpose of
treatment and remediation of a condition, including tobacco cessation.
Services must be congruent with the age and abilities of the beneficiary,
client-centered and strength-based; with emphasis on needs as identified by
the beneficiary and provided with cultural competence. The treatment
service must reduce or alleviate identified symptoms related to either (a)
Mental Health or (b) Substance Abuse, and maintain or improve level of
functioning, and/or prevent deterioration.

2. Mental Health Diagnosis - A clinical service for the purpose of determining
the existence, type, nature, and appropriate treatment of a mental illness or
related disorder as described in the DSM-IV or subsequent revisions. This
service may include time spent for obtaining necessary information for
diagnostic purposes. The psychodiagnostic process may include, but is not
limited to: a psychosocial and medical history, diagnostic findings, and
recommendations. This service must include a face-to-face component and
will serve as the basis for documentation of modality and issues to be
addressed (plan of care). Services must be congruent with the age and
abilities of the beneficiary, client-centered and strength-based; with
emphasis on needs as identified by the beneficiary and provided with
cultural competence.

3. Psychological Evaluation - Psychological Evaluation for personality
assessment includes psychodiagnostic assessment of a beneficiary’s
emotional, personality, and psychopathology. This service may reflect the
mental abilities, aptitudes, interests, attitudes, motivation, emotional and
personality characteristics of the beneficiary.

TN: 16-0008 
Supersedes TN: 

Approved Date: 03/19/2018 Effective Date: 07/01/2017
00-13



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 1u 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  Revised: July 1, 2017 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
4b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of Conditions Found. 

(Continued) 

18. Rehabilitative Services (42 CFR 440.130(d)) (continued)

1. School-Based Mental Health Services (continued)

f. Covered Services (continued)

4. Interpretation of Diagnosis - A direct service provided for the purpose of
interpreting the results of psychiatric or other medical exams, procedures,
or accumulated data. Services may include diagnostic activities and/or
advising the beneficiary and his/ her family. Consent forms may be required
for family or significant other involvement. Services must be congruent
with the age and abilities of the beneficiary, client-centered and strength-
based; with emphasis on needs as identified by the beneficiary and provided
with cultural competence.  The time may be spent face-to-face with the
beneficiary; the beneficiary and the parent(s) or guardian(s); or alone with
the parent(s) or guardian(s). For beneficiaries over the age of 18, the time
may be spent face-to-face with the beneficiary and the spouse, legal
guardian or significant other.

5. Marital/Family Behavioral Health Counseling with Beneficiary Present - A
face-to-face treatment provided to one or more family members in the
presence of a beneficiary for the benefit of the beneficiary, including
tobacco cessation. Services must be congruent with the age and abilities of
the beneficiary, client-centered and strength-based; with emphasis on needs
as identified by the beneficiary and provided with cultural competence.
Services are designed to enhance insight into family interactions, facilitate
inter-family emotional or practical support and to develop alternative
strategies to address familial issues, problems and needs. Services pertain to
a beneficiary’s (a) Mental Health and/or (b) Substance Abuse condition.

6. Crisis Intervention – An unscheduled, immediate, short-term treatment
activity provided to a Medicaid-eligible beneficiary who is experiencing a
psychiatric or behavioral crisis.  Services are to be congruent with the age,
strengths, needed accommodation for any disability, and cultural
framework of the beneficiary and his/her family.  These services, which can
include interventions, stabilization activities, coping strategies and other
various activities to assist the beneficiary in crisis, are designed to stabilize
the person in crisis, prevent further deterioration and provide immediate
indicated treatment in the least restrictive setting.  The services provided
are expected to reduce or eliminate the risk of harm to the person or others
in order to stabilize the beneficiary.  (These activities include evaluating a
Medicaid-eligible beneficiary to determine if the need for crisis services is
present.)

TN: 16-0008 
Supersedes TN: 

Approved Date: 03/19/2018 Effective Date: 07/01/2017
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 1uu 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
4b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of Conditions Found. 

(Continued) 

18. Rehabilitative Services (continued)

1. School-Based Mental Health Services (42 CFR 440.130(d)) (continued)

f. Covered Services (continued)

7. Group Behavioral Health Counseling - Face-to-face treatment provided to a
group of beneficiaries, including tobacco cessation. Services leverage the
emotional interactions of the group's members to assist in each
beneficiary’s treatment process, support his/her rehabilitation effort, and to
minimize relapse. Services must be congruent with the age and abilities of
the beneficiary, client-centered and strength-based; with emphasis on needs
as identified by the beneficiary and provided with cultural competence.
Services pertain to a beneficiary’s (a) Mental Health and/or (b) Substance
Abuse condition.

TN: 16-0008 
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STATE PLAN I.JNDER TITLE X IX OF THE SOCIAL SECURITY ACT

I\IEDICAL ASSISTANCE P ROGRA]VT
STATE ARKANSAS

A]\IOTJNT, DURATION AND SCOPE OF
SERVICES PROYIDEI)

ATTACHI\IENT 3.I-A
Page lv

4b.

October l .  1998

CATEGORICALLY NEEDY

Early and periodic Screening and Diagnosis of Individuals Under 2l Years of Age, and Treatment of

Conditions Found. (Continued)

19. Rehabilitative Services for Children

ELIGIBILITY FOR SERVICES

The follorving recipients are eligible for rehabilitative services to children as set forth in this

Section:

A. General Eligibility

1. Categorically Needy Medicaid recipients'

B. Specific Eligibility

l . The rec ip i en tmus tbeage twen ty (20 )yea rso r l ess ' and

Z. Require rehabilitative mental health services based on recommendation of a

physician or other licensed and/or certified practitioper of.the healing arts

acting rvithin their scope of practice as defined in state larv and/or

regulations.

DT'RATION OF SERVTCES

Each Title xlx EpsDT recipient is etigible for covered rehabilitative services in accordance

rvith 42 CFR 440.1301d1 wtrich are m"dlcally necessary. There shall be a determination' made

by a child service agency designated by state larv and/or regulations, at Titte 9' Chapter 30 of

the Arkansas Cocle to make such a detertnination, that the child continues to be either at risk

ofabuseorneglector isabuscdorneglectcr l .  ThcDiv is ionof l \ ted ica lserv ices,astheent i t l '

authorizcd to detcrminc mcdical ncccssity, rcservcs thc right to request additional information

to ctcterntine medical ncccssitl'.

COVERED SEII} ' ICES

A covercd service is a spccil ic non-residcntiat or rcsidcntial rehabil i tat ive service detcrmincd

to bc nredicalty neccssrry, as dctincd aboYc, and inctudetl in a chitd's trcatnrcnt l l lan preparcd

by a quali l icrt providcrLf rchabil i tat ivc scrviccs to ctr i l t l rcn. Thcsc scrviccs arc dcsigned to

Inrcl iorate psl,chological or cnrotiotrat probtcttts retatetl  to neglcct antl/or abusc' to restorc

psyclological or cnroi ionl l  l i t t tct ir.rt t ing rr l , icl ,  rvas i t t tpairct l  by t lc pr 'blcttts rcl: t tcd to neglcct

STATE&M

DATE APPV D-_P-S:3LOI-
DATE EFF- ID- ' I -qS

HcFA t7s -----Ml-87L-.
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CATEGORICALLY NEEDY

Early and periodic Screening and Diagnosis of Individuals Under 2l Years of Age, and Treatment of

Conditions Found. (Continued)

19. Rehabilitative Services for Children (Continued)

and/or abuse, and to assist the child in improving or maintaining his/her highest functioning

level. The follorving services are covered rvhen provided according to the plan of care and

when care is proiid.d by professional state licensed and/or certified psychiatrists'

psychologists, counselors, and social workers acting rvithin their scope of practice as defined

in state larv and/or regulations

1. Evaluation, Assessment, and Plan of care D'evelopment - This non-residential service

includes the initial assessment of a child's service needs and the development of a Care

Plan to address those needs.

(a) The evaluation and assessment shall:

(3)

Be based on informed ctinical opinion;

Be conducted by a team of professionals trained to utilize_ appropriate

evaluative methods and piocedures and acting rvithin their scope of

practice or responsibifitt as defined in State larv and/or regulations;

and

Include an evaluation of the child's cognitive development, social and

emotional development and adaptive development'

The plan of care shal l  contain:

( l )  A rvr i t ten ptan using the information derived from the evaluat ion and

assessment;

(2) A statement of the ctr i l t l 's  prcscnt lcvel  of  funct ioning in the donrai t ts

cxamincd in thc evaluat ion and asscssmentl

(3) A statclnent of the spcci t ic serviccs and supports nccessary to mcct thc

un ique nccds  o f  thc  ch i td ,  thc  se t t ing  in  rvh ic t r  t l te  sc rv ices  are  to  be

rtcl ivcrcd, thc l ' requcncy nnd nlcthod of del ivcry,  and t l tc ant ic ipatet l

t lu rat ion ol '  scrviccs;

srArE /4GE&LSAS -
DAI'E FIEC'D O?:It" -o I
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4b. earty ana eaioai" Scr.ening andbiagnosis of Individuals Under 2l Years of Age, and Treatment of

Conditions Found. (Continued)

19. Rehabilitative Services for Children (Continued)

(4) A statement of the persons responsible for implementing the plan of care;
and

(5) A statement of the functional outcomes expected to be achieved though the
provision of services and supports.

Therapeutic Foster Care - This residential service is provided to children whose plan of care

indicites a need for a structured and consistent home environment in order to learn to

manage their behavior. This twenty-four hour service consists of face-to-face interventions
with a child to assist the child in understanding the consequences of inappropriate behaviors
and adhering to a behavioral routine which minimizes inappropriate behaviors and their

.onr.qu.n.ir. This service is provided for the purpose of the development, restoration,

and/or maintenance of the child's mental or emotional growth and the development,

restoration, and/or maintenance of the skills to manage his/trer mental or emotional

condition.

Residential Treatment - This residential service provides trventy-four hour treatment to

children whose psychological or emotional problems related to neglect and/or abuse can best

be restored by risidential treatment in accordance lvith the child's plan of care. The

objective of ttris service is to assist the child in improving or maintaining hisftrer highest

functioning level through individual and group therapeutic interventions to improve or

maintain the skills needed to safely and securely interact rvith other persons, through

symptom management to allorv the child to identify and minimize the negative effects of

psychiatric or emotional symptoms which interfere with the child's personal development

and community integration, and through supportive counseling with a child to develop,

restore and/or maintain the child's mental or emotional grow'th.

PROVI DEIT OUALIFICATION

Rehabilitative services for children rvill be provided only through qualified provider agencies.

Qualitie<l providcr agcncies must nleet the lbllorving rehabilitative services for children criteria:

l. I lavc firll access to all pc-rtincnt rccords conccrning thc child's needs lbr se'rvices including

recort ls ol ' t f tc Arkapsas Distr ict  C'ourts,  tocal Chi ldrcn's Service Agcncics. and State Chl l t l

and Fanri ly Services Agcncy,

2.

3 .
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CATEGORICALLY NEEDY

Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of

Conditions Found. (Continued)

19. Rehabilitative Services for Children (Continued)

Z. Have established referral systems and demonstrated linkages and referral ability with

community resources required by the target population'

3. Ilave a minimum of one year's experience in providing all core elements of

rehabilitative services for children'

4. Have an administrative capacity to ensure quality of services in accordance with State

and Federal requirements'

5. Have a financial mantgement capacity and system that provides documentation of

services and costs in, colnformiry;ith generatty accepted accounting principles'

6. Have a capacity to document and maintain individual case rectrds in accordance rvith

State and Federal requirements, and

7. Have a demonstrated ability to meet all state and Federal larvs governing the

participation of providers in tire state lVledicaid progrlm' lncluding the ability to meet

Federal and Staie requirements for documentation, billing, and audits'

SERVICE SETTINGS

Rehabilitative services for childrcn rvill be providcd in thc least restrictive setting appropriate

to the chilcl 's assessed condit ion, plan of care, antt service necds' Services shall  be providcd

to chitdre n in one of thc fol lorving sctt ings:

l .  Non-resit lentiat serviccs pror. icted to chi ldrerr rvho rcside in a lamily l tomc sett ing $' i l l

bc provit lcd eithcr in tIe clt i ld's l tontc or in tIc custonrary place of busincss of a

quali l icd providcr.

2. I lesit lcntial serviccs provittcd to ctr i t t lren rvho rcside outsicte of a farrr i ly l tontc rvi l l  bc

pro' i t tet l  in an appropriatcly statc l iccnscrl and/or ccrt i l icd faci l i ty including:

(a) Ttrcrapcut ic fostcr hott tcs t iccnscd antt /or ccrt i l icd in accordnnce rvi th

I \ t in inrurn l , iccns ing s tanr t r rds tbr  c t r i l t l  wc l larc  Agcncics adoptct l  b} '
^ - . r ) ..., :,..., ltretqwl -t trF"!r&-.rrisd).lr+rf rf }Glft.o|l[ lU:

t h c
t h c
t l l l l
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Early and periodic Screening and Diagnosis of Individuals Under 2l Years of Age, and Treatment of

Conditions Found. (Continued)

19. Rehabilitative Services for Children (Continued)

3. Services shall not be reimbursed when provided in the following settings:

(a) Nursing facilities'

(b) Intermediate care facilities for the mentally retarded, and

(c ) Ins t i t u t i ons fo r the t rea tmen to fmen ta ld i seases .

FREEDOIVT OF CHOICE

The State assures that the provision of rehabilitative services for children will not restrict an

individual's free choice oiproviders in violation of section 1902(a)(23) of the Act'

1. Eligible recipients will have free choice of any qualified previder of rehabilitative

services for children, and

Z. Eligible recipients rvill have free choice of the providers of other medical care as

covered elservhere under the Plan'

CONTPARABILITY OF SERVICES

The State assures that the proVision of rehabilitative services for children rvill not limit an

individual,s access to medically necessary services in viotation of section 1902(a)(10) of the Act'

l. Rehabilit:rtive scrvices lbr children rvilt be made available to all children for rvhonr this

sen'icc is dcternrincd to bc nledical ly necessrry, and

2. All  nrct l icai ly rrcccssnry hcalth carc services describcd in section 1905(a) N'i l l  bc

proviclcd to alt EPSDT ctigible rccipients'

STATE I(ANSAS -
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CATEGORICALLY NEEDY

Early and periodic Screening and Diagnosis of Individuals Under 2l Years of Age, and Treatment of

Conditions Found. (Continued)

20. Rehabilitative Sen'ices to Youth

ELIGIBILITY FOR SER1TCES

The follorving recipients are eligible for rehabilitative sen'ices to youth as set forth in this

Section:

A. General  El ieibi l ih '

l. Categoricalty Needy Medicaid recipients'

B. Snecific Elieibilitv

l . T h e r e c i p i e n t m u s t b e a g t i t r v e n t y ( 2 0 ) y e a r s o r l e s s , a n d

Z. Require rehabi l i tat ive mental  health sen' ices based on recommendation of a

ph1:sician or other licensetl and/or certified practitioner of the healing arts

acting rvithin their scope of practice as defined in state larv and/or regulations.

DURATION OF SERVICES 
.

Each Tit le xIX EPSDT recipient is el ig ible for covered rehabi l i tat ive services in accordancc

11 ith 42 CFR 4-10.130(tI) rvhich are mcdicalll ' necessary-. Thcre shlll be n deternrination, matlc

by :r  youth sen ices agency clesignatct l  by state l r t rv and/or regul l t ions, at  Ti t lc 9,  Chapter 28

of the Arkansas Cotle to nr:r l ie sucf i  1dcternr in:r t ion, thir t  t t rc 1 'outh cott t inues to be ei ther:r t

r is l i  of  del inquenc) 'or is 6cl inqucnt anr l  is in necd of t t rosc sct ' r ' iccs spcci f icd nt Ti t le 9, Ch:rptcr

2g of t l rc Ar l i : rnsrrs Cottc.  Thc Divis ion of lVlet l ical  Scrviccs, ls t l tc cnt i t l '  : tuthorizcd trr

4etcrnr inc nrcdicrr t  pcccssi ty, ,  rcscrvcs t t re r ight to rcqucst addit ionat i l t fornt l l t io l t  to dcternt i t rc

nredicl l  necessitr ' .
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CATEGORICALLT'NEEDI'

4b. Early and Periodic Screening and Diagnosis of Individuals Under 2l Years of Age, and Treatment of

Conditions Found. (Continued)

20. Rehabil i tat ive Services to Youth (Continued)

COVERED SER!'ICES

A col 'ered seryice is a specif ic in-home or out-of-home non-resident ial  or resident ial

rehabi l i tat ive sen' ice determined to be medical ly necessar) ' ,  as def ined above, and included in

a youth,s treatment plan prepared by a qual i f ied/cert i f ied provider of rehabi l i tat ive services

to 1'outh. These services are designed to amel iorate ps1'chological  or emotion-al  problems of

youth, 11hich contr ibute to del inquent behavior and placement or the r isks of placement in the

youth services s1'stem. They are designed to restore ps1'chological  or emotional funct ioning of

the ,v*outh to assist  him/her in achieving or maintaining his/her highest funct ioning level '  The

follorving services are col'ered rvhen provided in a setting appropriate to the plan of care and

w'hen care is provided through o .ur l i f i .d.provider of rehabi l i tat i l 'e services for 1 'outh'

1.  Diagnosis and Evaluat ion -  This non-resident ial  service provides assessment of the

nature and extent of a 1'outh's ph.vsical ,  emotional,  educat ional and behavioral

problems and recommendations for t reatment strategies to remedl '  the ident i f ied

problems. The speeif ic diagnost ic services provided and level of  sophist icat ion of

reports produced are based on the indivic lual  needs of the referr ing agenc)" Al lorvablc

conrponents  inc lude:

(a)

(b)

(c)

(d )

(c )

Social  assessnrent,

Ps1 'cho log ica l  eva lu r t ion ,

Ps1'chiatr ic c l ' : t l t t : t t io l t ,

Co l rsu l ta t io t t  rv i t l t  the  rc fc r r i r tg  ngc t tc \ ,  : t r t t l

A  l t t c t t i c i t t  c r ' ; t l tn t t i r l t t ,  i l ' t l t c : tsscss t l t c t t t  i t td ic l t t cs  a  l l l t . rS ic l t t  assoc i : r t io t t  r r i t l t  ( l r c

cnt ol  i t - l  t t  i t  I  a t t  d/o l '  t lc l t  r t  v i  o t ' : t  I  p rol l lcrrr  (s) '

Su?EffriEiiiai: ir
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CATEGORICALLY NEf,DY

Early and Periodic Screening and Diagnosis of lndividuals Under 2l Years of Age, and Treatment ot

Conditions Found. (Continued)

20. Rehabilitative Services to Youth (Continued)

2. Therapy - This non-residential service provides for a therapeutic relationship between the

client and a "qualified therapist" for the purpose of accomplishing changes that are

identified as goals in the case plan through the use of various counseling techniques.

Services to specific individuals include:

(a) Individual therapy,*
(b) Group therapy,*
(c) Family therapy* (youth included), and
(d) Consultation with the referral source.

Qualified therapist is defined as a Master's level professional or Bachelor's level

piofessional supervised by a Master's level clinician, or a Master's level psychologist

supervised Uy a fn. D. level psychologist who is licensed in the State of Arkansas in either

psycholory, social work or professional counseling. To be Considered as a "Qualified

Therapisi;the individual must be in good standing before the board to rvhich he or she is

licensed.

3. Emergency Shelter - This residential service provides services for youth whose

circumstances or behavioral problems necessitate immediate removal from their homes or

for youth released from a youth services facility who need temporary placement in the

community until long term residential arrangements can be made' Emergency Shelter

services include:

(a) Additional evaluation of the nature and extent of a youth's emotional and

behavioral problems, including social assessment psychological evaluation,
psychiatric Jvaluation and consultation with the referring agency, and

(b) Interventions to address the youth's emotional and behavioral problems.

The extent and depth of services provided to a youth in the Emergency Shelter progranl

depends upon the individual rreeds of the youth and the rel'erral source.

* Eftr.ct ive Apri l  1,2002, thcsc scn' iccs rct luirc prior authorizatiott tbr el igible Nletl icnit l

rcc ip ients  under  agc 2 l  to  dctcr rn inc aud vcr i ty  thc pat icnt 's  nccd lbr  scniccs.

SUPERSEDES: TN- 96az-
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CATEGORICALLY NEEDY

Early and Periodic Screening and Diagnosis of Individuals Under 2l Years of Age, and Treatment of

Conditions Found. (Continued)

20. Rehabilitative Services to Youth (Continued)

Therapeutic Foster Care - This residential service provides intensive therapeutic care for

childrln proVided in family homes which operate within a comprehensive residential

treatment system or as an adjunct to a mental health treatment program and fgl which a

service fee is paid to speciallytrained foster families. Care givers who provide this service

in their homes, if noi specially trained, are specifically qualified to provide the service

because they have an educational or a professional background that attests to qualification

equal to or greater than that of care givers who have received special training. Children to

whom this service is provided have physical, emotional, or behavioral problems which

cannot be remedied in their own home, in a routine foster parenting situation, or in a

residential program.

Therapeutic Group Home - This residential service provides twenty-four hour intensive

therapeutic care piovided in a small group home setting for youth with emotional and/or

behavior problemi which cannot be remedied by less intensive treatment, as diagnosed by

a qualified professional. The program is offered to prepare a juvenile for less intensive

treatment, independent living, or to return to the community.

Residential Treatment - This residential service provides twenty-four hour treatment service

available for up to one year for each individual, for youth whose emotional and/or

behavioral probLms, as diagnosed by a qualified professional, cannot be remedied in his or

her own home. Residential Treahrent services require.the formulation and implementation

of an individualized ffeatment plan with time-framed, measurable objectives for each youth.

Qualified professional is defined as a Master's level professional or Bachelor's level

piofessional supervised by a Master's level clinician, or a Master's level psychologist

supervised by a fh. D. tevei psychologist who is licensed in the State of Arkansas in eithc'r

psychology, social rvork oi piofessional counseling. To be considered as a "Qualilicd

Professional" the individual must be in good standing before the board to rvhich he or shc

is licensed.

4.

5 .

6.
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CATEGORICALLY NEEDY

Early and Periodic Screening and Diagnosis of Individuals Under 2l Years of Age, and Treatment of

Conditions Found. (Continued)

24. Rehabilitative Services to Youth (Continued)

PROVIDER OUALIFICATION

Rehabilitative services for youth rvill be provided only through qualified providers and

provider agencies. Qualified rehabilitative seryices for youth provider agencies must meet the

iollorving ciiteria. Care is provided by qualifiecl therapists, other qualified professionals and

staff, qualified by experience ancl/or tiaining, of certified rehabilitative serv'ices providers for

youth. Rehabilitative services providers for youth must:

1. Be certified by the State Youth Sen'ices Agency as having programs and- professional

staff capable of delivering the rehabilitative services offered under the PIan'

2. Have full access to all pertinent records concerning the youth's needs for services

including records of the Arkansas District Courts, local Youth Sen'ice Agencies, and

State Youth Sen'ice.s Agency'

3. Hlve establishecl referral systems ancl clemonstrated tinkages and referral abiliqv rvith

communiry- resources requirecl  b;  the target populat ion,

4. Hrve a nr inimunr of one year 's expcricnce in providing rehabi l i tat ive sen' ices for

youth,

5. H:rve 1n artnr inistrat ivc c:rpeci ty to ensurc qul l ig of scn' ices in accordrrnce lv i th Stxte

:rnd Fcdcrir l  rcq uircntents '

6.  [ { : rvc a f i1:rnci l l  n l l rnrrgcnrcnt crrplci ty :rnd s1'stent th:r t  providcs docuntent:r t ion of

scrv iccs  ln t t  cos ts  i l t  con forn t i t y  * i th  gcncra l l l ' acccp ted  account ing  pr inc ip les '

7.  I I l r l 'c a c:r ;xrci ty to docurncnt antt  l r rrr i l r t l in i r r t l iv idual crsc rccor( ls in accordlnce $i t l t

S tlr tc :r n d lictlc r:rl rcq rt i t'c ttt e'n ts, lt n tl

i
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CATEGORICALLY NEEDY

Early and Periodic Screening and Diagnosis of Individuals Under 2l Years of Age, and Treatment ot

Conditions Found. (Continued)

20. Rehabilitative Sen'ices to Youth (Continued)

8. Ilave a demonstrate{ abilify to meet all State and Federal lan's governing the

participation of proviclers in the State ivledicaid program, including the ability to meet

Federal and State requirements for documentation, billing and audits.

SERWCE SETTINGS

Rehabilitative services for youth rvill be provided in the least restrictive setting appropriate

to the youth's assessed condition, plan of care and sen'ice. Sen'ices shall be provided to youth

in one or more of the follorving settings:

1. Non-residential sen'ices providecl to youth rvho resicle in a family home setting w'ill be

providecl either in the youth's home or in the customarl' place of business of a qualified

provider.

2. Resiclential sen'ices provided to youth rvho reside outside of a famill ' home rvill be

provi t lecl  in an appropriately state l icensed and/or cert i f ied sett ing including:

(a) Emergency shelte r facilities licensed and/or certified in accordance rvith the

I\ I in iniunr Licensing Standart ls for Chi ld Welf i rre Agencies adopted by t l te

Child Welfare Agcncy Revierv Bolrcl ancl the Arkansas Department of Humln

Serv'ices,

(b) Residcntill treatnrent fircilities liccnscd and/or certifietl in lccord:rnce rr'ith thc

l \ I in inrunr Liccnsing Stand:rrds for Chi l t l  Wctf :rre Agcncies adopted by thc

Chi l4 Wclf i r rc Agcncy Rcvicrv Dorrrd and t l tc Arkans:rs Department of Huntr ln

Scrviccs, and

(c) 1 'her lpcut ic lbstcr :urd grou; l  honres l iccl tset l  : r t t t l /or ccrt i f icd i l r  accort l : t l tcc

1i t f t  t f tc l \ I i l i r lunr Liccnsing Strt t rd:rrds fr t r  Chi ld Wclf i r rc Agencies :rdol t tct l

51.t t rc Cf i i l t l  Wcl l i r rc Agcncy' l lcviov l ]olr t t  nnd thc Arkans:rs l )cplr trr tcnt of

I  I  unt: tn Serl iccs.
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CATECORICALLY NEEDY

Early and periodic Screening and Diagnosis of Individuals Under 2l Years of Age, and Treatment of

Conditions Found. (Continued)

20, Rehabilitative Services to Youth (Continued)

SERVICE SETTINGS(Continued)

3. Services shall not be reimbursed rvhen provided in the follorving settings:

(a) Nursing facilities'

(b) Intermediate care facilities for the mentally retarded, and

(c) Institutions for the treatment of mental diseases'

FREEDO}I OF CHOICE

The State assures that the provision of rehabilitative sen'ices for youth rvill not restrict an

individual's free choice of proviclers in violation of section 1902(aX23) of the Act'

l. Eligible recipients rvill have free choice of any the qualified providers of rehabilitative

services for youth, and

Z. El igibte recipients u, i l l  have frde choice of the providcrs of other medical  care as

covered elservhere under the Plrrn.

COMPARABILITY OF SERVICES

l '5t  St l te assurcs tSat thc prol ' is ion of returbi l i t r r t i l 'c  set l ices for youth rr i l l  not l inr i t  an

indi l ' i4u:r l 's lcccss to nrcdical l ) .ncccss: l rJ scniccs in violrr t ion of scct ion 1902(a)(10) of thc Act '

L Rch:rbi l i tat ivc ser l ice's for y 'outh rvi l l  be r t tndc al ' l i l : tb lc to:r l t  chi ldrcn for rr ' l tont t l t is

sctryicc is dctcrnt incd to be'  nrcdicl t l ly ncccssl t t 'y,  : tnt l

Z .  A l l  n rc t l i c r r l l l ,ncccssary 'hc : r l th  c : r rc  sc r l i ccs  dcscr ibcd  in  scc t ion  1905(n)  rv i l l  be

provi t lct l  to al l  EI 'SDT' cl ig iblc rcciJt ictr ts.
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4b. Early and Periodic Screening and Diagnosis of Individuals Under 2l
Conditions Found. (Continued)

Years of Age, and Treatment of

21. Other Licensed Practitioners

l . Licensed Certified Social Worker (LCSW)

Services are limited to Medicaid eligible r€cipients under age 2l in the Child Health

Services (EPSDT) Program.
Services must be provided by a licensed certified social rvorker (LCSW) who has

a Master's degree in social work from a graduate school of social work accredited

by the Council on Social Work Education (CSWE). The LCSW must be State

licensed and certified to practice as a Licensed Certified Social Worker (LCSW) in

the State of Arkansas and in good standing with the Arkansas Social Work

Licensing Board.
A refenai must be made by a Medicaid enrolled physician documenting services are

medically necessary. Covered outpatient LCSW services are:
1. Diagnosis
2. Interpretation of Diagnosis
3. Crisis Management Visit
4. Individual Outpatient - Therapy Session*
5. MaritallFamily Therapy*
6. Individual Outpatient - Collateral Services*
7. Group Outpatient - Group Therapy*

2. Licensed Professional Counselors (LPC)

Services are limited to Medicaid eligible recipients under age2l in the Child Health

Services (EPSDT) Program.
Services must be provided by a licensed professional counselor (LPC) rvho must

possess a Master'i degree in mental health counseling from an accredited collegc

br university. The LPC must be licensed as a Licensed Professional Counselor ancl

be in good itanding with the Arkansas Board of Examiners in Counseling.

A referral must be made by a Medicaid enrolled physician documenting nredical

necessity. Covered outpatient LPC services are:
l .  Diagnosis
2. Interpretation of Diagnosis
3. Crisis Managemcnt Visit
4. Individual Outpat icnt -  Thcrapy Scssi

5. tvlilrital/l:anrily Thcrapy*
6. lndividual Outpat ient -  Col latcral  Scr

7. Croup Outlut icnt -  Croup: l 'hcrapy"

l i l ' l i . c t i rc  Ag l r i l  l ,2002,  lhcsc  scrv iccs  rc r lu i rc  l l r io r : t r r l l to r i z l t io t t  lb r  e l ig ib l t ' l l c r l i c : t i r l

r cc ig r ic r r ts  r r r r r l c r  agc  2 l  to  r tc tc r r r r inc  n r r t t  vc r i f y  lhc  p l t i c t t t ' s  t t ccd  fo r  sc r1 , i tes .
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b.

b.
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CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
4b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of 

Conditions Found.  (Continued) 
 

21. Other Licensed Practitioners (Continued) 
 

3. Licensed Marriage and Family Therapist (LMFT) 
 

a. Services are limited to Medicaid eligible recipients under age 21 in the Child Health 
Services (EPSDT) Program. 

b. Services must be provided by a licensed marriage and family therapist (LMFT) who 
must possess a Master’s degree in mental health counseling from an accredited 
college or university.  The LMFT must be licensed as a Licensed Marriage and 
Family Therapist and in good standing with the Arkansas Board of Examiners in 
Counseling. 

c. A referral must be made by a Medicaid enrolled physician documenting services are 
medically necessary.  Covered outpatient LMFT services are: 

 
1.  Diagnosis 
2.  Interpretation of Diagnosis 
3.  Crisis Management Visit 
4.  Individual Outpatient - Therapy Session* 
5.  Marital/Family Therapy* 
6.  Individual Outpatient - Collateral Services* 
7.  Group Outpatient - Group Therapy* 

 
 
 
 
 
 
 
        * Effective April 1, 2002, these services require prior authorization for eligible Medicaid recipients under age 21 

to determine and verify the patient’s need for services.  
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4b. Earty and Pert,odtc Screening ana biagnosis of Individuals Under 2l Years of Age, and Treatment of

Conditions Found. (Continued)

23. DevelopmentalRehabilitationS'ervices

Devetopmental Rehabilitation Services are early intervention services for eligible Medicaid recipients

under three years of age that have been identified as medically necessary and recommended by a

licensed physician or oth.. licensed practitioner of the healing arts, within the scope of his or her
practice under State law. This program covers two basic services:

1 . Devetopmental Testing; extended (includes assessment of motor, language, social, adaptive

and/or cognitive functioning by standardized developmental instruments, eg, Bayley Scales of

Infant Development) with interpretation and report, per hour. (Limited to four (4) one hour

units per calendar year.)

This service provides a diagnostic process necessary for the purpose of determining a child's

initial and continuing eligibility, developmental status and need for rnedically necessary
developmental services. This includes:

a. The assessment of motor, language, adaptive and/or colnitive functioning by

standardized developmental instruments such as Bayley Scales of Infant Development'
- 
Early Learning Accomplishment Profile, Brigance Test of Development' etc. Speci{ic
activities include the administration of a minimum of two test instruments,

interpretation of test scores with informed clinical opinion, and provision of a written

narrative report.

b. Developrnental functioning in each of these areas describes the level on which the child
is currenfly functioning as compared to other children of the same chronological age'
and the skills to be remediated.

c. Results will be included in the development of the IFSP. Developmental testing does
not include medical, speech therapy, occupational therapy' physical therapy'
audiological or vision evaluations.

Therapeutic Activities; direct (one-on-one) patient contact by the provider (use of dynamic
activities to improve functional performance), each 15 minutes. (Limited to four (4) l$minute

units per week.)

a. This service is provided to the child and the child's parenUfamily to promote
acquisition of skills in developmental areas (cognitive, motor, adaptive,
communication). These rehabititative services include:

l) the planned interaction of personnel, materials, t ime and space' to provide

direct, medically necessaiy therapeutic intervention to the child;

2, provision of information to the family therapeutic curriculum

planning;
3) provision of information to the family related to establishing the

skil l level and enhancing thc development of the child.

2.

_ll
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4b. Early and Periodic
Conditions Found.

Screening and Diagnosis of Individuals Under 2l
(Continued)

Years of Age, and Treatment of

23. DevetopmentalRehabititationServices(continued)

2. Therapeutic Activities (continued)

b. Therapeutic intervention will focus on developmentally appropriate individualized

skills tiaining and support to foster, promote and enhance child engagement in daily

activities, functional independence and social interaction.

c. Assistance will be provided to family/caregivers in the identification and utilization of

opportunities to incorporate therapeutic intervention strategies in daily life activities

that are natural and normal for the child and family'

d. Child progress and mastery of functional skills to reduce or overcome limitations

resulting lrom developmental delays will be continuously monitored by the

DeveloPmental TheraPist.

e. Therapeutic activities may be provided in an individual session only.

3. A provider of Developmental Testing and Therapeutic Activities must be certified through the

Arkansas Department of Human Services, Developmental Disabilities Services as a

Developmentai Therapist or Devetopmental Therapy Assistant. Certification requirements

are:

a. A Developmental Therapist is a qualified professional, licensed by the Arkansas

Department of Education, who has compteted an additional certification requirement

of a 24 hour training course and passed a competency based assessment with a

minimum score of 80%. Developmental Testing Services must be provided by a

DeveloPmental TheraPist.

b. A Developmental Therapy Assistant is a quatified paraprofessional who holds a

minimum of a high school diploma and has two years experience working with

children with disabitities. The Developmental Therapy Assistant must complete an

initial 24 hour training course and pass a competency based assessment with a

minimum score of 80%. The Assistant must work under the supervision of the

Developmental Therapist and must be supervised lDoh of the time spent in direct

interaciion with the recipient. A Devetopmentat Therapy Assistant may provide only

Therapeutic Activities services.

Developmental Rehabilitation Services may be provided in the recipient's home, in the community, or

in a clinicat setting. These services require prior authorization'
,!

Extension of the benefit l imit lvit l be provided if medically necessary.

SUPERSFDES: l. lol,F - r.:F\r/ Fir-- '.
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(Continued) 

24. Substance Abuse Treatment Services

Substance Abuse Treatment Services (SATS) are provided for eligible recipients in the Child Health
Services (EPSDT) Program.  Services must be medically necessary and require prior authorization.

The SATS program covers the following services:

A. Addiction Assessment
B. Treatment Planning
C. Care Coordination
D. Multi-person (family) Group Counseling
E. Individual Counseling
F. Group Counseling
G. Marital/Family Counseling
H. Medication Management

Please refer to Attachment 3.1-A, Page 1zz.3 for the service descriptions, definitions, established benefit 
limits and individual qualified provider requirements.  Benefit limits may be extended based on medical 
necessity. 

SATS Qualified Provider Requirements 

SATS providers must hold certification from the Division of Behavioral Health Services (DBHS) as 
a Substance Abuse Treatment Services provider in order to enroll as a SATS Medicaid provider. 

The following requirements must be met for DBHS/OADAP certification: 

A. Providers must be licensed by Division of Behavioral Health Services, Office of Alcohol
and Drug Abuse Prevention (OADAP).

B. Providers must submit a written request from the organization’s Chief Executive Officer
(CEO) to DBHS for certification by DBHS as a SATS Provider.

C. The request for certification by DBHS must include a copy of the provider’s accreditation, 
most recent accreditation survey, and correspondence between the provider and the
accrediting organization since the most recent accreditation survey.

D. A list of service delivery sites, including each site’s address, telephone number, and fax
number must be submitted. Each site from which SATS services are delivered must be
included under the provider’s accreditation. Proof of this accreditation must be submitted 
with the request for certification of a site.

E. Current CARF, JCAHO, or COA, that includes accreditation of the pertinent outpatient
alcohol and/or other drug abuse treatment component (OADAP Licensure Standards for
Alcohol and/or Other Drug Abuse Treatment Programs p. 11). Current nationally
accredited behavioral health programs without specific alcohol and drug treatment
certification will need to obtain accreditation of their substance abuse program prior to
receiving certification as a SATS provider of substance abuse treatment.
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(Continued) 
 

24. Substance Abuse Treatment Services (Continued) 
 
F. Provisional, Conditional, Preliminary, Pending, Expedited or Deferred Accreditations are 

not acceptable. 
 
G. The provider must: notify its accrediting organization in writing of all new or additional 

SATS services implemented subsequent to the provider’s most recent accreditation survey; 
provide DBHS with a copy of the notification letter; and affirm in writing to DBHS that 
the new service(s) will be included in the provider’s next regularly scheduled accreditation 
survey, if not surveyed before that time. Provider organization opening new services sites 
must follow DBHS certification policy and procedures. 

 
H. DBHS must be authorized to receive information directly from the accrediting 

organization and to provide information directly to the accrediting organization, as it 
relates to SATS. DBHS will furnish these documents to providers at their request. 

 
I. DBHS retains the right to request information in connection with licensure, accreditation, 

certification, provision or billing of SATS services; to perform site visits at anytime; and to 
conduct scheduled or unannounced visits, to insure entities are providing SATS services in 
accordance with the information that was submitted to DBHS. During a site visit the 
provider must allow access to all sites, policies and procedures, patient records, financial 
records, and any other documentation necessary to ascertain that services were/are of a 
quality which meets professionally recognized standards of health care. 

 
J. Providers must adhere to evidence-based practices as approved by DBHS for specific 

populations and services provided. 
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24. Substance Abuse Treatment Services (Continued) 
 

Substance Abuse Treatment Service Definitions 
 

The following service definitions were developed by a work group composed of members from the 
Division of Behavioral Health Services, the Division of Medical Services and providers. The service 
definitions also contain sections that address the maximum units allowable, and unit definitions. 

  
SERVICES: 

   
ADDICTION ASSESSMENT  

 
DEFINITION:  
 
The Substance Abuse Assessment Service identifies and evaluates the nature and extent of an 
individual’s use/abuse/addiction to alcohol and/or other drugs and identifies but does not diagnose any 
existing co-morbid conditions. A standardized assessment instrument, approved by DBHS and DMS, 
must be used to complete the assessment process. The assessment process results in the assignment of 
a diagnostic impression, patient placement recommendation for treatment regimen appropriate to the 
condition and situation presented by the recipient, and referral into a service or level of care 
appropriate to effectively treat the condition(s) identified. A 9 panel test is part of the assessment to 
assist in the recipient’s self-report of the alcohol and drug use and to develop an accurate diagnosis, 
referral and treatment plan.  The 9 Panel Test is a screening test for marijuana, cocaine, 
benzoylecgonine, PCP, Morphine and its related metabolites derived from opium (opiates), 
methamphetamines (including Ecstasy), methadone, amphetamines, barbiturates, and benzodiazepines. 

 
  Benefit limit/Unit Definition:  1 per episode;  1 assessment per SFY 

 
STAFFING REQUIREMENTS: (All staff must have a contractual or salaried employee 
relationship with the certified SATS Provider.) 

 
• Board certified or board eligible Psychiatrist 
• Other  licensed physician in state of Arkansas 
• Advanced Practice Nurse (APN) and Physicians Assistant who have a collaborative 

agreement with a physician licensed in state of Arkansas 
• Licensed Alcoholism and Drug Abuse Counselor (LADAC) 
• Advanced Certified Alcoholism and Drug Abuse Counselor (ACADC) 
• Certified Co-Occurring Disorder Professional – Diplomate Level (CCDP-D) 

 
With the addition of substance abuse credentials (LADAC, ACADC, CCDP-D), the following persons 
may provide substance abuse clinical services: 

• Licensed Certified Social Worker (LCSW) and Licensed Master Social Worker 
(LMSW). (LMSW must be under  approved supervision)  

• Licensed Professional Counselor (LPC)  and Licensed Marriage and Family Therapist 
(LMFT) are independent practice and don’t require supervision,  and  Licensed 
Associate Counselor (LAC) – must have  approved supervision  

• Psychologist 
• Psychological Examiner (LPE-I) licensed to practice independently 
• Psychological Examiner (LPE) under the supervision of a Psychologist 
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24. Substance Abuse Treatment Services (Continued) 
 

Substance Abuse Treatment Service Definitions (continued) 

  
SERVICES: 

   
TREATMENT PLANNING  

 
DEFINITION:  
 
A developed plan in cooperation with the individual (parent or guardian if the individual is under 18) 
to deliver specific addiction services to the individual to restore, improve or stabilize the individual’s 
condition. The plan must be based on individualized service needs identified in the completed 
Addiction Assessment. The plan must include goals for the medically necessary treatment of identified 
problems, symptoms and addiction issues. The plan must identify individuals or treatment teams 
responsible for treatment, specific treatment modalities prescribed for the individual, and time 
limitations for services. 
 
Benefit Limit/Unit Definition:  1 per episode;  1 per SFY 
 
STAFFING REQUIREMENTS: (All staff must have a contractual or salaried employee 
relationship with the certified SATS Provider.) 
 

• Board certified or board eligible Psychiatrist  
• Other licensed physician in state of Arkansas 
• Advanced Practice Nurse (APN) and Physicians Assistant who have a collaborative 

agreement with a Physician licensed in state of Arkansas 
• Licensed Alcoholism and Drug Abuse Counselor (LADAC) 
• Advanced Certified Alcoholism and Drug Abuse Counselor (ACADC) 
• Certified Co-Occurring Disorder Professional – Diplomate Level (CCDP-D) 
 

With the addition of substance abuse credentials (LADAC, ACADC, CCDP-D) the following persons 
may provide substance abuse clinical services: 

• Licensed Certified Social Worker (LCSW) and Licensed Master Social Worker 
(LMSW). (LMSW must be under  approved supervision)  

• Licensed Professional Counselor (LPC)  and Licensed Marriage and Family Therapist  
(LMFT) are independent practice and don’t require supervision,  and Licensed 
Associate Counselor (LAC) – must have  approved supervision  

• Psychologist 
• Psychological Examiner (LPE-I) licensed to practice independently 
• Psychological Examiner (LPE) under the supervision of a Psychologist 

 
 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM      Page 1zz.5 
STATE 

 
ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED         March 1, 2011 
       

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
4b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of Conditions Found.  

(Continued) 
 

24. Substance Abuse Treatment Services (Continued) 
 

Substance Abuse Treatment Service Definitions (continued) 

 
SERVICES: 

CARE COORDINATION  

 
DEFINITION: 
 
Care Coordination services are services that will assist the client and family in gaining access to needed 
medical, social, educational, and other services.  Care Coordination will be provided using a wrap-around or 
recovery model and will include the following activities:  input into the treatment planning process, 
coordination of the treatment planning team, referral to services and resources identified in the treatment plan, 
facilitating linkages between levels of care, and monitoring and follow up activities that are necessary to 
ensure the goals identified in the treatment plan are met or need to be revised.  Care Coordination services 
ensure communication and collaboration between agencies, providers and other individuals necessary to 
implement the goals identified in the treatment plan.   
 
Benefit limit/Unit Definition:  12 units per SFY;  15 Minute Unit 

 
STAFFING REQUIREMENTS: (All staff must have a contractual or salaried employee relationship 
with the certified SATS Provider.) 
 
A care coordinator must have the following credentials: 
 
The following persons may provide substance abuse Care Coordinator Services under Arkansas Medicaid 
while under the supervision of a Certified Clinical Supervisor (CCS) recognized by the Arkansas Substance 
Abuse Certification Board or Registered Clinical Supervisor recognized by the Arkansas Board of Examiners 
of Alcoholism and Drug Abuse Counselors (BEADAC): 
 

• Certified Alcohol and Drug Counselor (CADC) 
• Certified Co-Occurring Disorder Professional – Bachelors Level (CCDP-B) 
• Certified Co-Occurring Disorder Professional – Associate Level (CCDP-A) 
• Licensed Associate Alcoholism and Drug Abuse Counselor (LAADAC) 
• Counselor in Training (CIT) as defined by ADAP licensing standards 

  
The staff ratios shall not exceed 30 clients to 1 care coordinator. 
  
The Case Planning Team must include a credential practitioner and a care coordinator.  The Credential 
Practitioner must also hold one or more of the following Credentials:  CCDP-D, LADAC, or ACADC. 
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24. Substance Abuse Treatment Services (Continued) 
 

Substance Abuse Treatment Service Definitions (continued) 

SERVICES: MULTI-PERSON (FAMILY) GROUP COUNSELING 
DEFINITION: 
 
Multi-Person (Family) Counseling Services is a group therapeutic intervention using face to face verbal 
interaction between 2 to a maximum of 9 recipients and their family members or significant others.  The Multi-
Person (Family) Group Counseling Service provided to a group composed of family members of more than 
one recipient that is designed to enhance members’ insight into family interactions, facilitate inter-family 
emotional or practical support and to develop alternative strategies to address familial issues, problems and 
needs. The goal being to support the rehabilitation and recovery effort.  Multi-Family Group Counseling must 
be prescribed on the Treatment Plan to address familial problems or needs and to achieve goals or objectives 
specified on the Treatment Plan.   
 
Benefit limit/Unit Definition:  6 units/day; 48 units per SFY;  15 Minute Unit 
 
 
STAFFING REQUIREMENTS: (All staff must have a contractual or salaried employee relationship 
with the certified SATS Provider.) 
 

• Board certified or board eligible Psychiatrist 
• Other licensed physician in state of Arkansas 
• Advanced Practice Nurse (APN) and Physicians Assistant who have a    collaborative 

agreement with a physician licensed in state of Arkansas 
• Licensed Alcoholism and Drug Abuse Counselor (LADAC) 
• Advanced Certified Alcoholism and Drug Abuse Counselor (ACADC) 
• Certified Co-Occurring Disorder Professional – Diplomate Level (CCDP-D) 

 
With the addition of substance abuse credentials (LADAC, ACADC, CCDP-D) the following persons may 
provide substance abuse clinical services: 
 

• Licensed Certified Social Worker (LCSW) and Licensed Master Social Worker (LCSW).  
(LMSW must be under approved supervision)  

• Licensed Professional Counselor (LPC) and Licensed Marriage and Family Therapist 
(LMFT) are independent practice and don’t require supervision, and Licensed Associate 
Counselor (LAC) – must  have  approved supervision 

• Psychologist 
• Psychological Examiner (LPE-I) licensed to practice independently 
• Psychological Examiner (LPE) under the supervision of a Psychologist 
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24. Substance Abuse Treatment Services (Continued) 
 

Substance Abuse Treatment Service Definitions (continued) 

SERVICES: INDIVIDUAL COUNSELING 

 
DEFINITION: 
 
Individual Counseling services includes the face to face counseling services necessary to initiate and support 
the rehabilitation effort, orient the recipient to the treatment process, develop the ongoing treatment plan, 
augment the treatment process, intervene in a problem area, contingency management, prevent a relapse 
situation, continuing care or provide ongoing psychotherapy as dictated by the recipient’s needs. 
 
Benefit limit/Unit Definition:  6 units/month;  48 units/SFY;  15 Minute Unit 

 
STAFFING REQUIREMENTS: (All staff must have a contractual or salaried employee relationship 
with the certified SATS Provider.) 
 

• Board certified or board eligible Psychiatrist 
• Other licensed physician in state  of Arkansas 
• Advanced Practice Nurse (APN) and Physicians Assistant who have a collaborative agreement with a 

Physician licensed in state of Arkansas 
• Licensed Alcoholism and Drug Abuse Counselor (LADAC) 
• Advanced Certified Alcoholism and Drug Abuse Counselor (ACADC) 
• Certified Co-Occurring Disorder Professional – Diplomate Level (CCDP-D) 

 

With the addition of substance abuse credentials (LADAC, ACADC, CCDP-D) the following persons may 
provide substance abuse clinical services: 

• Licensed Certified Social Worker (LCSW) and Licensed Master Social Worker (LMSW). (LMSW 
must be under approved supervision)  

• Licensed  Professional Counselor (LPC)  and Licensed  Marriage and Family Therapist (LMFT) are 
independent practice and don’t require supervision, and Licensed Associate Counselor (LAC) – must 
have approved supervision 

• Psychologist 
• Psychological Examiner (LPE-I) licensed to practice independently 
• Psychological Examiner (LPE) under the supervision of a Psychologist 
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24. Substance Abuse Treatment Services (Continued) 
 

Substance Abuse Treatment Service Definitions (continued) 

 
SERVICES: 

   
GROUP COUNSELING  

 
DEFINITION:  
 

Face-to-face interventions provided to a group of beneficiaries on a regularly scheduled basis to improve 
one’s capacity to deal with problems that are a result of and/or contribute to substance abuse. The 
professional uses the emotional interactions of the group's members to assist them in implementing each 
beneficiary’s master treatment plan, orient the beneficiary to the treatment process, support the 
rehabilitation effort, and to minimize relapse. Services are to be congruent with the age, strengths, needed 
accommodation for any disability, and cultural framework of the beneficiary and his/her family. 
 
Benefit limit/Unit Definition:  6 units/day;  48 units per SFY;  15 Minute Unit 

 
STAFFING REQUIREMENTS: (All staff must have a contractual or salaried employee relationship 
with the certified SATS Provider.) 
 

• Board certified or board eligible Psychiatrist  
• Other licensed physician in state of Arkansas 
• Advanced Practice Nurse (APN) and Physicians Assistant who have a collaborative 

agreement with a Physician licensed in state of Arkansas 
• Licensed Alcoholism and Drug Abuse Counselor (LADAC) 
• Advanced Certified Alcoholism and Drug Abuse Counselor (ACADC) 
• Certified Co-Occurring Disorder Professional – Diplomate Level (CCDP-D) 
 

With the addition of substance abuse credentials (LADAC, ACADC, CCDP-D) the following persons 
may provide substance abuse clinical services: 

• Licensed Certified Social Worker (LCSW) and Licensed Master Social Worker (LMSW). 
(LMSW must be under  approved supervision)  

• Licensed Professional Counselor (LPC)  and Licensed Marriage and Family Therapist  
(LMFT) are independent practice and don’t require supervision,  and Licensed Associate 
Counselor (LAC) – must have  approved supervision  

• Psychologist 
• Psychological Examiner (LPE-I) licensed to practice independently 
• Psychological Examiner (LPE) under the supervision of a Psychologist 
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STATE 

 
ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED         March 1, 2011 
       

CATEGORICALLY NEEDY 
___________________________________________________________________________________________________ 
4b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of Conditions Found.  

(Continued) 
 

24. Substance Abuse Treatment Services (Continued) 
 

Substance Abuse Treatment Service Definitions (continued) 

 
SERVICES: 

   
MARITAL/FAMILY COUNSELING  

 
DEFINITION:  
 

Face-to-face treatment provided to more than one member of a family simultaneously in the same session, 
or treatment with an individual family member (i.e. Spouse or Single Parent) that is specifically related to 
achieving goals identified on the recipient's master treatment plan. The identified recipient must be present 
for this service. Services are to be congruent with the age, strengths, needed accommodations for 
disability, and cultural framework of the recipient and his/her family. These services are to be utilized to 
identify and address marital/family dynamics and improve/strengthen marital/family interactions and 
functioning in relationship to the recipient, the recipient's condition and the condition's impact on the 
marital/family relationship. 
 
Benefit limit/Unit Definition:  6 units/day;  48 units per SFY;  15 Minute Unit 

 
STAFFING REQUIREMENTS: (All staff must have a contractual or salaried employee relationship 
with the certified SATS Provider.) 
 

• Board certified or board eligible Psychiatrist  
• Other licensed physician in state of Arkansas 
• Advanced Practice Nurse (APN) and Physicians Assistant who have a collaborative 

agreement with a Physician licensed in state of Arkansas 
• Licensed Alcoholism and Drug Abuse Counselor (LADAC) 
• Advanced Certified Alcoholism and Drug Abuse Counselor (ACADC) 
• Certified Co-Occurring Disorder Professional – Diplomate Level (CCDP-D) 
 

With the addition of substance abuse credentials (LADAC, ACADC, CCDP-D) the following persons 
may provide substance abuse clinical services: 

• Licensed Certified Social Worker (LCSW) and Licensed Master Social Worker (LMSW). 
(LMSW must be under  approved supervision)  

• Licensed Professional Counselor (LPC)  and Licensed Marriage and Family Therapist  
(LMFT) are independent practice and don’t require supervision,  and Licensed Associate 
Counselor (LAC) – must have  approved supervision  

• Psychologist 
• Psychological Examiner (LPE-I) licensed to practice independently 
• Psychological Examiner (LPE) under the supervision of a Psychologist 
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STATE 

 
ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED         March 1, 2011 
       

CATEGORICALLY NEEDY 
___________________________________________________________________________________________________ 
4b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of Conditions Found.  

(Continued) 
 

24. Substance Abuse Treatment Services (Continued) 
 

Substance Abuse Treatment Service Definitions (continued) 

SERVICES: MEDICATION MANAGEMENT 
 
DEFINITION: 
 
This service is a direct service and is provided to the recipient by a Physician or APN with prescriptive 
authority. It includes pharmacologic management, including medication assessment, prescription, use and 
review of medication. This service is limited to the prescribing of psychotropic medications and those 
medications necessary to treat addiction related medical conditions and medication assisted addiction 
treatment. 
 
Benefit limit/Unit Definition:  2 units/month;  12 units per SFY;  15 Minute Unit 
 
STAFFING REQUIREMENTS: (All staff must have a contractual or salaried employee relationship 
with the certified SATS Provider.) 
 

• Board certified or board eligible Psychiatrist 
• Other licensed physician in state of Arkansas 
• Advanced Practice Nurse (APN) and Physicians Assistant who have collaborative agreement with a 

Physician licensed in state of Arkansas 
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AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
4b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of 

Conditions Found.  (Continued) 

24. Substance Abuse Treatment Services (42 CFR 440.130(d)) (Continued)

The transition process to eliminate the Substance Abuse Treatment Services (SATS) Program is 
contingent upon the approval of the implementation of the Outpatient Behavioral Health Services 
Program.  Clients currently served by the SATS program will begin being transitioned to the 
Outpatient Behavioral Health Program starting on July 1, 2017.  SATS will cease to exist on June 
30, 2018 and no Arkansas Medicaid payments will occur to any or SATS provider for a service 
provided after June 30, 2018. 
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Revision:  HCFA-PM-93-5          (MB)       ATTACHMENT 3.1-A 
    MAY 1993         Page 2 

Revised:    September 30, 2011        OMB NO: 
 

State/Territory:  
 

  ARKANSAS   

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

 
4.a. Nursing facility services (other than services in an institution for mental diseases) for individuals 

21 years of age or older. 
 
 Provided:   No limitations   With limitations* 
    PA* 
 
4.b. Early and periodic screening, diagnostic and treatment services for individuals under 21 years of 

age, and treatment of conditions found.* 
 
4.c. Family planning services and supplies for individuals of child-bearing age. 
 
 Provided:   No limitations   With limitations* 
 
4.d. Tobacco cessation counseling services for pregnant women 
 
 Provided:   No limitations   With limitations* 
 
5.a. Physicians’ services whether furnished in the office, the patient’s home, a hospital, a nursing facility 

or elsewhere. 
 
 Provided:   No limitations   With limitations* 
 
5.b. Medical and surgical services furnished by a dentist (in accordance with section 1905(a)(5)(B) of the 

Act). 
 
 Provided:   No limitations   With limitations* 
 
6. Medical care and any other type of remedial care recognized under state law, furnished by licensed 

practitioners within the scope of their practice as defined by State law. 
 
6.a. Podiatrists’ services. 
 
 Provided:   No limitations   With limitations* 
 
 
 
 
 
 
 
*Description provided on attachment. 



 

TN: 22-0010 Approved: 09/21/2022 Effective:07/01/2022 
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STATE ARKANSAS 

 
AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED       Revised: July 1, 2022 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
 

4.c. Family Planning Services 
 

(1) Comprehensive family planning services are limited to an original examination and up to 
three follow-up visits annually.  This limit is based on the state fiscal year - July 1 through 
June 30. 

 
4.d. (1) Face-to-Face Tobacco Cessation Counseling Services provided (by): 

[X] (i) By or under supervision of a physician;  
     

      [X] (ii) By any other health care professional who is legally authorized to furnish such 
services under State law and who is authorized to provide Medicaid coverable services 
other than tobacco cessation services; * or 

 
(iii) Any other health care professional legally authorized to provide tobacco cessation 
services under State law and who is specifically designated by the Secretary in 
regulations.  (None are designated at this time) 

 
*describe if there are any limits on who can provide these counseling services 

 
 (2) Face-to-Face Tobacco Cessation Counseling Services Benefit Package for Pregnant 

Women  
  
   Provided: [X] No limitations [  ] With limitations* 
 

*Any benefit package that consists of less than four (4) counseling sessions per quit 
attempt, with a minimum of two (2) quit attempts per 12 month period (eight (8) per 
year) should be explained below.  

  
   Please describe any limitations: 
 
 
 



 

TN: 22-0010 Approved:09/21/2022 Effective:07/01/2022 
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AMOUNT, DURATION AND SCOPE OF 

SERVICES PROVIDED            July 1, 2022 
CATEGORICALLY NEEDY 

____________________________________________________________________________________________________ 
 
5. a. Physicians' services, whether furnished in the office, the client’s home, a hospital, a skilled nursing facility, or 

elsewhere 
 

(1) For clients twenty-one (21) years of age or older, services provided in a physician’s 

office, a patient’s home, a nursing home, or elsewhere are limited to sixteen (16) visits 
per state fiscal year (SFY) (July 1 through June 30). 

 
 (a) Benefit Limit Details 
 

The benefit limit will be considered in conjunction with the benefit limit established for 
rural health clinic, federally qualified health center, medical services furnished by a 
dentist, office medical services furnished by an optometrist, certified nurse midwife 
services and advanced practice registered nurse or a combination of the seven.  Clients 
under age twenty-one (21) in the Child Health Services (EPSDT) Program are not 
benefit limited. 

 
 (b) Extension of Benefits 
 

For physicians’ services, medical services provided by a dentist, office medical services furnished by 
an optometrist, certified nurse midwife services, advanced practice registered nurse, or rural health 
clinic core services beyond the benefit limit, extensions will be available if medically necessary.   

   
(i) The following diagnoses are considered categorically medically necessary and are exempt from 

benefit extension requirements:  Malignant neoplasm; HIV infection and renal failure. 
 
(ii) Additionally, physicians’ visits for pregnancy in the outpatient hospital are exempt from benefit 

extension requirements. 
 
 (c) Special Exceptions 
 

(i)    Each attending physician/dentist is limited to billing one day of care for inpatient hospital 
covered days regardless of the number of hospital visits rendered. 

 
  (ii)     Surgical procedures which are generally considered to be elective require a prior 

authorization from the Utilization Review Section.  
 

  (iii)   Desensitization injections - Refer to Attachment 3.1-A, Item 4.b. (12). 
 

–   (iv)   Organ transplants are covered as described in Attachment 3.1-E. 
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AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED           Revised: April 10, 2018 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 

5. a. Physicians' Services (Continued)

(6) Consultations, including interactive consultations (telemedicine), are limited to two (2) per recipient
per year in a physician's office, patient's home, hospital or nursing home.  This yearly limit is based on 
the State Fiscal Year (July 1 through June 30). This limit is in addition to the yearly limit described in
Item 5.(1).  Extensions of the benefit limit will be provided if medically necessary for recipients.

(7) Abortions are covered when the life of the mother would be endangered if the fetus were carried to
term or for victims of rape or incest. The circumstances must be certified in writing by the woman's
attending physician.  Prior authorization is required.

5. b. Medical and surgical services furnished by a dentist (in accordance with Section 1905 (a)(5)(B) of the Act).

Medical services furnished by a dentist are limited to twelve (12) visits per State Fiscal Year (July 1 through 
June 30) for recipients age 21 and older. 

The benefit limit will be considered in conjunction with the benefit limit established for physicians' services, 
rural health clinic services, office medical services furnished by an optometrist and certified nurse midwife 
services.  Recipients will be allowed twelve (12) visits per State Fiscal Year for medical services furnished by a 
dentist, physicians' services, rural health clinic services, office medical services furnished by an optometrist, 
certified nurse midwife services or advanced practice nurse or registered nurse practitioner services or a 
combination of the six.  For physicians’ services, medical services provided by a dentist, office medical 
services furnished by an optometrist, certified nurse midwife services or rural health clinic core services 
beyond the 12 visit limit, extensions will be provided if medically necessary.  Certain services, specified in the 
appropriate provider manual, are not counted toward the 12 visit limit. Recipients under age 21 in the Child 
Health Services (EPSDT) Program are not benefit limited. 

Surgical services furnished by a dentist are not benefit limited. 

TN: 18-002 
Supersedes TN: 04-012

Approval Date: 09/27/18 Effective Date: 04/10/18
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AMOUNT, DURATION AND SCOPE OF
SERVICES PROVIDED Revised:

ATTACHMENT 3.1-A
Page 2d

September 27,2006

6.

CATEGORICALLYNEEDY

Medical care and any other type of remedial care recognized under State law, furnished by licensed
practitioners within the scope of their practice as defined by State law.

a. Podiatrists'Services

Services are limited to two (2) visits per State Fiscal Year (July 1 through June 30). The benefit limit

for State Fiscal Year 1992 will be calculated beginning with services provided on or after December l,

1991. Beneficiaries in the Child Health Services (EPSDT) Program are not benefit limited.

b. Optometrists'Services

Examination of eyes and provision of glasses and/or contact lens and other diagnostic screening,

preventive and rehabilitative seivices and treatment of conditions found for eligible persons. The

following limits are imposed:

( l ) One eye exam every twelve (12) months for eligible beneficiaries 2l years of age and older.
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AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED                  July 1, 2022 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
6. Medical care and any other type of remedial care recognized under State law, furnished by licensed practitioners within 

the scope of their practice as defined by State law.  (Continued) 
 

b. Optometrists' Services (Continued) 
 

(2) One eye exam every twelve (12) months for eligible client under 21 years of age in the Child Health 
Services (EPSDT) Program.  Extensions of the benefit limit will be available if medically necessary for 
clients in the Child Health Services (EPSDT) Program. 

 
(3) Office medical services provided by an optometrist are limited to twelve (12) visits per State Fiscal Year 

(July 1 through June 30) for clients twenty-one (21) years or older.  
 

 The benefit limit will be in conjunction with the benefit limit established for physicians’ services, 
medical services furnished by a dentist, rural health clinic services, Federally Qualified Health Center 
services, certified nurse midwife services, and advanced practice registered nurses, or a combination of 
the seven.  For services beyond the benefit limit, extensions will be available if medically necessary.  
Certain services, specified in the appropriate provider manual, are not counted toward the limit.   

c. Chiropractors' Services 
 

(1) Services are limited to licensed chiropractors meeting minimum standards promulgated by the Secretary 
of HHS under Title XVIII. 

 
(2) Services are limited to treatment by means of manual manipulation of the spine which the chiropractor is 

legally authorized by the State to perform. 
 

(3) Effective for dates of service on or after July 1, 1996, chiropractic services will be limited to twelve (12) 
visits per State Fiscal Year (July 1 through June 30) for eligible Medicaid clients twenty-one (21) years 
or older.  Services provided to clients under age twenty-one (21) in the Child Health Services (EPSDT) 
Program are not benefit limited. 

 
(4) Effective for dates of service on or after January 1, 2018, chiropractic services do not require a 

referral by the client’s primary care provider (PCP). 
 
 d. Advanced Practice Registered Nurses (APRN)  
 

For clients twenty-one (21) years of age or older, services provided in an advanced practice registered 
nurse’s office, a patient’s home, or nursing home are limited to sixteen (16) visits per state fiscal year (July 
1 through June 30). 
 
The benefit limit will be in conjunction with the benefit limit established for physicians’ services, rural health 
clinic, medical services furnished by a dentist, office medical services furnished by an optometrist, certified 
nurse midwife services and federally qualified health center, or a combination of the seven. For services 
beyond the established benefit limit, extensions will be available if medically necessary. Certain services, 
specified in the appropriate provider manual, are not counted toward the limit.  Clients in the Child Health 
Services (EPSDT) Program are not benefit limited. 
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STATE PLAN UNDER TTTLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARIGNSAS

AMC .JNT, DURATION AND SCOPE OF
SERVICES PROVIDED

CATEGORICALLY NEEDY

ATTACHMENT 3.I-A
Page 3a

July 1 , 1991

6.d.

Medicalcare and any other gpe of remedial care recognized under State law, lurnis-hed by
ticenjed practitioner6 within tiiJscope of their practicelnd defined by State law. (Continued)

Other Prac{itloners' Services

(1) Hearing Ald Dealers

Refer to Attachment 3.1-A, ltem 4.b. (8).

(2) Audiologists

Refer to Attachment 3.1-A, ltem 4.b. (9).

(3) Optlcal Labs

Provides eyeglasses and eyeglass repair to eligible recipients.

(4) Nurse Anesthetists

Services limiled to licensed nurse anesthetists.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-A 
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STATE ARKANSAS 

 
AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED       Revised: June 1, 2022         

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
 
6. Medical Care and any other type of remedial care recognized under State law, furnished by licensed 

practitioners within the scope of their practice as defined by State law.  (Continued) 
 
6.d. Other Practitioners’ Services (Continued) 
 

(5) Psychologists 
 

Refer to Attachment 3.1-A, Item 4.b. (13). 
 

(6) Obstetric - Gynecologic and Gerontological Nurse Practitioner 
 

Refer to Attachment 3.1-A, Item 24 for coverage limitations. 
 

(7) Pharmacists 
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CATEGORICALLY NEEDY

A'rrAcHsrEN't 3.1-A
Page 3c

Revised: Apri l  l ,  2002

7.a .

7.b.

7.c.

Home Health Services

Based on a physician's prescription as to medical necessity provided to eligible recipients at their place of

residence not to include institutions required to provide these services. For services above 50 visits per

recipient per State Fiscal Year, the provider must request an extensjon. Extension of the benefit limit will

be provided for all recipients, including EPSDT, if determined medically necessary.

Medical supplies, equipment, and appliances suitable for use in the home.

( l ) Medical supplies are covered for eligible Medicaid recipients when determined medically necessary

and prescriLed by a physician. Services are provided in the recipient's home (Home does not include

a long term care facility.) Supplies are limited to a maximum reimbursement of $250.00 per month,

per recipient. As medical supplies are provided to recipients through the Home Health Program and

the Prosthetics Program, the maximum reimbursement of $250.00 per month may be provided

through either program or a combination of the two. However, a recipient may not receive more than

$250.00 in supplies whether received through either of the two programs or a combination of the two

unless an extension has been granted. Extensions will be considered for recipients under age 2l in

the Child Health Services (EPSDT) Program if documentation verifies medical necessity. The

provider must request an extension of the established benefit limit'

Durable Medical Equipment (DME) - Services are covered in the recipient's home if prescribed by

the recipient's physician as medically necessary. Some DME requires prior authorization. DME is

limited to rp".ifi. items. Specific DME is listed in Section III of the Prosthetics Provider Manual.

Augmentative Communication Device

Services for recipients under age 2l are covered as a result of a Child Health Services (EPSDT)

screening/referral. Services for recipients over age 2l are covered if prescribed by the recipient's
physician as medically necessary. Prior authorization is required-

Specialized Wheelchairs

Specialized Wheelchairs are provided for eligible recipients of atl ages if prescribed by the

recipient's physician as medically necessary. Prior authorization is required for some items. These

items are listed in Section III of the Prosthetics Provider Manual.
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STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  Revised:  January 1, 2022 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
7. Home Health Services (Continued)

7.c. In accordance with 42 CFR 440.70(b)(3) medical supplies, equipment and appliances are suitable for use in any setting
in which normal life activities take place. (Continued)

(5) Diapers/Underpads

Diapers/underpads are limited to $130.00 per month, per beneficiary.  The $130.00 benefit limit is a combined limit
for diapers/underpads provided through the Prosthetics Program and Home Health Program.  The benefit limit may
be extended with proper documentation.  Only patients with a medical diagnosis other than infancy which results in
incontinence of the bladder and/or bowel may receive diapers.  This coverage does not apply to infants who would
otherwise be in diapers regardless of their medical condition.  Providers cannot bill for underpads/diapers if a
beneficiary is under the age of three years.

(6) DME/Continuous Glucose Monitors.

A. Continuous Glucose Monitors (CGM) will be covered for Arkansas Medicaid clients.
B. A prior authorization (PA) will be required and the service will be provided for those clients who

meet medical necessity.

7.d. Physical therapy, occupational therapy, or speech-language pathology and audiology services provided by a home health 
agency or medical rehabilitative facility. 

Physical therapists must meet the requirements outlined in 42 CFR 440.110(a). 

Services under this item are limited to physical therapy when provided by a home health agency and prescribed by a physician. 
Effective for dates of service on or after July 1, 2017, individual and group physical therapy are limited to six (6) units per 
week.  Effective for dates on or after January 1, 2021, physical therapy evaluations are limited to two (2) units per State Fiscal 
Year (July 1 through June 30).  Extensions of the benefit limits will be provided if medically necessary for eligible Medicaid 
recipients. 

8. Private Duty Nursing to enhance the effectiveness of treatment for ventilator-dependent beneficiaries or non-ventilator
dependent tracheotomy beneficiaries

Enrolled providers are Private Duty Nursing Agencies licensed by Arkansas Department of Health.  Services are provided by
Registered Nurses or Licensed Practical Nurses licensed by the Arkansas State Board of Nursing.

Services are covered for Medicaid-eligible beneficiaries age 21 and over when determined medically necessary and prescribed
by a physician.

Beneficiaries 21 and over to receive PDN Nursing Services must require constant supervision, visual assessment and
monitoring of both equipment and patient.  In addition, the beneficiary must be:

A. Ventilator dependent (invasive) or
B. Have a functioning trach

1. requiring suctioning and
2. oxygen supplementation and
3. receiving Nebulizer treatments or require Cough Assist / inexsufflator devices.

1-10-2022
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 3e       
STATE ARKANSAS

AMOUNT, DURATION, AND SCOPE OF
SERVICES PROVIDED  December 01, 2020

CATEGORICALLY NEEDY
____________________________________________________________________________________________________

8. Private Duty Nursing Services (Continued)

In addition, at least one (1) from each of the following conditions must be met:

1. Medications:
Receiving medication via gastrostomy tube (G-tube)
Have a Peripherally Inserted Central Catheter (PICC) line or central port

2. Feeding:
Nutrition via a permanent access such as G-tube, Low-Profile Button, or
Gastrojejunostomy tube (G-J tube). Feedings are either bolus or continuous.
Parenteral nutrition (total parenteral nutrition)

Services are provided in the beneficiary’s home, a Division of Developmental Disabilities (DDS) 
community provider facility, or a public school. (Home does not include an institution.) Prior 
authorization is required.  Private duty nursing medical supplies are limited to a maximum reimbursement 
of $80.00 per month, per beneficiary.  With substantiation, the maximum reimbursement may be 
extended. 
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SERVICES PROVIDED Revised: January 1, 2021

CATEGORICALLY NEEDY
____________________________________________________________________________________________________

9. Clinic Services

(1) Adult Developmental Day Treatment (ADDT) Services

Limited to comprehensive day treatment centers offering the following core services to beneficiaries
age 18 and above:

a. Assessment and Treatment Plan Development, 2 units per year

b. Adult Day Habilitation Services, 5 units per day, 1 hour each

c. Provision of noon meal

Optional Services available through ADDT in conjunction with core services are as follows:

a. Physical therapy - Services must be prescribed by a physician and provided by or
under the supervision of a qualified physical therapist.

b. Speech-language therapy - Services must be referred by a physician and provided by
or under the supervision of a qualified speech pathologist.

c. Occupational therapy - Services must be prescribed by a physician and provided by
or under the supervision of a qualified occupational therapist.

Occupational, Physical, and Speech-Language Therapy Services are provided in accordance with 
Items 3.1-A.4b(15), 3.1-A.11, 3.1-
B.4b(15), and 3.1-B(11).

Extensions of the benefit limit for all ADDT services will be provided if medically necessary.
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(2> FamilyPlanning Clinic Senjces

Serr,ices limited to family planning, rcproductive health services and supplies.
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STATE 

 
ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED       Revised: September 1, 2010    

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
 
10. Dental Services 

 
Refer to Attachment 3.1-A, Item 4.b. (16) for information regarding dental services for EPSDT eligible 
children under age 21. 
 
Dental services are available for Medicaid beneficiaries age 21 and over but most are benefit limited.  Specific 
benefit limits and prior authorization requirements for beneficiaries age 21 and over are detailed in the Dental 
Provider Manual. 
 
There is an annual benefit limit of $500 for dental services for adults.  Extractions and fees paid to the dental 
lab for the manufacture of dentures are excluded from the annual limit. 
 
All dentures, whether full or partial, must be provided by the one dental lab under contract with the 
Arkansas Medicaid Program to manufacture dentures.  For adults, there is lifetime limit of one set 
of dentures.  This policy applies to both: 
 

• Medicaid eligible beneficiaries age 21 and over and 
• Medicaid eligible beneficiaries under 21 whose eligibility is based on a “pregnant woman aid 

category” AND whose Medicaid ID number ends in the 100 series (100 through 199).     
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11. Physical Therapy and Related Services

Speech-Language Pathology services and qualified Speech-Language Pathologists meet the
requirements set forth in 42 CFR 440.110.  Speech-Language Pathology Assistants work under
the supervision of the Speech-Language Pathologist in accordance with the State’s licensing and
supervisory requirements.

Physical Therapy services and qualified Physical Therapists meet the requirements set forth in 42
CFR 440.110.  Physical Therapy assistants work under the supervision of the Physical Therapist
in accordance with the State’s licensing and supervisory requirements.

Occupational Therapy services and qualified Occupational Therapists meet the requirements set
forth in 42 CFR 440.110.  Occupational Therapy assistants work under the supervision of the
Occupational Therapist in accordance with the State’s licensing and supervisory requirements.

Audiology services and qualified Audiologists meet the requirements set forth in 42 CFR
440.110.

A. Occupational, Physical and Speech-Language Therapy

1. Refer to Attachment 3.1-A, Item 4.b. (15) for therapy services for recipients under age
21.

2. For recipients over age 21, effective for dates of services on or after July 1, 2017,
individual and group therapy are limited to six (6) units per week per discipline.
For recipients over age 21, Speech-language therapy evaluations are limited to
four (4) units per State Fiscal Year (July 1 through June 30).  Extensions of the
benefit limit will be provided if medically necessary.

3 For recipients over age 21, effective for dates on or after January 1, 2021,
physical therapy evaluations are limited to two (2) units per State Fiscal Year
(July 1 through June 30).  For recipients over age 21, effective for dates on or
after January 1, 2021, occupational therapy evaluations are limited to two (2)
units per State Fiscal Year (July 1 through June 30).  Extensions of the benefit
limit for the evaluation will be provided if medically necessary.

B. Speech-Language Therapy

Speech Generating Device (SGD) Evaluation - Effective for dates of service on or after
September 1, 1999, Speech Generating Device (SGD) evaluation is covered for eligible
Medicaid recipients of all ages.  One SGD evaluation may be performed every three years

S2U7
Line
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STATE ARKANSAS 

AMOUNT, DURATION, AND SCOPE OF 
SERVICES PROVIDED  Revised: October 1, 2023 

CATEGORICALLY NEEDY 
12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a physician skilled in diseases of the

eye or by an optometrist

a. Prescribed Drugs

(1) Each recipient age twenty-one (21) or older may have up to six (6) prescriptions each month under
the program. Family Planning, tobacco cessation, prescription drugs for opioid or alcohol use
disorder as part of a Medication Assisted Treatment plan, EPSDT, high blood pressure,
hypercholesterolemia, blood modifiers, diabetes and respiratory illness inhaler prescriptions do not
count against the prescription limit.

(2) Effective January 1, 2006, the Medicaid agency will not cover any Part D drug for full-benefit dual
eligible individuals who are entitled to receive Medicare benefits under Part A or Part B.

(3) The Medicaid agency provides coverage, to the same extent that it provides coverage for all
Medicaid recipients, for the following excluded or otherwise restricted drugs or classes of drugs, or
their medical uses – with the exception of those covered by Part D plans as supplemental benefits
through enhanced alternative coverage as provided in 42 C.F.R. §423.104 (f) (1) (ii) (A) –   to full
benefit dual eligible beneficiaries under the Medicare Prescription Drug Benefit – Part D.

The following excluded drugs, set forth on the Arkansas Medicaid Pharmacy Vendor’s Website, are
covered:

a. select agents when used for weight gain

b. select agents when used for the symptomatic relief of cough and colds

c. select prescription vitamins and mineral products, except prenatal vitamins and
fluoride

d. select nonprescription drugs

(4) The State will reimburse only for the drugs of pharmaceutical manufacturers who have entered into
and have in effect a rebate agreement in compliance with Section 1927 of the Social Security Act,
unless the exceptions in Section 1902(a)(54), 1927(a)(3), or 1927(d) apply.  The State permits
coverage of participating manufacturers’ drugs, even though it may be using a formulary or other

restrictions. Utilization controls will include prior authorization and may include drug utilization
reviews.  Any prior authorization program instituted after July 1, 1991 will provide for a 24-hour
turnaround from receipt of the request for prior authorization.  The prior authorization program also
provides for at least a seventy-two (72) hour supply of drugs in emergency situations.
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SERVICES PROVIDED Revised: May 1, 2022 

CATEGORICALLY NEEDY 
______________________________________________________________________________________________________ 
__ 
12. Prescribed drugs, dentures and prosthetic devices; and eyeglasses prescribed by a physician skilled in diseases of the eye or by 

an optometrist (Continued) 
 

a. Prescribed Drugs (continued) 
 

(4) The state is in compliance with section 1927 of the Social Security Act. The state will cover drugs of 
Federal rebate participating manufacturers. The state is in compliance with reporting requirements for 
utilization and restrictions to coverage. Pharmaceutical manufacturers can audit utilization data. 

 
The state will be negotiating supplemental rebates in the Medicaid program in addition to the Federal 
rebates provided for in Title XIX. Rebate agreements between the state and pharmaceutical 
manufacturer(s) will be separate from the Federal rebates. 

 
Effective May 1, 2022, CMS has authorized the state of Arkansas to enter into a multi-state 
supplemental rebate pool, using a Preferred Drug List (PDL) to maximize state supplemental 
rebates. The state will continue to select products participating in the federal rebate program that 
will be in its Preferred Drug List Program and will only receive state supplemental rebates for 
manufacturer’s supplemental covered products included on the PDL. 

 
A rebate agreement between the state and a participating drug manufacturer for drugs provided to the 
Medicaid program, submitted to CMS on May 24, 2016, and entitled, State of Arkansas Supplemental 
Rebate Agreement, has been authorized by CMS. Any additional versions of rebate agreements 
negotiated between the state and manufacturer(s) after May 24, 2016, will be submitted to CMS for 
authorization. 

 
The state supplemental rebate agreements would apply to the drug benefit, both fee-for-service and those 
paid by contracted Medicaid managed care organizations (MCOs), under prescribed conditions in 
Attachment C of the State of Arkansas Supplemental Rebate Agreement. State supplemental rebate 
agreements would apply to beneficiaries, including those made eligible under the Affordable Care Act 
receiving fee-for-service benefits and those that are enrolled under a Medicaid managed care organization 
agreement. 

 
Supplemental rebates received by the State in excess of those required under the National Drug Rebate 
Agreement will be shared with the Federal government on the same percentage basis as applied under the 
national rebate agreement. 

 
All drugs covered by the program, irrespective of a supplemental rebate agreement, will comply with the 
provisions of the national drug rebate agreement. 

 
The supplemental rebate program does not establish a drug formulary within the meaning of 1927(d)(4) of 
the Social Security Act. 

 
Effective May 1, 2022, CMS has authorized the state of Arkansas to enter into value/outcomes- 
based contracts with manufacturers on a voluntary basis. The conditions of the value/outcomes- 
based contract would be agreed upon by both the state and manufacturer. 

 
The unit rebate amount is confidential and cannot be disclosed for purposes other than rebate invoicing 
and verification, in accordance with Section 1927(b)(3)(D) of the Social Security Act. 

 
(5) Pursuant to 42 U.S.C. Section 1396r-8 the state is establishing a preferred drug list with prior authorization 

for drugs not included on the preferred drug list. Prior authorization will be provided within a 24-hour 
turn-around from receipt of request and a 72-hour supply of drugs in emergency situations. 

 
TN: 22-0006     Approved:06/28/2022 Effective:05/01/2022 
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CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
 
12. Prescribed drugs, dentures and prosthetic devices; and eyeglasses prescribed by a physician skilled in diseases 

of the eye or by an optometrist (Continued) 
 

a. Prescribed Drugs (continued) 
 

Prior authorization will be established for certain drug classes, particular drugs or medically 
accepted indication for uses and doses. 
 
The state will appoint a Pharmaceutical and Therapeutic Committee or utilize the drug 
utilization review committee in accordance with Federal law. 
 
When a pharmacist receives a prescription for a brand or trade name drug, and dispenses an 
innovator multisource drug that is subject to the Federal Upper Limits (FULs), the innovator 
multisource drug must be priced at or below the FUL or the prescription hand annotated by 
the prescriber “Brand Medically Necessary”.  Only innovator multisource drugs that are 
subject to the Federal Upper Limit at 42 CFR 447.332(a) and dispensed on or after July 1, 
1991, are subject to the provisions of Section 1903(i)(10)(B) of the Social Security Act. 

 
For drugs listed on the Arkansas Medicaid Generic Upper Limit List, the upper limit price 
will not apply if the prescribing physician certifies in writing that a brand name drug is 
medically necessary. 
 
The Arkansas Medicaid Generic Upper Limit List is comprised of State generic upper limits 
on specific multisource drug products and CMS identified generic upper limits on multisource 
drug products. 
 
The Medicaid agency will provide coverage of prescription and over-the-counter (OTC) 
smoking/tobacco cessation covered outpatient drugs for pregnant women as 
recommended in “Treating Tobacco Use and Dependence – 2008 Update:  A Clinical 
Practice Guideline” published by the Public Health Service in May 2008 or any 
subsequent modification of such guideline. 
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CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 

 
12. Prescribed drugs, dentures and prosthetic devices; and eyeglasses prescribed by a physician skilled in diseases 

of the eye or by an optometrist (Continued) 
 

b. Dentures 
 

Refer to Attachment 3.1-A, Item 4.b (7) for coverage of dentures for Child Health Services (EPSDT) 
recipients. 
 
Dentures are available for eligible Medicaid beneficiaries age 21 and over, but are benefit 
limited.  Specific benefit limits and prior authorization requirements for beneficiaries age 21 
and over are detailed in the Dental Provider Manual. 
 
Dentures are excluded from the annual limit but are limited to one set per lifetime. 

 
c. Prosthetic Devices 

 
(1) Eye Prostheses - Refer to Attachment 3.1-A, item 4.b.(11). 

 
(2) Hearing Aids, Accessories and Repairs - Refer to Attachment 3.1-A, Item 4.b.(10). 

 
(3) Pacemakers and internal surgical prostheses when supported by invoice. 

 
(4) a. Parenteral hyperalimentation services, including fluids, supplies and equipment, 

when provided in the recipient’s home.  Home does include a nursing facility (NF) 
and intermediate care facility for the mentally retarded (ICF-MR).  Service requires 
prior authorization. 

 
b. Enteral nutrition services, including fluids, supplies and equipment, when provided 

in the recipient’s home.  Home does not include a nursing facility (NF) or 
intermediate care facility for the mentally retarded (ICF-MR) because this service is 
included and reimbursed as an NF and ICF-MR benefit as described in Attachment 
3.1-A, Item 4.a.  Service requires prior authorization. 
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Prescribed drugs, dentures and prosthetic devices; and eyeglasses prescribed by a physician skilled in

diseases of the eye or by an optometrist (Continued)

c. Prosthetic Devices (Continued)

Orthotic Appliances

Services for recipients under age 2t are not benefit limited.

Services for recipients age 21 and over are limited to $3,000 per State Fiscal Year (July 1

through June 30). When the Medicaid maximum allowable for an orthotic appliance is $500

or more, prior authorization is required. Specific covered orthotic appliances are listed in

Section III of the Prosthetics Provider Manual.

Prosthetic Devices

Services for recipients under age 2l are not benefit limited.

Services for recipients age 2l and over are limited to $20,000 per State Fiscal Year (July I

through June 30). When the Medicaid maximum allowable for a prosthetic device is $ 1 ,000
o, *&., prior authorization is required. Specific covered prosthetic devices are listed in

Section III of the Prosthetics Provider Manual.
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September 27,2006

12. Prescribed drugs, dentures and prosthetic devices; and eyeglasses prescribed by a physician skilled in diseases
of the eye or by an optomehist (Continued)

d. Eyeglasses

For the provision of glasses and/or contact lens for eligrble beneficiaries, the following limits are
imposed:

(l) One pair of glasses every twelve (12) months for eligible beneficiaries 21 years of age and
over. Repairs to glasses or professional service for repairing glasses are covered for
eligible beneficiaries 2l years of age and over. Replacement of glasses is covered for
post cataract patients with prior authorization.

(2) One pair of glasses every twelve (12) months for eligible beneliciaries under 2 I years of age
in the Child Health Services (EPSDT) Program. One replacement pair of glasses every
twelve (12) months for eligible beneficiaries under 21 years of age in the Child Health
Services (EPSDT) Program. Repairs to glasses or professional service for repairing
glasses are covered for eligible beneficiaries under 21 years of age. Under special
circumstances, additional glasses may be authorized.

(3) Contact lenses are covered for beneficiaries of all ages if either of the following conditions
are exhibited by the patient:

a. Medical necessity
b. Cataract patients

Prior authorizationis required by the Medical Assistance Section. Lens replacement for all
beneficiaries is allowed as medically necessary.
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other diagnostic, screening, preventive and rehabilitative services, i.e., other than tnoseprovided elsewhere in this plan.

a. Diagnostic services - Not provideo.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-
A Page 6a1  MEDICAL ASSISTANCE PROGRAM 

STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF Revised:  October 1, 2023 
SERVICES PROVIDED

CATEGORICALLY NEEDY 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this plan.
(Continued)

a. Diagnostic services – Not Provided.
b. Screening services - Not Provided.
c. Preventive services - Provided, with limitation.

Arkansas covers vaccines and vaccine administration which includes approved vaccines recommended by the
Advisory Committee on Immunization Practices (an advisory committee established by the Secretary, acting
through the Director of the Centers for Disease Control and Prevention).

d. Rehabilitative Services

1. Rehabilitative Services for Persons with Mental Illness (RSPMI)

A comprehensive system of care for behavioral health services has been developed for use by
RSPMI providers. The changes to the program were developed in coordination with providers,
representatives of the Arkansas System of Care and other key stakeholders.

DMS is seeking first to revise service definitions and methods within this program to meet the
needs of persons whose illnesses meet the definitions outlined in the American Psychiatric
Association Diagnostic and Statistical Manual.

Covered mental health services do not include services provided to individuals aged 21 to 65
who reside in facilities that meet the Federal definition of an institution for mental disease.
Coverage of RSPMI services within the rehabilitation section of Arkansas’ state plan that are
provided in IMD’s will be discontinued as of September 1, 2011.

A. Scope

A range of mental health rehabilitative or palliative services is provided by a duly
certified RSPMI provider to Medicaid-eligible beneficiaries suffering from mental
illness, as described in the American Psychiatric Association Diagnostic and Statistical
Manual (DSM-IV and subsequent revisions).

DMS has set forth in policy the settings in which each individual service may be provided.
Each service shown below includes the place of service allowable for that procedure.

Services:

 SERVICE: Mental Health Evaluation/Diagnosis
DEFINITION: The cultural, developmental, age and disability -relevant
clinical evaluation and determination of a beneficiary's mental status;
functioning in various life domains; and an axis five DSM diagnostic
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CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
 
13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this 

plan.  (Continued) 
 
 d. Rehabilitative Services (continued) 
 

formulation for the purpose of developing a plan of care.  This service is required 
prior to provision of all other mental health services with the exception of crisis 
interventions. Services are to be congruent with the age, strengths, necessary, 
accommodations for disability, and cultural framework of the beneficiary and his/her 
family. 
 
Setting information could be summarized in the description if the State would like to 
include this information. 
 
This service must be performed by a physician or mental health professional and is 
necessary to determine how best to proceed in developing an array of rehabilitative 
treatment services for maximum reduction of a mental disability and to restore the 
beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 6a18. 

 
• SERVICE:  Psychological Evaluation 

DEFINITION:  A Psychological Evaluation employs standardized psychological 
tests conducted and documented for evaluation, diagnostic, or therapeutic purposes.  
The evaluation must be medically necessary, culturally relevant; with reasonable 
accommodations for any disability, provide information relevant to the beneficiary's 
continuation in treatment, and assist in treatment planning. All psychometric 
instruments must be administered, scored, and interpreted by the qualified 
professional. 

 
This service must be performed by a physician or mental health professional and is 
necessary to determine how best to proceed in developing an array of rehabilitative 
treatment services for maximum reduction of a mental disability and to restore the 
beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 6a18. 
 

• SERVICE:  Psychiatric Diagnostic Assessment 
DEFINITION:  A direct face-to-face service contact occurring between the physician 
or Advanced Practice Nurse and the beneficiary for the purpose of evaluation.  
Psychiatric Diagnostic Assessment includes a history, mental status, and a 
disposition, and may include communication with family or other sources, ordering 
and medical interpretation of laboratory or other medical diagnostic studies. (See 
Section 224.000 for additional requirements.) 

 
This service must be performed by a physician or Advanced Practice Nurse and is 
necessary to determine how best to proceed in developing an array of rehabilitative 
treatment services for maximum reduction of a mental disability and to restore the 
beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 6a18. 
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An APN performing the Psychiatric Diagnostic Assessment MUST meet the 
following: 

1. Licensed by the Arkansas State Board of Nursing 
2. Practicing with licensure through the American Nurses Credentialing 

Center 
3. Practicing under the supervision of an Arkansas-licensed psychiatrist 

who has an affiliation with the RSPMI program and with whom the 
Advanced Practice Nurse has a collaborative agreement.  Prior to the 
initiation of the treatment plan, the findings of the Psychiatric Diagnostic 
Assessment conducted by the Advanced Practice Nurse must be discussed 
with the supervising psychiatrist.  The collaborative agreement must 
comply with all Board of Nursing requirements and must spell out, in 
detail, what the nurse is authorized to do and what age group they may do 
it to.   

4. Practicing within the scope of practice as defined by the Arkansas Nurse 
Practice Act 

5. Practicing within an Advanced Practice Nurse’s experience and 
competency level 

 
• SERVICE:  Master Treatment Plan 

DEFINITION:  A developed plan in cooperation with the beneficiary (parent or 
guardian if the beneficiary is under 18), to deliver specific mental health services to 
the beneficiary to restore, improve or stabilize the beneficiary's mental health 
condition. The plan must be based on individualized service needs identified in the 
completed Mental Health Diagnostic Evaluation. The plan must include goals for the 
medically necessary treatment of identified problems, symptoms and mental health 
conditions. The plan must identify individuals or treatment teams responsible for 
treatment, specific treatment modalities prescribed for the beneficiary, time 
limitations for services, and documentation of medical necessity by the supervising 
physician. 

 
This service must be performed by a physician and licensed mental health 
professionals in conjunction with the beneficiary and is necessary for developing an 
array of rehabilitative treatment services according to goals and objectives for 
maximum reduction of a mental disability and to restore the beneficiary to his or her 
best possible functional level. 

 
Please refer to Provider Qualifications on page 6a18. 

 
• SERVICE:  Periodic Review of Master Treatment Plan 

DEFINITION:  The periodic review and revision of the master treatment plan, in 
cooperation with the beneficiary, to determine the beneficiary's progress or lack of 
progress toward the master treatment plan goals and objectives; the efficacy of the 
services provided; and continued medical necessity of services.  This includes a 
review and revision of the measurable goals and measurable objectives directed at 
the medically necessary treatment of identified symptoms/mental health condition, 
individuals or treatment teams responsible for treatment, specific treatment 
modalities, and necessary accommodations that will be provided to the beneficiary, 
time limitations for services, and the medical necessity of continued  
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services.   Services are to be congruent with the age, strengths, necessary 
accommodations for any disability, and cultural framework of the 
beneficiary and his/her family. 

 
This service must be performed by a physician and licensed mental health 
professionals in conjunction with the beneficiary to ensure that the array of 
rehabilitative treatment services is producing the desired outcome according to 
goals and objectives and to determine if the maximum reduction of a mental 
disability restoration of the beneficiary to his or her best possible functional 
level is progressing. 
 
Please refer to Provider Qualifications on page 6a18. 
 

• SERVICE:  Interpretation of Diagnosis 
DEFINITION:  A face-to face therapeutic intervention provided to a 
beneficiary in which the results/implications/diagnoses from a mental health 
diagnosis evaluation or a psychological evaluation are explained by the 
professional who administered the evaluation.  Services are to be congruent 
with the age, strengths, necessary accommodations, and cultural framework 
of the beneficiary and his/her family. 
 
This service must be performed by a physician or licensed mental health 
professional to assist the beneficiary and his or her primary support persons in 
understanding what is necessary for developing an array of rehabilitative 
treatment services for maximum reduction of a mental disability and to restore 
the beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 6a18. 

 
• SERVICE:  Individual Psychotherapy 

DEFINITION: Face-to-face treatment provided by a licensed mental health 
professional on an individual basis.  Services consist of structured sessions 
that work toward achieving mutually defined goals as documented in the 
master treatment plan.  Services are to be congruent with the age, 
strengths, needed accommodations necessary for any disability, and 
cultural framework of the beneficiary and his/her family.  The treatment 
service must reduce or alleviate identified symptoms, maintain or improve 
level of functioning, or prevent deterioration. 
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This service must be performed by a licensed mental health professional and 
is necessary as part of an array of other rehabilitative treatment services used 
together when clinically indicated according to a master treatment plan for 
maximum reduction of a mental disability and to restore the beneficiary to his 
or her best possible functional level. 
 
Please refer to Provider Qualifications on page 6a18. 

 
• SERVICE:  Marital/Family Psychotherapy – Beneficiary is not present 

DEFINITION:  Face-to-face treatment provided to more than one member 
of a family simultaneously in the same session or treatment with an 
individual family member (i.e. Spouse or Single Parent) that is specifically 
related to achieving goals identified on the beneficiary's master treatment 
plan.  The identified beneficiary is not present for this service.  Services are 
to be congruent with the age, strengths, needed accommodations for any 
disability, and cultural framework of the beneficiary and his/her family.  
These services identify and address marital/family dynamics and 
improve/strengthen marital/family interactions and functioning in 
relationship to the beneficiary, the beneficiary's condition and the 
condition's impact on the marital/family relationship. 
 
When all three conditions are taken together, it would be necessary to 
address marital/family dynamics and improve/strengthen the marital/family 
interactions and functioning in order o focus on the Medicaid eligible 
beneficiary’s condition and how it can be improved. 
 
The reason for providing this service is to improve the integrity of the 
patient’s support system and documentation must reflect how the therapy 
accomplishes that rather than becoming therapy for the caregiver in and of 
itself. 
 
The service may only be provided by a mental health professional 
practicing within the scope of their licensure. 
 
This service must be performed by a licensed mental health professional and 
is necessary as part of an array of other rehabilitative treatment services used 
together when clinically indicated according to a master treatment plan for 
maximum reduction of a mental disability and to restore the beneficiary to his 
or her best possible functional level. 
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Please refer to Provider Qualifications on page 6a18. 

 
• SERVICE:  Marital/Family Psychotherapy – Beneficiary is present 

DEFINITION:  Face-to-face treatment provided to more than one member 
of a family simultaneously in the same session or treatment with an 
individual family member (i.e. Spouse or Single Parent) that is specifically 
related to achieving goals identified on the beneficiary's master treatment 
plan.  The identified beneficiary must be present for this service.  Services 
are to be congruent with the age, strengths, needed accommodations for 
disability, and cultural framework of the beneficiary and his/her family.  
These services are to be utilized to identify and address marital/family 
dynamics and improve/strengthen marital/family interactions and 
functioning in relationship to the beneficiary, the beneficiary's condition 
and the condition's impact on the marital/family relationship. 
 
This service must be performed by a licensed mental health professional and 
is necessary as part of an array of other rehabilitative treatment services used 
together when clinically indicated according to a master treatment plan for 
maximum reduction of a mental disability and to restore the beneficiary to his 
or her best possible functional level. 
 
Please refer to Provider Qualifications on page 6a18. 

 
• Individual Outpatient – Speech Therapy, Speech Language Pathologist 

Scheduled individual outpatient care provided by a licensed speech 
pathologist supervised by a physician to a Medicaid-eligible beneficiary for 
the purpose of treatment and remediation of a communicative disorder 
deemed medically necessary.  See the Occupational, Physical and Speech 
Therapy Program Provider Manual for specifics of the speech therapy 
services. 
 
This service must be performed by licensed speech language pathologist and is 
necessary as part of an array of other rehabilitative treatment services used 
together when clinically indicated according to a master treatment plan for 
maximum reduction of a mental disability and to restore the beneficiary to his 
or her best possible functional level. 
 
Please refer to Provider Qualifications on page 6a18. 
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• Individual Outpatient – Speech Therapy, Speech Language Pathologist 
Assistant 
Scheduled individual outpatient care provided by a licensed speech 
pathologist assistant supervised by a qualified speech language pathologist 
to a Medicaid-eligible beneficiary for the purpose of treatment and 
remediation of a communicative disorder deemed medically necessary.  See 
the Occupational, Physical and Speech Therapy Program Provider Manual 
for specifics of the speech therapy services. 
 
This service must be performed by licensed speech language pathologist 
assistant and is necessary as part of an array of other rehabilitative treatment 
services used together when clinically indicated according to a master 
treatment plan for maximum reduction of a mental disability and to restore 
the beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 6a18. 

 
• Group Outpatient – Speech Therapy, Speech Language Pathologist 

Contact between a group of Medicaid-eligible beneficiaries and a speech 
pathologist for the purpose of speech therapy and remediation.  See the 
Occupational, Physical and Speech Therapy Provider Manual for specifics 
of the speech therapy services. 
Group Outpatient – Speech Therapy, Speech Language Pathologist 
Assistant 
 
Contact between a group of Medicaid-eligible beneficiaries and a speech 
pathologist assistant for the purpose of speech therapy and remediation.  
See the Occupational, Physical and Speech Therapy Provider Manual for 
specifics of the speech therapy services. 
 
This service must be performed by licensed speech language pathologist and is 
necessary as part of an array of other rehabilitative treatment services used 
together when clinically indicated according to a master treatment plan for 
maximum reduction of a mental disability and to restore the beneficiary to his 
or her best possible functional level. 
 
Please refer to Provider Qualifications on page 6a18. 
 

• SERVICE:  Group Outpatient – Group Psychotherapy 
DEFINITION:  Face-to-face interventions provided to a group of 
beneficiaries on a regularly scheduled basis to improve behavioral or 
cognitive problems which either cause or exacerbate mental illness. 
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The professional uses the emotional interactions of the group's members to 
assist them in implementing each beneficiary's master treatment plan. 
Services are to be congruent with the age, strengths, needed 
accommodation for any disability, and cultural framework of the 
beneficiary and his/her family. 
 
This service must be performed by a licensed mental health professional and 
is necessary as part of an array of other rehabilitative treatment services used 
together when clinically indicated according to a master treatment plan for 
maximum reduction of a mental disability and to restore the beneficiary to his 
or her best possible functional level. 
 
Please refer to Provider Qualifications on page 6a18. 

 
• SERVICE:  Therapeutic Day/Acute Day Treatment 

DEFINITION:  This service includes the administration of individual, 
family/marital and group therapies, face to face interventions and 
supportive services and is designed to be more intensive in nature than 
rehabilitative day services. 
 
The providers are a combination of licensed professionals (psychologist, 
LCSW, LPC, LPE, RN, and paraprofessionals.  Licensed professionals must 
supervise the milieu and a physician must provide oversight.  
Paraprofessionals must be supervised by a licensed professional. 
 
Short-term daily array of continuous, highly structured, intensive 
outpatient services provided by a mental health professional.  These 
services are for beneficiaries experiencing acute psychiatric symptoms that 
may result in the beneficiary being in imminent danger of psychiatric 
hospitalization and are designed to stabilize the acute symptoms.  These 
direct therapy and medical services are intended to be an alternative to 
inpatient psychiatric care and are expected to reasonably improve or 
maintain the beneficiary's condition and functional level to prevent 
hospitalization and assist with assimilation to his/her community after an 
inpatient psychiatric stay of any length.  These services are to be provided 
by a team consisting of mental health clinicians, paraprofessionals and 
nurses, with physician oversight and availability. The team composition 
may vary depending on clinical and programmatic needs but must at a 
minimum include a licensed mental health clinician and physician who 
provide services and oversight. Services are to be congruent with the age, 
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strengths, needed accommodation for any disability, and cultural 
framework of the beneficiary and his/her family. 
 
These services must include constant staff supervision of beneficiaries 
and physician oversight. 

 
This service must be performed and overseen by a multidisciplinary team 
of physician, licensed mental health professional and mental health 
paraprofessional staff and is necessary as part of an array of other 
rehabilitative treatment services used together when clinically indicated 
according to a master treatment plan for maximum reduction of a mental 
disability and to restore the beneficiary to his or her best possible 
functional level. 

 
 Please refer to Provider Qualifications on page 6a18. 

 
• SERVICE:  Crisis Intervention 

DEFINITION:  Unscheduled, immediate, short-term treatment 
activities provided to a Medicaid-eligible beneficiary who is 
experiencing a psychiatric or behavioral crisis.  Services are to be 
congruent with the age, strengths, needed accommodation for any 
disability, and cultural framework of the beneficiary and his/her 
family. These services are designed to stabilize the person in crisis, 
prevent further deterioration, and provide immediate indicated 
treatment in the least restrictive setting.  (These activities include 
evaluating a Medicaid-eligible beneficiary to determine if the need for 
crisis services is present.) 
 
This service must be performed by a licensed mental health professional 
and is necessary as part of an array of other rehabilitative treatment 
services used together when clinically indicated according to a master 
treatment plan for maximum reduction of a mental disability and to 
restore the beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 6a18. 
 

• SERVICE:  Physical Examination – Psychiatrist or Physician 
Physical Examination – Psychiatric Mental Health Clinical Nurse 
Specialist or Psychiatric Mental Health Advanced Nurse Practitioner 
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DEFINITION:  A general multisystem examination based on age and 
risk factors to determine the state of health of an enrolled RSPMI 
beneficiary. 
 
This service must be performed by a psychiatrist, physician, 
psychiatric mental health clinical nurse specialist or psychiatric mental 
health advanced nurse practitioner and is necessary as part of an array of 
other rehabilitative treatment services used together when clinically 
indicated according to a master treatment plan for maximum reduction of 
a mental disability and to restore the beneficiary to his or her best possible 
functional level. 
 
Please refer to Provider Qualifications on page 6a18. 
 

• SERVICE:  Pharmacologic Management by Physician (formerly 
Medication Maintenance by a physician) 
Pharmacologic Management by Mental Health Clinical Nurse 
Specialist or Psychiatric Mental Health Advanced Nurse Practitioner 
DEFINITION:  Provision of service tailored to reduce, stabilize or 
eliminate psychiatric symptoms by addressing individual goals in the 
master treatment plan. This service includes evaluation of the 
medication prescription, administration, monitoring, and supervision 
and informing beneficiaries regarding medication(s) and its potential 
effects and side effects in order to make informed decisions regarding 
the prescribed medications. Services must be congruent with the age, 
strengths, necessary accommodations for any disability, and cultural 
framework of the beneficiary and his/her family. 

 
This service must be performed by a psychiatrist, physician, 
psychiatric mental health clinical nurse specialist or psychiatric mental 
health advanced nurse practitioner and is necessary as part of an array of 
other rehabilitative treatment services used together when clinically 
indicated according to a master treatment plan for maximum reduction of 
a mental disability and to restore the beneficiary to his or her best possible 
functional level. 
 
Please refer to Provider Qualifications on page 6a18. 
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• SERVICE:  Medication Administration by a Licensed Nurse 
DEFINITION:  Administration of a physician-prescribed medication to 
a beneficiary. This includes preparing the beneficiary and medication; 
actual administration of oral, intramuscular and/or subcutaneous 
medication; observation of the beneficiary after administration and any 
possible adverse reactions; and returning the medication to its previous 
storage. 

 
This service must be performed by a qualified, licensed health care 
professional and is necessary as part of an array of other rehabilitative 
treatment services used together when clinically indicated according to a 
master treatment plan for maximum reduction of a mental disability and 
to restore the beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 6a18. 

 
• SERVICE:  Group Outpatient – Pharmacologic Management by a 

Physician 
DEFINITION:  Therapeutic intervention provided to a group of 
beneficiaries by a licensed physician involving evaluation and 
maintenance of the Medicaid-eligible beneficiary on a medication 
regimen with simultaneous supportive psychotherapy in a group 
setting.  This includes evaluating medication prescription, 
administration, monitoring, and supervision; and informing 
beneficiaries regarding medication(s) and its potential effects and side 
effects. Services are to be congruent with the age, strengths, necessary 
accommodations for any disability, and cultural framework of the 
beneficiary and his/her family. 

 
This service must be performed by a physician and is necessary as part of 
an array of other rehabilitative treatment services used together when 
clinically indicated according to a master treatment plan for maximum 
reduction of a mental disability and to restore the beneficiary to his or her 
best possible functional level. 
 
Please refer to Provider Qualifications on page 6a18. 
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• SERVICE:  Routine Venipuncture for Collection of Specimen 
DEFINITION:  The process of drawing a blood sample through 
venipuncture (i.e., inserting a needle into a vein to draw the specimen 
with a syringe or vacutainer) or collecting a urine sample by 
catheterization as ordered by a physician or psychiatrist. 
 
This service must be performed by a qualified, licensed health care 
professional and is necessary as part of an array of other rehabilitative 
treatment services used together when clinically indicated according to a 
master treatment plan for maximum reduction of a mental disability and 
to restore the beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 6a18. 

 
• SERVICE:   Collateral Intervention, Mental Health Professional 

DEFINITION:  A face-to-face contact by a mental health professional 
with caregivers, family members, other community-based service 
providers or other Participants on behalf of and with the expressed 
written consent of an identified beneficiary in order to obtain or share 
relevant information necessary to the enrolled beneficiary's assessment, 
master treatment plan , and/or rehabilitation. The identified 
beneficiary does not have to be present for this service.  Services are to 
be congruent with the age, strengths, needed accommodations for any 
disability, and cultural framework of the beneficiary and his/her 
family. 

 
This service must be performed by a licensed mental health professional 
and is necessary as part of an array of other rehabilitative treatment 
services used together when clinically indicated according to a master 
treatment plan for maximum reduction of a mental disability and to 
restore the beneficiary to his or her best possible functional level. 

 
Please refer to Provider Qualifications on page 6a18. 

 
• SERVICE:   Collateral Intervention, Mental Health Paraprofessional 

DEFINITION:  A face-to-face contact by a mental health 
paraprofessional with caregivers, family members, other community-
based service providers or other Participants on behalf of and with the 
expressed written consent of an identified beneficiary in order to obtain 
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 or share relevant information necessary to the enrolled beneficiary's 
assessment, master treatment plan, and/or rehabilitation. Services are 
to be congruent with the age, strengths, needed accommodation for any 
disability, and cultural framework of the beneficiary and his/her 
family.  The identified beneficiary does not have to be present for this 
service. 
 
This service must be performed by a mental health paraprofessional 
under the supervision of a licensed mental health professional and is 
necessary as part of an array of other rehabilitative treatment services 
used together when clinically indicated according to a master treatment 
plan for maximum reduction of a mental disability and to restore the 
beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 6a18. 

 
• SERVICE:  Crisis Stabilization Intervention, Mental Health 

Professional 
DEFINITION:  Scheduled face-to-face treatment activities provided to 
a beneficiary who has recently experienced a psychiatric or behavioral 
crisis that are expected to further stabilize, prevent deterioration, and 
serve as an alternative to 24-hour inpatient care. Services are to be 
congruent with the age, strengths, needed accommodation for any 
disability, and cultural framework of the beneficiary and his/her 
family. 
 
This service must be performed by a licensed mental health professional 
and is necessary as part of an array of other rehabilitative treatment 
services used together when clinically indicated according to a master 
treatment plan for maximum reduction of a mental disability and to 
restore the beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 6a18. 
 

• SERVICE:  Crisis Stabilization Intervention, Mental Health 
Paraprofessional 
DEFINITION:  Scheduled face-to-face treatment activities provided to 
a beneficiary who has recently experienced a psychiatric or behavioral 
crisis that are expected to further stabilize, prevent deterioration, and 
serve as an alternative to 24-hour inpatient care. Services are to be  
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congruent with the age, strengths, needed accommodation for any 
disability, and cultural framework of the beneficiary and his/her 
family. 
 
This service must be performed by a mental health paraprofessional 
under the supervision of a licensed mental health professional and is 
necessary as part of an array of other rehabilitative treatment services 
used together when clinically indicated according to a master treatment 
plan for maximum reduction of a mental disability and to restore the 
beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 6a18. 

 
• SERVICE:  Intervention, Mental Health Professional (formerly On-

Site and Off-Site Interventions, MHP) 
DEFINITION:  Face-to-face medically necessary treatment activities 
provided to a beneficiary consisting of specific therapeutic 
interventions as prescribed on the master treatment plan to re-direct a 
beneficiary from a psychiatric or behavioral regression or to improve 
the beneficiary’s progress toward specific goal(s) and outcomes.  These 
activities may be either scheduled or unscheduled as the goal warrants. 
 Services are to be congruent with the age, strengths, necessary 
accommodations for any disability, and cultural framework of the 
beneficiary and his/her family. 
 
This service must be performed by a licensed mental health professional 
and is necessary as part of an array of other rehabilitative treatment 
services used together when clinically indicated according to a master 
treatment plan for maximum reduction of a mental disability and to 
restore the beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 6a18. 

 
• SERVICE:  Intervention, Mental Health Paraprofessional (formerly 

On-Site and Off-Site Intervention, Mental Health Paraprofessional) 
DEFINITION:  Face-to-face, medically necessary treatment activities 
provided to a beneficiary consisting of specific therapeutic 
interventions prescribed on the master treatment plan, which are 
expected to accomplish a specific goal or objective listed on the master 
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plan.  (Continued) 
 
 d. Rehabilitative Services (continued) 
 

treatment plan.  These activities may be either scheduled or 
unscheduled as the goal or objective warrants. Services are to be 
congruent with the age, strengths, necessary accommodations for any 
disability, and cultural framework of the beneficiary and his/her 
family. 
 
This service must be performed by a mental health paraprofessional 
under the supervision of a licensed mental health professional and is 
necessary as part of an array of other rehabilitative treatment services 
used together when clinically indicated according to a master treatment 
plan for maximum reduction of a mental disability and to restore the 
beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 6a18. 

 
• SERVICE:  Rehabilitative Day Service for Persons under Age 18 

DEFINITION: An array of face-to-face interventions providing a 
preplanned and structured group program for identified beneficiaries 
that improve emotional and behavioral symptoms of youth diagnosed 
with childhood disorders, as distinguished from the symptom 
stabilization function of acute day treatment.  These interventions are 
person- and family-centered, age-appropriate, recovery based, 
culturally competent, must reasonably accommodate disability, and 
must have measurable outcomes. These activities are designed to assist 
the beneficiary with compensating for or eliminating functional deficits 
and interpersonal and/or environmental barriers associated with their 
mental illness.  The intent of these services is to enhance a youth's 
functioning in the home, school, and community with the least amount 
of ongoing professional intervention.  Skills addressed may include: 
emotional skills, such as coping with stress, anxiety, or anger; 
behavioral skills, such as positive peer interactions, appropriate 
social/family interactions, and managing overt expression of symptoms 
like impulsivity and anger; daily living and self-care skills, such as 
personal care and hygiene, and daily structure/use of time; cognitive 
skills, such as problem solving, developing a positive self-esteem, and 
reframing, money management, community integration, understanding 
illness, symptoms and the proper use of medications; and any similar 
skills required to implement a beneficiary's master treatment plan. 
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this 

plan.  (Continued) 
 
 d. Rehabilitative Services (continued) 
 

This service must be performed and overseen by a multidisciplinary team 
of physician, licensed mental health professional and mental health 
paraprofessional staff and is necessary as part of an array of other 
rehabilitative treatment services used together when clinically indicated 
according to a master treatment plan for maximum reduction of a mental 
disability and to restore the beneficiary to his or her best possible 
functional level. 
 
Please refer to Provider Qualifications on page 6a18. 
 

• Rehabilitative Day Service for Persons Ages 18-20 
Apply the above definition and requirements (except Staff to Client 
Ratios, which are outlined below). 
Additional information: Use code H2017 with no modifier to claim for 
services provided to beneficiaries for ages 18-20. 

 
• SERVICE:  Adult Rehabilitative Day Service 

DEFINITION: Adult Rehabilitative day services  provide a continuing, 
organized program of rehabilitative, therapeutic and supportive health 
services, and supervision to individuals who are mentally ill and who, 
due to the severity of their impairment, are in need of face to face 
interventions provided in a structured group program.  This service is 
designed for long-term recovery and self-sufficiency. 

Adult Rehabilitative day services provide rehabilitative and health 
services directed toward meeting the health restoration and 
maintenance needs of the beneficiary in a facility-based program 
providing specialized rehabilitation. 

Services may include: 

A.  Goal compliance, 

B.  Problem solving, 

C.  Patient Safety 

D.  Task completion 

E.   Pharmaceutical supervision and/or 

G.  Health monitoring. 
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this 

plan.  (Continued) 
 
 d. Rehabilitative Services (continued) 
 

An array of face-to-face interventions providing a preplanned and 
structured group program for identified beneficiaries that aimed at long-
term recovery and maximization of self-sufficiency, as distinguished from 
the symptom stabilization function of acute day treatment.  These 
interventions are person- and family-centered, recovery based, culturally 
competent, provide needed accommodation for any disability and must have 
measurable outcomes. These activities assist the beneficiary with 
compensating for or eliminating functional deficits and interpersonal 
and/or environmental barriers associated with their chronic mental illness.  
The intent of these services is to restore the fullest possible integration of 
the beneficiary as an active and productive member of his/her family, social 
and work community and/or culture with the least amount of ongoing 
professional intervention.  Skills addressed may include: emotional skills, 
such as coping with stress, anxiety, or anger; behavioral skills, such as 
proper use of medications, appropriate social interactions, and managing 
overt expression of symptoms like delusions or hallucinations; daily living 
and self-care skills, such as personal care and hygiene, money management, 
and daily structure/use of time; cognitive skills, such as problem solving, 
understanding illness and symptoms, and reframing; community 
integration skills and any similar skills required to implement a 
beneficiary's master treatment plan . 
 
This service also includes the administration of individual intervention 
services, individual therapy, group therapy and supportive services, but are 
designed to assist with beneficiary functioning on a day to day basis within 
the community. 
 
The providers are licensed mental health professionals and 
paraprofessionals under their supervision. 
 
This service must be performed and overseen by a multidisciplinary team of 
physician, licensed mental health professional and mental health 
paraprofessional staff and is necessary as part of an array of other 
rehabilitative treatment services used together when clinically indicated 
according to a master treatment plan for maximum reduction of a mental 
disability and to restore the beneficiary to his or her best possible functional 
level. 

 
Please refer to Provider Qualifications on page 6a18. 
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this 

plan.  (Continued) 
 
 d. Rehabilitative Services (continued) 

 
B. Provider Qualifications 

 
Rehabilitative Services for Persons with Mental Illness (RSPMI) are limited to 
certified providers who offer core mental health services for the treatment and 
prevention of mental disorders.  The provider must be certified as an RSPMI 
provider by the Division of Behavioral Health Services.  Providers not certified by 
the Division of Behavioral Health Services may not provide these services. 

 
Providers for each specific RSPMI service, as detailed in the scope of the program 
section, must practice within the scope of their Arkansas licensure.  Individuals 
providing RSPMI services must be: 

 
1. Licensed in the State of Arkansas as a mental health professional as defined in the 
RSPMI provider manual; 

 
2. Medical records librarian as defined in the RSPMI provider manual; 

 
3. Licensed in the State of Arkansas as a Psychiatrist - The psychiatrist may provide 
oversight, medical care, or both.  If the psychiatrist does not provide all medically 
necessary RSPMI medical care, then a medical doctor may provide medical care in 
addition to a psychiatrist; 
 
4. Licensed Psychologist or Licensed Psychological Examiner 
 
5.  Licensed Physician or 

 
6.  Certified Mental Health Paraprofessional, under the direct supervision of a 
Licensed Mental Health Professional 

 
See Section 213.000 of the RSPMI provider manual for additional provider 
qualifications. 
 
Qualified professionals must be present to furnish all medically necessary RSPMI 
services, including all services in each patient’s care plan. 
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided
elsewhere in this plan.  (Continued)

d. Rehabilitative Services (continued)

1. Rehabilitative Services for Persons with Mental Illness (RSPMI)(continued)

The transition process to eliminate the Rehabilitative Services for Persons with
Mental Illness (RSPMI) and Licensed Mental Health Practitioner (LMHP) Program
is contingent upon the approval of the implementation of the Outpatient Behavioral
Health Services Program.  Clients currently served by the RSPMI and LMHP
programs will begin being transitioned to the Outpatient Behavioral Health
Program starting on July 1, 2017.  RSPMI and LMHP will cease to exist on June 30,
2018 and no Arkansas Medicaid payments will occur to any RSPMI or LMHP
provider for a service provided after June 30, 2018.
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STATE ARKANSAS 

 

AMOUNT, DURATION AND SCOPE OF 

SERVICES PROVIDED             October 1, 2012 

CATEGORICALLY NEEDY 

____________________________________________________________________________________________________  

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this plan. 

(Continued) 

 
d. Rehabilitative Services (Continued) 

 

2. Rehabilitative Services for Persons with Physical Disabilities (RSPD) 

 

 a. Extended Rehabilitative Hospital Services  

 

Extended Rehabilitative Hospital Services are services for the rehabilitation of patients with various 

neurological, musculo-skeletal, orthopedic and other medical conditions following stabilization of their 

acute medical conditions.  Extended Rehabilitative Hospital Services are a global service, covering all 

rehabilitative, psychological and/or social services required of the admitting facility for licensure, 

certification and/or accreditation.   

The following services are included in the global coverage of an Extended Rehabilitative Hospital:  

1) Restorative Therapies  

2) Behavioral Rehabilitation  

3) Life Skills Training  

4) Individual and Group Counseling  

5) Assessment Services  

6) Nursing Care 

Persons eligible for admission must have at least one of the following neurological conditions: Post 

acute traumatic or acquired brain injury.  This includes and is limited to viral encephalitis, meningitis, 

aneurysms, cerebral vascular accident/stroke, post-operative tumors, anoxia, hypoxias, toxic 

encephalopathies, refractory seizure disorders and congenital neurological brain disorders.  These 

conditions can be with or without moderate to severe behavioral disorders secondary to a brain injury. 

An Extended Rehabilitative Hospital must be licensed by the Division of Health as a Rehabilitative 

Hospital.  An Extended Rehabilitative Hospital must also be certified as a Title XVIII (Medicare) 

Rehabilitative Hospital provider.  Extended Rehabilitative Hospital services are provided by a licensed 

practitioner who is directly related to the beneficiary’s rehabilitative adjustment. 

Extended Rehabilitative Hospital services provided are limited to thirty (30) days per state fiscal year, 

July 1 through June 30, for ages 21 and older.  No extensions will be considered.  However, 

beneficiaries who are under the age of 21 years and in the Child Health Services (EPSDT) Program are 

not limited to the thirty (30) day annual benefit limit.  The thirty (30) day annual benefit limit only 

applies to services provided in an RSPD facility and does not include days counted toward any other 

Medicaid Program benefit limit, e.g., hospital, nursing home, etc. 

 

Service delivery is delivery is the same as inpatient hospital services described in Attachment 3.1-A, 

Page 1a, Item 1, minus the room and board component.   

 

Extended Rehabilitative Hospital Services are available to eligible Medicaid recipients of all ages when 

medically necessary as determined by the PRO.  Services are limited to 30 days per State Fiscal Year for 

beneficiaries age 21 and older.  Recipients under age 21 in the Child Health Services (EPSDT) Program 

are not benefit limited.   



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 6c1 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this plan. 

(Continued)

d. Rehabilitative Services (Continued)

3. Outpatient Behavioral Health Services (OBHS)

As part of the Behavioral Health transformation within the state of Arkansas, DMS is creating a more
integrated and client-focused behavioral health care system.  These changes were developed in
coordination with the Division of Behavioral Health Services (DBHS), providers, representatives of the
Arkansas System of Care, beneficiaries and other key stakeholders.

A. Scope

Care, treatment and services provided by a certified Behavioral Health Services provider to 
Medicaid-eligible beneficiaries.  These services are available to all eligible Medicaid beneficiaries. 
Services which require an Independent Assessment are indicated by the statement, “Eligibility for 
this service is determined by an Independent Assessment and must be prior authorized.”   

DMS has set forth in policy the settings in which each individual service may be provided.  Each 
service shown below includes the place of service allowable for that procedure. 

B. Services

i.: Individual Behavioral Health Counseling* 

DEFINITION: Individual Behavioral Health Counseling, including tobacco cessation, is a face-to-
face treatment provided to an individual in an outpatient setting for the purpose of treatment and 
remediation of a condition as described in the current allowable DSM. Services must be congruent 
with the age and abilities of the beneficiary, client-centered and strength-based; with emphasis on 
needs as identified by the beneficiary and provided with cultural competence. The treatment 
service must reduce or alleviate identified symptoms related to either (a) Mental Health or (b) 
Substance Abuse, and maintain or improve level of functioning, and/or prevent deterioration.  

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; Physician; For 
Beneficiaries Under the Age of 4 the provider must have Arkansas State Infant Mental Health 
Certification.   

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS) (continued)

B. Services

ii. Group Behavioral Health Counseling*

DEFINITION: Group Behavioral Health Counseling, including tobacco cessation, is a face-to-face 
treatment provided to a group of beneficiaries. Services leverage the emotional interactions of the 
group's members to assist in each beneficiary’s treatment process, support his/her rehabilitation 
effort, and to minimize relapse. Services must be congruent with the age and abilities of the 
beneficiary, client-centered and strength-based; with emphasis on needs as identified by the 
beneficiary and provided with cultural competence. Services pertain to a beneficiary’s (a) Mental 
Health and/or (b) Substance Abuse condition.  

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; and Physician 

iii. Marital/Family Behavioral Health Counseling with Beneficiary Present*

DEFINITION: Marital/Family Behavioral Health Counseling with Beneficiary Present, including 
tobacco cessation, is a face-to-face treatment provided to one or more family members in the 
presence of a beneficiary for the benefit of the beneficiary. Services must be congruent with the 
age and abilities of the beneficiary, client-centered and strength-based; with emphasis on needs as 
identified by the beneficiary and provided with cultural competence. Services are designed to 
enhance insight into family interactions, facilitate inter-family emotional or practical support and 
to develop alternative strategies to address familial issues, problems and needs. Services pertain to 
a beneficiary’s (a) Mental Health and/or (b) Substance Abuse condition.  

-Dyadic treatment is available for parent/caregiver & child for dyadic treatment of children.
Dyadic treatment must be prior authorized.

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS) (continued)

iii. Marital/Family Behavioral Health Counseling with Beneficiary Present (continued)*

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; Physician; and 
For Beneficiaries Under the Age of 4 the provider must have Arkansas State Infant Mental Health 
Certification.   

iv. Marital/Family Behavioral Health Counseling without Beneficiary Present*

DEFINITION: Marital/Family Behavioral Health Counseling without Beneficiary Present, 
including tobacco cessation, is a face-to-face treatment provided to one or more family members 
outside the presence of a beneficiary for the benefit of the beneficiary. Services must be congruent 
with the age and abilities of the beneficiary or family member(s), client-centered and strength-
based; with emphasis on needs as identified by the beneficiary and family and provided with 
cultural competence. Services are designed to enhance insight into family interactions, facilitate 
inter-family emotional or practical support and to develop alternative strategies to address 
familial issues, problems and needs. Services pertain to a beneficiary’s (a) Mental Health and/or 
(b) Substance Abuse condition.

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; and Physician 

v. Group Psychoeducation*

DEFINITION: Psychoeducation provides beneficiaries and their families with pertinent 
information regarding mental illness, substance abuse, and tobacco cessation, and teaches 
problem-solving, communication, and coping skills to support recovery for the benefit of the 
beneficiary. Psychoeducation can be implemented in two formats: multifamily group and/or single 
family group. Due to the group format, beneficiaries and their families are also able to benefit 
from support of peers and mutual aid. Services must be congruent with the age and abilities of the 
beneficiary, client-centered, and strength-based; with emphasis on needs as identified by the 
beneficiary and provided with cultural competence. 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS) (continued)

v. Group Psychoeducation (continued)*

-Dyadic treatment is available for parent/caregiver & child for dyadic treatment of children.
Dyadic treatment must be prior authorized.

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; Physician; and 
For Beneficiaries Under the Age of 4 the Provider must have Arkansas State Infant Mental Health 
Certification. 

vi. Multi-Family Behavioral Health Counseling*

DEFINITION: Multi-Family Behavioral Health Counseling, including tobacco cessation, is a 
group therapeutic intervention using face-to-face verbal interaction between two (2) to a 
maximum of nine (9) beneficiaries and their family members or significant others. Services are a 
more cost-effective alternative to Family Behavioral Health Counseling, designed to enhance 
members’ insight into family interactions, facilitate inter-family emotional or practical support 
and to develop alternative strategies to address familial issues, problems and needs. Services may 
pertain to a beneficiary’s (a) Mental Health or (b) Substance Abuse condition. Services must be 
congruent with the age and abilities of the beneficiary, client-centered and strength-based; with 
emphasis on needs as identified by the beneficiary and family and provided with cultural 
competence.  

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; and Physician 

vii. Mental Health Diagnosis*

DEFINITION: Mental Health Diagnosis is a clinical service for the purpose of determining the 
existence, type, nature, and appropriate treatment of a mental illness or related disorder as 
described in the DSM-IV or subsequent revisions. This service may include time spent for 
obtaining necessary information for diagnostic purposes. The psychodiagnostic process may 
include, but is not limited to: a psychosocial and medical history, diagnostic findings, and 
recommendations. This service must include a face-to-face component and will serve as the basis 
for documentation of modality and issues to be addressed (plan of care). Services must be 
congruent with the age and abilities of the beneficiary, client-centered and strength-based; with 
emphasis on needs as identified by the beneficiary and provided with cultural competence. 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS) (continued)

vii. Mental Health Diagnosis (continued)*

-Dyadic treatment is available for parent/caregiver & child for dyadic treatment of children.

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; Physician; and 
For Beneficiaries Under the Age of 4 the provider must have Arkansas State Infant Mental Health 
Certification.  

viii. Interpretation of Diagnosis*

DEFINITION: Interpretation of Diagnosis is a direct service provided for the purpose of 
interpreting the results of psychiatric or other medical exams, procedures, or accumulated data. 
Services may include diagnostic activities and/or advising the beneficiary and his/ her family. 
Consent forms may be required for family or significant other involvement. Services must be 
congruent with the age and abilities of the beneficiary, client-centered and strength-based; with 
emphasis on needs as identified by the beneficiary and provided with cultural competence. 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS) (continued)

viii. Interpretation of Diagnosis (continued)*

For beneficiaries under the age of 18, the time may be spent face-to-face with the beneficiary; the 
beneficiary and the parent(s) or guardian(s); or alone with the parent(s) or guardian(s). For 
beneficiaries over the age of 18, the time may be spent face-to-face with the beneficiary and the 
spouse, legal guardian or significant other. 

-Dyadic treatment is available for parent/caregiver & child for dyadic treatment of children.

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; Physician; and 
For Beneficiaries Under the Age of 4 the provider must have Arkansas State Infant Mental Health 
Certification. 

ix. Substance Abuse Assessment*

Substance Abuse Assessment is a service that identifies and evaluates the nature and extent of a 
beneficiary’s substance abuse condition using the Addiction Severity Index (ASI) or an 
assessment instrument approved by DBHS and DMS. The assessment must screen for and 
identify any existing co-morbid conditions. The assessment should assign a diagnostic impression 
to the beneficiary, resulting in a treatment recommendation and referral appropriate to 
effectively treat the condition(s) identified.  

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; and Physician; 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS) (continued)

x. Psychological Evaluation*

DEFINITION:  Psychological Evaluation for personality assessment includes 
psychodiagnostic assessment of a beneficiary’s emotional, personality, and psychopathology. 
This service may reflect the mental abilities, aptitudes, interests, attitudes, motivation, 
emotional and personality characteristics of the beneficiary.  

Allowable Performing Provider - Licensed Psychologist, Licensed Psychological Examiner and 
a Licensed Psychological Examiner - Independent 

xi: Pharmacologic Management* 

DEFINITION:  Pharmacologic Management is a service tailored to reduce, stabilize or 
eliminate psychiatric symptoms. This service includes evaluation of the medication 
prescription, administration, monitoring, and supervision and informing beneficiaries 
regarding medication(s) and its potential effects and side effects in order to make informed 
decisions regarding the prescribed medications. Services must be congruent with the age, 
strengths, and accommodations necessary for disability and cultural framework.  

Allowable Performing Provider - Advanced Practice Nurse or a Physician 

xii: Psychiatric Assessment* 

DEFINITION:  Psychiatric Assessment is a face-to-face psychodiagnostic assessment 
conducted by a licensed physician or Advanced Practice Nurse (APN), preferably one with 
specialized training and experience in psychiatry (child and adolescent psychiatry for 
beneficiaries under age 18). This service is provided to determine the existence, type, nature, 
and most appropriate treatment of a behavioral health disorder.  

Allowable Performing Provider - Advanced Practice Nurse or a Physician 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.

TN: 16-0008 
Supersedes TN: 

Approved Date: 03/19/2018 Effective Date: 07/01/2017
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 6c8 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xiii. Treatment Plan*

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized.    

DEFINITION:  Treatment Plan is a plan developed in cooperation with the beneficiary (or 
parent or guardian if under 18) to deliver specific mental health services to restore, improve, 
or stabilize the beneficiary's mental health condition. The Plan must be based on 
individualized service needs as identified in the completed Mental Health Diagnosis, 
independent assessment, and independent care plan. The Plan must include goals for the 
medically necessary treatment of identified problems, symptoms and mental health 
conditions. The Plan must identify individuals or treatment teams responsible for treatment, 
specific treatment modalities prescribed for the beneficiary, and time limitations for services. 
The plan must be congruent with the age and abilities of the beneficiary, client-centered and 
strength-based; with emphasis on needs as identified by the beneficiary and demonstrate 
cultural competence. 

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; and 
Physician 

xiv. Crisis Stabilization Intervention*

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized.    

DEFINITION: Crisis Stabilization Intervention are scheduled face-to-face treatment 
activities provided to a beneficiary who has recently experienced a psychiatric or behavioral 
crisis that are expected to further stabilize, prevent deterioration and serve as an alternative 
to 24-hour inpatient care.  Services can include interventions, stabilization activities, coping 
strategies and other various activities to assist the beneficiary in crisis.  The services 
provided are expected to reduce or eliminate the risk of harm to the person or others in 
order to stabilize the beneficiary.  Services are to be congruent with the age, strengths, 
needed accommodation for any disability and cultural framework of the beneficiary and 
his/her family. 

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; Physician; 
Registered Nurse; Qualified Behavioral Health Provider – Bachelor’s; and Qualified 
Behavioral Health Provider – Non-Degreed 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.

TN: 16-0008 
Supersedes TN: 

Approved Date: 03/19/2018 Effective Date: 07/01/2017
None -- New Page
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 6c9 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xv: Partial Hospitalization*

Eligibility for this service is determined by an Independent Assessment and must be prior
authorized.

Partial Hospitalization is an intensive nonresidential, therapeutic treatment program. It can
be used as an alternative to and/or a step-down service from inpatient residential treatment
or to stabilize a deteriorating condition and avert hospitalization. The program provides
clinical treatment services in a stable environment on a level equal to an inpatient program,
but on a less than 24-hour basis. The environment at this level of treatment is highly
structured and should maintain a staff-to-patient ratio of 1:5 to ensure necessary therapeutic
services and professional monitoring, control, and protection. This service shall include at a
minimum intake, individual therapy, group therapy, and psychoeducation. Partial
Hospitalization shall be at a minimum (5) five hours per day, of which 90 minutes must be a
documented service provided by a Mental Health Professional.  If a beneficiary receives
other services during the week but also receives Partial Hospitalization, the beneficiary must
receive, at a minimum, 20 documented hours of services on no less than (4) four days in that
week.

Allowable Performing Provider – Must be certified by the Department of Human Services as a
Partial Hospitalization provider.

xvi: Behavioral Assistance*

Eligibility for this service is determined by an Independent Assessment and must be prior
authorized.

DEFINITION:  Behavioral Assistance is a specific outcome oriented intervention provided
individually or in a group setting with the child/youth and/or his/her caregiver(s) that will
provide the necessary support to attain the goals of the treatment plan. Services involve
applying positive behavioral interventions and supports within the community to foster
behaviors that are rehabilitative and restorative in nature. The intervention should result in
sustainable positive behavioral changes that improve functioning, enhance the quality of life
and strengthen skills in a variety of life domains.

Allowable Performing Provider - Registered Nurse; Qualified Behavioral Health Provider –
Bachelors; and Qualified Behavioral Health Provider – Non-Degreed

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.

TN: 16-0008 
Supersedes TN: 

Approved Date: 03/19/2018 Effective Date: 07/01/2017
None -- New Page
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 6c10 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xvii. Family Support Partners*

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized.    

DEFINITION: Family Support Partners is a service provided by peer counselors, or Family 
Support Partners (FSP), who model recovery and resiliency for caregivers of children or 
youth with behavioral health care needs for the benefit of the beneficiary. Family Support 
Partners come from legacy families and use their lived experience, training, and skills to help 
caregivers and their families identify goals and actions that promote recovery and resiliency 
of the beneficiary. FSPs are required to be trained and certified by the State as a FSP to 
provide this service.            

Allowable Performing Provider - Registered Nurse; Qualified Behavioral Health Provider – 
Bachelors; and Qualified Behavioral Health Provider – Non-Degreed.   

xviii: Peer Support* 

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized. 

DEFINITION:  Peer Support is a consumer centered service provided by individuals who 
self-identify as someone who has received or is receiving behavioral health services and thus 
is able to provide expertise not replicated by professional training. Peer providers are 
trained and certified peer specialists who self-identify as being in recovery from behavioral 
health issues. Peer support is a service to work with beneficiaries to provide education, hope, 
healing, advocacy, self-responsibility, a meaningful role in life, and empowerment to reach 
fullest potential. Specialists will assist with navigation of multiple systems (housing, 
supportive employment, supplemental benefits, building/rebuilding natural supports, etc.) 
which impact beneficiaries’ functional ability. Peer Support is a person-centered service with 
a recovery focus which allows beneficiaries the opportunity to direct their own recovery and 
advocacy process.  This service promotes skills for coping with and managing symptoms 
while utilizing natural resources and the preservation and enhancement of community living 
skills.  Services are provided on an individual or group basis, and in either the beneficiary’s 
home or community environment.  

Allowable Performing Provider - Certified Peer Support Specialist; and a Certified Youth 
Support Specialist 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.

TN: 16-0008 
Supersedes TN: 

Approved Date: 03/19/2018 Effective Date: 07/01/2017
None -- New Page
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 6c11 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xix. Individual Pharmacologic Counseling*

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized.    

DEFINITION: A specific, time limited one-to-one intervention by a nurse with a beneficiary 
and/or caregivers, related to their psychopharmological treatment. The service should 
encompass all the parameters to make the beneficiary and/or family understand the 
diagnosis prompting the need for the medication and any life style modification required.  

Allowable Performing Provider -Registered Nurse 

xx: Group Pharmacologic Counseling* 

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized. 

DEFINITION:  A specific, time limited intervention provided to a group of beneficiaries 
and/or caregivers by a nurse, related to their psychopharmological treatment. The service 
should encompass all the parameters to make the beneficiary and/or family understand the 
diagnosis prompting the need for the medication and any life style modification required. 

Allowable Performing Provider - Registered Nurse 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.

TN: 16-0008 
Supersedes TN: 

Approved Date: 03/19/2018 Effective Date: 07/01/2017
None -- New Page
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 6c12 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere

in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xxi. Intensive Outpatient Substance Abuse Treatment*

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized.    

DEFINITION: Intensive Outpatient services provide group based, non-residential, intensive, 
structured interventions consisting primarily of counseling and education to improve 
symptoms that may significantly interfere with functioning in at least one life domain (e.g., 
familial, social, occupational, educational, etc.). Services are goal oriented interactions with 
the individual or in group/family settings. This community based service allows the 
individual to apply skills in “real world” environments. Such treatment may be offered 
during the day, before or after work or school, in the evening or on a weekend. The service 
also provides a coordinated set of individualized treatment services to persons who are able 
to function in a school, work, and home environment but are in need of treatment services 
beyond traditional outpatient programs. Treatment may appropriately be used to transition 
persons from higher levels of care or may be provided for persons at risk of being admitted 
to higher levels of care. Intensive outpatient programs provide 9 or more hours per week of 
skilled treatment, 3 – 5 times per week in groups of no fewer than three and no more than 12 
clients.  

Allowable Performing Provider – Behavioral Health Agency that is certified by the Department 
of Human Services as an Intensive Outpatient Substance Abuse Treatment provider  The 
Intensive Outpatient Substance Abuse Treatment provider shall have practitioners appropriately 
licensed and certified to deliver Intensive Outpatient Substance Abuse Treatment.   

xxii: Individual Life Skills Restoration* 

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized. 

DEFINITION:  Individual Life Skills Restoration is a service that provides support and 
training for beneficiaries on a one-on-one basis.  This service includes behavioral modeling 
to restore a beneficiary’s skills needed to support an independent lifestyle and restore a 
strong sense of self-worth.  This service should be a strength-based, culturally appropriate 
process that integrates the youth into their community as they develop their recovery plan.  
In addition, it aims to restore the ability of youth in setting and achieving goals, and 
restoring independent life skills, demonstrating accountability, and making goal-oriented 
decisions related to independent living.  

Allowable Performing Provider - Registered Nurse; Qualified Behavioral Health Provider – 
Bachelors; and Qualified Behavioral Health Provider – Non-Degreed. 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.

TN: 16-0008 
Supersedes TN: 

Approved Date: 03/19/2018 Effective Date: 07/01/2017
None -- New Page
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 6c13 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere

in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xxiii. Group Life Skills Restoration*

Group Life Skills Restoration is a service that provides support and training for 
beneficiaries in a group setting of up to six (6) beneficiaries with one staff member or up to 
ten (10) beneficiaries with two staff members. This service includes behavioral modeling to 
restore a beneficiary’s skills needed to support an independent lifestyle and restore a strong 
sense of self-worth.  This service should be a strength-based, culturally appropriate process 
that integrates the youth into their community as they develop their recovery plan.  In 
addition, it aims to restore the ability of youth in setting and achieving goals, and restoring 
independent life skills, demonstrating accountability, and making goal-oriented decisions 
related to independent living. 

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized.    

DEFINITION: group 

Allowable Performing Provider - Registered Nurse; Qualified Behavioral Health Provider – 
Bachelors; and Qualified Behavioral Health Provider – Non-Degreed.   

xxiv: Child and Youth Support Services* 

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized. 

DEFINITION:  Child and Youth Support Services are clinical, time-limited services for 
principal caregivers for the benefit of the beneficiary designed to restore a child’s positive 
behaviors and compliance with parents at home; and restore a child’s social skills, including 
understanding of feelings, conflict management, academic engagement, school readiness, and 
cooperation with teachers and other school staff for the benefit of the beneficiary.  This 
service is intended to assist the parent in managing their child’s symptoms of their illness 
and training the parents in effective interventions and techniques for working with the 
schools for the benefit of the beneficiary. 

Allowable Performing Provider - Registered Nurse; Qualified Behavioral Health Provider – 
Bachelors; and Qualified Behavioral Health Provider – Non-Degreed.   

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.

TN: 16-0008 
Supersedes TN: 

Approved Date: 03/19/2018 Effective Date: 07/01/2017
None -- New Page
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 6c14 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere

in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xxv. Psychosocial Rehabilitation Services – Working Environment*

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized.    

DEFINITION:  Psychosocial Rehabilitation Services – Working Environment is designed to 
assist beneficiaries restore skills needed to promote and sustain independence and stability in 
their working environment.  The service actively facilitates the restoration of skills needed to 
acquire a job.    

Service settings may vary depending on individual need and level of community integration, 
and may include the beneficiary’s home.   

Allowable Performing Provider - Registered Nurse; Qualified Behavioral Health Provider – 
Bachelors; and Qualified Behavioral Health Provider – Non-Degreed.   

xxvi: Psychosocial Rehabilitation Services – Living Environment * 

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized. 

DEFINITION:  Psychosocial Rehabilitation Services – Living Environment is designed to 
assist beneficiaries restore skills needed to promote and sustain independence and stability in 
their living environment.  An emphasis is placed on the development and strengthening of 
natural supports in the community.   

Service settings may vary depending on individual need and level of community integration, 
and may include the beneficiary’s home.      

Allowable Performing Provider - Registered Nurse; Qualified Behavioral Health Provider – 
Bachelors; and Qualified Behavioral Health Provider – Non-Degreed. 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.

TN: 16-0008 
Supersedes TN: 

Approved Date: 03/19/2018 Effective Date: 07/01/2017
None -- New Page
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  STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 6c15 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this

plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xxvii. Adult Life Skills Development

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized.    

DEFINITION:  Adult Life Skills Development services are designed to assist beneficiaries in 
restoring skills needed to support an independent lifestyle and promote an improved sense of self-
worth. Adult Life skills Development is designed to restore the beneficiary’s ability to set and 
achieve goals, restore independent living skills, restore the ability to demonstrate accountability, 
and restore the ability to make goal-directed decisions related to independent living.  

Allowable Performing Provider -Registered Nurse; Qualified Behavioral Health Provider – 
Bachelors; and Qualified Behavioral Health Provider – Non-Degreed.   

xxviii: Therapeutic Communities 

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized. 

DEFINITION:  Therapeutic Communities are highly structured residential environments in 
which the primary goals are the treatment of behavioral health needs and the fostering of 
personal growth leading to personal accountability. Services address the broad range of needs 
identified through a person-centered and directed planning process. Therapeutic Communities 
employs community-imposed consequences and earned privileges as part of the recovery and 
growth process.  

Example services include, but are not limited to, a combination of Individual Behavioral Health 
Counseling, Group Behavioral Health Counseling, Psychoeducation, Marital-Family Behavioral 
Health Counseling, Multi-Family Behavioral Health Counseling, Crisis Stabilization 
Intervention, Peer Support, Individual Pharmacologic Counseling, Group Pharmacologic 
Counseling, Adult Life Skills Development and Psychosocial Rehabilitative Services.   

This service will not be paid for within an Institution for Mental Disease (IMD) 

This service does not include payment for room and board of the beneficiary.  

Therapeutic Community shall be certified by the Department of Human Services as a Therapeutic 
Communities provider.   

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; Physician; 
Registered Nurse; Qualified Behavioral Health Provider – Bachelors; and Qualified Behavioral 
Health Provider – Non-Degreed.   

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are covered
for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security Act.

TN: 16-0008 
Supersedes TN: 
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TN: 2021-0005   Approval Date:   Effective Date:  01/01/2022 
Supersedes: TN 16-0008 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 6c16 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  January 1, 2022 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this plan.

(Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xxix. Crisis Care - De-escalation*

Eligibility for this service is determined by an Independent Assessment and must be prior authorized. 

DEFINITION: Crisis Care – De-escalation provides temporary direct care for a beneficiary in the beneficiary’s 

community that is not facility-based. Crisis Care – De-escalation services de-escalate stressful situations and 
provide a therapeutic outlet. Crisis Care includes behavioral interventions that keep beneficiaries in their current 
situation and reduces the need for acute hospitalization or other higher levels of care.  Crisis Care shall be 
indicated in the treatment plan. 

This service will not be paid for within an Institution for Mental Disease (IMD) . 

This service does not include payment for room and board of the beneficiary.   

Crisis Care – De-escalation provider must be certified by the Department of Human Services as a Crisis Care – 

De-escalation provider.     

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-Independently 

Licensed Clinician – Master’s/Doctoral; Advanced Practice Nurse; Physician; Registered Nurse; Qualified 

Behavioral Health Provider – Bachelor’s; and Qualified Behavioral Health Provider – Non-Degreed.   

xxx. Acute Crisis Units*

Definition: Acute Crisis Units provide brief 96 hours or less) crisis treatment services to persons over the age of 
17 who are experiencing a psychiatry and/or substance abuse-related crisis and may pose an escalated risk of 
harm to self or others. Acute Crisis Units provide hospital diversion and step-down services in a safe 
environment with psychiatry and/or substance abuse services on-site at all times as well as on-call psychiatry 
available 24 hours a day. Services provide ongoing assessment and observation; crisis intervention; psychiatric, 
substance, and co-occurring treatment; and initiate referral mechanisms for independent assessment and care 
planning as needed. 

This service will not be paid for within an Institution for Mental Disease (IMD). 

This service does not include payment for room and board of the beneficiary.   

Acute Crisis Unit must be certified by Department of Human Services as an Acute Crisis Unit. 

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-Independently 

Licensed Clinician – Master’s/Doctoral; Advanced Practice Nurse; Physician; Registered Nurse; Qualified 

Behavioral Health Provider – Bachelors; and Qualified Behavioral Health Provider – Non-Degreed.  

An Extension of Benefit for medical necessity is required for admissions exceeding ninety-six (96) hours. 

*All medically necessary 1905(a) services, that correct or ameliorate physical and mental illnesses and conditions, are covered for EPSDT
eligible beneficiaries, ages birth to twenty-one, in accordance with 1905(r) of the Social Security Act. 



TN: 2021-0005   Approval Date:    Effective Date:   01/01/2022 
Supersedes: TN 16-0008 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 6c17 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  January 1, 2022 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this plan.
(Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)

xxxi. Crisis Intervention*

DEFINITION: Crisis Intervention is an unscheduled, immediate, short-term treatment activity provided to a 
Medicaid-eligible beneficiary who is experiencing a psychiatric or behavioral crisis. Services are to be 
congruent with the age, strengths, needed accommodation for any disability, and cultural framework of the 
beneficiary and their family. These services, which can include interventions, stabilization activities, 
evaluation, coping strategies, and other various activities to assist the beneficiary in crisis, are designed to 
stabilize the person in crisis, prevent further deterioration, and provide immediate indicated treatment in the 
least restrictive setting. The services provided are expected to reduce or eliminate the risk of harm to the 
person or others in order to stabilize the beneficiary.   

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-

Independently Licensed Clinician – Master’s/Doctoral; Advanced Practice Nurse; Physician   

xxxii. Substance Abuse Detoxification*

Definition: Substance Abuse Detoxification is a set of interventions aimed at managing acute intoxication 
and withdrawal from alcohol or other drugs. Services help stabilize beneficiaries by clearing toxins from the 
beneficiary’s body. Services are short-term, may be provided in a crisis unit, residential, or outpatient setting, 
and may include evaluation, observation, medical monitoring, and addiction treatment. Detoxification seeks 
to minimize the physical harm caused by the abuse of substances and prepares the beneficiary for ongoing 
treatment. 

This service will not be paid for within an Institution for Mental Disease (IMD). 

This service does not include payment for room and board of the beneficiary.   

Substance Abuse Detoxification Unit must be certified by the Department of Human Services as a 

Substance Abuse Detoxification provider.   

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-

Independently Licensed Clinician – Master’s/Doctoral; Advanced Practice Nurse; Physician; Registered 

Nurse; Qualified Behavioral Health Provider – Bachelor’s; and Qualified Behavioral Health Provider – 

Non-Degreed.   

Six encounters are allowed per State Fiscal Year (July 1 through June 30). Extension of Benefits for 

Medically Necessary Encounters beyond the first six (6) is required.   

*All medically necessary 1905(a) services, that correct or ameliorate physical and mental illnesses and conditions, are covered for
EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security Act.

08/26/2021

S2U7
New Stamp

S2U7
Line

S2U7
Line



  STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 6c17a 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  October 1, 2017 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere

in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xxxiii: Residential Community Reintegration Services*

Eligibility for this service is determined by an Independent Assessment and must be prior
authorized.

DEFINITION:  Residential Community Reintegration Services are designed to serve as an
intermediate level of care between Inpatient Psychiatric Facilities and Outpatient Behavioral
Health Services. Twenty-four hour per day intensive therapeutic care is provided in a small
group home setting for individuals under 21 years of age with emotional and/or behavior
problems which cannot be remedied by less intensive treatment to prevent acute or sub-acute
hospitalization. The program is also offered as a step-down or transitional level of care to
prepare a beneficiary for less intensive treatment. Services include all medically necessary
Outpatient Behavioral Health Services (OBHS) to address the beneficiary’s behavioral
health needs.

Example services include, but are not limited to, a combination of Individual Behavioral
Health Counseling, Group Behavioral Health Counseling, Psychoeducation, Marital-Family
Behavioral Health Counseling, Multi-Family Behavioral Health Counseling, Crisis
Stabilization Intervention, Peer Support, Individual Pharmacologic Counseling, Group
Pharmacologic Counseling, Adult Life Skills Development and Psychosocial Rehabilitative
Services.

This service will not be paid for within an Institution for Mental Disease (IMD).

This service does not include payment for room and board of the beneficiary.

Residential Community Reintegration sites shall be certified by the Department of Human
Services as a Residential Community Reintegration provider.

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; Physician;
Registered Nurse; Qualified Behavioral Health Provider – Bachelors; and Qualified Behavioral
Health Provider – Non-Degreed.

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 6c18 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this
plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)

C. Provider Agency Qualifications

Outpatient Behavioral Health Services (OBHS) may be provided by appropriately certified 
providers who offer core behavioral health services for treatment and rehabilitation of 
behavioral health issues.  The provider must be certified as an OBHS provider by the 
Department of Human Services (DHS).  Providers not certified by DHS are not qualified to 
provide these services. 

D. Performing Provider Qualifications

Outpatient Behavioral Health Services (OBHS) are limited to certified providers who offer 
core behavioral health services for treatment and rehabilitation of behavioral health issues.  
The provider must be certified as an OBHS provider by the Department of Human Services 
(DHS).  Providers not certified by DHS are not qualified to provide these services.       

Providers for each specific OBHS service are certified by DHS.  Any provider licensed by 
the State must practice within their scope of Arkansas licensure.  Individuals providing 
OBHS services must be one of the following: 

1. Licensed in the State of Arkansas as a Clinician:

a. Licensed Clinical Social Worker (LCSW)

b. Licensed Marital and Family Therapist (LMFT)

c. Licensed Psychologist (LP)

d. Licensed Psychological Examiner – Independent (LPEI)

e. Licensed Professional Counselor (LPC)

f. Licensed Master Social Worker (LMSW)

g. Licensed Associate Counselor (LAC)

h. Licensed Psychological Examiner (LPE)

i. Provisionally Licensed Psychologist (PLP)

2. Licensed Physician

3. Licensed Advanced Nurse Practitioner (limited to Adult Psychiatric Mental health
Clinical Nurse Specialists, Child Psychiatric Mental Health Clinical Nurse
Specialist, Adult Psychiatric Mental Health APN and Family Psychiatric Mental
Health APN)

4. Licensed Registered Nurse
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 6c19 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this
plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)

5. Certified Qualified Behavioral Health Providers (includes Certified Peer Support
Specialist, Certified Youth Support Specialist, and Certified Family Support
Partner), under direct supervision of an individual licensed in the State of Arkansas
as a Clinician that is an allowable performing provider of a service as indicated in
D., 1.,a – e.

a. Certified Peer Support Specialists, Certified Youth Support Specialists, and
Certified Family Support Partners are certified by DHS and must adhere to
the mandated training requirements to become certified.  The requirements
to become and maintain certification are as follows:

i. Must complete 40 hours of QBHP training

ii. Must complete annual ongoing training approved by Arkansas
DHS

iii. Must have lived experience

iv. Must ensure and document that all Certified Peer Support
Specialists, Certified Youth Support Specialists, and Certified
Family Support Partners are under supervision of a mental health
professional as defined in Section 13., d., 3., c., 1 above.

b. Qualified Behavioral Health Providers are certified by the Behavioral
Health Agency that they work for.  In order to become certified as a
Qualified Behavioral Health Provider, the Agency must provide and
document that each Qualified Behavioral Health Provider has completed
the required training and the Agency must issue a certificate to the
Qualified Behavioral Health Provider.  The requirements to become and
maintain certification are as follows:

i. Must complete 40 hours of QBHP training, which includes, but is
not limited to, topics such as behavior management, group
interaction, listening techniques, and knowledge of behavioral
health illnesses.

ii. Must complete, at a minimum, 8 hours of annual in-service training
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STATE PI.AIU UITIDER TITI.E XIX OF THE SOCIA|. SECURITY ACT
MEDICAL ASSISTAITJCE PBOGRAM
STATE ARKAHSAS

AMOUII|T, DURATIOil AilD SCOPE OF
SERVICES PROVIDEO

ATTACHMEITT 3.I.A
Prge 6d

Februrry 15, 1995

CATEGOBICATTY iIEEOY

14. servicss for Individuals Age 65 or Older in Institutions for Mental 0isaases

a. Inpatient Hospital Servicos

Not provided.

b. Nursing Facility Servicas

Not provided.

STATE
DATE ?E{ :  n

D A T E  A i i \ ,

DATE EFF
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Revision:  HCFA – Region VI        ATTACHMENT 3.1-A 
   November 1990        Page 7 

Revised:  January 1, 2013 
 
 

AMOUNT, DURATION AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

 
 
15. Services in an intermediate care facility for the mentally retarded, as defined in Section 1905(d), (other than in 

an institution for mental diseases) for individuals who are determined, in accordance with Section 
1902(a)(31)(A), to be in need of such care. 

 
  Provided:   No limitations   With limitations* 

 
  Not provided.   PA* 

 
 
 
 
16. Inpatient psychiatric facility services for individuals under 22 years of age. 
 

  Provided:   No limitations   With limitations* 
 

  Not provided.   PA* 
 
 
 
17. Nurse-midwife services. 
 

  Provided:   No limitations   With limitations* 
 

  Not provided.   
 
 
 
18. Hospice care (in accordance with section 1905(o) of the Act). 

 
  Provided:   No limitations   With limitations* 

 
  Not provided.   Provided in accordance with section 2302 of the Affordable Care Act 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
*Description provided on attachment. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARI(ANSAS

AMOUNT, DURATION AND SCOPE OF
SERVICES PROVTDED

CATEGORICALLY NEEDY
March l ,1993

16' Inpatient Psychialric Facility Services for Individuals Under 22yearsof Age
lnpatient Psychiatric Providers which are inparient psychiatric hospitals must be:

' licens..e{ as a. psychiatric hospitat by the State agensy which licenses psychiatric
hospitals and

' certilied by the Medicare Certification Team as meeting the conditions ofparticipation as a psychiatric hospital in the Tiile XVlll (Medidare) erogram. 
---

OR

lnpatient Psychiatric Providers which are inpatient psychiatric residential treatment lacilitiesmust be:

' licensed Fy tne Arkansas Department of Human Services, Division of Childrenand Family Services as a pslchiatric residential treatmeni lacility. tnppficiUleonry ro Inpatient psychiatric pioviders located in Arkansas.)

OR

lnpatient Psychiatric Providers which are inpatient psychiatric programs in a psychiatric facilitymust be:

Inpatient Psychiatric Providers which are inpatient psychiatric programs in a psychiatrichospitalmust: 
- '- 'r------ '-

' be in a psychiatric hospital licensed as a psychiatric hospital by the State
. agency which licenses psychiatric hospitals;

' be in a psychiatric hospital certified by the Medicare Certilication Team as
meeting the conditions oi participation a6 a psychiatric hospital in the Titb XViff
(Medicare) Frograffi aod



STATE PIJN UNDEF TITLE)q OFTHE SOCIAT SECURITYACT
MEDICAL ASSNTANCE PROGRAil
STATE AFKAT{SAS

AMOUNT, DUFATION AND SCOPE OF
SEM/ICES PROVIDED

ATTACHIIEI{T 3.1.A
Page 7c

Revbed: October 1, 191
CATEGORICATLY NEEI'Y

16 . lnpdent Pq/dtlsflc Fadllty Senis br Indhrldueb Under Z,Yeanof Age (Cornhrd)

Inpadont pqfctlltuc !€wicet reimburcrbb underthe Arkansas Medicaid progranr rilJst b€
provilled:

o by an Inpatlent Prycfrlafic prorddersebqted by the recipieril;

. by an Inpatient Psycfriafic Prorrider enrolled in the Arkansas Modlcaid program;

' to an ellgib|€ Arkansas Medlcaid reciplent before the recipient reacfies qe2lor, if therecipient was receiving inpatent p_sycfriatric services at tfie time they rea&reo 21 i;arsof age, services may condnue uritilifre recipient no longer requiresihe seMoas or ther€cipient becomes z,years of age, whichever comes fiist.

' with certification from t!1!pdepe.qd-9nt or faolity based team (whichever is appropriatein accordance with 42 crn gi.15a) that the recipient meets ihe criteda ror rhFatient--psychiatric services:

o with prior authorization from the Medicaid Agenry Review Team
ancl

' under the direction of a physician (contracted physicians are acceptable).



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

AMOUNT, DURATTON AND SCOPE OF
SERVICES PROVIDED

CATEGORICALLY NEEDY

ATTACHMENT 3.I-A
Page 7d

Revised: August l,2008

t7 . Nurse-Midwife Services

Any person possessing the qualifications for a registered nurse in the State of Arkansas who is also certified as

a nurse-midwife by the American College ofNurse-Midwives, upon application and payment ofthe requisite

fees to the Arkansas State Board ofNursing, be qualified for licensure as a certified nurse-midwife. A certified

nurse-midwife meeting the requirements of Arkansas Act 409 of 1995 is authorized to practice nurse-

midwifery.

Services provided by a certified nurse midwife are limited to twelve ( l2) visits a year for beneficiaries age 2l

and older. This yearly limit is based on the State Fiscal Year (July 1 through June 30). The benefit limit will

be considered in conjunction with the benefit limit established for physicians' services, medical services

furnished by a dentist, rural health clinic services, office medical services furnished by an optometrist and

advanced practice nurse or registered nurce practitioner or a combination of the six. For services beyond

the twelve visit limit, extensions will be provided if medically necessary. Certain services, specified in the

appropriate provider manual, are not counted toward the I 2 visit limit. Beneficiaries under age 2l in the Child

Health Services (EPSDT) program are not benefit limited.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM      Page 7e 
STATE ARKANSAS 

 
AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED       Revised: November 1, 2006       

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
 
18. Hospice Care 
 

• The hospice patient must be terminally ill which is defined as having a medical prognosis with a life 
expectancy of six months or less.  The terminal illness must be certified by the patient's attending physician and 
hospice services prescribed. 

 
• Patients must voluntarily elect to receive hospice services and choose the hospice provider.  Hospice election is 

by “election periods”.  Election periods in the Arkansas Medicaid Hospice Program correspond to the election 
periods established for Medicare.  The initial hospice election period is of 90 days duration and is followed by 
a second 90-day election period.  The patient is then eligible for an unlimited number of 60-day election 
periods. 

 
• Election of the hospice benefit results in a waiver of the beneficiary’s rights to payment for only those services 

which are related to the treatment of the terminal illness or related conditions and common to both Title XVIII 
and Title XIX.  The beneficiary does not waive rights to payment for services related to the terminal illness 
that are unique to Title XIX. 

 
• Hospice services must be provided primarily in a patient's residence. 

 
A patient may elect to receive hospice services in a nursing facility or an intermediate care facility for the 
mentally retarded (ICF/MR) if the hospice and the facility have a written agreement under which the hospice 
takes full responsibility for the professional management of the patient's hospice care, and the facility agrees to 
provide room and board to the patient. 

 
• Hospice services must be provided consistent with a written plan of care. 

 
• Dually eligible (Medicare and Medicaid) beneficiaries must elect hospice care in the Medicare and Medicaid 

hospice programs simultaneously to be eligible for Medicaid hospice services. 
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Revision:  HCFA-PM-91-4R  (BPD)       ATTACHMENT 3.1-A 
    August 1991         Page 8a 

Revised:    January 1, 2014        OMB No.:  0938- 
 
 

    State/Territory:   ARKANSAS 
 

AMOUNT, DURATION AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

 
 
21. Ambulatory prenatal care for pregnant women furnished during a presumptive eligibility period by an eligible 

provider (in accordance with section 1920 of the Act). 
 
   Provided:    No limitations   With limitations* 
 
   Not provided. 
 
22. Respiratory care services (in accordance with section 1902(e)(9)(A) through (C) of the Act). 
 
   Provided:    No limitations   With limitations* with Prior Authorization 
 
   Not provided. 
  
23. Certified pediatric or family nurse practitioners’ services. 
 
   Provided:    No limitations   With limitations* 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*Description provided on attachment. 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM      Page 8a 
STATE 

 
ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED       Revised: October 1, 1991       

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
 
19. Case Management Services 
 

Refer to Supplement 1 to Attachment 3.1-A. 
 
20. Extended Services for Pregnant Women 
 

a. Pregnancy-related and postpartum services for a 60 day period after the pregnancy ends and for any 
remaining days in the month in which the 60th day falls. 

 
Services provided will only be pregnancy-related services, postpartum services and family planning.  
Sixty (60) days of postpartum care is covered if the individual is Medicaid eligible at delivery. 

 
b. Services for any other medical conditions that may complicate pregnancy. 

 
(1) Risk Assessment 
 

A medical, nutritional, and psychosocial assessment by the physician or registered nurse to 
designate patients as high or low risk.   

 
(a) Medical assessment using the Hollister Maternal/Newborn Record System to include: 

• medical history 
• menstrual history 
• pregnancy history 

 
(b) Nutritional assessment to include: 

• 24 hour diet recall 
• Screening for anemia 
• weight history 

 
(c) Psychosocial assessment to include criteria for an identification of psychosocial 

problems which may adversely affect the patient’s health status. 
 

 
 



o

$TATE PIAN UNDER NTLE XIX OF THE SOCIAL SECURIIY ACT ATTACHMENT 3.1.A
MEDTCAL ASSTSTANCE PROGRAM page 8b
STATE ARTqNSAS

AMOUNT, DURATION AND SCOPE OF
SERVICES PROVIDED Revised: July 1, 1991

CATEGORTCALLY NEEDY

Edendecl $ervices for Pregnant Women (Conilnued)

b. Services for any other medicalcondltlons that may complicate pregnanay. (Continued)

(1) RlskAssessment (Conttnued)

Pregnant women who are sseessed as high risk, by delinilion, have medical

clnditions or clrcumstanc€s whlch eomplicatg the pregnancy. These patients

. need more medical serviees and attention In an sfiort to snsure a healthy btrth

outcome. $ome conditions which complicate the pregnanry, and are therefore

clnsidersd htgh rlsk, are:

Tccnage pregnanclo3
'Dlabetes
Toxemla

MA,\|MUM: 2 per pregnancy

(2) Case Management Services

Reler to nem '! I and..Sypplement 1 to Attachment 9.1-A.

DATE REC'D

DATE APPV'D

DATE EFF
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20. Extended Services for Pregnant llomen (Continued)
b. Services for-any other medical conditions that may cornplicate

pregnancy. (Continued)

( i i )  Perinatal Education
Educational classes provided by a health professional
(Publ ic Health Nurse, Nutr i t ionist,  or Health Educator)
to  inc lude:

j : pregndnC!
r labor and del ivery
r reproduct ive heal th
, postpartum care
.  nutr i t ion in pregnancy

These educational classes are designed to prevent the
developnent of conditions rrhich may complicate the pregrnancy
or to provide infonnation to the pregnant y{oman in caring
for herself during a pregnancy which nray already have
complicat ing factors.

MAXIMUM: 6 classes (units) per pregnancy

I ,r.,, arc D -lu.L-J.lg0l-
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I b-A-tO

STATE PI,Tff UIIDER TITTE XIX OF THE SOCIAT- SECURITY ACr
}IEDICAL ASSISTAilCE PROGRA}I
STATE 

.ARKAT{SAS
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SERVICES PROVIDED
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STATE PLA'I T'TIDER'TITLE XII OF THE SOCIAL SECURITY ACT'
}IEOICAL ASSISTATCE PROGRATI
Sf,ATE- ARTAilSAs.

AI.IOUIIT, DURATIOI{ AIID SCOPE OF
SERVICES PROVIDED

ATTACIilEITT"3.I-A
Page 8d -

April I, l98Z

2a- Extended services for pregnant l,lomen (conttnued)
b. Services for any other medical conditions that

pregnancy. (Continued)
may cornpl icate

(4t '  Nutr i t ional Consultat ion - Individual
services provided for high risk pregnant wonen by a registered
diet i t ian or a nutr i t ionist el igible for registrat ion by
the comrnission on Dietetic Registration to include at least
one of the fol lowing:

I an evaluation to determine hea' l th r isks
due to nutritional factors with development of
a nutr j ' l ional care plan

I nutr i t ional care plan fol low-up and reassessnent
as indicated

By defini t ion, this service is covered only for women with
high r isk pregnancies. Thls service is appropriate for
women whose complications reguire nutritional education
for treatment of the complicat ion (such as diabetics).

MAXIMUM: 9 units per pregnancy (t  unit  equals I  cl ient visi t)

DATE EI:F
HCFA t7s
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SECURITY ACT
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i
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Page'8e*

April I, 1987

20. Extended Services for Pregnant Uomen (Continued)
b. Services for.any other medical conditions that may comp-licate

pregnancy. (Continued)

(5) Social l lork Consultat ion
Services provided for high r isk pregnant women'by a l icensed
social work to include at least one of the fol lowing::

l  aan evaluation to determine health r isks due.' to psychosocial factors with development of a
social work care plan

r social work plan fol low-up, appropriate intervention
and referrals

By defini t ion, this service is only covered for rouen
with high r isk pregnancies. This service is appropriate
for women whose complications require social work consultation
as an essential element of treatment in dealing with
the complicat ion (such as a teenager with no place to
I  i  ve) .

I'IAXIMUM: 6 units per pregnancy (l unit eguals I client
v i  s i  t )

STATE

DAIE EIF
t-fcF^ | 79
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM      Page 8f 
STATE 

 
ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED                     Revised: March 1, 2011       

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
20. Extended Services for Pregnant Women (Continued)  
 
 b. Services for any other medical conditions that may complicate pregnancy.  (Continued) 

 
(6) Early Discharge Home Visit 

 
If a physician chooses to discharge a low-risk mother and newborn from the hospital early (less than 
24 hours), the physician or registered nurse employee may provide a home visit to the mother and baby 
within 72 hours of the hospital discharge; or the physician may request an early discharge home visit 
from any clinic that provides perinatal services.  Visits will be done by physician order (includes 
hospital discharge order). 
 
A physician may order a home visit for the mother and/or infant discharged later than 24 hours if there 
is specific medical reason for home follow-up. 
 
These services are preventive in nature to try to avoid post-partum complications. 

 
  (7) Pregnancy-Related Substance Abuse Treatment Services (SATS) 
 

Pregnancy-Related Substance Abuse Treatment Services (SATS) are provided for Medicaid 
eligible pregnant women through the last day of the month in which the 60th post partum 
day falls.  Services are provided based on medical necessity and require prior authorization. 

 
The SATS program covers the following services: 

   
A. Addiction Assessment  
B. Treatment Planning 
C. Care Coordination  
D. Multi-person (family) Group Counseling 
E. Individual Counseling 
F. Group Counseling 
G. Marital/Family Counseling 
H. Medication Management 

 
Please refer to Attachment 3.1-A, Page 1zz.3 for the service descriptions, definitions, benefit 
limits and individual qualified provider requirements.  Benefit limits may be extended based on 
medical necessity. 

    
 

SATS Qualified Provider  

SATS providers must hold certification from the Division of Behavioral Health Services 
(DBHS) as a SATS provider in order to enroll as a Substance Abuse Treatment Services 
Medicaid provider.  

 
The following requirements must be met for DBHS/OADAP certification: 

 
A. Providers must be licensed by Division of Behavioral Health Services, Office of 

Alcohol and Drug Abuse Prevention (OADAP). 

B. Providers must submit a written request from the organization’s Chief Executive 
Officer (CEO) to DBHS for certification by DBHS as a SATS Provider. 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM      Page 8ff 
STATE 

 
ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED              March 1, 2011       

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
20. Extended Services for Pregnant Women (Continued)  
 
 b. Services for any other medical conditions that may complicate pregnancy.  (Continued) 

 
  (7) Pregnancy-Related Substance Abuse Treatment Services (SATS) (Continued) 
 

C. The request for certification by DBHS must include a copy of the provider’s 
accreditation, most recent accreditation survey, and correspondence between the 
provider and the accrediting organization since the most recent accreditation 
survey. 

 
D. A list of service delivery sites, including each site’s address, telephone number, 

and fax number must be submitted. Each site from which SATS services are 
delivered must be included under the provider’s accreditation. Proof of this 
accreditation must be submitted with the request for certification of a site. 

 
E. Current CARF, JCAHO, or COA,  that includes accreditation of the  pertinent 

outpatient alcohol and/or other drug abuse treatment component (OADAP 
Licensure Standards for Alcohol and/or Other Drug Abuse Treatment Programs 
p. 11). Current nationally accredited behavioral health programs without specific 
alcohol and drug treatment certification will need to obtain accreditation of their 
substance abuse program prior to receiving certification as a SATS provider of 
substance abuse treatment.  

 
F. Provisional, Conditional, Preliminary, Pending, Expedited or Deferred 

Accreditations are not acceptable. 
 
G. The provider must: notify its accrediting organization in writing of all new or 

additional SATS services implemented subsequent to the provider’s most recent 
accreditation survey; provide DBHS with a copy of the notification letter; and 
affirm in writing to DBHS that the new service(s) will be included in the 
provider’s next regularly scheduled accreditation survey, if not surveyed before 
that time. Provider organization opening new services sites must follow DBHS 
certification policy and procedures. 

 
H. DBHS must be authorized to receive information directly from the accrediting 

organization and to provide information directly to the accrediting organization, 
as it relates to SATS. DBHS will furnish these documents to providers at their 
request. 

 
I. DBHS retains the right to request information in connection with licensure, 

accreditation, certification, provision or billing of SATS services; to perform site 
visits at anytime; and to conduct scheduled or unannounced visits, to insure 
entities are providing SATS services in accordance with the information that was 
submitted to DBHS. During a site visit the provider must allow access to all sites, 
policies and procedures, patient records, financial records, and any other 
documentation necessary to ascertain that services were/are of a quality which 
meets professionally recognized standards of health care. 

 
J. Providers must adhere to evidence-based practices as approved by DBHS for 

specific populations and services provided.  
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CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 
 
21. RESERVED 
 
22. Respiratory care services (in accordance with Section 1902(e)(9)(A) through (C) of the Act). 

Respiratory care for ventilator-dependent individuals means services that are not otherwise available under the 
State’s Medicaid plan, provided on a part-time basis in the recipient’s home by a respiratory therapist or other 
health care professional trained in respiratory therapy to an individual who--- 
 
a. Is medically dependent on a ventilator for life support at least 6 hours per day;  
b. Has been so dependent for at least a number of consecutive days (number is based on maximum 

number of days authorized under the State plan, whichever is less) as an inpatient in one or more 
hospitals, NFs, or ICFs/MR;  

c. Except for the availability of respiratory care services, would require respiratory care as an inpatient in 
a hospital, NF, or ICF/MR and would be eligible to have payment made for inpatient care under the 
State plan; 

d. Has adequate social support services to be cared for at home;  
e. Wishes to be cared for at home; and  
f. Receives services under the direction of a physician who is familiar with the technical and medical 

components of home ventilator support, and who has medically determined that in-home care is safe 
and feasible for the individual. 
 

1. Ventilator Equipment (i.e., ventilator, suction pump, oxygen concentrator, liquid oxygen, liquid 
oxygen walker and reservoir, ventilator supplies and hospital bed) including 24-hour availability of 
respiratory therapy and equipment maintenance, with prior authorization. 

 
2. Respiratory therapy/treatment services for ventilator-dependent recipients under age 21, with prior 

authorization. 
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AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  Revised: January 1, 2024 

CATEGORICALLY NEEDY 

TN: AR-24-0004 Approval Date: 01/29/2024 Effective Date: 01/01/2024 
Supersedes: 23-0020 

____________________________________________________________________________________________________ 

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

a. Transportation

(1) A. Ground Ambulance Services 

Payment will be made for ambulance services, provided the conditions 
below are met and the services are provided in accordance with laws, 
regulations and guidelines governing ambulance services under Part B of 
Medicare. These services are equally available to all beneficiaries. The use of 
medical transportation must be for health-related purposes and 
reimbursement will not be made directly to Title XIX beneficiaries. 

I. For transportation of beneficiaries when medically necessary as certified by a
physician to a hospital, to a nursing home from the hospital or beneficiary’s

home, to the beneficiary’s home from the hospital or nursing home, from a
hospital (after receiving emergency outpatient treatment) to a nursing home if
a beneficiary is bedridden, and from a nursing home to another nursing home
if determined necessary by the Office of Long Term Care.  Emergency service
is covered only through licensed emergency ambulance companies.  Services
not allowed by Title XVIII but covered under Medicaid will be reimbursed
for Medicare/Medicaid beneficiaries.

II. For services provided at an alternative location or destination to which an
ambulance is dispatched, and the ambulance service treatment is initiated

from a 911 call that is documented in the records of the ambulance service.
Alternative destination means a lower-acuity facility that provides medical

services. 
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CATEGORICALLY NEEDY

 Approved: 11/21/2023 Effective date: 01/01/2024 TN: 23-0020 
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Alternative location is the location to which an ambulance is dispatched, and the ambulance service 
treatment is initiated from a 911 call that is documented in the records 
of the ambulance service. Alternative destination means a lower-acuity 
facility that provides medical services, including: 
• A federally qualified health center;
• An urgent care center;
• A physician's office or medical clinic, as chosen by the beneficiary;

• A behavioral or mental healthcare facility

Excluded alternative destinations are facilities that provide a higher-acuity 
medical service or medical services for a routine chronic condition, such 
that they would be considered as destinations for which transportation 
under (1) above would occur:  
• Emergency Room;
• Critical Access Hospital;
• Rural Emergency Hospital;
• Dialysis center;
• Hospital;
• Private residence;
• Skilled nursing facility

B. Air Ambulance Services

Air ambulance services are provided to Arkansas Medicaid beneficiaries only in
emergencies.

Air ambulance providers must be licensed by the Arkansas Ambulance Boards and
enrolled as a Title XVIII, Medicare Provider.

(2) Early Intervention Day Treatment (EIDT) and Adult Developmental Day Treatment
(ADDT) Transportation

EIDT and ADDT providers may provide transportation to and from their facility.  The
Medicaid transportation broker must provide transportation to and from the nearest
qualified medical provider for the purpose of obtaining medical treatment.



STATE PLAN IJNDER TITLE XIX OF THE SOCIAL SECURTTY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

AMOfJNT, DTIRATION AND SCOPE OF
SERVICES PROVIDED

CATEGORICALLY I\EEDY

:

ATTACHMENT 3.1-A
Page 9aa

Revised: Januarv1.2006

23. Any other medical care and
Secretarv.
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(3) Non-Emergency

(a) Public Transportation

Effective for dates of service'on or after December l, 2001, public transportation
services are available when provided by an enrolled Medicaid public transportation
provider to an eligible Medicaid beneficiary being transported to or from a medical
facility to receive medical care services covered by the Arkansas Medicaid Program.
Transportation will be covered from the point ofpick-up to the medical facility or from
the medical faciliry to the point of delivery. The following benefit limits are
established. One unit of service = I mile. The benefit limits do not apply to EPSDT
beneficiaries.

Effective for dates of service on or after January 1, 2006, public transportation
services are available when provided by an enrolled Medicaid public
transportation provider to a full benefit dual eligible being transported to or
from a pharmacy to receive prescriptions covered under the Medicare
Prescription Drug Benefit- Part D.

. Public Transportation, Taxi. Intra-City, One Way - may be billed once per
day, per beneficiary for a maximum of 15 units. Extensions of the
established benefit limits will be considered if medicallv necessary. The
provider must request an extension.

. Public Transportation, Taxi, Intra-City, Round Trip - may be billed once per

day, per beneficiary for a maximum of 30 units. Extensions of the
established benefit limits will be considered if medically necessary. The
provider must request an extension.

. Public Transportation, City-to-Cify - may be billed once per day. per

beneliciary for a maximum of 50 units. Extensions of the establishedbenefit
limits will be considered if medically necessary. The provider must request an
extension.

Public Transportation, ADA Accessible Van, Intra-City. One Way - may be
billed once per day, per beneficiary for a maximum of 15 units. The prouder
may request an extension of the benefit linut if medically necessary by
submining documentation including the purpose of the trip and the provider's
name and address.
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(3) Non-Emergency (Continued)

(a) Public Transportation (Continued)

Public Transportation, ADA Accessible Van, Infa-City, Round Trip - maybe
billed once per day, per beneficiary for a maximum of 30 units. The provider
may request an extension of the benefit limit if medically necessary by
submitting documentation including the purpose of the trip and the providet's
name and address.

Public Transportation, ADA Accessible Van, Intrastate Authonty - may be
billed once per day, per beneficiary for a maximum of 50 units. The provider
may request an extension of the benefit limit if medically necessary by
submitting documentation including the purpose of the trip and the provider's
name and address.

Non-Public Transportation

Effective for dates of service on or after December 1 , 2001 , non-public transportation
services are available when provided by an enrolled Medicaid transportation provider
to an eligible Medicaid beneficiary transported to or from a medical provider to
receive medical services covered by the Arkansas Medicaid Program. Transportation
will be covered from the point of pick-up to the medical service delivery site and from
the medical service delir.ery site to the beneficiary's return destination.

Effective for dates of service on or after January 1, 2006, non-public
transportation services are available when provided by an enrolled Medicaid
non-public transportation provider to a full benefit dual eligible being
transported to or from a pharmacy to receive prescriptions covered under the
Medicare Prescription Drug Benefit- Part D.

The following benetit limrts are established. The benefit limits do not apply to EPSDT
beneficiaries.

This sen'ice may be billed once per day, per beneficiary for a maximum of 300 miles
per date ofservice.

SUirLLSLii[.: r, *-QJ-:2.2----

(b)
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23. Any other medical care and any other type of remedial care recognized under State law, specified by
the Secretary.

a. Transportation (Continued)

(4) Volunteer Transportation

Volunteer carriers are reimbursed for providing transportation to recipients to

medical services provided the carriers are registered by the Arkansas Department of

Human Services and Medical Services and the medical services are part of the case

plan.  A General Relief check is issued by local Human Services staff for payment

of Medicaid transportation if a licensed carrier is not available.

These services may be billed once per day, per recipient for a maximum of 300

miles per day.  The benefit limit does not apply to EPSDT recipients.

b. Services of Christian Science Nurses - Not Provided.

c. Care and services provided in Christian Science sanitoria - Not Provided.

99-0030
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Any other medical care and any other type of remedial care recognized under State law, specified by the
Secretary. (Continued)

d. Nursing facility services for patients under 21 years of age.

A Registered Nwse and a Physician Reviewer assess medical needs and make medical eligibility
determinations and patient level of care classifications for applicants referred by a physician for
nursing home care.

Nr:rsing facility seryices include coverage of prescription medications vrithin the State's formulary
without limitations.

Emergency Hospital Services

Limited to immediate teatment and removal of patient to a qualifoing hospital as soon as patient's
condition warrants.

Critical Access Eospital (CAH)

Services that are furnished by an instate provider that meets the requirements for
participation in Medicaid as a CAH and are of a fype that would be covered by lVledicaid if
furnished by a Medicaid enrolled instate hospital to a Medicaid recipient. Services that are
not permitted under CAE licensure requirements are not covered by Medicaid.

Inpatient CAH services do not include nursing faciliry- services furnished b1'a CAE with a
srving-bed approval.

CAH services are subject to the same benefit limits as inpatient and outpatient hospital
services as described in Attachment 3.1-A. Items I and 2a.
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December l '  2001

24. pediatric or family nurse practitioners'services as defined in Section 1905(a)(21) of the Act (added by

Section 6405 of OBRA'89).

Services are limited to 12 nurse practitioner visits per State Fiscal Ye1, July I through June 30' This yearly

limit does not apply to recipienis in the child Health services (EPSDT) program.

Refer to Attachment 3.1.A, Item 6.d.(6) for obstefic-gynecologic and gerontological nurs€ practitioner

services.
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Revision:  HCFA-PM-94-9          (MB) ATTACHMENT 3.1-A 
    December 1994 Page 10 

Revised:    July 1, 2009 
 
STATE: 

 
ARKANSAS 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

 
 
25. Home and Community Care for Functionally Disabled Elderly Individuals, as defined, described and 

limited in Supplement 2 to Attachment 3.1-A, and Appendices A-G to Supplement 2 to Attachment 
3.1-A. 

 
_________  provided          X       

 
 not provided 

26. Personal care services furnished to an individual who is not an inpatient or resident of a hospital, 
nursing facility, intermediate care facility for the mentally retarded, or institution for mental disease 
that are (A) authorized for the individual by a physician in accordance with a plan of treatment, (B) 
provided by an individual who is qualified to provide such services and who is not a member of the 
individual’s family, and (C) furnished in a home. 

 
     X      Provided:     X  
       

 State Approved (Not Physician) Service Plan Allowed 
   X  

       
 Services Outside the Home Also Allowed 

   X  
        

 Limitations Described on Attachment 

 
 ______  Not Provided. 
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CATEGORICALLY NEEDY

ATTACHMENT 3.I-A
Page lOa

Revised: Apri l  l ,2008

25. Home and Community Care for Functionally Disabled Elderly Individuals, as defined, described and
limited in Supplement 2 to Attachment 3. l-A, and Appendices A-C to Supplement 2 to Attachment
3.  r  -A.

Not provided.
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SERVICES PROVIDED Revised:   January 1, 2019 

CATEGORICALLY NEEDY 
__________________________________________________________________________________________________ 

1. Personal Care

A. Personal care services are provided by a personal care aide to assist with a client's physical dependency
needs.  The personal care aide must have at least 24 hours classroom training and a minimum of supervised
practical training of 16 hours provided by or under the supervision of a registered nurse for a total of no less
than 40 hours.

B. Personal care services furnished to an individual who is not an inpatient or resident of a hospital, nursing
facility, intermediate care facility for individuals with intellectual disabilities, or institution for mental disease
that are –

1. Authorized for the individual in accordance with a service plan approved by the State;
2. Provided by an individual who is qualified to provide such services; and
3. Furnished in a home, and at the State’s option, in another location, including licensed residential

care facilities and licensed assisted living facilities.

C. The State defines “a member of the individual’s family” as:

1. A spouse,
2. A minor’s parent, stepparent, foster parent or anyone acting as a minor’s parent,
3. A minor’s “guardian of the person” or anyone acting as a minor’s “guardian of the person” or
4. An adult’s “guardian of the person” or anyone acting as an adult’s “guardian of the person”.

D. Under no circumstances may Medicaid reimbursement be made for personal care services rendered by
the client’s:
1. Legal guardian; or
2. Attorney-in-fact granted authority to direct the client’s care.

E. Personal care services are covered for categorically needy individuals only.

F. Personal care services are medically necessary, prescribed services to assist clients with their physical
dependency needs.

1. Personal care services involve “hands-on” assistance, by a personal care aide, with a client’s physical
dependency needs (as opposed to purely housekeeping services).  Personal care services also include
employment-related personal care associated with transportation.

2. The tasks the aide performs are similar to those that a nurse’s aide would normally perform if the client
were in a hospital or nursing facility.

G. Prior authorization is required for personal care pursuant to the Independent Assessment for all beneficiaries.
Personal care services for adults 21 years of age or older are limited to a maximum of 64 hours per
calendar month.

TN: 18-0014 
Supersedes TN: 

Approval Date: 03/22/2019 Effective: 01/01/2019
  17-0009
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July 1, 2004

27. Program of All-Inclusive Care for the Elderly (PACE) services, as described in Supplement 3 to
Attachment 3.1-A.

X Election of PACE: By virtue of this submittal, the State elects PACE as an optional
State Plan service.
No election of PACE: By virtue of this submiffal, the State elects to not add PACE
as an optional State Plan service.

r905(a)(26) and 1934
X Program of All-Inclusive Care for the Elderly (PACE) services, as described and limited in

Supplement 3 to Attachment 3.1-A.

ATTACHMENT 3.1-A identifies the medical and remedial services provided to the
categorically needy. (Note: Other programs to be offered to Categorically Needy beneficiaries
would specify all limitations on the amounf duration and scope of those services. As PACE
provides services to the frail elderly population without such limitation, this is not applicable for
this program. In addition, other programs to be offered to Categorically Needy beneficiaries
would also list the additional coverage -that is in excess of established service limits-for
pregnancy-related services for conditions that may complicate the pregnancy. As PACE is for
the frail elderly population, this also is not appticabte for this program.)

SUPERSEDESI NONE - NEW PAGE
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ATTACHMENT 3.I-A
Page l la

Apri l  l ,2008

27. Program of All-lnclusive Care for the Elderly (PACE)

Refer to Supplement 3 to Aftachment 3.1-A.
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ATTACHMENT 3.I-A
Page 12

Apri l  l ,2008

28. Self-Directed Personal Assistance Seruices

X Self-Directed Personal Assistance Services, as described in Supplement 4 to
Attachment 3.1-A.

X Election of Self-Directed PersonalAssistance Services: By virtue of this
Personal Assistance Services as a State Plansubmittal, the State elects Self-Directed

service delivery option.

_ No election of Self-Directed Personal Assistance Services: By virtue of this

submittal, the State elects not to add Self-Directed Personal Assistance Services as a

State Plan service delivery option.
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STATE: ARKANSAS

AMOUNT, DURATION AND SCOPE OF
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CATEGORICALLY NEEDY

ATTACHMENT 3.1-A
Page l2a

April 1,2008

28. Self-Directed Personal Assistance Services

Refer to Supplement 4 to Afiachment 3.1-A.

SJPERSEDE*s: NS'IE - NEW PAGE
acrefisi... ._Q.? -9.9._

DATE FrEC'n_-L:**€*e
DArE Appv,{i*p;"#*:g
DATEEFF-- .  -  1 -  i -c18



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 12b 
STATE: ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED April 10, 2018 

CATEGORICALLY NEEDY 
____________________________________________________________________________________________________ 

29. Telemedicine Services

Telemedicine is the use of electronic information and communication healthcare technology to
deliver healthcare services including without limitation, the assessment, diagnosis, consultation,
treatment, education, care management, and self-management of a patient. Telemedicine includes
store-and-forward technology and remote patient monitoring.

TN: 18-002 
Supersedes TN: NEW PAGE

Approval Date: 09/27/18 Effective Date: 04/10/18
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Coverage Template for Freestanding Birth Center Services

Attachment 3.1A: Freestanding Birth Center Services

28. (i) Licensed or Otherwise State-Approved Freestanding Birth Centers

Provided: No limitations With limitations X None licensed or approved

Please describe any limitations:

28. (ii) Licensed or Otherwise State-Recognized covered professionals providing services in
the Freestanding Birth Center

Provided: No limitations With limitations (please describe below)

X Not Applicable (there are no licensed or State approved Freestanding Birth Centers)

Please describe any limitations:

Please check all that apply:

(a) Practitioners furnishing mandatory services described in another benefit category

and otherwise covered under the State plan (i.e., physicians and certified nurse

midwives).

(b) Other licensed practitioners furnishing prenatal, labor and delivery, or postpartum
care in a freestanding birth center within the scope of practice under State law whose
services are otherwise covered under 42 CFR 440.60 (e.g., lay midwives, certified
professional midwives (CPMs), and any other type of licensed midwife). *

(c) Other health care professionals licensed or otherwise recognized by the State to
provide these birth attendant services (e.g., doulas, lactation consultant, etc.).*

*For (b) and (c) above, please list and identify below each type of professional who will
be providing birth center services:



ATTACHMENT 3.1-A 

Page 13__ 

State/Territory: Arkansas 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 

CATEGORICALLY NEEDY GROUP(S)  

30. Coverage of Routine Patient Cost in Qualifying Clinical Trials

*The state needs to check each assurance below.

Provided: _01/01/2022 

I. General Assurances:

Routine Patient Cost – Section 1905(gg)(1) 

_X __ Coverage of routine patient cost for items and services as defined in section 1905(gg)(1) that 
are furnished in connection with participation in a qualified clinical trial. 

Qualifying Clinical Trial – Section 1905(gg)(2) 

_ X__A qualified clinical trial is a clinical trial that meets the definition at section 1905(gg)(2). 

Coverage Determination – Section 1905(gg)(3) 

_X _A determination with respect to coverage for an individual participating in a qualified clinical 
trial will be made in accordance with section 1905(gg)(3). 

PRA Disclosure Statement - This information is being collected to assist the Centers for Medicare & Medicaid 
Services in implementing Section 210 of the Consolidated Appropriations Act of 2021 amending section 1905(a) of 

the Social Security Act (the Act), by adding a new mandatory benefit at section 1905(a)(30).  Section 210 mandates 

coverage of routine patient services and costs furnished in connection with participation by Medicaid beneficiaries in 

qualifying clinical trials effective January 1, 2022.  Section 210 also amended sections 1902(a)(10)(A) and 
1937(b)(5) of the Act to make coverage of this new benefit mandatory under the state plan and any benchmark or 
benchmark equivalent coverage (also referred to as alternative benefit plans, or ABPs).  Under the Privacy Act of 
1974 any personally identifying information obtained will be kept private to the extent of the law. An agency may not 
conduct or sponsor, and a person is not required to respond to, a collection of information unless it displays a currently 
valid Office of Management and Budget (OMB) control number. The OMB control number for this project is 0938-
1148 (CMS-10398 #74). Public burden for all of the collection of information requirements under this control number 
is estimated to take about 56 hours per response. Send comments regarding this burden estimate or any other aspect of 
this collection of information, including suggestions for reducing this burden, to CMS, 7500 Security Boulevard, Attn: 
Paperwork Reduction Act Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

      Approval Date: 05/10/2023 TN: 23-0009 
Supersedes TN: New Page              Effective Date: 01/01/2022 
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State Agency   Supplement 1 to Attachment 3.1-A 
   Page 3 
 Revised: January 1, 2016 
 
 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State/Territory:  ARKANSAS 
 

TARGETED CASE MANAGEMENT SERVICES 
[Target Group] 

 
Target Group (42 Code of Federal Regulations 441.18(8)(i) and 441.18(9)):   
 
Targeted Populations:  

TCM services, when prescribed by a physician or other medical professional designated by the Division of 
Medical Services, are available to beneficiaries age 60 and older as well as beneficiaries age 21 and older with 
a physical disability or aged 65 and older who participate in the ARChoices in Homecare (ARChoices) 
1915(c) waiver program who: 
   

• have limited functional capabilities in two or more ADLs or IADLs, resulting in a need for coordination 
of multiple services and/or other resources; OR 

• are in a situation or condition which poses imminent risk of death or serious bodily harm and one who 
demonstrates the lack of mental capacity to comprehend the nature and consequences of remaining in 
that situation or condition.    

  
        Case-management services will be made available for up to ____ consecutive days of a covered stay in a 
medical institution for individuals age 21 and over transitioning from an institution to a community setting. The 
target group does not include individuals between ages 22 and 64 who are served in Institutions for Mental 
Disease or individuals who are inmates of public institutions. (State Medicaid Directors Letter (SMDL), July 25, 
2000)  
 

Areas of State in which services will be provided (§1915(g)(1) of the Act): 
  x   Entire State   
___ Only in the following geographic areas: [Specify areas] 

 
Comparability of services (§§1902(a)(10)(B) and 1915(g)(1))  
_ __ Services are provided in accordance with §1902(a)(10)(B) of the Act. 
  x    Services are not comparable in amount duration and scope (§1915(g)(1)). 
 
Definition of services (42 CFR 440.169):  Targeted case management services are defined as services furnished 
to assist individuals, eligible under the State Plan who reside in a community setting or are transitioning to a 
community setting, in gaining access to needed medical, social, educational, and other services.   
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Revised: October 1, 2012

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: ARKANSAS

TARGETED CASE MANAGEMENT SERVICES
[Target Group]

Targeted Case Management includes the following assistance:

 Comprehensive assessment and periodic reassessment of individual needs, to determine the need for any
medical, educational, social or other services. These assessment activities include:

 taking client history;
 identifying the individual’s needs and completing related documentation; and
 gathering information from other sources such as family members, medical providers, social workers, and

educators (if necessary), to form a complete assessment of the eligible individual;

Assessments/Reassessments are required, at least, annually.

 Development (and periodic revision) of a specific care plan that is based on the information collected through
the assessment that:

 specifies the goals and actions to address the medical, social, educational, and other services needed by
the individual;

 includes activities such as ensuring the active participation of the eligible individual, and working with
the individual (or the individual’s authorized health care decision maker) and others to develop those
goals; and

 identifies a course of action to respond to the assessed needs of the eligible individual;

Care Plans must be renewed, at least, annually.

 Referral and related activities (such as scheduling appointments for the individual) to help the eligible
individual obtain needed services including:

 activities that help link the individual with medical, social, educational providers, or other programs and
services that are capable of providing needed services to address identified needs and achieve goals
specified in the care plan; and

 Monitoring and follow-up activities:

 activities and contacts that are necessary to ensure the care plan is implemented and adequately addresses
the eligible individual’s needs, and which may be with the individual, family members, service providers,
or other entities or individuals and conducted as frequently as necessary, and including at least one
annual monitoring, to determine whether the following conditions are met:

1. services are being furnished in accordance with the individual’s care plan;
2. services in the care plan are adequate; and
3. changes in the needs or status of the individual are reflected in the care plan.



TN:  21-0007 Approval Date: Effective Date:  08/01/2021 
Supersedes:  20-0011 

State Agency Supplement 1 to Attachment 3.1-A 
Page 5 

Revised: August 1, 2021 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: ARKANSAS 

TARGETED CASE MANAGEMENT SERVICES 
[Target Group] 

Monitoring and follow-up activities include making necessary adjustments in the care plan and service 
arrangements with providers, according to established program guidelines. 

Monitoring visits may be as frequent as necessary, within established Medicaid maximum allowable limitations. 

Monitoring is allowed through regular contacts with service providers at least every other month to verify that 
appropriate services are provided in a manner that is in accordance with the service plan and assuring through 
contacts with the beneficiary, at least every other month, that the beneficiary continues to participate in the 
service plan and is satisfied with services. 
Face to face monitoring contacts must be completed as often as deemed necessary, based on the professional 
judgment of the TCM, but no less frequent than established in Medicaid TCM program policy. 

Case management includes contacts with non-eligible individuals that are directly related to identifying the 
eligible individual’s needs and care, for the purposes of helping the eligible individual access services; 
identifying needs and supports to assist the eligible individual in obtaining services; providing case managers 
with useful feedback, and alerting case managers to changes in the eligible individual’s needs. 
(42 CFR 440.169(e)) 

Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 

Case management providers must be certified by the Division of Provider Services and Quality Assurance on an 
annual basis, unless approved otherwise by the Division of Medical Services, based on performance evaluations 
or other approved data. 
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Revised: July 1, 2020 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory:  ARKANSAS 

TARGETED CASE MANAGEMENT SERVICES 
[Target Group] 

In order to be certified by the Division of Provider Services and Quality Assurance, the provider must meet 
the following qualifications: 

A. Be located in the state of Arkansas

B. Be licensed as a Class A or Class B Home Health Agency or Private Care Agency by the
Arkansas Department of Health or a unit of state government or be a private or public
incorporated agency whose stated purpose is to provide case management to the elderly or adults
with physical disabilities.

C. Is able to demonstrate one year of experience in performing case management services
(experience must be within the past 3 years);

D. Be able to demonstrate one year of experience in working specifically with individuals in the
targeted group (experience must be within the past 3 years);

E. Have an administrative capacity to insure quality of services in accordance with state and federal
requirements;

F. Have the financial management capacity and system that provides documentation of services and
costs;

G. Have the capacity to document and maintain individual case records in accordance with state and
federal requirements;

H. Be able to demonstrate that the provider has current liability coverage, and

I. Employ qualified case managers who reside in or near the area of responsibility and who
meet at least one of the following qualifications:

1. Licensed in the state of Arkansas as a social worker (Licensed Master Social Worker or
Licensed Certified Social Worker), a registered nurse, or a licensed practical nurse;

2. Have a bachelor’s degree from an accredited institution in a health and human services
or related field; or

3. Have two years’ experience in the delivery of human services, including without
limitation having performed satisfactorily as a case manager for a period of two years
(experience must be within the past three years).

A copy of the current certification must accompany the provider application and Medicaid contract. 

Transmittal Number (TN):  20-0011 
Supersedes TN:  15-0004

Approval Date:  04/23/2020 Effective Date:  07/01/2020
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: ARKANSAS

TARGETED CASE MANAGEMENT SERVICES
[Target Group]

Freedom of choice (42 CFR 441.18(a)(1):

The State assures that the provision of case management services will not restrict an individual’s free choice of
providers in violation of section 1902(a)(23) of the Act.

1. Eligible individuals will have free choice of any qualified Medicaid provider within the specified
geographic area identified in this plan.

2. Eligible individuals will have free choice of any qualified Medicaid providers of other medical care
under the plan.

Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)):

N/A Target group consists of eligible individuals with developmental disabilities or with chronic mental
illness. Providers are limited to qualified Medicaid providers of case management services capable of ensuring
that individuals with developmental disabilities or with chronic mental illness receive needed services:

Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6):

The State assures the following:
 Case management (including targeted case management) services will not be used to restrict an

individual’s access to other services under the plan.
 Individuals will not be compelled to receive case management services, condition receipt of case

management (or targeted case management) services on the receipt of other Medicaid services, or
condition receipt of other Medicaid services on receipt of case management (or targeted case
management) services; and

 Providers of case management services do not exercise the agency’s authority to authorize or deny the
provision of other services under the plan.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: ARKANSAS

TARGETED CASE MANAGEMENT SERVICES
[Target Group]

Payment (42 CFR 441.18(a)(4)):

Payment for case management or targeted case management services under the plan does not duplicate payments
made to public agencies or private entities under other program authorities for this same purpose.

Case Records (42 CFR 441.18(a)(7)):

At a minimum, providers maintain case records that document for all individuals receiving case management as
follows: (i)The name of the individual; (ii) The dates of the case management services; (iii)The name of the
provider agency (if relevant) and the person providing the case management service; (iv) The nature, content,
units of the case management services received and whether goals specified in the care plan have been achieved;
(v) Whether the individual has declined services in the care plan; (vi) The need for, and occurrences of,
coordination with other case managers; (vii) A timeline for obtaining needed services; (viii) A timeline for
reevaluation of the plan.

Limitations:

Case management does not include, and Federal Financial Participation (FFP) is not available in expenditures
for, services defined in §441.169 when the case management activities are an integral and inseparable component
of another covered Medicaid service (State Medicaid Manual (SMM) 4302.F).

Case management does not include, and Federal Financial Participation (FFP) is not available in expenditures
for, services defined in §441.169 when the case management activities constitute the direct delivery of underlying
medical, educational, social, or other services to which an eligible individual has been referred, including for
foster care programs, services such as, but not limited to, the following: research gathering and completion of
documentation required by the foster care program; assessing adoption placements; recruiting or interviewing
potential foster care parents; serving legal papers; home investigations; providing transportation; administering
foster care subsidies; making placement arrangements. (42 CFR 441.18(c))

FFP only is available for case management services or targeted case management services if there are no other
third parties liable to pay for such services, including as reimbursement under a medical, social, educational, or
other program except for case management that is included in an individualized education program or
individualized family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 1905(c))

In addition, TCM services are limited to a maximum of 50 hours (200 15-minute units) per SFY.



State Agency

Revised:

STATE PLAI{ UI' IOER TITTE XIX OF THE SOCIAT SECURITY ACT

StatelTerritory: ABKAI'ISAS

CASE MANAGEMENT

Supplement 1 to Attachmont 3.1.A
Page I
August  t ,  1994

A. Target Group:

Medicaid recipients ags twenty-two and older who are diagnosed as having a developmental dirability
of mental retardation, cerebral palsy, epilepsy. sutism 0r any other condition of a psrson found to bo
closely related t0 mental rstardation because it results in impairment of general intellecturl functioning
or adaptive behavior similar t0 those of persons with mental retardation or require trertmsnt rnd
services similar t0 thoso required for such persons and are not rcceiving services through tho DOS
Alternative Communitv Services (ACSI Waiver Prooram-

Areas of State in which services will be provided:

lxl Entire State.

B.

c.

. t I Only in tha following geographic areas (authority of section 1915(gl(11 of the Act) is inuoked to provide
services less than Statewide.

Comparability of Services:

t l  Services are provided in accordance with section 1902(a)(10)(B) of the Act.

lxl Services are not comparable in amount, duration, and scope. Authority of section 1915(g)(1) of the Act
is invoked to provide services without regard to the requirements of section 1902(a}(l0){Bl of the Act.

Definition of Services:

Case management services are defined as referral for services 0r treatment. lt is an activity under which
responsibility for locating, coordinating and monitoring necessary and appropriate services for an individual rests
with a specific person. Case management services will assist Medicaid recipients in gaining accst;s to nesded
medical, social, educational and other services. These medical, social, educational and other ssrvices include
services provided under the Arkansas Medicaid State Plan as well as those services not providod under the
Arkansas Medicaid State Plan.

Approval D# fJuL o6l99e Ef fect ive

Supersedes TN No.

D.

TN No.



State Agency Supplement I to Attachment 3.1-A
Page 9
July l ,2007Revised:

D.

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SBCURITY ACT

State/Territory: ARKANSAS

CASE MANAGEMENT

Target Group:
Medicaid recipients age twenty-two and older who are diagnosed as having a developmental
disability of mental retardation, cerebral palsy, epilepsy, autism or any other condition of a person
found to be closely relaterl to mental retardation because it results in impairment of general
intellectual functioning or adaptive behavior similar to those of persons with mental retardation or
require treatment and selvices similar to those required for such percons and are not receivin-g
selices through the DDS Alternative Community Services (ACS) Waiver Program.

Defi n ition of Serv ices (Continued):

Targeted Case Management Services are limited to 104 hours per SFY.

The following are targeted case management service descriptions:

o Assessment/Service Plan Development: Face to face contact with the beneliciary and contact

with other professionals, caregivers, or other parties on behalf of the beneficiary. Assessment is

perfonned for the purpose of collecting inforrnation about the beneficiary's situatiorr and to

determine functioning and to determine and identify the beneficiary's problems and needs.

Serrice Plan Development includes ensuring the active participation of the Medicaid-eligible

beneficiary. The goals and actions in the care plan must address medical, social, education

and other services needed by the Medicaid-eligible beneficiary. The maximum units allowed

for this service may not exceed twelve (12) units per assessment/service plan visit with

beneficiaries age22 and over.

o Service Marragement/Referral and Linkage: Activities and contacts that link Medicaid-eligible

beneficiaries with medical, social, education providers and/or other programs and setryices

that are capable of providing needed services. Functions and processes that irrclude contacting

service providers selected by the beneficiary and negotiation for the delivery of services identified

in the service plan. Contacts with the beneficiary and/or otlrer professionals, caregivers, or other
parties on behalf of the beneficiary may be a part of service management.

o Service Monitoring/Senice Plan Updating: Activities and contacts that are necessary to

ensure the care plan is effectively implemented and adequately addressing the needs of the
Medicaid-eligible beneficiara. Verifring tlrrouglr regular contacts with service providers at least
every other month that appropriate services are provided in a nranner that is in accordance with
tlre service plan and assuring through contacts with the beneficiary, at least monthly, tlrat tlre
beneficiary continues to participate in the service plan and is satisfied with services. The
maximum units for this service may not exceed four (4) units per monitoring visit when
providers are dealing with beneficiaries age 22 and over.
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D.

STATE PLAN UNDER TITLE XIX OF TIIE SOCIAL SECURITY ACT

State/Territory: ARKANSAS

CASE MANAGEMENT

Target Group:

Medicaid recipients age twenty-two and older who are diagnosed as having a developmental
disability of mental retardation, cerebral palsy, epilepsy, autism or any other condition of a person
found tO be closely related to mental retardation because it results in impairment of general
intellectual functioning or adaptive behavior similar to those of persons with mental retardation or
require treatment and services similar to those required for such persons and are not receiving
services through the DDS Alternative Community Services (ACS) Waiver Program.

Definition of Services (Continued):

Refer to Attachment 4.19-B,Page7arC. for the definition of a unit of service.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: ARKANSAS

CASE MANAGEMENT

Target Group:

Medicaid recipients age twenty-two and older who are diagnosed as having a developmental
disability of mental retardation, cerebral palsy, epilepsy, autism or any other condition of a person
found to be closely related to mental retardation because it results in impairment of general
intellectual functioning or adaptive behavior similar to those of persons with mental retardation or
require treatment and services similar to those required for such persons and are not receiving
services through the DDS Alternative Community Services (ACS) Waiver Program.

Qualification of Providers:

Providers of targeted case management services for recipients as described above must be a Division of
Developmental Disabilities Services Certified Case Manager who must maintain the following
information

(1)
(2)

Documentation of a high school diploma or GED.
Documentation of the successful completion of the DDS Certified Case Management
Training.
Documentation of two years of experience of working with individuals with disabilities.
Documentation of a successful completion of a criminal background check and adult and
child maltreatment registry checks.
In addition, the individual must provide two letters of reverence and sign a Code of Ethics
agreement.

(3)
(4)

(s)
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F.

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: ARKANSAS

CASE MANAGEMENT

Target Group:

Medicaid recipients age twenty-two and older who are diagnosed as having a developmental
disability of mental retardation, cerebral palsy, epilepsy, autism or any other condition of a person
found to be closely related to mental retardation because it results in impairment of general
intellectual functioning or adaptive behavior similar to those of persons with mental retardation or
require treatment and services similar to those required for such persons and are not receiving
services through the DDS Alternative Community Services (ACS) Waiver Program.

The State assures that the provision of case management services will not restrict an individual's free choice
of providers in violation of section 1902(a)Q3) of the Act.

(1)Eligrble recipients will have free choice of the providers of case management services.
(2)Eliglble recipients will have free choice of the providers of other medical care under the plan.

G. Targeted case management services under the plan are not integral to the administration of another
non-medical program and do not duplicate other services made to public agencies or private entities
under other program authorities for this same purpose.
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STATE PtAil UNDER TITIE XIX OF THE SOCIAL SECURITY ACT

StatelTerritory: ARKANSAS

CASE MATUAGEMEIUT

A. Target Group:

Medicaid recipients age twenty-one and younger who experience developmental delryr; hrvc a
diagnosed physical or mental condition which has a high probability of resulting in a dovelopmsntd
delay; are determined to be at risk of having suhstantial developmental delay if errly intsrvsntion
services aro not provided; are diagnosed as having a developmental disability which ir aftributrbla to
mental retardation, cerebral palsy, epilepsy, autism or any other condition of a por3on found to be
closely related to mental retardation hecause it results in impairment of general intellecturl functioning
or adaptive hehavior similar to those of persons with mental retardation or requirer trsstmont and
services similar to thoss required for such persons and are not receiving services through tho DDS
Alternative Communitv Services (ACSI Waiver Prooram.

Areas of State in which services will be provided:
lxl Entire State.

tl 0nly in the following geographic areas (authority of section 1915(g){1) of the Actl is invoked to provide
seryices less than Statewide:

Comparability of Services:
t l  Services are provided in accordance with section 1902(a)(l0l(B) of the Act.

txl Services arenot comparable in amount, duration, and scope. Authority of section 1915(g){f) of ths Act
is invoked to provide services without regard to the requirements of section 1902(a)(l0l{B) of the Act.

0efinition of Services:
Case management services are defined as referral for services or treatment. lt is an activity undsr which
responsibility for locating, coordinating and monitoring necessary and appropriate services for an individual rests
with a specific person. Case management services will assist Medicaid recipients in gaining acces to needed
medical, social, educational and other services. These medical, social, educational and other servicgs includE
services provided under the Arkansas Medicaid State Plan as well as those services not providsd under the
Arkansas Medicaid State Plan.

?/-t Approval Date

B.

c.

D.

TN No. T,UL O 6

supersedes TN No. C r



State Agency

Revised:
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December 1,1997

Medicaid recipients age twenty-one and. -ygunger rvho experience devetopmental delays; have adiagnosed physical or mental condition rvhich has a high p.Uuuitity of resulting in a developmentaldelay; are determined to be at risk of having substanial'devetopmental delay if early interventionservices are not provided; are diagnosed as having a devetopment;l disability which is attributable tomental retardation, cerebral palsy, epilepsy, autism or any other condition of a person found to beclosely related to mental retardation because it results in impairment of general intellectual frrnctioningor adaptive behavior similar to those of persons with mental retardation or requires treatment and

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECI,IRITY ACT

State/Territory: ARKANSAS

CASE MANAGEMENT

Target Group:

:,::::,:1T11 
. ,l*: required 

l":.:y:l persons and are not receiving ,"-i"lr-rr,rough the DDS

Definition of Services (Continued):

The following are targeted case management service descriptions. Effective for dates of senice on or afterDecember l,1997, prior authorization is required.

o Assessment/Updating: Face to face contact rvith the recipient and contact with other professionals,
caregivers, or other parties on behalf of the recipient. Assessment is performed for th. purpor. oi
collecting information about the recipient's iituation and functioning and determining and
identifuing the recipient's problems and needs. Updating includes reexamiriing the recipient,s-needs
and identifying changes rvhich have occurred since the previous urrrrr*rnJ. Updaiing includes
measuring the recipient's progress torvard service plan goals.

Service lvlanagement: Functions and processes rvhich include initial development of a service plan
identifuing the type of services to be pursued, rvhich must be retated tb tfre recipient,s needs
identified in the assessment, contacting service providers selected by the recipient and negotiating
for the delivery of services identified in the service plan and aliering the service plan as the
recipient's needs change. Contacts rvith the recipient und/o. other professionals, caregivers, or other
parties on behalf of the recipient may be a part of service management.

TN No.

Supersedes TN No.

Approval Date Effective Date
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STATE PI.AIU UIUOER TITTE XIX OF THE SOCIAI SECURITY ACT

StatelTerritory: ARKAttSAS

CASE MAIIIAGEMENT

Target Group:

Madicaid recipients ago twenty-one and younger who experience developmcntsl dehyr; hays r
diagnored physical or mental condition which has a high probability of resulting in a developmentrl
delay; are determined to be at risk of having substantial developmental delay if early intervontion
servicer aro not provided; are diagnosed as having a developmental disability which is attributabls to
mentsl rotardation, cerebral palsy, epilepsy, autism or any other condition of a person found to bs
closely related to mental retardation because it results in impairment of general intellectual functioning
or adaptive behavior similar to those of persons with mental retardation or requirer treatment and
services similar to those required for such persons and are not receiving services through the DDS
Alternative Communitv Services (ACSI Waiver Prooram.

D. Definition of Services (Continuedl:

Service Monitoring: Verifying through regular contacts with service providers that appropriatE services
are provided in a manner which is in accordance with the service plan and assuring through ragular
contact with the recipient that the recipient continues to participate in the service plan and is satisfiad
with services.

Refer to Attachment 4.19-8, Page 7, B. for the definition of a unit of service.

JUL 0 6 te>+

hCi 'n '  i t

IN No. Approval oat-e
'JUt 

0 6 t994 Effective Date AUG 0 | 199{

Supersedes TN No. C 
, t '  -



State Agency Supplement I to Attachmont 3.t-A
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E.

STATE PLAN UNDER TITTE XIX OF THE SOCIAT SECUBITY ACT

StatefTerritory: ABKAtt|SAS

CASE MAI'IAGEMENT

Target Group:

Medicaid recipienr age twenty-one and younger who experience developmental delayr; havo r
diagnosed physical or mental condition which has a high probability of resulting in a developmontal
delay; are determined to be at risk of having substantial developmental delay if early intervcntion
services aro not provided; are diagnosed as having a dtvelopmental disability which is attributabls to
mental retardation, cerebral palsy, epilepsy, autism or any other condition of a porson found to be
closely related to mental retardation because it results in impairment of general intellectualfunctioning
or adaptive behavior similar to those of persons with mental retardation or requires treatmsnt 8nd
services similar to those required for such persons and are not receiving services through ths DDS
Alternatius Communitv Services (ACSI Waiver Prooram-

Oualilication of Providers:

Providers of targeted case management services for recipients as described above mu:t:

r be certified by the Division of Developmental Disahilities Services as having successfully
completed a Case Management Training Program, or

r be certified as an individual recognized and funded by the Arkansas 0epartment of Education
as an Early Childhood Coordinator who is responsible for implementing special education
services under PL 99-457.

lJUL0 6 ltrr
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August  1 ,  1994Revised:

STATE PLAN UNDEB TITTE XIX OF THE SOCIAI SECURITY ACT

StatelTerritory: ARKAttlSAS

CASE MANAGEMENT

Target Group:

Medicaid recipients 8go twenty-one and younger who experience developmentsl delryr; hrve a
diagnosed physical or mental condition which has a high probability of resulting in a developmontal
delay; sre dstermined to be at risk of having substantial developmental delay if early intervention
services aro not provided; are diagnosed as having a develo;mentt disability which is anributrble to
mental retardation, cerebral palsy, epilepsy, autism 0r any other condition of a person found to bs
closely related to mental retsrdation because it results in impairment of general intellscturl functioning
or adaptive behavior similar to those of persons with mental retardation or requires trsstment tnd
services similar t0 those required for such persons and are not receiving services through ths DDS
Alternative Community Services {ACS) Waiver Prooram.

F. The Stats assures that the provision of case management services will not restrict an individual's frea choico
of providers in violation of section 1902(a)(23) of the Act.

(l) Eligible recipients will have free choice of the providers of cass management services.

Ql Eligibte recipients will have free choice of the providers of other medical care under the plan.

G. Payment for case management services under the plan does not duplicate payments made to public agencies or
private entities under other program authorities for this same purpose.

'5iltod,1b
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Revised: Illarch l. 1998

STATE PLAN UNDERTITLE XIX OFTHE SOCIAL SECI.ruTYACT

State/Territorl' : ARIiANSAS

CASE NI.{\AGENIENT.

A. Target Group:

This service rvill be reimbursed rvhen prorided to children rvho are illedicaid recipients age 0-20 rvho
are at risk of deliquency as evidenced b1' being in the care or custody of the Department of Human
Services, Division of Youth Services (DYS) or under the care of a designated prol'ider (specified b1'
DYS) for assessment, supervision or treatment.

B. Areas of State in rvhich services rvill be provided:

Entire State.

Onty in the follorving geographic areas (authority of section 191s(gxl) of the Act) is
invoked to provide services less than Statervide.

C. Comparability of Services:

I I Services are provided in accordance rvith section 1902(a)(10)(B) of the Act.

[x] Services are not comparable in anrount, duration and scope. Authorit l '  of section
191s(gxl) is invoked to providc services rvithout regard to thc requirements of section

lxl

I1

1902(a)(10)(B) of the Act.

I
.( D. I Dclinit ion of Serviccs:\ . I

I

- .  . -  |  !  - ^ - ^ ^ . ^ r  ^ - . - ^ - r - ^ - - . : ^ ^ ^ ^ - ^ a r

i  I  i  i  i  
l l t jc( lc( l  l l lc( l lc i l l ,  SOCI: t l ,  c( luui lL l ( , l l i l l ,  : t l lu  ( , l . l l | j  r  Scr l  lCcS i rPI

i  I  I  I  I  nranngcnrcnt assistancc includcs the fol lorving activit ics:

gtr * i  9\-o1, 1,, r :  ̂  - .  4 r - 4  ̂, .  ̂  . , .  -. . . .  ̂ t-  :  -r  ̂.-  r : . .-.  :  -- -

At Tnrgctcd casc nlanagcment scrvices are those that assist an individual in the target group in acccssing

, i  I  ncedcd nrcdical, social, cducational, and other services appropriate to thc necds of thc irrdividual. Casc

' f t\f l l f l \Q\l 
l. Clicnt lntake tnrougn idcnti l 'r ' ing progrnnrs approprintc lbr tnc indivittual's ttecrls. artrl

(*{<(-- lcv\ |  providirrg nssistancc to thc individunl in acccssing t l rosc'progr:rrrrs.1^trcYtl
[ ' l '  I  I  |  |  t  Asst 'ssnle'nt of thc rcci l l icnts l irnri lr ' /conrnrunitv circrrrrrstnncc.s arrtt  servicc nccrls i t t  orrtt ' r  lo

! t  ]  I  I  I  . '* lr .11*,t. .  thc i t tcrrt i l ic:rt ion, ncccssing nrrr l  thc r l t ' l ivcn ol 'scniccs.
i n t : '  ;  l l

I  
- -  ; ;  i '  :  |  3.  ( 'asc l ' l lnni l rg rvi th thc rccipicnt,  carc givcr :urr l  othcr grnrt ics,  : rs nl) l ) rol)r i : r tc tr l  i t lc l r t i l . r  t l rc

I  - -  t . . :  - - - - - - - - - - t  - o - - -  
t _

cirrc,  scr l ' iccs nnd rcsr)urccs rcquircd (o l rrcct thc rccipicrr t 's l rcct ls anr l  hott  t l rc.r  rrr ig lr t  l rc t t tost
: t l l p ro ; t r i r t c l t '  r l c l i vc rcd .
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State Agency Supplement I to Attachment 3.1-A

Revised: ili"tii1, rrn,

STATE PLfu\ UITDER TITLE XIX OF THE SOCIAI, SECT.JRITY ACT

Sta te/Territory: ARIiANSAS

CASE IITANAGENIENT

Target Group:

This service rvill be reimbursed rvhen provided to children rvho are illedicaid recipients age 0-20 rrho
are at risk of delinquency as evidenced by being in the care or custody of the Department of Human
Services, Division of Youth Services (DYS) or under the care of a designated provider (specified b1'
DYS) for assessment, supervision or treatment.

D. Definition of Services: (Continued)

Service Coordination and lllonitoring through linkage, referral, coordination, facilitation,
documentation and recipient specific advocacy to ensure the recipients access to the care,
services and resources identified in the case plan. This is accomplished by personal, rvritten
or electronic contacts rvith the recipient, his/her family or care giver, service providers and
other interested parties:

Case Plan Reassessment rvill be periodically conducted to determine and document rvhether
or not medical, social, educational or other services continue to be adequate to meet the goals
identified in the case plan. Activities include assisting recipients to access different medical.
social ,  educat ional or other needed care and services beyond those alreadf ident i f ied and
provided.

ual i f i  cat ion of Providers:

asc nranagcnrcnt scrviccs rvi l l  bc provided onl.r ' through qual i f ied providcr agcncies. Qual i l ied casc
anagcnrent serviccs providcr agencics nrust nreet the fol lorving cr i ter ia:

FIavc ful l  acccss to al l  pcrt incnt rccords conccrning thc chi ld 's necds for scrviccs including
rccords 0f t l rc Arkansas Distr ict  Judicial  Courts,  Central  Arkansas Obst ' rvat ion tnt l

Asscssnrcnt Centcr and thc Count l 'ancl  Stntc Youth Services Agcncl ' ,

I I : r l 'c cstnbl ishc'd rcfcrrr l  s1'stclns tnd dcrnonstratcr l  l i r rkagcs nnt l  l 'c l 'ct ' t ' : r l  abi l i t l  r r i t l r

corrrnrurr i t . r '  rcsourccs rcquircd l l l '  thc targct pol tul : t t io lr ,

l l lvc a rrr i l r i r rrurrr  of  orrc 1'r 'nr 's cxl lcr i tncc i l r  providi l rg nl l  corc clcntc ' t t ts ol 'ct tsc l t l : t l l l tgcl l lc l l t

scrviccs to thc t l rgct poprr l : t t io lrs,

l l i r v t  a r r  n r l r r r i r r i s l r i r t i vc  c i rp lc i t v  lo  c r rsu l ' c  qu : r l i t1 'o l ' sc rv iccs  i r r : rcc r l rd r t r rcc  u i t l t  S t : t t c  l t t t t l
Fcdcra l  rc r ; r r  i r c r r rc r r ts ,

' l 'N 
No. l : l ' l c ' c t i v c  l ) r r t c

4.

Sul lc rscdcs ' l 'N  No.

Approva l  lh tc

S{.TPERSEDES: rn'1N.-



State Agency Supplement I to Attachment 3.1-A
Page l5

Revised: Nlarch I ,1998

STATE PLA}.I UNDER TITLE xIX OF THE SOCIAL SECURITY ACT

State/Terri tory: ARIL{]I{SAS

CASE NLd\AGENIENT

Target Group:

This service rvill be reimbursed rvhen provided to children rvho are l\Iedicaid recipients age 0-20 rvho
are at risk of delinquency as evidenced by being in the care or custody of the Department of Human
Services, Division of Youth Services (DYS) or under the care of a designated provider (specified b1'
DYS) for assessment, supervision or treatment.

Qualification of Providers: (Continued)

. Have a financial management capacilv and system that prorides documentation of serlices and
costs in accordance rvith ONIB A-87 principles,

Have a capacity to document and maintain individual case records in accordance rrith State
and Federal requirements, and

Have a demonstrated ability to meet all State and Federal larys governing the participation of
providers in the State l\{edicaid program, including the ability to meet Federal and State
requirements for documentation, bi l l ing and audits.

reedonr of Choice:

e Statc assures that the provision of case nranagcment scrviccs to chi ldrcn in thc care.or custodv
f the Divis ion of Youth Scrviccs rvi l l  not restr ict  an individual 's f ree choicc of providcrs in violat ion
f  scction 1902(a)(23) of thc Act.

Eligiblc rccipients rvill hal'c frcc choicc of thc qualilicd providcrs of casc nlanagcnlent sen'icc,
a n d

El igiblc recipicnts rvi l l  havc l ' rcc choicc of thc ; l rovidcrs of other nrccl ical  carc as covcrcd
clservhcrc undcr thc Pl ln.

Nolr- l )upl ic:r t io lr  of  Pa1'nrcnt:

l ' i r ; , ' r t tct t t  lbr crrsc nrnn:rgcnlclr t  sc.rviccs unrl t ' r  thc pl l rn t lot .s l rot  r lupl icntc l ) : r . ! 'nrcnts t t t : t t lc t r l  ; t t rbl ic
agclrcics or pr ivntc cnt i t ics urrdc.r  othcr progrirrrr  nulhori t i t ' .s l i l r  th is sirnrc l ) l r r l )osc.

G.

' l N  N r r

Supcrscc lcs ' l 'N  No.

Apprt lvu |  |  ) rr tc
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STATE PLAN UNDER TITLE XIX OF THE SOCIAI SECUzuTY ACT

State/Territory: ARKAIISAS

CASE I}IANAGEIVIENT

Target Group:

This service rvill be reimbursed rvhen provided to children rvho are Medicaid recipients age 0-20 rvho
are at risk of delinquency as evidenced by being in the care or custody of the Department of Human
Services, Division of Youth Services (DYS) or under the care of a designated provider (specified b1'
DYS) for assessment, supervision or treatment.

G. Non-Duplication of Payment (Continued) :

To the extent any eligible recipients in the identified target population are receiving targeted case
management services from another agency as a result of being members of other covered target
groups, the provider agency rvill ensure that case management activities are coordinated to avoid
unnecessary duplication of services and the State assures that it will not seek Federal matching for the
case management services that are duplicative.

sr^IE Cr,.Jf..CrNV\_r)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURJTY ACT

State/Territory: ARKANSAS

CASE MANAGEIVIENT

RESERVED
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECtruTY ACT

State/Territory: ARKANSAS

CASE MANAGEMENT

RESER\IED

5 i  A . l  E
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECTJRITY ACT

State/Territory: ARKANSAS

CASE MANAGEMENT

RESERVED

gJPERSEDES: T}l ' 
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STATE PLAN UNDER TITLE XtX OF THE SOCIAL SECURITY ACT

State/Territory: ARKANSAS

CASE MANAGEMENT

RESERVED
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Revised: January l ,  1998

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: ARKANSAS

CASE IUANAGEIVIENT

Target Group:

This service will be reimbursed when provided to children who are Medicaid recipients age 0-20 rvho are either
at risk of abuse or neglect or are abused or neglected children and are in the care or custody of the Departmenr
of Human Services, Division of Children and Family Services (DCFS).

Areas of State in lvhich services will be provided:

[x] Entire State.

t l Only in the following geographic areas (authority of section l9l5(gXl) of the Act) is invoked to provide
services less than Statelvide.

Comparabi I ity of Services :

t I Services are provided in accordance rvith section 1902(a)(10)(B) of the Act.

Ix] Services are not comparable in amount, duration and scope. Authority of section l9ls(gxl) is invoked
to provide services rvithout regard to the requirements of section 1902(a)(10)(B) of the Act.

Definition of Services

Targeted case nranagenrcnt services are those that assist  an individual in the target group in accessing
nccdcd nrcdical ,  soci :r l ,  educat ional,  and other services appropri l te to the needs of the individu:r l .  Case
nranagement assistance includes the fol lorving act iv i t ies:

A.

B.

C.

D.

l .

2 .

3.

Client Intake through idcnt i fy ing progmnrs appropriatc for thc individual 's l recds, arrd providing
nssistrrncc to thc individul l  in acccssing thosc progr:rnrs.

Asscssnrcnt of thc rcci ; l icnts f i rnr i ly/conrnrunity circurrrst :rnces lnr l 'scr l icc nccr ls in ordcr to
coordinntc t l rc idclr t i l icrr t ion, acccssing and thc dcl ivcry of scrviccs.

C:t .sc I ' l r rnning * ' i th t l r t  rccipicnt,  c lrcgivcr l r rr l  ot l rcr p:rr t i t 's,  as: l l )J)rol)r i l tc to idcrrt i l i '  t l tc care,
scr l ' iccs nrrd rcsourccs l 'cr ;uircd lo nrcct t l rc rccipicrt t 's t tccds:utd l torv t l rc l ' l r r ig lr t  l lc l t tost
:rppro Jr ri:rtcly d cl ivcrcd.

' I 'N 
No. App rov l l  l ) r r l t

Supcrscr les ' l 'N No. Q.r +q-
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: ARKANSAS

CASE IVL{NAGEI}IENT

Target Group:

This service lvill be reimbursed rvhen provided to children who are lvledicaid recipients age 0-20 rvho are either
at risk of abuse or neglect or are abused or neglected children and or in the care or custody of the Department of
Human Services, Division of Children and Family Services (DCFS).

D. Delinition of Services (Continued):

Service Coordination and Monitoring through linkage, referral, coordination, facilitation,
documentation and recipient specific advocacy to ensure the recipients access to the care, services
and resources identified in the case plan. This is accomplished by personal, written or electronic
contacts rvith the recipient, his/ber family or caregiver, service providers and other interested parties.

Case Plan Reassessment rvill be periodically conducted to determine and document rvhether or not
medical, social, educational or other services continue to be adequate to meet the goals identified in
the case plan. Activities include assisting recipients to access different medical, social, educational
or other needed care and services beyond those atready identified and providetl.

4.

5 .

E. Qualifi cation of Providers:

Case managenrent services rvill be provided only
management services provider agencics ntust nreet

through qual i f ied provider agencies. Qual i { ied case
the fol lorving cr i ter ia:

Fl:rve full access to all pertinent rccords conccrning the child's nceds for scrvices including records
of the Arkansas Fanri ly Courts :rnd thc State Chi ld Welfare and Protcct ion Agcno',

Must cnsure 24-hour avai labi l i ty of  c: tse nl l rni lgcnlent scn' iccs and cont inui ty of those sen' iccs,

flavc cst:rblishcd rcferr:rl systcnts :rnd tlcrnonstratctl l inkrrgcs :rnd refcrr:rl abiliry u'ith contntunity
rcsourccs rcquircd by the targct populrr t ion,

l l : rvc :r  l r r i r r inruln of f ivc yc: l rs cxl)cr icncc in providc al l  corc ctcntct t ts of c: tsc t t l : tnngcntcnt scn' ices

to thc t l rgct popul:r t ions,

l lnvc:ur :rdrrr inistr ' : r t ivc cagtaci ty to cnsurc qu:r l i ty ol 'scn' iccs i l t  accort l : r t tcc u' i t l t  St:r te ' : t t t t l  l rcder: t l

rc<1rr i rcrr tct t  ts,

lN No.

Supcrscr lcs  
' lN  
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STATE PLAN UNDERTITLE XIX OFTHE SOCIAL SECURITY ACT

State/Territory: ARKANSAS

CASE IVIANAGEMENT

Target Group:

This service rvill be reimbursed when provided to children who are Medicaid recipients age 0-20 rvho are
either at risk of abuse or neglect or abused or neglected children and are in the care or custody of the
Department of Human Services, Division of Children and Family Services (DCFS).

Qualification of Providers (Continued) :

. Have a financial management capacity and system that provides documentation of seryices and
costs in accordance with OMB A-87 principles,

. Have a capacity to document and maintain individual case records in accordance rvith State
and Federal requirements, and

. Have a demonstrated ability to meet all State and Federal larvs governing the participation of
providers in the State Medicaid program, including the ability to meet Federal and State
requirements for documentation, bill ing and audits.

Individual case managers working for provider agencies must meet the follorving minimum
qual i f icat ions:

. have a mininrunr of a bachelor's degree in social work, sociolog;-, psychologl'or a related field,
and

o funct ion under n supcn' isor who, at nr ininrunl posscsscs the fornrrr l  cduc:rt ion equivalent of  a
b:rchelor 's dcgrec in socinl  work, sociology, or a rcl i r tcd f ie ld;  plus four yc:rrs experiencc in
child rvelfirre or hunran services.

Frccdonr of Choicc:

Thc St:r te: lssurcs t turt  thc provisiolr  of  c:rsc nr:rnirgenlerrt  scrviccs to clr i l t l rcn in thc c:rrc orcustodl '
of  thc Divis ion of Chi ldrcn :rnt l  F:uni ly Serviccs w' i l l  not rcstr ict  an int l iv idu:t l 's f rcc choicc of

; r rov idcrs  in  v io lu t io r r  o f  scc t ion  1902(a) (21)  o f  thc  Ac t .

.  l i l ig iblc rccipicrr ts ryi l l  h:rvc f i 'cc choicc of thc qu:r l i l icd ;r t 'oyidct 's ol 'casc l t t :ut : tgcl t tc l t l
scr l iccs.

Appnr l ' : t l  l ) l r tc

F.
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STATE PLAN UNDERTITLE XIX OFTHE SOCIAL SECURJTY ACT

State/Territory: ARKANSAS

CASE MANAGEMENT

Target Group:

This service rvill be reimbursed rvhen provided to children who are Medicaid recipients age 0-20 *.ho are
either at risk ofabuse or neglect or are abused or neglected children and are in the care or custodl.ofthe
Department of Human Services, Division of Children and Family Services (DCFS).

F. Freedom of Choice (Continued):

Eligible recipients rvill have free choice of the providers of other medical care as covered
elseryhere under the PIan.

Non-Duplication of Payment:

Payment for case management services under the plan does not duplicate payments made to public
agencies or private entities under other program authorities for this same purpose. To the extent any
eligible recipients in the identified target population are receiving targeted case management sen'ices
from another provider agency as a result of being members of other coyered target groups, the
provider agency rvill ensure that case management activities are coordinated to avoid unnecessalJ'
duplication of services and the State assures that it rvill not seek Federat matching for the case
management services that are duplicative.

' l 'N No. Appror ' : r l  l ) : r tc . .  . f i [ ! 'cct ivc l)rtc

LI.\F.(-ttr{r.:
Supcrscdcs I 'N No. 93-t+
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STr\.I-t] PLAN tiNDER TITLE XI\ oF l.t lE SOCI.-\[, SECLIRI-I.\ '  .-\CT

A.

State/Tcrritorl ' : ARti{l iS.{S

CASE i \ IANAGE]\ IENT

Target  Group:
By  inyok ing  the  except ion  to  compxrab i l i t y  a l lo rve t l  by  1915 (gXt )  o f  the  Soc ia l  Secur i ty  Ac t ,  th is

scr l . ice rvi l l  be reimbursed rvhcn proviclccl  to persons rvho arc not receivi l lg c:rse nl lnagemcnt services

under  an  approved rva iYer  p rogram,  no t  p laccd  in  an  ins t i t t t t ion  and are :

.  Aged 0-21 and meet t t re mcdical  et igibi l i ty cr i tcr ia of Chitdren's Nledical  Services (CNIS) '  the

State's Ti t le V Chi ldren rvi th Special  Health Care Needs Agency'  or;

.  SSI/TEFRA Disabled Chi lc lren's Program cl ients aged 0-16 $' i th any cl iagnoses.

Areas of State in tvhich services rvi l l  be provided:

tX] Ent ire State.

t  I  Only in the fol lorving geographic areas (authori ty of sect ion 191s(gxl)  of  the Act) is invoked

to provide services less than Statet'ide:

Comparability of Services:

I  I  Services are provided in accordance rvi th sect ion 1902(a)(10)(B) of the Act '

lX] Services are not comparable in amount,  durat ion, and scope. Authori ty of sect ion 1915(gX1)

of the Act is invoked to provide services lv i thout regard to the requirenrents of sect ion

1902(a)(10)(B) of the Act-
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Sl"dTE PI-AN UNDEII 'TI I 'LE XIX OF'TTIE SOCIAL SECURITY AC'T

St:rte/Tcrri tory: ARKr\NSAS

Ci\SE I IAN.dGfNIENT

Target  Group:
By in 'oking the except ion to comparabi l i ty at lol 'ed by 1915 (gXl) of  thc Social  Securi ty Act,  this service rvi l l

be rcinrbursed $' t rcn pror. idcd to pcrsons rvho arc not rccciving cxse nrtnegement services undcr an approved

* 'a iver  p rogram,  no t  p laced in  an  ins t i t t t t ion  and are :
.  . lged 0-21 and meet the nredical  el ig ibi l i ty cr i ter ia of Chi ldren's } ledical  Services (Ci l IS) '  the State's

Tit le V Chi ldren rvi th Special  Health Care Needs Agency'  or l
.  SSI/TEFRA Disabled Chi ldren's Program cl ients aged 0-16 rvi th anl 'd iagnoses.

Defini t ion of Services:
Case management is a service instrument by n'hich service agencies assist  an individual in accessing

needed medicat,  social ,  er lucat ional,  and other support  services. Consistent * ' i th the requirements of

Section 1902(a)(23) of the Act, the providers rvill monitor client treatment to assure that clients receive

s.ervices to rvhich they are referred. One case management unit is the sum of case management

activities that occur within a day. These activities include:

o A rvr i t ten comprehensive assessment of the chi ld 's needs, including analysis of

recommendations (e.g. medical records) regarding client's serl' ice needs; this does not include

the performance of medical /psychological  evaluat ions -  i t  only includes the revierv of the

records of those evaluat ions in order to assess the chi ld 's needs.

o Arranging for the del ivery of the needed sen' ices as ident i f ied in the assessment;

o Assist ing the recipient in acccssing needed services;
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S'T. . \TE PL.{ \  UNDEIT TI 'TLE XIX OF' I - I IE SOCI. ' \L  SECUII . I I ' } ' ' \CI '

St r te/'Ic rri to r1' : r\RI(r\NS'-\S

CASE NI.A-\.dGE}IENT

Target  Group l
81. inyoking the except ion to comparabi l i ty al lo* 'ed by l9l5 (gXl)  of  the Social  Sccuri t l '  Act,  this service $ i l l

be reimbursed 1'hen provided to persons who are not rccciving c: lse m:rnaget lrent serviccs undcr an approvcd

r ra i le r  p rogr rn) ,  no t  p lace t l  in  an  ins t i tu t ion  and arc :
.  Aged 0-21 ant l  meet the mert ical  el ig ibi l i ty cr i tcr ia of Chi l t l rcn's l ledical  Services (CIIS) '  the State's

Tit le V Chi ldren rvi th Special  Health Care Needs Agencv'  or l
.  SSI/TEFRA Disabled Chi ldren's Program cl ients aged 0-16 n' i th anl '  d iagnoses.

D. Def ini t ion of Services (Cont inued):  t

o Nlonitor ing the chi ld 's progress b1'  making referrals to service prol ' iders through telephone'

1'r i t ten or personal contacts,  t racking the chi ld 's appointments, performing fol lo l-up on

services rendered, and performing periodic reassessnrents of the chi ld 's changing neecls

( including reviervs of chi ld 's medical  records);

o preparing and maintaining case recordsl  documenting contacts,  services needed, reports,  the

chi ld 's progress, etc. l
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SI ' . \ 'TE PI , .L\  L iNDEII  TITI ,E XIX OF 1 ' I IE SOC'ITI-  SECL'RI I ' \ '  ACT

State/ ferritorl ' : AIi. l idNSAS

CASE I\TAN;\GEi\IENT

Target  Group:
By invoking the except ion to conrparabi l i ty al lorved by l9l5 (g)( l )  of  the Social  Securi t .v* Act,  this service rvi l l

be reinrbursed rvhen prot ' ided to persons rvho are not rcceiving case t l ranagement scrvices undcr an approvet l

n ' : r i ver  p rogram,  no t  p leccd  in  an  ins t i tu t ion  and are :
.  . . \gcd 0-21 and meet the medical  el ig ibi l i ty cr i ter ia of Chi ldren's l ledical  Scrvices (CIIS),  the State's

Tit le V Chi ldren ni th Special  Health Care Needs Agencv'  or;
.  SSI/TEFRd Disabled Chi ldren's Program cl ients agcd 0-16 rvi th an1'  diagnoses.

D. Defi  ni t ion of Services (Cont inued):

Special  Restr ict ions -

.  l ledicaid reimbursement shal l
placement.

not be sought for c l ients rvho are in inst i tut ional
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S]-.A'I 'E PL.{N TiNDER ]'I ' I 'LE XIX OF ]'TIE SOCI.\L SECI.;I i.I-t\ '  .\C'[

Sta te/'f c rri tory: .\RKANS.'\S

Cr\SE ilIAI.{GEi\IENT

Target  Group:
By inr.oking the cxcept ion to conrparabi l i ty nl lox'ed by l9l5 (gXl)  of  the Social  Securi ty Act,  this sen' ice rvi l l

be reimbursed rvhen provicled to persons rvho are not receiving case nlanrgetnent services under an approvet l

* 'a iver  p rogram,  no t  p lace 'd  in  an  ins t i tu t io l t  and are :
.  Aged 0-21 and nreet the nredical  el ig ibi t i t l 'cr i ter ia of Chi ldrcn's l lecl ical  Services (CNIS), the State's

Tit le V Chi ldren rvi th Special  Health Care Needs Agency'  or;
.  SSVTEFRA Disablecl  Chi ldren's Program cl ients aged 0-16 rvi th any'cl iagnoses.

Qual i f icat ions of Providers:

Providers must be cert i f iect as a j \ Iedicaid provider meeting the fol lorving cr i ter ie:

1. Demonstrated capacity to provide al l  core elements of case management

o assessment
o care/services plan develoPment
o l inking/coordinat ion ofservices
o reassessment/follorvuP

2. Appropriate staff  for case management include: registered nurses'  l icensed social  rvorkers,

pediatricians, registered dieticians, parent aides and clerical support staff *'ho are credentialed

as  exp la ined in  sec t ion  E.3  on  Pages 30  and 31  or  rvho  are  under  the  d i rec t  supen ' i s ion  o f  an

appropriately credent ialed case manager.
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STATE PL. \N TINDER TITLE XIX OF TTIE SOCIAL SECUITITY.\C' ] '

State/Territorl ' : ;\RKAN SAS

CASE i\I.|\AGEIIENT

Target  Group:
By ' inyok ing  the  except ion  to  comparab i l i t y  a l lo rvec t  b1 '1915 (gX l )  o f  the  Soc ia l  Secur i t l ' r \ c t ,  t l t i s  sc rv ice  r r i l l

be reimbursed r lhen pror. ic led to persons rvho are not receiving case tntnagenlent services under an approvet l

rva iver  p rogranr ,  no t  p laccd  in  an  ins t i tu t io t t  and are :
.  , \g€d 0-21 ant l  mect the medical  el ig ibi l i t l 'cr i ter ia of Chi ldren's i l Iedical  Services (CIIS),  the State's

Tit le V Chi ldren with Special  Health Care Needs Agency'  or;
.  SSI/TEFR{ Disabled Chiklren's Program cl ients aged 0-16 n' i th anl 'c l iagnoses.

Qual i f icat ions of Providers (Cont inued):

3. Qual i l icat ions of Credent ialed Case l lanager:

.  Registered Nurse - must be l icensed as a registered nurse b-"-  the Arkansas Board of

Nursing and have sat isfactor i ly completed a one month CNIS case management

or ien ta t ion .

.  Social  \Yorker -  must be a l icensed social  rvorker in the State of Arkansas or be

qual i f ied through educat ion, t raining or experience to rvork in a social  rvork rol l  and

have sat isfactor i ly completed a one month CNIS case management or ientat ion.

.  Pediatr ic ian -  must be a l icensed i l l .  D. in the State of Arkansas and have sat isfactor i l - r '

comple ted  a  one month  CNIS case management  o r ien ta t ion '

E.
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ST.,\TE PLAJV UhIDER TITLE XIX OF THE SOCIAJ, SECU:RITY ACT

State/Territory : ARI(.\I'{SAS

CASE }1AI'{AGEMENT

Target Group:
By invoking the excepdon to comparability allorved by 1915 (g)(1) of the Social Security Act, this serr{ce rvill
be reimbursed rvhen provided to persons who are not rcceiving case rnanflgement services utrder an approved
waiver program, not placed in an institution and are;
. Aged 0-21 and meet the medical eUgibility giteria of Cbildren's Medical Services (CI\,IS), the State's

Title V Cbitdren with Special Health Care Needs Agency, or;
. SSVTEFR*I Disabled Children's Program clients aged 0-16 with any diagnoses.

Qualificatiohs of Providers (Continued) :

3. Qualifications of Credeutialed Case Manager (Continucd):

Employed parent of a child with special health care needs. Employed by CIrIS lbr the
purpose of assisting families to access services and tvho cornplete the one month
orientation \rith CMS. A. parent canaot be case matrager lbr his or her orvn child.

Clerical Support Staff who hal'e fivo years of experience rvith a program lbr children
with special health care needs in assisting families to obtain needed medical, social and
educational services and have demonstrated the ability to assist families appropriately
to access needed sen/icas.
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S'[.A'I E I 'L;\N Ul' iDER ]'ITLE XIX OF TIIE SOCIAL SECL;RI]'Y '\C'I

Str tell 'erritorl : ARL'\NS.\S

CASE NIANAGE}IENT

Targc t  Group:
By inyoking the except ion to comparabi l i ty al torver l  by 1915 (g)(1) of the Social  Securi ty Act,  this service lv i l l

be reimbursed rvhen provided to persons rvho are not receiving case manlgemcnt scn' ices under an approved

rva i l ' e r  p rogranr ,  no t  p laced in  an  ins t i tu t ion  and are :
.  Aged 0-21 and nrcet the medical  c l ig ibi l i ty cr i ter ia of Chi l t l ren's l \ Iedical  Services (CNIS) '  the State's

Tit le V Chitdren n' i th Special  Health Care Needs Agency'  or;

.  SSI/TEFR\ Disablecl  Chi ldren's Program cl ients aged 0-16 rvi th any diegnoses.

The State assures that the provision of case management serl' ices rvill not restrict an individual's free

choice of providers in violat ion of sect ion 1902(a)(23) of the Act '

. Eligible recipients rvill have free choice of the providers of case management services.

. Eligible recipients rvill have free choice of the proliders of other medical care under the plan'

. Service plan rvill be developed rvith family and primary care physician (PCP). PCP

prescr ipt ion and referral  requirements rvi l l  be rvaived'

The State assures that an agreement rvi l l  be entered into betrveen the Ti t le V agency, Chi ldren's

I \ Iedical  Services, and the l \ Iedicaid agency, rvhich rvi l l  fu l ly comply rvi th the provision of 42 CFR

431.615 to avoid clupl icat ion of Ti t le V and Nledicaid services'

H. Pal.ment for case manxgement services under the plan does not dupl icate parvnrents made to publ ic

agenc ies  or  p r iva te  en t i t ies  under  o ther  p rogram author i t ies  fo r  th is  same purpose.
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Effective:10/01/2023 TN: AR-23-0019 
Supersedes TN: NEW  Approved: 12/08/2023 

Supplement 2 to Attachment 3.1-A 
Page 1 
October 1, 2023 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State:  ARKANSAS   

1905(a)(13)(B) - Attestation for Vaccines and Vaccine Administration 

Arkansas covers vaccines and vaccine administration which includes approved vaccines 
recommended by the Advisory Committee on Immunization Practices (an advisory committee 
established by the Secretary, acting through the Director of the Centers for Disease Control and 
Prevention) and their administration. 

Arkansas maintains a method of monitoring ACIP notifications of changes to recommendations to 
ensure that coverage and billing codes are updated to comply with those revisions.  



State Agency         Supplement 3 to Attachment 3.1-A 
Page 33 

        January 1, 2016 
 
 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State/Territory:  ARKANSAS 
 

PROGRAM OF ALL-INCLUSIVE CARE FOR THE ELDERLY 
____________________________________________________________________________________________________ 
 
I. Eligibility 
 

The State determines eligibility for PACE enrollees under rules applying to community groups. 
A.    X    The State determines eligibility for PACE enrollees under rules applying to institutional groups as provided 
for in section 1902(a)(10)(A)(ii)(VI) of the Act (42 CFR 435.217 in regulations). The State has elected to cover under 
its State plan the eligibility groups specified under these provisions in the statute and regulations. The applicable groups 
are:   
 
A special income level equal to 300% of the SSI Federal Benefit (FBR) (42 CFR 435.236) 
 
(If this option is selected, please identify, by statutory and/or regulatory reference, the institutional eligibility group or 
groups under which the State determines eligibility for PACE enrollees. Please note that these groups must be covered 
under the State’s Medicaid plan.) 
 
Spousal impoverishment rules will be used in determining eligibility for the 435.236 group. 
 
B.          The State determines eligibility for PACE enrollees under rules applying to institutional groups, but chooses 
not to apply post-eligibility treatment of income rules to those individuals. (If this option is selected, skip to II - 
Compliance and State Monitoring of the PACE Program. 
 
C.   X   The State determines eligibility for PACE enrollees under rules applying to institutional groups, and applies 
post-eligibility treatment of income rules to those individuals as specified below. Note that the post-eligibility treatment 
of income rules specified below are the same as those that apply to the State’s approved HCBS waiver(s). 
 

Regular Post Eligibility 
1.   X   SSI State. The State is using the post-eligibility rules at 42 CFR 435.726. 
Payment for PACE services is reduced by the amount remaining after deducting the following amounts from the PACE 
enrollee’s income. 
 
 (a). Sec. 435.726--States which do not use more restrictive eligibility requirements than SSI. 

 
1. Allowances for the needs of the: 

(A.) Individual (check one) 
1.   X   The following standard included under the State plan (check one): 

(a)           SSI 
(b)          Medically Needy 
(c)    X    The special income level for the institutionalized 
(d)          Percent of the Federal Poverty Level: ______% 
(e)           Other (specify):________________________ 
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STATE PLAN TINDER TITLE XIX OF THE SOCIAL SECT'RITY ACT

State/Territory: ARKAITTSAS

PROGRAM OF ALL-INCLUSIVE CARE FOR TIIE ELDERLY

2. N/A The following dollar amount: $_
Note: If this amount changes, this item will be revised.

3. N/A The following formula is used to determine the needs allowance:

Note: If the amount protected for PACE enrollees in item I is equal to, or greater than the maximum amount of income
a PACE enrollee may have and be eligible under PACE, enter N/A in items 2 and 3.

@.) Spouse only (check one):
1._ SSI Standard
z._Optional State Supplement Standard
3._ Medically Needy Income Standard
 ._The following dollar amount: $_
Note: If this amount changes, this item will be revised.
5 .- The following percentage of the following standard that is not greater than the
standards above: _th of _ standard.
6._ The amount is determined using the following formula:

7. X Not applicable(N/A)

(C.) Family (check one):
1._ AFDC need standard
z._Medically needy income standard

The amount specified below cannot exceed the higher of the need standard for a family of the same size used to
determine eligibility under the State's approved AFDC plan or the medically needy income standard established under
435.811 for a family of the same size.

3._ The following dollar amount:
Note: If this amount changes, this item will be revised.
4.-The following percentage of the following standard that is not greater than the
standards above:_oh of _standard.
5._ The amount is determined using the following formula:

6._ Other
7. X Notapplicabte(N/,A)

(2). Medical and remedial care expenses in 42 CFR 435.72G.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECTJRITY ACT

State/Territory: ARKANSAS

PROGR,AM OF ALL-INCLUSIVE CARE FOR TIIS ELDERLY

Regular Post Eligibility
2. N/A 209(b) State, a State that is using more restrictive etigibility requirements than SSI. The State is using the
post-eligibility rules at 42 CFR 435.735. Payment for PACE services is reduced by the amount remaining after
deducting the following amounts from the PACE enrollee's income.
(a) 42 CFR 435.735-States using more restrictive requirements than SSI.

L. Allowances for the needs of the:
(A.) Individual (check one)

1. The following standard included under the State plan (check one):
(a) SSI
(b) Medically Needy
(c) The special income level for the institutionalized
(d) _Percent of the tr'ederal Poverty Level: _r
(e) _Other (specify):

2. The following dollar amount:
Note: If this amount changes, this item will be revised.

3._The following formula is used to determine the needs allowance:

Note: If the amount protected for PACE enrollees in item 1 is equal to, or greater than the maximum amount of income
a PACE enrollee may have and be eligible under PACE, enter N/A in items 2 and 3.

(8.) Spouse only (check one):
1. The following standard under 42 CFR 435.121:

2. The Medically needy income standard

3. The following dollar amount: $
Note: If this amount changes, this item will be revised.

4 . The following percentage of the following standard that is not greater than the standards above:
_V. of _ standard.

t . The amount is determined using the following formula:

6. Not applicable (N/A)
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STATE PLAN I]hIDER TITLE XIX OF TIIE SOCIAL SECIruTY ACT

State/Territory: ARKAITISAS

PROGRAM OF ALL-INCLUSIVE CARE FOR TIIE ELDERLY

(C.) Family (check one):
1._AF'DC need standard
2. Medically needy income standard

The amount specified below cannot exceed the higher of the need standard for a famity of the same size used to
determine eligibility under the State's approved AFDC plan or the medically needy income standard established under
435.811 for a family of the same size.

3._The following dollar amount: $_
Note: If this amount changes, this item will be revised.

4.-The following percentage of the following standard that is not greater than the standards
above: oh of standard.

5._ The amount is determined using the following formula:

6._ Other
7 . _Not applicable (N/A)

(b) IVledical and remedial care expenses specified in 42 CFR 435.735.

Spousal Post Eligibility

3. X State uses the post-eligibility rules of Section 1924 of the Act (spousal impoverishment protection) to
determine the individual's contribution toward the cost of PACE services if it determines the individual's
etigibility under section 1924 of the Act. There shall be deducted from the individual's monthly income a
personal needs allowance (as specified below), and a community spouse's allowance, a family allowance,
and an amount for incurred expenses for medical or remedial care, as specified in the State Medicaid
plan.

(a.) Allowances for the needs of the:
1.. Individual (check one)

(A). _X The following standard included under the State plan (check one):
r. _ssl
) Medicallv Needv
3. X The special income level for the institutionalized
4. Percent ofthe Federal Poverty Level: V'

Other (specify):

SUPERSEDES: NONE - NEW PAGE
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(B). NiA The following dollar amount: $_
Note: If this amount changes, this item will be revised.

(C). N/A The following formula is used to determine the needs allowance:

If this amount is different than the amount used for the individual's maintenance allowance under 42
CFR 435.726 or 42 CFR 435.735, explain why you believe that this amount is reasonable to meet the
individual's maintenance needs in the community:

II. Rates and Payments

A. The State assures CMS that the capitated rates wiII be equal to or less than the cost to the agency of providing
those same fee'for-service State plan approved services on a fee.for-service basis, to an equivalent non-enrolled
population group based upon the following methodology. Please attach a description of the negotiated rate
setting methodology and how the State will ensure that rates are less than the cost in fee-for-service. See
1. X Rates are set at a percentoffee-for-service costs
2.-Experience-based (contractors/State's cost experience or encounter date)(please describe)
3._ Adjusted Community Rate (please describe)
4._Other (please describe)

B. The State Medicaid Agency assures that the rates were set in a reasonable and predictable manner. Please list the
name' organizational affiliation of any actuary used, and attestation/description for the initial capitation rates.

Mr. RobertDamler. FSA. MAAA
Principal and Consultins Actuarv
Milliman. USA
111 Monument Circle Suite 601
Indiananolis IN 46204-5128

See PaQes 37A and 37B for description of the reimbursement methodoloqv for Program of All-Inclusive Care
for the Elderlv (PACE).

SUPERSEDES NONE - NEWPAGE
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State/Territory:  ARKANSAS 
 

PROGRAM OF ALL-INCLUSIVE CARE FOR THE ELDERLY 
___________________________________________________________________________________________________________ 
 
Program of All-Inclusive Care for the Elderly (PACE) Reimbursement Methodology 
 
The PACE rates are based on the Upper Payment Limit methodology.  The historical fee-for-service population data is extracted 
for claims and eligibility for a PACE eligible populations for more than one fiscal period.  Data for recipient aged, blind and 
disabled aid categories for those 55 or greater is used in the UPL and rate calculations.  The level of care codes are limited to 
nursing facility level of care eligible or ARChoices Waiver level of care eligible.   
 
The data includes both those that are eligible only for Medicaid and those that are eligible for both Medicaid and Medicare.  In 
addition, this data includes only QMB-Plus and SLMB-Plus populations.  The claims data includes all categories of service.  
The UPL and base rate information is also inclusive of patient liability.   
 
The base rates are calculated using calendar year base data.  The base year data is trended forward using the historical claims 
and eligibility information extracted for the fee-for-service population.  The recent trend rates are compared to linear regression 
model trend rates to determine comparability, and to determine if any adjustments are necessary.  The trend rates for future 
periods are expected to be consistent with historical rate changes rather than the more recent experience.   
 
The following rate category groupings were developed for Arkansas:  Pre-65 Medicaid Only, Pre-65 Dual Eligible, Post-65, and 
QMB Only.  The UPL for QMB Only is based on actual expenditures for co-payments and deductibles for the base year period 
trended forward for inflation, and adjusted for investment income and administration expense.   Due to the limited size 
population in the post-65 age group that was not Medicare eligible, it was determined that a Medicare eligibility rate for those 
over 65 would not improve predictability.  The data did not reflect a necessity for a rate grouping for either geographic region or 
gender.   
 
Claims completion factors are developed from the fee-for-service paid claims experience with the most recently available paid 
dates.  Claims completion factors were developed for fourteen (14) primary groupings with comparable categories of service 
grouped for improved predictability.  The completion factors were adjusted to exclude low and high outliers for each specific 
lag month. 
 
The following adjustments are necessary in the development of the rates: 
 

• Prescription Drug (PD) Rebate – Reduce PD expenditure data to reflect the rebate received by Arkansas. 
• Investment Income – Reduce expenditure data by 0.2% for all Categories of Services (COS) to reflect an 

average payment lag of 2.49 months. 
• Administration Expense – Increase expenditure data for all COS by 0.3% to reflect the cost of administration 

of the fee-for-service program.    
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o Co-paYments for Medicaid services - Increase the expenditures to reflect co-payment amounts.
. PCCM Fees - Decrease the base expenditures to exclude the PCCM fees.
' Non-emergency Transportation - Currently under waiver, Arkansas contracts for non-emergency

transportation services for all Medicaid recipients eligible for the benefit (nursing facility residents are
not eligible). A composite rate is developed with adjustments to reflect the PACE population morbidity.

The UPL amounts are reduced by a percentage amount to establish the PACE capitation rate. The Percentage (yo)
amount will be based on the anticipated reductions in health care service costs due to the implementation of the
managed care PACE program. Reductions in costs are anticipated to be realized through a reduction in nursing facility
and in-patient hospital costs.

The Upper Payment Limits (UPL$ will be rebased/recalculated every two years and the rebasing calculations will be
completed for two State Fiscal Years (SFYs). Since the first UPLs and rates were calculated for SFYs 2005 and 2006,
the lirst rebasing process will be completed for Snlfs 2007 and 2008, which begin July 1,2006 and July !,2007,
respectively. The rebasing/recalculations will be completed in accordance with the methodology described above.

s-:-Air- .. - Ad*gn.-s-ta*
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C. The State will submit all capitated rates to the CMS Regioo"i Offi." for prior approval.

III. Enrollment and Disenrollment

The State assures that there is a process in place to provide for dissemination of enrollment and disenrollment data
between the State and the State Administering Agency. The State assures that it has developed and will implement
procedures for the enrollment and disenrollment of participants in the State's management information system,
including procedures for any adjustment to account forthe difference between the estimated number of participants on
which the prospective monthly payment was based and the actual number of participants in that month.
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OMB Approved 0938-1024 
 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 
 

State:  ARKANSAS   
 
1915(j) Self-Directed Personal Assistance Services 
 
Notwithstanding anything else in this State Plan provision, the coverage will be subject to such other 
requirements that are promulgated by CMS through interpretive issuance or final regulation. 
 

i. Eligibility 
 
  The State determines eligibility for Self-Directed Personal Assistance Services: 
 

A.    X    In the same manner as eligibility is determined for traditional State Plan personal care 
services, described in Item 24 of the Medicaid State Plan. 

 
B.    X    In the same manner as eligibility is determined for services provided through a 1915(c) 

Home and Community-Based Services Waiver. 
 

ii.    Service Package 
 

The State elects to have the following included as Self-Directed Personal Assistance Services:  
 

A.    X    State Plan Personal Care and Related Services, to be self-directed by individuals eligible 
under the State Plan.  

 
B.    X    Services included in the following Section 1915(c) Home and Community-Based 

Services waiver(s) to be self-directed by individuals eligible under the waiver(s).  The State 
assures that all services in the impacted waiver(s) will continue to be provided regardless of 
service delivery model.  Please list waiver names and services to be included. 
 
ARChoices Attendant Care 

 
 

iii. Payment Methodology 
 

A.          The State will use the same payment methodology for individuals self-directing their 
PAS under section 1915(j) as that approved for State plan personal care services or for section 
1915(c) Home and Community-Based waiver services. 
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1915(j) Self-Directed Personal Assistance Services (Continued) 

iii. Payment Methodology (Continued)

C. X    The State will use a different reimbursement methodology for individuals self-directing their PAS
under section 1915(j) than that approved for State plan personal care services or for section 1915(c) Home
and Community-Based waiver services.  Amended Attachment 4.19-B page(s) are attached.

iv. Use of Cash

A. X    The State elects to disburse cash prospectively to participants self-directing personal assistance
services. The State assures that all Internal Revenue Service (IRS) requirements regarding payroll/tax filing
functions will be followed, including when participants perform the payroll/tax filing functions themselves.

B. The State elects not to disburse cash prospectively to participants self-directing personal assistance
services.

v. Voluntary Disenrollment

The State will provide the following safeguards to ensure continuity of services and assure participant health and 
welfare during the period of transition between self-directed and traditional service delivery models. 

When the participant voluntarily elects to discontinue participation in IndependentChoices, DHS professional staff 
will discuss with the individual the reason for disenrollment and assist the individual in resolving any barriers or 
problems that may exist in preventing continuation.  If the participant wishes to continue with the option to 
disenroll, DHS professional staff will assist by informing the participant of traditional agency personal care 
providers in the participant’s area.   DHS professional staff will assist with the coordination of agency services to 
the degree requested by the participant. 

IndependentChoices can continue until agency services are established or the participant may elect to use informal 
supports until agency services are established.  

The timeframes discussed under involuntary disenrollment do not apply to voluntary disenrollment.  The request of 
the participant will be honored whether they ask to be disenrolled immediately or at anytime in the future.   DHS 
professional staff will coordinate the participant’s wishes to the degree requested by the participant.  This may 
include self-advocation by the participant and asking DHS professional staff to coordinate agency services with the 
participant’s preferred provider.  In some instances the participant may wish to forego agency personal assistance 
services and choose to rely on family or friends.  If the participant requests that DHS professional staff coordinate 
the agency services, DHS staff will ascertain when services can be started.  DHS staff will then close the 
IndependentChoices case the day before agency services begin. Regardless of the situation, the State will assure that 
there will not be an interruption in delivering necessary services unless it is the preference of the participant to 
depend on informal supports.  

TN: 18-0014 
Supersedes TN: 

Approval Date: 03/22/2019 Effective: 01/01/2019
  12-0009
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1915(j) Self-Directed Personal Assistance Services (Continued) 

vi. Involuntary Disenrollment

A. The circumstances under which a participant may be involuntarily disenrolled from self-directing personal
assistance services, and returned to traditional service delivery model are noted below.

Participants may be disenrolled for the following reasons:

1. Health and Welfare:  Any time DPSQA feels the health and welfare of the participant is compromised
by continued participation in the IndependentChoices Program, the participant may be returned to the
traditional personal care program.  Prior to this point counseling entity’s support coordinator has
worked with the participant offering suggestions, identifying or changing representatives or employees
to better meet the needs of the consumer, making in-home visits as needed by APS or HCBS RNs, and
working to resolve these concerns.  If no resolution is available, meeting the participant’s health and
well-being needs is of most importance; including referral back to the traditional model.

2. Change in Condition:  Should the participant’s cognitive ability to direct his/her own care diminish to a
point where the participant can no longer self-direct and there is no responsible representative available
to direct the care the counseling entity’s support coordinator will seek out sources of support.  If no
resources are available, the IndependentChoices case will be closed.  The participant will be informed of
the pending closure by letter. The letter will include a list of traditional personal care agencies serving
the participant’s area. If the participant is also a 1915(c) waiver recipient, an e-mail will be auto
generated to the HCBS RN or targeted case manager. The e-mail to the HCBS RN or targeted case
manager is auto generated and populated with the appropriate names once a closure date is entered in the
database. The e-mail will inform the HCBS RN or targeted case manager of the pending closure of the
IndependentChoices case necessitating a change in the HCBS service plan. Within five days of sending
the letter the counseling entity’s support coordinator will follow up with the participant to determine
which agency the participant may wish to choose. The counseling entity’s support coordinator will
coordinate the referral with the agency provider. However, if the participant declines agency services,
the counseling entity’s support coordinator will respect the choice made by the participant. The
participant may choose to have their needs met by informal caregivers.

3. Misuse of Allowance:  A notice will be issued should the participant or the representative who manages
their cash allowance: 1) fail to pay related state and federal payroll taxes; 2) use the allowance to
purchase items unrelated to personal care needs; 3) fail to pay the salary of a personal assistant; or 4)
misrepresent payment of a personal assistant’s salary.   The counseling entity’s support coordinator
will discuss the violations with the participant and allow the participant to take corrective action
including restitution if applicable.  The participant will be permitted to remain in the program, but will
be assigned to the fiscal intermediary, who will provide maximum bookkeeping support and services.
The participant or representative will be notified that further failure to follow the expenditure plan will
result in disenrollment and a report filed with Office of Medicaid Inspector General when applicable.

TN: 18-0014 
Supersedes TN: 

Approval Date: 03/22/2019 Effective: 01/01/2019
  15-0010
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1915(j) Self-Directed Personal Assistance Services (Continued) 

vi. Involuntary Disenrollment (Continued)

Should an unapproved expenditure or oversight occur a second time, the participant/ 
representative will be notified that their IndependentChoices case is being closed and the 
participant is being returned to traditional personal care.   Office of Medicaid Inspector General 
is informed of situations as required.  The State will assure interruption of services will not 
occur while the participant is transitioning from IndependentChoices to traditional services.  

4. Underutilization of Allowance:  The fiscal intermediary is responsible for monitoring the use
of Medicaid funds received on behalf of the participant.  If the participant is underutilizing the
allowance and not using the allowance according to their cash expenditure plan, the fiscal
intermediary will inform the counseling entities through quarterly reports and monthly reports
upon request.  The counseling entity’s support coordinator will discuss problems that are
occurring with the participant and their support network.  Together the parties will resolve the
underutilization.  The counseling entity’s support coordinator will continue to monitor the
participant’s use of their allowance through both reviewing of reports and personal contact
with the participant.  If a pattern of underutilization continues to occur, future discussions will
focus on what is in the best interest of the participant in meeting their ADLs even if the best
solution is a return to agency services.  Unused funds are returned to the Arkansas Medicaid
program within 45 days upon disenrollment.  Funds accrued in the absence of a savings plan
will be returned to the Arkansas Medicaid program within a twelve month filing deadline.
Exceptions to involuntary disenrollment may be considered if the participant has been
hospitalized for an extended period of time or has had a brief visit out of state with approval by
the participant’s physician.  Person-centered planning allows the flexibility of decision making
based on individual needs that best meet the needs of the participant.

5. Failure to Assume Employer Authority: Failure to Assume Employer Authority occurs when a
participant fails to fulfill the role of employer and does not respond to counseling support.
Participants who fail in their employer responsibilities but do not have a representative will be
given the opportunity to select a representative who can assume employer responsibilities on
behalf of the participant. Disenrollment will not occur without guidance and counseling by the
counseling entity’s support coordinator or by the fiscal intermediary.  When this occurs, the
counseling entity’s support coordinator will coordinate agency personal care services to the
degree requested by the participant.  The participant may wish to self-advocate from a list
provided by the counseling entity’s support coordinator, ask the counseling entity’s
support coordinator to coordinate, or may simply wish to receive personal assistance services
informally.  The participant’s wishes will be respected.

B. The State will provide the following safeguards to ensure continuity of services and assure
participant health, safety and welfare during the period of transition between self-directed and
traditional service delivery models.

TN: 18-0014 
Supersedes TN: 

Approval Date: 03/22/2019 Effective: 01/01/2019
  15-0010
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1915(j) Self-Directed Personal Assistance Services (Continued) 

vi. Involuntary Disenrollment (Continued)

When a participant is involuntarily disenrolled, a notice of intent to close the IndependentChoices 
case will be mailed to the participant.  The notice will allow a minimum of 10 days but no more 
than 30 days before IndependentChoices enrollment will be discontinued, depending on the 
situation.  During the transition period, the counseling entity’s support coordinator will work 
with the participant/representative to assure services are provided to help the individual transition 
to the most appropriate personal care services available. 

vii. Participant Living Arrangement

Any additional restrictions on participant living arrangements, other than homes or property 
owned, operated or controlled by a provider of services, not related by blood or marriage to the 
participant are noted below.  

There are no additional restrictions on living arrangements. 

viii. Geographic Limitations and Comparability

A. X      The State elects to provide self-directed personal assistance services on a statewide basis.

B. The State elects to provide self-directed personal assistance services on a targeted
geographic basis.  Please describe:_______________________________

C. ____   The State elects to provide self-directed personal assistance services to all eligible
populations.

D. X      The State elects to provide self-directed personal assistance services to targeted populations.
Please describe:  Age 18 and older.

E. ____   The State elects to provide self-directed personal assistance services to an unlimited number
of participants.

F. X      The State elects to provide self-directed personal assistance services to 7500 participants, at
any given time.

TN: 18-0014 
Supersedes TN: 

Approval Date: 03/22/2019 Effective: 01/01/2019
  12-0009
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1915(j) Self-Directed Personal Assistance Services (Continued) 

x. Service Plan

The State has the following safeguards in place, to permit entities providing other Medicaid State 
Plan services to be responsible for developing the self-directed personal assistance services service 
plan, to assure that the service provider’s influence on the planning process is fully disclosed to the 
participant and that procedures are in place to mitigate that influence. 

Not applicable.  The state will not allow entities who provide other Medicaid State Plan services to 
be responsible for developing the self-directed service plan. 

xi. Quality Assurance and Improvement Plan

The State’s quality assurance and improvement plan is described below, including: 
i. How it will conduct activities of discovery, remediation and quality improvement in order to

ascertain whether the program meets assurances, corrects shortcomings, and pursues
opportunities for improvement; and

i. The system performance measures, outcome measures and satisfaction measures that the State
will monitor and evaluate.

Many activities evaluate the overall performance of the IndependentChoices program such as:

• The IndependentChoices program uses a database to track a wide array of data, and uses
all of the data it stores.  Data entry drives end user functionality through form and e-mail
generation, field calculation, data cross-referencing, and notices and reports.  The
reporting capabilities can help to monitor every element of operations such as: case
particulars, work reports and management and operational tools.  Use of the database
supports discovery, remediation, and quality improvements.

• Using a DHS-approved assessment tool to determine the resources in time required to
provide care in the home.

• Reports received from Financial Management Services provider received on a quarterly
basis used by DHS Independent Choices QA staff to determine why underutilization of
the Cash Expenditure Plan occurs and how underutilization can be resolved.

TN: 18-0014 
Supersedes TN: 

Approval Date: 03/22/2019 Effective: 01/01/2019
  12-0009



Supplement 4 to Attachment 3.1-A 
Page 9 

Revised: January 1, 2019 

OMB Approved 0938-1024 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State:  ARKANSAS  

1915(j) Self-Directed Personal Assistance Services (Continued) 

xi. Quality Assurance and Improvement Plan (Continued)

All individual facets of the program work in a continuum to identify, remediate and improve 
the quality of services and the satisfaction of program participants while improving the 
overall performance of the program.  Each phase of the program is described, detailing how 
assurances are met through the Arkansas Quality Assurance and Improvement Plan described 
below.  

Monitoring and Oversight 

The Division of Medical Services (DMS) retains responsibility for the administration and 
oversight of all Medicaid programs.  The Division of Provider Services and Quality 
Assurance (DPSQA) is the operating agency for the IndependentChoices program and 
responsible for the day-to-day operations.  Both Divisions are part of the Arkansas 
Department of Human Services.  DPSQA will be responsible for executing the Quality 
Assurance and Improvement Plan with monitoring and oversight by DMS.   

DPSQA will provide DMS with a monthly report comparing status of current data to previous 
year data.  Examples included in the report may include but are not limited to the following: 

• Enrollment activities
• Status of pending applications
• Status of active case load
• Participants who also receive home and community based services (HCBS)
• Medicaid Cost for IndependentChoices including participant-directed cost for HCBS

services
• Detailed information for cost data for the most current month including cost of

participant’s budget and support services.
• Year in Progress, count of participants, contact notes, home visits, new enrollments for the

current month, year to date and accumulative prior year experiences.

Lines of communication between the two Divisions are established and utilized to discuss 
additional needs and concerns that either Division may have.  

TN: 18-0014 
Supersedes TN: 

Approval Date: 03/22/2019 Effective: 01/01/2019
  12-0009
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1915(j) Self-Directed Personal Assistance Services (Continued) 

xi. Quality Assurance and Improvement Plan (Continued)

The IndependentChoices database is designed in such a way that discovery and remediation 
go hand in hand; not only for the DHS Independent Choices QA staff, nurses and 
contractors, but also for management staff.  By design, the efficiency of the database enhances 
the DHS Independent Choices QA staff’s ability to monitor the program without being 
overly burdened by paperwork.  Examples on the following pages may include but are not 
limited to: 

The database quantifies: 
• referrals received during the month,
• persons disenrolling,

The database identifies: 
• reasons for disenrolling from the program,
• IndependentChoices participants who also receive HCBS waiver services,
• the HCBS RN assigned to the participant,
• the participant’s physician,
• physician’s fax number,
• date of next reassessment due.

The database tracks and creates exception reports when standards are not met and quantifies 
results.  Some examples of the reports are:  
• time between the date of referral, the nurse’s home visit, and receipt of the assessment

from the DHS Independent Assessment Contractor,
• time between the referral and the actual enrollment
• number of home visits made by HCBS RN’s within a timeframe.

TN: 18-0014 
Supersedes TN: 

Approval Date: 03/22/2019 Effective: 01/01/2019
  12-0009
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1915(j) Self-Directed Personal Assistance Services (Continued) 

xi. Quality Assurance and Improvement Plan (Continued)

Each active and pending record contained within the database only includes data fields that 
are used in reporting.  Each participant record may include the following: 
• representative information, if applicable,
• participant’s employee,
• participant’s back-up worker,
• directions to the participant’s home,
• nurse tracking,
• Independent Choices QA tracking,
• contact notes,
• HCBS ARChoices service plan for persons receiving both ARChoices and

IndependentChoices.

These data elements will assist the DHS Independent Choices QA staff and nurses in 
performing their duties by allowing timely management and monitoring of each participant’s 
case.  The database allows nurses, DHS Independent Choices QA staff or contractors to set 
health risk indicators identifying program participants who may require more frequent 
monitoring.   

The data allows nurses and DHS Independent Choices QA staff to run reports from their 
case load.  Automated highlights on specific data elements draw the nurse or DHS 
Independent Choices QA staff attention to areas that require special attention.  Highlighted 
data fields represent the following:  
• assessment performed by the DHS Independent Assessment Contractor but not

received by DPSQA,
• date enrollment forms sent to a potential enrollee but not returned.

TN: 18-0014 
Supersedes TN: 

Approval Date: 03/22/2019 Effective: 01/01/2019
  15-0007
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1915(j) Self-Directed Personal Assistance Services (Continued) 

xi. Quality Assurance and Improvement Plan (Continued)

Reports are available to management to monitor quality of services provided to program 
participants and performance of staff.  The reports identify program strengths and weaknesses 
or individual areas of concern.  Reports compare data elements over periods of time to 
measure progress of corrective actions.  As issues are identified they are addressed with 
appropriate staff to determine a new course of action through issuing new policy, enacting 
new procedures, clarifying an existing policy or procedure, or developing additional training.  
Identified issues continue to be monitored to determine if the corrective action is resolving the 
concern and is achieving the expected outcomes. 

These reports allow flexibility to generate data based on any specified period of time, by a 
nurse, DHS Independent Choices QA staff, contractor or by management.  Reporting 
frequencies range from daily, monthly, or annually.  Policy dictates a maximum period of 
time for completion of specific tasks with the focus on completing necessary tasks that allow 
the program participant to direct and meet their own health care needs.   

Reporting is used to identify and remediate problems, improve program operation and to 
evaluate staff performance.   

The database stores contact notes documenting IndependentChoices QA staff and contractors’ 
communication with program participants.  Policy requires each contact note to be entered 
into the participant’s record to enhance the ability of management to address concerns 
expressed by the participant, a legislator, the Governor’s Office, etc., with a quick review of 
the contact notes. 

Examples of data elements found in the nurse tracking database portion may include, but is 
not limited to these data elements describing some of the following characteristics: 
• Level of care tier category
• principal diagnosis,
• secondary diagnoses,
• participant well cared for,
• strong informal supports,
• no concerns noted,
• need for frequent counseling entity’s support coordinator contact.

TN: 18-0014 
Supersedes TN: 

Approval Date: 03/22/2019 Effective: 01/01/2019
  12-0009
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1915(j) Self-Directed Personal Assistance Services (Continued) 

xi. Quality Assurance and Improvement Plan (Continued)

Contact notes may include the following: 
• person initiating the call,
• person receiving the call,
• date and time of call,
• subject of contact
• description of communication,
• complaint indicator
• whom complaint is directed toward
• date of complaint resolution

Nurses are supported by the Nurse Case Load Report that quantifies the active and pending 
caseload for each nurse by describing the following: 
• by county, the number of active and pending clients with or without home and

community-based services,
• data is also displayed in the aggregate by nurse per assigned counties.

The DHS Independent Assessment Contractor uses a DHS-approved assessment tool to 
define the participant’s medical needs relative to the amount of resources required to care for 
the person in the home.  The DHS-approved assessment tool is similar to the MDS assessment 
performed in nursing homes but is specifically designed for the community environment.  The 
assessment results in a level of care tier defining the degree of functional impairment.  These 
results help define the population served in addition to using a scientifically scaled and 
validated assessment instrument.  The use of this assessment helps to more clearly describe 
the medical complexities of program participants as they strive to remain in the community 
and avoid institutionalization.   

Monitoring occurs in various other ways such as: 
• Underutilization of the allowance could be the first indication that a participant may be

experiencing difficulty directing their own care.  It could indicate the beginning of a
decline in cognitive function, impairing the participant’s ability to direct their care, a need
for a representative or decision making partner; a loss of worker; or it may be nothing
more than not submitting the timesheets in a timely manner.   Each counseling entity’s
support coordinator works with his or her participants to determine the cause of the
underutilization.  The counseling entity’s support coordinator and participant work
together to resolve the problem with the counseling entity’s support coordinator
providing further assistance, as needed, or by the participant meeting his or her
responsibilities as an employer.  The counseling entity’s support coordinator follows-
up with additional calls to the participant and monitors future underutilization reports for
reoccurrences.
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1915(j) Self-Directed Personal Assistance Services (Continued) 

xi. Quality Assurance and Improvement Plan (Continued)

• Site visits to the contractors are made at a minimum bi-annually and more often if needed.
The purpose of the site visit may be to provide an in-service, address concerns, or to
evaluate performance.  If during an evaluation deficiencies are noted, DPSQA may
provide additional in-services, require an acceptable corrective action plan, monitor the
corrective action plan, withhold payment or terminate the contract.

Participant Feedback 

The DPSQA and its counseling and fiscal contractors support and encourage participant 
communication by provision of a toll-free number.  Participants may pose questions and voice 
concerns using the toll-free number.  Incoming calls from participants and outgoing calls from 
counseling entity’s support coordinators or contractors are entered into the participant’s 
individual electronic record.  If the communication is an expressed complaint the counseling 
entity’s support coordinator follows DPSQA required reporting procedures for 
documenting and resolving the complaint.  Resolutions may include policy or procedural 
changes.  Monitoring will continue to determine if the change has any impact or if the 
problem needs additional review.   

A DHS appeal process is available for decisions made concerning Medicaid eligibility.  An 
internal appeal process is available for participants when they are in disagreement with the 
number of hours recommended by the HCBS RN, involuntary disenrollment or if they have 
disagreements with their counseling entity’s support coordinator or fiscal agent.  The 
purpose of the internal appeal is to allow the participant a voice in the decision and a way to 
mediate any misunderstandings between the participant and the IndependentChoices program.  
Additional supporting information may be shared during this time.  DPSQA will issue a letter 
to the participant within five days from the date the internal appeal is conducted.  Most 
disagreements are resolved prior to a participant initiating a request for a fair hearing and 
appeal.  A formal Medicaid Fair Hearing is available when services are reduced, suspended, 
eliminated, or upon loss of Medicaid eligibility.  
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1915(j) Self-Directed Personal Assistance Services (Continued) 

xi. Quality Assurance and Improvement Plan (Continued)

Information and Assistance 

Brochures are available for marketing purposes and are provided to any of the 75 county 
offices upon request. 

Each participant receives a program handbook to convey program guidelines and 
expectations.  Examples of information provided may include any of the following and is 
subject to additions and deletions as needs arise: 

• Overview of the IndependentChoices program
• Overview of support services
• Use of a representative (Decision-Making Partner)
• Eligibility
• Participant rights
• Participant responsibilities
• Personal assistance services
• Other Medicaid services
• Medicaid waiver services
• Expectations from  counseling entity’s support coordinator, nurse, bookkeeper
• Participant’s enrollment duties
• Confidentiality
• When participant-direction begins
• Case Expenditure Plan
• Record Keeping
• Payroll
• Timesheets
• Hiring, training, conflict resolution, and termination of personal assistant
• Adult protective services
• Support services monitoring
• Reassessments
• Appeal rights
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1915(j) Self-Directed Personal Assistance Services (Continued) 

xi. Quality Assurance and Improvement Plan (Continued)

Participants may also receive in-home visits, newsletters, questionnaires, and contact by 
phone to support participants wishing to direct their own care.  

Participants can speak with their counseling entity’s support coordinator or the fiscal 
intermediary from 8:00 a.m. until 4:30 p.m., Monday through Friday, except for legal holidays 
or during inclement weather.  After hours the participant may leave a message; the counseling 
entity’s support coordinator will return the call within one working day.  Complaints are 
entered by the receiving party whether that is the counseling entity’s support coordinator or 
the fiscal intermediary.   

A packet of communication forms is provided to each participant to report a change, to revoke 
and/or change disclosure of information and to appeal adverse decisions. The counseling 
entity’s support coordinator may also verbally take information related to changes in 
address or phone number. 

Health and Welfare 

Each participant must have an individual back-up plan to handle situations when the 
participant’s primary employee is unavailable.  The participant identifies a person who is 
willing to assume the tasks of the primary employee.  The participant determines the risk 
involved and how the risk is mitigated based on their own individual needs.  Inquiry of the use 
of the back-up plan occurs during phone communication with the participant.  Reports from 
the IndependentChoices database can identify any program participant without a back-up 
personal attendant and if there is a conflict regarding a representative serving as a paid back-
up personal attendant.  The counseling entity’s support coordinator initiates 
communications with the participant to begin remediation.   

The counseling entity’s support coordinator and fiscal entities will work closely together to 
provide information necessary for each entity to perform their duties.  Frequent and thorough 
communication facilitates this good working relationship.   

The database assists in addressing health and welfare concerns by allowing monitoring and 
management of each individual file by: 

• identifying a participants representative, employee, physician, back-up worker, directions
to the home, results of the Independent Assessment, and updates by the counseling
entity’s support coordinator assisting the participant in the IndependentChoices
program, and;

• documenting all communications with the program participants.

TN: 18-0014 
Supersedes TN: 

Approval Date: 03/22/2019 Effective: 01/01/2019
  12-0009



Supplement 4 to Attachment 3.1-A 
Page 17 

Revised: January 1, 2019 

OMB Approved 0938-1024 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State:  ARKANSAS  

1915(j) Self-Directed Personal Assistance Services (Continued) 

xi. Quality Assurance and Improvement Plan (Continued)

Financial Accountability 

DPSQA assures that payments are made to Medicaid eligible participants by: 

• accessing Medicaid eligibility data prior to enrolling a person into IndependentChoices to
assure eligibility for Medicaid and the IndependentChoices program;

• IndependentChoices program logic implemented by the Arkansas Medicaid fiscal
intermediary, interfaces with the Medicaid Management Information System (MMIS) to
edit against creation of an allowance for any participant who is no longer Medicaid
eligible or is institutionalized;

• DPSQA maintains the MMIS eligibility file for IndependentChoices.  The Arkansas fiscal
intermediary reads the MMIS eligibility file to create claims for the IndependentChoices
program.  DPSQA queries on a weekly basis the Medicaid data warehouse to identify
persons who are deceased, entered a nursing home, or have lost Medicaid eligibility.
Once identified, the IndependentChoices eligibility segment is closed by DHS
Independent Choices QA staff on a weekly basis.  Through contact with the participant or
participant’s family or representative this information is obtained prior to the update of the
MMIS;

• DPSQA also queries the Medicaid data warehouse to identify IndependentChoices
participants who have had an acute hospitalization.  Once identified, DPSQA informs the
program participant, FMS provider and the counseling entity by letter that the
participant’s allowance paid prospectively during the hospitalization must be returned to
the Medicaid program.  The day of admission and day of discharge are allowable days;

• preventing duplication of agency and consumer-directed services by informing agency
provider by fax seven days in advance the date the participant will begin directing their
own personal care services.
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1915(j) Self-Directed Personal Assistance Services (Continued) 

xi. Quality Assurance and Improvement Plan (Continued)

Qualified Providers 

IndependentChoices counseling and fiscal providers assist program participants in all phases 
of program participation.  Some of the examples of the work by these providers may include 
but is not limited to any of the work activities below: 

• enrollment of new participants;
• develop and implement participant-directed budget;
• coordinate with FMS provider and DPSQA;
• orientation to IndependentChoices and the philosophy of participant direction;
• offer skills training to the degree desired by the participant on how to recruit, interview,

hire, evaluate, manage or dismiss assistants;
• participant-directed counseling support services;
• monitoring IndependentChoices participants/representatives;
• monitor over and under expenditures of Cash Expenditure Plan;
• provide quarterly reports to DPSQA;
• manage the individual budget on behalf of the participant;
• process payroll and support payment for other qualified services and supports;
• report and pay state and federal income taxes, FICA, Medicare, and state and federal

unemployment taxes;
• verify citizenship status of workers;
• serve as the fiscal agent of the participant per IRS rules;
• issues reports to DPSQA;
• communicate with  counseling entity’s support coordinator on budget changes;
• inform participants of their individual budget balance.
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1915(j) Self-Directed Personal Assistance Services (Continued) 

xi. Quality Assurance and Improvement Plan (Continued)

Qualified Providers (continued) 

DPSQA is responsible for the following activities: 

• monitor the counseling and fiscal providers to ensure compliance with the spirit of
participant-direction and that appropriate counseling, fiscal and programmatic procedures
are maintained;

• serve as the liaison between counseling agency, fiscal provider, Medicaid Management
Information System (MMIS), and the Arkansas Medicaid fiscal intermediary;

• monitor the process to reimburse the counseling agency and fiscal provider for services
provided to program participants.

Quality assurance measures previously discussed, assist DPSQA in discovery and remediation 
to assure high standards in the offering and management of the participant-directed personal 
care program.  The IndependentChoices program establishes, as its foundation, a person-
centered approach that guides not only DPSQA, but counseling and fiscal providers as well.   

xii Risk Management 

A. The risk assessment methods used to identify potential risks to participants are described below:

The HCBS RN or the counseling entity’s support coordinator is the catalyst for identifying
potential risks.  In-home visits by either party help to identify risks involved in the current home
environment as well as potential risks involved with self-direction.  The counseling entity’s support
coordinator or the HCBS RN can identify risks that may be environmental in nature such as throw
rugs, uneven floors, etc. or the DHS-approved assessment tool may identify potential risks such as
not receiving a flu vaccine, etc.  Based on the HCBS RN’s observation and the DHS-approved
assessment tool, the HCBS RN after receiving notification from the counseling entity’s support
coordinator will discuss the potential risks identified with the individual.  If the HCBS RN
determines that a representative is needed, the RN will inform the counseling entity’s support
coordinator.

When the HCBS RN determines that a person is in need of a representative, the nurse will inform the
counseling entity’s support coordinator and the counseling entity’s support coordinator will
work with the participant to determine if there is someone who knows the participant’s likes, dislikes,
and preferences and is willing to accept the responsibilities to represent the participant in the
IndependentChoices program.
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1915(j) Self-Directed Personal Assistance Services (Continued) 

xii. Risk Management (Continued)

The counseling entity’s support coordinator is responsible for working with the participant to 
determine who can serve as the representative.  The counseling entity’s support coordinator will 
then work with the representative to teach, educate and work with the proposed representative so that 
the representative is fully aware of the responsibilities they are accepting in representing a person in a 
participant-directed program.  

If the HCBS RN arrives and the participant is experiencing cognitive impairment and no informal 
supports are present, the participant will be discouraged from enrolling unless an informal support 
system can be identified, including someone to act as a representative decision maker.  Participation 
in IndependentChoices requires the participant or their representative to be assertive in their role as 
employer and accept the risks, rights and responsibilities of directing their own care.  If a 
representative is unavailable and the potential enrollee is incapable of performing these tasks without 
health and safety risks the person will not be enrolled.  Blatant health and welfare concerns will not 
be compromised if solutions cannot be identified and enacted. 

In addition to the HCBS RN’s involvement there is communication with other agency providers 
providing home and community based services, with all parties having a vested interest in the health 
and welfare of the participant.  This communication assists the operating agency to respond to any 
voiced concern with self-directed care.    

The Participant Responsibilities and Agreement Form, which details all the requirements of self- 
direction, identifies areas where the individual may not be able to meet their responsibilities. 

B. The tools or instruments used to mitigate identified risks are described below.

Every opportunity is afforded a participant to direct their own care, but the participant must accept
and assume employer responsibility.  Counseling support is available to help the participant, but
ultimately it is the determination of the participant to succeed that determines whether participant
direction will be a successful program for them.  The IndependentChoices program requires a
participant to make good decisions in order to assure that their personal assistance needs are met.
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xii. Risk Management (Continued)

When a participant needs a representative, the program allows for appointment of a Decision-Making 
Partner (DMP) who is willing to act and assume the employer role for the participant.  The 
counseling entity’s support coordinator is the person responsible for working with the participant 
or the participant’s family in the appointment of a Representative or decision-making partner.  Each 
time a Representative or DMP is appointed the enrollment of the DMP is similar to a new 
participant enrollment.  The Representative or DMP must be at least 18 years of age and able and 
willing to meet the following requirements: 

• Possess knowledge of the participant’s preferences
• Be willing to meet and uphold all program requirements
• Be willing to sign tax form and verify timesheets,
• Show a strong personal commitment to the participant
• Visit the participant at least weekly
• Uphold all duties without influence by the personal assistant or paid back-up worker
• Obtain approval from the participant and  a consensus from other family members of the

participant to serve as the DMP
• Be willing to submit to a criminal background check
• Be available to discuss the program hours

Once the participant has appointed a Representative or DMP, there are specific forms that must 
be completed. 

If at any time DPSQA learns that the participant’s personal attendant is not providing the care agreed 
upon, the counselor will contact the participant/representative to ascertain the ability of the 
participant/representative to fulfill the role of employer.  This discussion is to seek what types of 
assistance or support the participant or representative may need.  A review of recurring instances of 
noncompliance could be reason for involuntary disenrollment. 

When persons affiliated with the IndependentChoices program suspect abuse or neglect causing 
potential for health and safety risk to the participant by the representative, family members, personal 
attendant, or others, the participant will be referred to Adult Protective Services.    
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xii. Risk Management (Continued)

C. The State’s process for ensuring that each service plan reflects the risks that an individual is willing
and able to assume, and the plan for how identified risks will be mitigated, is described below.

The service plan is a result of the Independent Assessment and a form designated by DHS and
will list the risks identified in the assessment.  The service plan will also require the nurse to list
any other risks identified through observation that were not identified through the Independent
Assessment or form designated by DHS, or risks identified by the participant, representative or
interested parties through a participant-centered approach.  The service plan will identify the plan
or actions needed to mitigate the risks and who is responsible for each action.  The service plan
requires the signature of the participant/representative, agreeing to the service plan and what the
participant/representative is willing to do to mitigate risk.

D. The State’s process for ensuring that the risk management plan is the result of discussion and
negotiation among the persons designated by the State to develop the service plan, the participant, the
participant’s representative, if any, and others from whom the participant may seek guidance, is
described below.

IndependentChoices nurses and counseling entity’s support coordinator are trained to apply a
participant-centered approach in developing all plans with the participant.  Participants are always
encouraged to invite friends and family members who have a personal commitment to the participant
to be present in all meetings between the participant and nurse or counseling entity’s support
coordinator.  Identified risks will be discussed with the participant/representative and interested
parties to determine a plan to mitigate the risk.  The nurse and counseling entity’s support
coordinator are there to facilitate and guide the discussion and identify concerns with any
discussed approaches to mitigation of risk.
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xiii. Qualifications of Providers of Personal Assistance

A. ____  The State elects to permit participants to hire legally liable relatives, as paid providers of the
personal assistance services identified in the service plan and budget.

B. X    The State elects not to permit participants to hire legally liable relatives, as paid providers of the
personal assistance services identified in the service plan and budget.

xiv. Use of Representative

A. X     The State elects to permit participants to appoint a representative to direct the provision of self-
directed personal assistance services on their behalf.

i. X    The State elects to include, as a type of representative, a State-mandated
representative.  Please indicate the criteria to be applied.

If the participant has been diagnosed with a mental or cognitive impairment such as mental
retardation, dementia, Alzheimer;s Disease, etc., the participant or family members close to
the participant will be required to choose a representative in order to participate or continue
to participate in IndependentChoices.  If the participant has not been diagnosed with a
mental condition, but the DPSQA RN and counseling staff determines through the
Self-Assessment instrument, discussions with the participant, and sometimes a trial
period of self-direction with enhanced counseling, that the individual’s cognitive
abilities are not sufficient to self-direct, the participant will be required to choose a
representative.  The counseling staff will work with the participant to establish a
representative, using all avenues to find one if necessary.  If the participant refuses to
select a representative or the participant cannot find anyone who can act in that
capacity after all avenues have been exhausted, the counseling entity’s support
coordinator will coordinate with the participant to transition the participant to the
traditional personal care provider of choice.

B. ____ The State elects not to permit participants to appoint a representative to direct the provision of self-
directed personal assistance services on their behalf.

xv. Permissible Purchases

a. X    The State elects to permit participants to use their service budgets to pay for items that increase a
participant’s independence or substitute for a participant’s dependence on human assistance.

b. The State elects not to permit participants to use their service budgets to pay for items that increase a
participant’s independence or substitute for a participant’s dependence on human assistance.
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xvi. Financial Management Services

A. X    The State elects to employ a Financial Management Entity to provide financial management
services to participants self-directing personal assistance services, with the exception of those
participants utilizing the cash option and performing those functions themselves.

i. ____  The State elects to provide financial management services through a reporting or
subagent through its fiscal intermediary in accordance with Section 3504 of the 
IRS Code and Revenue Procedure 80-4 and Notice 2003-70; or  

ii. X     The State elects to provide financial management services through vendor
organizations that have the capabilities to perform the required tasks in accordance with
Section 3504 of the IRS Code and Revenue Procedure 70-6.  (When private entities furnish
financial management services, the procurement method must meet the requirements set
forth in Federal regulations 45 CFR Section 74.40 – Section 74.48.)

iii. ____  The State elects to provide financial management services using “agency with
choice” organizations that have the capabilities to perform the required tasks in 
accordance with the principles of self-direction and with Federal and State 
Medicaid rules. 

B. _____ The State elects to directly perform financial management services on behalf of participants
self-directing personal assistance services, with the exception of those participants utilizing the
cash option and performing those functions themselves.
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 October 1, 2023 

State of ARKANSAS 

1905(a)(29) Medication-Assisted Treatment (MAT)  

Citation:  3.1(a)(1) Amount, Duration, and Scope of Services: Categorically Needy 
(Continued) 

1905(a)(29) ___X__MAT as described and limited in Supplement __5__ to Attachment 3.1-A. 

ATTACHMENT 3.1-A identifies the medical and remedial services provided to 
the categorically needy.   
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    October 1, 2023 

State of ARKANSAS 

1905(a)(29) Medication-Assisted Treatment (MAT)  

Amount, Duration, and Scope of Medical and Remedial Care Services Provided to the 
Categorically Needy (continued) 

i. General Assurance

MAT is covered under the Medicaid state plan for all Medicaid clients who meet the
medical necessity criteria for receipt of the service for the period beginning October 1,
2020 and ending September 30, 2025.

ii. Assurances

a. The state assures coverage of Naltrexone, Buprenorphine, and Methadone, all of the
forms of these drugs for MAT that are approved under section 505 of the Federal
Food, Drug, and Cosmetic Act (21 U.S.C. 355), and all biological products licensed
under section 351 of the Public Health Service Act (42 U.S.C. 262).

b. The state assures that Methadone for MAT is provided by Opioid Treatment
Programs that meet the requirements in 42 C.F.R. Part 8.

c. The state assures coverage for all formulations of MAT drugs and biologicals for
opioid use disorder (OUD)that are approved under section 505 of the Federal Food,
Drug, and Cosmetic Act (21 U.S.C. 355) and all biological products licensed under
section 351 of the Public Health Service Act (42 U.S.C. 262).
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1905(a)(29) Medication-Assisted Treatment (MAT)  

Amount, Duration, and Scope of Medical and Remedial Care Services Provided to the 
Categorically Needy (continued) 

iii. Service Package

The state covers the following counseling services and behavioral health therapies as part
of MAT.

a) Please set forth each service and components of each service (if applicable),
along with a description of each service and component service.

MAT is covered exclusively under section 1905(a)(29) for the period of
10/01/2020 through 9/30/2025.

Services available:

1. Individual Behavioral Health Counseling
2. Group Behavioral Health Counseling
3. Marital/Family Behavioral Health Counseling that involves the participation

of a non-Medicaid eligible is for the direct benefit of the client. The service
must actively involve the client in the sense of being tailored to the client’s
individual needs. There may be times when, based on clinical judgment, the
client is not present during the delivery of the service, but remains the focus
of the service.
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   October 1, 2023 

State of ARKANSAS 

1905(a)(29) Medication-Assisted Treatment (MAT)  

Amount, Duration, and Scope of Medical and Remedial Care Services Provided to the 
Categorically Needy (continued) 

b) Please include each practitioner and provider entity that furnishes each service
and component service.

1. Physicians, Physician Assistants, and Nurse Practitioners may provide
counseling and behavioral health therapies.

2. Licensed Behavioral Health Practitioners: Licensed Psychologists (LP),
Licensed Psychological Examiners – Independent (LPEI), Licensed
Professional Counselors (LPC), Licensed Certified Social Workers (LCSW),
Licensed Marital and Family Therapists (LMFT), This group’s role is to provide

the behavioral and substance use disorder counseling required

c) Please include a brief summary of the qualifications for each practitioner or
provider entity that the state requires. Include any licensure, certification,
registration, education, experience, training, and supervisory arrangements that the
state requires.

Physicians and Nurse Practitioners must be Arkansas Licensed.

Physician Assistants must have a legal agreement to practice under an Arkansas
Licensed Physician per Arkansas statute.
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    October 1, 2023 
State of ARKANSAS 

1905(a)(29) Medication-Assisted Treatment (MAT)  

Amount, Duration, and Scope of Medical and Remedial Care Services Provided to the 
Categorically Needy (continued) 

Licensed Psychologists (LP), Licensed Psychological Examiners – Independent 
(LPEI), Licensed Professional Counselors (LPC), Licensed Certified Social 
Workers (LCSW), and Licensed Marital and Family Therapists (LMFT) must 
possess a current and valid Arkansas license. 

iv. Utilization Controls
__X___ The state has drug utilization controls in place. (Check each of the following 

that apply) 
_______ Generic first policy 
___X__ Preferred drug lists 
_______ Clinical criteria 
___X__ Quantity limits 
_______ The state does not have drug utilization controls in place. 

v. Limitations
Describe the state’s limitations on amount, duration, and scope of MAT drugs,
biologicals, and counseling and behavioral therapies related to MAT.

MAT drugs and biologicals are limited based on the FDA indication and manufacturers’

prescribing guidelines.  Some medications are also subject to status on the Preferred Drug
List (PDL).
The preferred (PDL) agents for MAT therapy do not require a Prior Authorization.

The Arkansas Medicaid Pharmacy program removed the prior authorization for preferred
Buprenorphine products on 1/1/2020, due to Arkansas State Law from Act 964 which
prohibits a prior authorization for Medication Assisted Treatment of Opioid Use
Disorder.  The removal of prior authorization was for MAT treatment according to
SAMHSA guidelines.  In addition, on 1/22/2021, per section 505 of the Federal Food,
Drug, and Cosmetic Act (21 U.S.C. 355), for all biological products licensed under
section 351 of the Public Health Service Act (42 U.S.C. 262) to be covered, Arkansas
instructed the pharmacy vendor to bypass the non-rebate-participation, repackaged
indicator, inner indicator, and prioritize coverage of all the pharmacy MAT products.
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   October 1, 2023 

State of ARKANSAS 

1905(a)(29) Medication-Assisted Treatment (MAT) 

Amount, Duration, and Scope of Medical and Remedial Care Services Provided to the 
Categorically Needy (continued) 

PRA Disclosure Statement - This information is being collected to assist the Centers for Medicare & 
Medicaid Services in implementing section 1006(b) of the SUPPORT for Patients and Communities Act 
(P.L. 115-271) enacted on October 24, 2018.  Section 1006(b) requires state Medicaid plans to provide 
coverage of Medication-Assisted Treatment (MAT) for all Medicaid enrollees as a mandatory Medicaid 
state plan benefit for the period beginning October 1, 2020, and ending September 30, 2025.  Under the 
Privacy Act of 1974 any personally identifying information obtained will be kept private to the extent of 
the law.  An agency may not conduct or sponsor, and a person is not required to respond to, a collection 
of information unless it displays a currently valid Office of Management and Budget (OMB) control 
number.  The OMB control number for this project is 0938-1148 (CMS-10398 # 60).  Public burden for 
all of the collection of information requirements under this control number is estimated to take about 80 
hours per response.  Send comments regarding this burden estimate or any other aspect of this collection 
of information, including suggestions for reducing this burden, to CMS, 7500 Security Boulevard, Attn: 
Paperwork Reduction Act Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-
1850. 



Rcvision:
s8P?Erotn
Revr  sed :

HCPA-P!|-86-20
19E6
December  1 ,  1991

SlaEc/fcrritort:

(BBAC) Aflactocll 3.r-8
Pagc I
ollB Io. O93t-O193

ARKANSAS

AIIOI'IT!. DURA?TOU AfD SCOPS OF SERVTCBS PROYTDID
HBDICALLI lIBtDf cRott?(S): ALL

Ttre follorint aabulatorT senrices are provided.
, - ' l r r tDatr  ent .  l - lospr  ta l  Serv i  ces

r r r r a  l  Hea l  t h  C l  i n i c  Se rv i ces
: ' : ce ra l l y  0ua l  i f i ed  f l ea l t h  Cen te r ' - : ! ^ \ / r cPS
' - i D o r a t . o r y  e n c l  ) ( - R a v  S e r v t c e s
-  

: r l ' . r , i n c J  P e r t n d t c  t ' : r e e n t n e .

:  ' n r  I  v  P l  a n n t  n o  S e n r i  c e s

P h v s r c t a n  S e r v t c e s

P r r  v a t e  D r r t y  l J r t r s i  n g  S e r v i  c e s

i r n t n m p t r i  s t s  '  c e f  v t  C e S' i y  L \ / r r r s

Ch i  rop rac to rs '  Se rv i  ces* ' t

r l t he r  P rac t i t i one rs '  .Se rv i ces

- i cn re  Hea l  t h  Se rv i ces

. l  i n  i c  Se rv i  ces

I enr.a I Ser, l  I  cesr' l

?hvs i  ca l  The raPy  anc l  Re l  a tec l

P resc r i  bed  Druqs

Serv i  cesr*

Jen i r : rest*

P ros the t i c  0ev i ces  * *  hea r i no  a i ds ,  e l l e

Eyeg  1  as  ses

: lurse 14i  dwi  fe  Serv:  ces

Tarqeted Ca se iYanagement

T ransoor ta t i  on

l Ju rse  P rac t j ' u i  one r  Se rv i ces

*Deecription provided on attachment.

* *  hea r i no  a iC  dea ie r s .  ; uo io l n ' : t s t s

n r . l < t n o < a
y ,  v J  e " v J v

r

* These services 
'limited to EPSDT.

nt
rD:

c 01 1991
Effective

HCFA
]Yi;:"wr Approva'nE9_14_!992

olfoP/olo2a



R e v i s l o n :  H C F A _ R e g i o n  V I  _  R
o c r o b e r  l g g I

State/Terr l tory :

AT?ACHMENT 3 .1-B
Page 2

AR|(Af{SAS

.-l!gut{T, DURATToN, AND scoPEr{EDrcAiiv-iiliy GRoup{s) ; -ofiaftRvrcEs 
PRoVTDED

il3:ii;li"l.;3:T:";:i"ff::.3:i:r rhan those provlded r,l ;
f?Pro,rta"o, / - /Xo l imttat ions f .wrcn l in i rar lonsr

2.a.Outpat lent  hoapi ta l  services

/Fprovtdeo: Dxo r imirat lons / I iwizn l imi tat ions,r
b 'Rural  hearth c l in ic services and other amburatory servicesfurnished by 

"- i " r"r- i i i r t r , -"r r r i I - l i i  
"o*,ered 

under rhe ptan.
L l lProv ided:  ,  : xo  r im i ta t ions  /J , t -w i tn r im i ra r ionsr

c '  Federal ly gual i f ied hearth center (FeHc) servies an! other anburatoryservlces that are.o.r . red-undei- l r , "  pran.rra iu in i=n"a by an peHc rnaccordance with sectlon 423r ;; i i iJ sr"t" r,r"ai"i io x.nu.l (HCFA-pub.4s_{  )  .
ff lrrovlded: l=J No timitatlons ffT lrith timltatlonsr3.  Other laboratory and X_ray services.
L/  prov ided ,  D o,o r imi ta t i  ons f iw i th  r imi tar ions*

4 'a 'Nu rs ins  fag i l i t y  se rv i ces  (o the r  t han  se rv i ces  i n  an  i ns t i t u t l on  fo rnenra l  d iseasesj  ro i  i ; ; i " i ; , ; ; i ;  i i ' i r . r "  o f  ase or  order .
Zprov iaea:  L- i t to  l imi rar ions /Jwi tn  l i .mi rar ionsr

b 'Earry  and per iod lc  
" " t " "11ng1 d iagnost lc  and t reat tnenr  servrces for

: 1"ffi $",.!i id.To;; 
-z 

i 
-i"*.;ii 

dli;:";;J' .,.".,enr o r c ond i r I ons round .c 'Fami l y  p lann lng  = . tT l " . "  and  suppr ies  fo r  i nd i v idua ls  o fch i l dbea r ing  age .  
- - - -  q " t r  5uPpr res  fo r  i nd i v idua ls

dTprov ided:  tano r imrrar ions z lwi tn  l lmi rar ionsr
* D e s c r i p t i o n  p r o v i d e d  o n  a t t a c h m e n t .

I

T N  N o .

i;,3;"t"TP',2var Dare
E f f e c t : v e  D a r e

H C F A  I D :  7 9 8 5 8
!

ryre-! i4r/r



    Approved: 12/07/2023 Effective: 10/01/2023 TN: AR-23-0017 
Supersedes TN: 20-0013 

Revision:  HCFA-PM-93-5 ATTACHMENT 3.1-B 
October 1, 2023  Page 2a 

State/Territory:    ARKANSAS 

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED MEDICALLY NEEDY 
GROUP(S):     

___________________________________________________________________________________________________ 

4.d. Tobacco cessation counseling services for pregnant women 

  Provided:            No limitations  with limitations* 

e. Medication-Assisted Treatment for opioid use disorders when provided as part of a Medication Assisted
Treatment plan

  Provided:   No limitations  with limitations* 

5.a. Physicians’ services, whether furnished in the office, the patient’s home, a hospital, a nursing facility, or 
elsewhere. 

  Provided:   No limitations  with limitations* 

b. Medical and surgical services furnished by a dentist (in accordance with section 1905(a)(5)(B) of the
Act).

  Provided:   No limitations  with limitations* 

*Description provided on attachment.



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT   3.1-B 
MEDICAL ASSISTANCE PROGRAM      Page 2a 
STATE ARKANSAS 

 
AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED        Revised: October 1, 2014    

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
 
1. Inpatient Hospital Services 
 

All inpatient admissions to an acute care/general hospital or rehabilitative hospital will be allowed up to four 

(4) days of service per admission when determined inpatient care is medically necessary.  On the fifth day of 

hospitalization, if the physician determines the patient should not be discharged on the fifth day of 

hospitalization, the hospital may contact the Quality Improvement Organization (QIO) and request an 

extension of inpatient days.  The Quality Improvement Organization will then determine medically necessary 

days.  Calls for extension of days may be made at any point from the fourth day of stay through discharge.  

However the provider must accept the financial liability should the stay not meet the necessary medical criteria 

for inpatient services.  Medically necessary inpatient days are available to individuals under age 1 without 

regard to the four day limit and extension procedures required under the plan.  Additionally, effective for dates 

of service on or after November 1, 2001, a benefit limit of 24 days per State Fiscal Year (July 1 through June 

30) is imposed for recipients age 21 and older.  No extensions will be authorized.    The benefit limit does not 

apply to recipients under age 21 in the Child Health Services (EPSDT) Program.  Effective for dates of 

service on or after October 1, 2014, days over 24 days per State Fiscal Year will be reimbursed for age 

21 and older. 

Inpatient hospital services required for pancreas/kidney transplants, liver/bowel transplants and skin transplants 

for burns are covered for eligible Medicaid recipients in the Child Health Services (EPSDT) Program.  Refer to 

Attachment 3.1-E, Pages 2, 4, and 6. 



TN: 21-0014  Effective: 07/01/21
Supersedes TN: NEW Approved: 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 2a(1) 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED July 1, 2021 

MEDICALLY NEEDY 

1. Inpatient Hospital Services (continued)

Acute Crisis Unit

Effective for dates of service on or after July 1, 2021, Hospital Acute Crisis Units are
covered for eligible Medicaid clients who are experiencing a psychiatry or substance
use disorder, or both, crisis that does not meet the need for inpatient hospitalization.
These units provide hospital diversion and step-down services in a safe environment
with psychiatry and substance use disorder services available on-site, as well as on-
call psychiatry available 24 hours per day.  They must ensure the following services
are available at a minimum:
A. ongoing assessment and observation;
B. crisis intervention;
C. psychiatric, substance, and co-occurring treatment; and
D. initiation of referral mechanisms for independent assessment and care

planning.

Services are available for up to 96 hours per encounter. Providers must initiate an 
extension of benefits request for medical necessity approval prior to providing 
services beyond 96 hours.  

This expenditure is being paid as inpatient hospital because the definition of 
outpatient limits services to less than a 24-hour period. (42 CFR 440.2) 

3/1/2022
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IITEDICALLY NEEDY

ATTACIf,\TENT 3.I.8
Page 2aa

September I ,1999

1 . Inpatient Ilospital Services

A. Rehabilitative Ifospital

1. Augmentative Communication Device (ACD) Evaluation - Effective for dates of

service on or after September l,1999, Augmentative Communication Device (ACD)

evaluation is covered for eligible lVledicaid recipients of all ages. One A.CD evaluation

may be performed every three years based on medical necessity. The benefit limit ma1'

be extended for individuals under a;ge 21.
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STATE ARKANSAS

AIIOIJNT, DITRATION AI\D SCOPE OF
SERVICTS PROVIDED Revised:

MEDICALLYNIEDY

ATTACHMENT 3.1.8
Page 2b

August l,2003

2.a. fhtnatient FlnsFif^l Senriees

(1) For the Purpose of determining amount, &nation and scope, oupati€nt hospital seryices are divided
into four types of senrices:

o Emergency sernices
. Oupatient suqgical procedures
o Non-ernergency senrices
o Therapy/teatnert services

Fmergeney Senrice.s

The determination of an emergency medical condition will be in cornpliance with Section 1867 of
the Social Security Act.

A retrospective review will be performed by the Professional Review Organization (PRO) on
a sampling of paid cleirns.

Non-emergency services may be necessary in the outpatient hospital setting when qualified
physicians are not available in their ofEces or walk-in clinics to carry out the necessary fieafinent.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT  ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM     Page 2c 
STATE 

 
ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED               Revised: July 1, 2009  
 MEDICALLY NEEDY 
___________________________________________________________________________________________ 
 
2.a. 
 

Outpatient Hospital Services (Continued) 

  
 

Outpatient Surgical Procedures 

Coverage of outpatient surgical procedures are limited to procedures which the Arkansas Medicaid Program 
has determined to be safe and effective when performed on an outpatient basis. 

 
Since outpatient surgical procedures are limited to approved medically necessary services, no additional 
benefit limitations are imposed. 

 

 
Treatment/Therapy Services 

The covered outpatient hospital treatment/therapy services include, but are not limited to the following: 
 

• Dialysis 
• Radiation therapy 
• Chemotherapy administration 
• Physical therapy 
• Occupational therapy 
• Speech therapy 
• Respiratory therapy 
• Factor 8 injections 
• Burn therapy 

 
Treatment/therapy services are included in the outpatient hospital services limit of twelve (12) visits per State 
Fiscal Year.     

 



     Approved: 12/7/2023            Effective: 10/01/2023 TN: AR-23-0017 
Supersedes TN: 20-0013 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 2d     
STATE ARKANSAS 

AMOUNT, DURATION, AND SCOPE OF 
SERVICES PROVIDED       Revised: October 1, 2023 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 

2.a. Outpatient Hospital Services (Continued) 

Non-Emergency Services 

Outpatient hospital services other than those which qualify as emergency, outpatient surgical procedures and 

treatment, and therapy services are covered as non-emergency services. 

Benefit Limit 

Outpatient hospital services are limited to a total of twelve (12) visits a year.  This yearly limit is based on the 

State Fiscal Year - July 1 through June 30.  Outpatient hospital services include the following: 

• non-emergency outpatient hospital and related physician and nurse practitioner services; and

• outpatient hospital therapy and treatment services and related physician and nurse practitioner
services.

For services beyond the 12-visit limit, an extension of benefits will be provided if medically necessary.  The 

following diagnoses are considered categorically medically necessary and do not require prior authorization 

for medical necessity:  Malignant neoplasm; HIV infection; renal failure; opioid use disorder when the visit is 

part of a Medication Assisted Treatment plan, and pregnancy.  All other diagnoses are subject to prior 

authorization before benefits can be extended. 

Outpatient hospital services are not benefit limited for recipients in the Child Health Services (EPSDT) 

Program.  
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Outpatient Hospital Services (Continued)

Augmentative Communication Device (ACD) Evaluation

Effectiye lbr ctates of seryice on or after September 1, 1999, Augmentative Communication Device

(ACD) evaluation is covered tbr eligible Nleclicaid recipients of all ages. One ACD evaluation may be

perlbrmed every three 1'ears based on medical necessity. The benefit limit mav be extended for

individuals under age 21.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-B 
  MEDICAL ASSISTANCE PROGRAM         Page 2e 

STATE ARKANSAS 
 
AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED             July 1, 2022 

MEDICALLY NEEDY 
____________________________________________________________________________________________________  
2.b. Rural Health Clinic Services 
 

Rural health clinic services are limited to sixteen (16) visits a year for clients twenty-one (21) 
years or older. This yearly limit is based on the State Fiscal Year (July I through June 30). Rural 
health clinic encounters will be considered in conjunction with the benefit limit established for 
physician services, medical services furnished by a dentist, office medical services furnished by an 
optometrist, certified nurse midwife services, federally qualified health center encounters, and 
advanced practice registered nurse services, or a combination of the seven. Benefit limit 
extensions will be available if medically necessary. Certain services, specified in the appropriate 
provider manual, are not counted toward the service limit. Clients under age twenty-one (2l) in 
the Child Health Services (EPSDT) Program are not benefit limited. 
 
Rural health clinic core services are defined as follows: 
 

1. Physicians’ services, advanced practice registered nurses’ services, and services of 
physician assistants when provided under proper supervision;  

 
2. Services and supplies furnished as an incident to professional services; 

 
Services and supplies "incident to" the professional services of physicians, physician 
assistants, or advanced practice registered nurses, are those which are commonly 
furnished in connection with these professional services, are generally furnished in the 
rural health clinic office, and are ordinarily rendered without charge or included in the 
clinic's bills; e.g., laboratory services, ordinary medications and other services and supplies 
used in patient primary care services. 
 

3. Clinical psychologist services; 
4. Clinical social worker services; 

.   



TN: 23-0017 Approved:12/7/2023 Effective:10/01/2023 
Supersedes TN:AR-22-0010 
 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-B 
  MEDICAL ASSISTANCE PROGRAM         Page 2ee 

STATE ARKANSAS 
 
AMOUNT, DURATION, AND SCOPE OF 
SERVICES PROVIDED          Revised:  October 1, 2023 
MEDICALLY NEEDY 
____________________________________________________________________________________________________  
2.b. Rural Health Clinic Services 

5. Services of nurse midwives; and  

6. Visiting nurse services on a part-time or intermittent basis to home-bound patients (limited to 
areas in which there is a shortage of home health agencies).   

 
Rural health clinic ambulatory services are defined as any other ambulatory service included in the 
Medicaid State Plan if the rural health clinic offers such a service (e.g. dental, visual, etc.).  The “other 
ambulatory services” that are provided by the rural health clinic will count against the limit established 
in the plan for that service.  
Medication Assisted Treatment visits do not count against the Rural Health Clinic encounter benefit 
limit when the diagnosis is for opioid use disorder and is  part of a Medication Assisted Treatment plan. 
   

 
2.c. Federally qualified health center (FQHC) services and other ambulatory services that are covered under 

the plan and furnished by a FQHC in accordance with Section 4231 of the State Medicaid Manual) 
NCFA – Pub. 45-4).   

 
Federally qualified health center services are limited to sixteen (16) encounters per client, per State 
Fiscal Year (July 1 through June 30) for clients twenty-one (21) years or older. The applicable benefit 
limit will be considered in conjunction with the benefit limit established for physicians' services, 
medical services furnished by a dentist, office medical services furnished by an optometrist, certified 
nurse midwife services, rural health clinic encounters, and advanced practice registered nurse services, 
or a combination of the seven.  
Benefit extensions will be available if medically necessary.  Clients under age twenty-one (21) in the 
Child Health Services (EPSDT) Program are not benefit limited. 
FQHC hospital visits are limited to one (1) day of care for inpatient hospital covered days regardless of 
the number of hospital visits rendered.  The hospital visits do not count against the FQHC encounter 
benefit limit. 
 
Medication Assisted Treatment visits do not count against the FQHC encounter benefit limit when the 
diagnosis is for opioid use disorder and is part of a Medication Assisted Treatment plan.   

 



TN: 21-0011 Effective:01/01/22 
Supersedes TN: 93-35 Approved:  

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
 MEDICAL ASSISTANCE PROGRAM Page 2eee 
 STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED Revised: January 1, 2022 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 

2.c. Federally Qualified Health Center (FQHC) services and other ambulatory services that are covered under the 
plan and furnished by a FQHC in accordance with Section 4231 of the State Medicaid Manual (HCFA - Pub. 
45-4).  (Continued) 

Covered FQHC core services are defined as follows: 

 physician services;

 services and supplies incident to physician's services (including drugs and biologicals that
cannot be self-administered);

 pneumococcal vaccine and its administration and influenza vaccine and its administration;

 physician assistant services;

 nurse practitioner services;

 clinical psychologist services;

 clinical social worker services;

 licensed certified social worker services;

 licensed professional counselor services;

 licensed mental health counselor services;

 licensed marriage and family therapist services;

 services and supplies incident to clinical psychologist, clinical social worker services,
licensed certified social worker, licensed professional counselor, licensed mental health
counselor and licensed marriage and family therapist services as would otherwise be
covered if furnished by or incident to physician services; and

 part-time or intermittent nursing care and related medical supplies to a homebound
individual, in the case of those FQHCs that are located in an area in which the Secretary has
determined there is a shortage of home health agencies.

FQHC ambulatory services are defined as any other ambulatory service included in the Medicaid State Plan if 

the FQHC offers such a service, (e.g. dental, etc.).  The "other ambulatory services" that are provided by the 

FQHC will count against the limit established in the plan for that service.  

12/09/21
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 2f 
STATE ARKANSAS 

AMOUNT, DURATION, AND SCOPE OF 
SERVICES PROVIDED  Revised: October 1, 2023 

MEDICALLY NEEDY 

3. Other Laboratory and X-Ray Services

Other professional and technical laboratory and radiological services are covered when ordered and provided under the direction of a 
physician or other licensed practitioner of the healing arts within the scope of his or her practice, as defined under 42 CFR 440.30 in an 
office or similar facility other than a hospital outpatient department or clinic.   

Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per State Fiscal Year (SFY, July 1-June 30), and 
radiology/other services benefits are limited to five hundred dollars ($500) per SFY.  Radiology/other services include, but are not limited to, 
diagnostic X-rays, ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG). 

Extensions of the benefit limit for recipients twenty-one (21) years of age or older will be provided through prior authorization, if medically 
necessary. The five hundred dollars ($500) per SFY diagnostic laboratory services benefit limit, and the five hundred dollars ($500) per SFY 
radiology/other services benefit limit, do not apply to services provided to recipients under twenty-one (21) years of age enrolled in the Child 
Health Services/Early and Periodic Screening, Diagnostic and Treatment (EPSDT) Program.   

(1) The following diagnoses are specifically exempt from the five hundred dollars ($500) per SFY diagnostic laboratory
services benefit limit, and the five hundred dollars ($500) per SFY radiology/other services health benefit limits: (a)
Malignant neoplasm; (b) HIV infection; and (c) renal failure. The cost of related diagnostic laboratory services and
radiology/other services will not be included in the calculation of the recipient’s five hundred dollars ($500) per SFY
diagnostic laboratory services benefit limit or the five hundred dollars ($500) per SFY radiology/other services health
benefit limit.

(2) Drug screening will be specifically exempt from the five hundred dollars ($500) per SFY diagnostic laboratory services
health benefit limit when the diagnosis is for Opioid Use Disorder (OUD), and the screening is part of a Medication
Assisted Treatment (MAT) plan. The cost of these screenings will not be included in the calculation of the recipient’s five
hundred dollars ($500) diagnostic laboratory or radiology/other services health benefit limits.

(3) Magnetic Resonance Imaging (MRI) and Cardiac Catheterization procedures are specifically exempt from the five hundred
dollars ($500) per SFY outpatient diagnostic laboratory services benefit limit or five hundred dollars ($500) per SFY
radiology/other services health benefit limit. The cost of these procedures will not be included in the calculation of the
recipient’s five hundred dollars ($500) per SFY diagnostic laboratory services benefit limit or the recipient’s five hundred
dollars ($500) per SFY radiology/other services health benefit limit.

(4) Portable X-Ray Services are subject to the five hundred dollars ($500) per SFY X-ray services benefit limit. Extensions of
the benefit limit for recipients twenty-one (21) years of age or older will be provided through prior authorization, if
medically necessary. Services may be provided to an eligible recipient in their residence upon the written order of the
recipient's physician. Portable X-ray services are limited to the following:

a. Skeletal films that involve arms and legs, pelvis, vertebral column, and skull;
b. Chest films that do not involve the use of contrast media; and
c. Abdominal films that do not involve the use of contrast media.

(5) Two (2) chiropractic X-rays are covered per SFY. Chiropractic X-Ray Services are subject to the five hundred dollars
($500) benefit limit per SFY for radiology/other services. Extensions of the radiology/other services benefit limit for
recipients twenty-one (21) years of age or older will be provided through prior authorization, if medically necessary.

4.a. Nursing Facility Services - Not Provided 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 2g 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED Revised:  January 1, 2021 

MEDICALLY NEEDY 
_____________________________________________________________________________________________ 

4.b Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment 
of Conditions Found. 

(1) No limitation on services within the scope of the program, except for consultations, home
health services if services are EPSDT related.  Extension of the benefit limit for
consultations (2 per State Fiscal Year), home health services (50 visits per State Fiscal
Year), physical therapy evaluations (2 per State Fiscal Year), occupational therapy
evaluations (2 per State Fiscal Year), speech-language therapy evaluations (4 units per
State Fiscal Year), and chiropractor X-ray services (2 per State Fiscal Year) will be
provided if medically necessary for recipients in the Child Health Services (EPSDT)
Program.

Medical Screens are provided based on the recommendations of the American Academy
of Pediatrics.  Childhood immunizations are provided based on the Advisory Committee
on Immunization Practices (ACIP).

The State will provide other health care described in Section 1905(a) of the Social Security
Act that is found to be medically necessary to correct or ameliorate defects and physical
and mental illnesses and conditions discovered by the screening services, even when such
health care is not otherwise covered under the State Plan.
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SERVICES PROVIDED       Revised: July 1, 2018  

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
 
4.b Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of 

Conditions Found.  (Continued) 
 

(2) Apnea (Cardiorespiratory) Monitors 
 

Apnea (cardiorespiratory) monitors are provided for eligible recipients in the EPSDT Program.  Use of 
the apnea monitors must be medically necessary and prescribed by a physician.  Prior authorization is 
not required for the initial one month period.  If the apnea monitor is needed longer than the initial 
month, prior authorization is required. 

 
(3) Early Childhood Intervention Day Treatment (EIDT) Services 

 
EIDT services provide diagnosis and evaluation for the purpose of early intervention and prevention 
for eligible recipients in the EPSDT Program.  Services are provided, if identified by an Independent 
Assessment in accordance with the Independent Assessment Manual, in multi-disciplinary clinic based 
setting as defined in 42 CFR § 440.90. 
 
 

TN: 18-04 
Supersedes: 17-11

Approval Date: 07/10/2018 Effective Date: 07/01/2018
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4.b Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of 

Conditions Found.  (Continued) 
 

(4) RESERVED 
 

(5) Private Duty Nursing to enhance the effectiveness of treatment for ventilator-dependent beneficiaries 
or high technology non-ventilator beneficiaries 
 
Enrolled providers are Private Duty Nursing Agencies licensed by Arkansas Department of Human 
Services, Division of Health.  Services are provided by Registered Nurses or Licensed Practical Nurses 
licensed by the Arkansas State Board of Nursing. 

 
Beneficiaries under age 21 to receive PDN Nursing Services must require constant supervision, 
visual assessment and monitoring of both equipment and patient.  PDN services may be covered 
for Medicaid beneficiaries under 21 who meet the following requirements: 

 
A. Medicaid-eligible ventilator-dependent (invasive) beneficiaries when determined 

medically necessary and prescribed by a physician or 
B. Medicaid-eligible beneficiaries under age 21 who are: 

 1. In the Child Health Services (EPSDT) Program, and 
 2. High technology non-ventilator dependent beneficiary requiring at least two (2) 

of the following services: 
 

(1) Intravenous Drugs (e.g. chemotherapy, pain relief or prolonged IV antibiotics) 
(2) Hyperalimentation - parenteral or enteral 
(3) Respiratory - Tracheostomy or Oxygen Supplementation 
(4) Total Care Support for ADLs and close patient monitoring 
 
These services require prior authorization.  Services may be provided in the beneficiaries’ home, a 
Division of Developmental Disabilities (DDS) community provider facility or a public school.  (Home 
does not include an institution.)  Prior authorization is required.  Private duty nursing medical supplies 
are limited to a maximum reimbursement of $80.00 per month, per beneficiary.  With substantiation, the 
maximum reimbursement may be extended. 
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MEDICALLY NEEDY

Early and Periodic Screening and Diagnosis of lndividuals Under 21 Years of Age, and
Treatment of Conditions Found. (Continued)

6. Cochlear lmolants

Coverage of Cochlear imptantation is limited to recipients in the EPSDT Program. This

procedure requires a prior authorization.

4.b .
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ATTACHMENT 3.1.8
Page 2k

Revised: December 1, 1991

4.b. Early and Periodic Screening and Diagnosis of lndividuals Under 21 Years of Age, and
Treatment of Conditions Found. (Continued)

Hearino Aid Dealers

Supplies prescribed instrument after medical clearance and upon recommendation of

an audiolog,st to el igible recrpients in the Child Fiearth Servrces TEPSDT) Program.

Maintenance of instrument provided with prior aoproval from the Uti l ization Review

Section.

Audioloqist Services

Provision of audiometric testing and hearing aid evaluation to eligible recipients in the

Child Health Services (EPSDT) Program.
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MEDICALLY NEEDY

4.b. Early and Periodic Screening and Dlagnosis of IndMduals Under 21 Years of Age, and
Treatment ol Conditlons Found. (Continued)

(1 1) Eve Prostheses

Eye prostheses are provided for eligible Medicaid recipients in the Child Health Services

(EPSDT) Program with prior authorization from the MedicalAssistance Section.
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4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of
Conditions Found.  (Continued) 

(13) Psychology Services (42 CFR 440.130(d))

(1) Services are limited to eligible Medicaid recipients in the Child Health Services (EPSDT)

Program.

(2) Outpatient Behavioral Health Services (OBHS)

As part of the Behavioral Health transformation within the state of Arkansas, DMS is
creating a more integrated and client-focused behavioral health care system.  These changes
were developed in coordination with the Division of Behavioral Health Services (DBHS),
providers, representatives of the Arkansas System of Care, beneficiaries and other key
stakeholders.

A. Scope

Care, treatment and services provided by a certified Behavioral Health Services
provider to Medicaid-eligible beneficiaries.  These services are available to all
eligible Medicaid beneficiaries.  Services which require an Independent Assessment
are indicated by the statement, “Eligibility for this service is determined by an
Independent Assessment and must be prior authorized.”

DMS has set forth in policy the settings in which each individual service may be
provided.  Each service shown below includes the place of service allowable for that
procedure.

B. Services

i.: Individual Behavioral Health Counseling*

DEFINITION: Individual Behavioral Health Counseling, including tobacco
cessation, is a face-to-face treatment provided to an individual in an outpatient
setting for the purpose of treatment and remediation of a condition as described in
the current allowable DSM. Services must be congruent with the age and abilities of
the beneficiary, client-centered and strength-based; with emphasis on needs as
identified by the beneficiary and provided with cultural competence. The treatment
service must reduce or alleviate identified symptoms related to either (a) Mental
Health or (b) Substance Abuse, and maintain or improve level of functioning, and/or
prevent deterioration.

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.

TN: 16-0008 
Supersedes TN: 

Approved Date: 03/19/2018 Effective Date: 07/01/2017
01-35
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4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of
Conditions Found.  (Continued) 

(13) Psychology Services (42 CFR 440.130(d)) (continued)

(2) Outpatient Behavioral Health Services (OBHS)(continued)

i.: Individual Behavioral Health Counseling(continued)* 

Allowable Performing Provider - Independently Licensed Clinician – 
Master’s/Doctoral; Non-Independently Licensed Clinicians – Master’s/Doctoral; 
Advanced Practice Nurse; Physician; For Beneficiaries Under the Age of 4 the 
provider must have Arkansas State Infant Mental Health Certification.   

ii. Group Behavioral Health Counseling*

DEFINITION: Group Behavioral Health Counseling, including tobacco cessation, is 
a face-to-face treatment provided to a group of beneficiaries. Services leverage the 
emotional interactions of the group's members to assist in each beneficiary’s 
treatment process, support his/her rehabilitation effort, and to minimize relapse. 
Services must be congruent with the age and abilities of the beneficiary, client-
centered and strength-based; with emphasis on needs as identified by the 
beneficiary and provided with cultural competence. Services pertain to a 
beneficiary’s (a) Mental Health and/or (b) Substance Abuse condition.  

Allowable Performing Provider - Independently Licensed Clinician – 
Master’s/Doctoral; Non-Independently Licensed Clinicians – Master’s/Doctoral; 
Advanced Practice Nurse; and Physician 

iii. Marital/Family Behavioral Health Counseling with Beneficiary Present*

DEFINITION: Marital/Family Behavioral Health Counseling with Beneficiary 
Present, including tobacco cessation, is a face-to-face treatment provided to one or 
more family members in the presence of a beneficiary for the benefit of the 
beneficiary. Services must be congruent with the age and abilities of the beneficiary, 
client-centered and strength-based; with emphasis on needs as identified by the 
beneficiary and provided with cultural competence. Services are designed to 
enhance insight into family interactions, facilitate inter-family emotional or 
practical support and to develop alternative strategies to address familial issues, 
problems and needs. Services pertain to a beneficiary’s (a) Mental Health and/or (b) 
Substance Abuse condition.  

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.

TN: 16-0008 
Supersedes TN: 

Approved Date: 03/19/2018 Effective Date: 07/01/2017
None -- New Page
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4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of

Conditions Found.  (Continued) 

(13) Psychology Services (42 CFR 440.130(d)) (continued)

(2) Outpatient Behavioral Health Services (OBHS)(continued)

iii. Marital/Family Behavioral Health Counseling with Beneficiary
Present(continued)*

-Dyadic treatment is available for parent/caregiver & child for dyadic treatment of
children.  Dyadic treatment must be prior authorized.  .

Allowable Performing Provider - Independently Licensed Clinician – 
Master’s/Doctoral; Non-Independently Licensed Clinicians – Master’s/Doctoral; 
Advanced Practice Nurse; Physician; and For Beneficiaries Under the Age of 4 the 
provider must have Arkansas State Infant Mental Health Certification.   

iv. Marital/Family Behavioral Health Counseling without Beneficiary Present*

DEFINITION: Marital/Family Behavioral Health Counseling without Beneficiary 
Present, including tobacco cessation, is a face-to-face treatment provided to one or 
more family members outside the presence of a beneficiary for the benefit of the 
beneficiary. Services must be congruent with the age and abilities of the beneficiary 
or family member(s), client-centered and strength-based; with emphasis on needs as 
identified by the beneficiary and family and provided with cultural competence. 
Services are designed to enhance insight into family interactions, facilitate inter-
family emotional or practical support and to develop alternative strategies to 
address familial issues, problems and needs. Services pertain to a beneficiary’s (a) 
Mental Health and/or (b) Substance Abuse condition.  

Allowable Performing Provider - Independently Licensed Clinician – 
Master’s/Doctoral; Non-Independently Licensed Clinicians – Master’s/Doctoral; 
Advanced Practice Nurse; and Physician 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.

TN: 16-0008 
Supersedes TN: 

Approved Date: 03/19/2018 Effective Date: 07/01/2017
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4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of

Conditions Found.  (Continued) 

(13) Psychology Services (42 CFR 440.130(d)) (continued)

(2) Outpatient Behavioral Health Services (OBHS)(continued)

v. Group Psychoeducation*

DEFINITION: Psychoeducation provides beneficiaries and their families with 
pertinent information regarding mental illness, substance abuse, and tobacco 
cessation, and teaches problem-solving, communication, and coping skills to support 
recovery for the benefit of the beneficiary. Psychoeducation can be implemented in 
two formats: multifamily group and/or single family group. Due to the group 
format, beneficiaries and their families are also able to benefit from support of peers 
and mutual aid. Services must be congruent with the age and abilities of the 
beneficiary, client-centered, and strength-based; with emphasis on needs as 
identified by the beneficiary and provided with cultural competence. 

*Dyadic treatment is available for parent/caregiver & child for dyadic treatment of
children.  Dyadic treatment must be prior authorized.

Allowable Performing Provider - Independently Licensed Clinician – 
Master’s/Doctoral; Non-Independently Licensed Clinicians – Master’s/Doctoral; 
Advanced Practice Nurse; Physician; and For Beneficiaries Under the Age of 4 the 
Provider must have Arkansas State Infant Mental Health Certification. 

vi. Multi-Family Behavioral Health Counseling*

DEFINITION: Multi-Family Behavioral Health Counseling, including tobacco 
cessation, is a group therapeutic intervention using face-to-face verbal interaction 
between two (2) to a maximum of nine (9) beneficiaries and their family members or 
significant others. Services are a more cost-effective alternative to Family 
Behavioral Health Counseling, designed to enhance members’ insight into family 
interactions, facilitate inter-family emotional or practical support and to develop 
alternative strategies to address familial issues, problems and needs. Services may 
pertain to a beneficiary’s (a) Mental Health or (b) Substance Abuse condition. 
Services must be congruent with the age and abilities of the beneficiary, client-
centered and strength-based; with emphasis on needs as identified by the 
beneficiary and family and provided with cultural competence.  

Allowable Performing Provider - Independently Licensed Clinician – 
Master’s/Doctoral; Non-Independently Licensed Clinicians – Master’s/Doctoral; 
Advanced Practice Nurse; and Physician 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of
Conditions Found.  (Continued) 

(13) Psychology Services (42 CFR 440.130(d)) (continued)

(2) Outpatient Behavioral Health Services (OBHS)(continued)

vii. Mental Health Diagnosis*

DEFINITION: Mental Health Diagnosis is a clinical service for the purpose of 
determining the existence, type, nature, and appropriate treatment of a mental 
illness or related disorder as described in the DSM-IV or subsequent revisions. This 
service may include time spent for obtaining necessary information for diagnostic 
purposes. The psychodiagnostic process may include, but is not limited to: a 
psychosocial and medical history, diagnostic findings, and recommendations. This 
service must include a face-to-face component and will serve as the basis for 
documentation of modality and issues to be addressed (plan of care). Services must 
be congruent with the age and abilities of the beneficiary, client-centered and 
strength-based; with emphasis on needs as identified by the beneficiary and 
provided with cultural competence. 

-Dyadic treatment is available for parent/caregiver & child for dyadic treatment of
children.

Allowable Performing Provider - Independently Licensed Clinician – 
Master’s/Doctoral; Non-Independently Licensed Clinicians – Master’s/Doctoral; 
Advanced Practice Nurse; Physician; and For Beneficiaries Under the Age of 4 the 
provider must have Arkansas State Infant Mental Health Certification.   

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.

TN: 16-0008 
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Approved Date: 03/19/2018 Effective Date: 07/01/2017
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MEDICALLY NEEDY 
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4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of

Conditions Found.  (Continued) 

(13) Psychology Services (42 CFR 440.130(d)) (continued)

(2) Outpatient Behavioral Health Services (OBHS)(continued)

viii. Interpretation of Diagnosis*

DEFINITION: Interpretation of Diagnosis is a direct service provided for the 
purpose of interpreting the results of psychiatric or other medical exams, 
procedures, or accumulated data. Services may include diagnostic activities and/or 
advising the beneficiary and his/ her family. Consent forms may be required for 
family or significant other involvement. Services must be congruent with the age 
and abilities of the beneficiary, client-centered and strength-based; with emphasis 
on needs as identified by the beneficiary and provided with cultural competence. 

For beneficiaries under the age of 18, the time may be spent face-to-face with the 
beneficiary; the beneficiary and the parent(s) or guardian(s); or alone with the 
parent(s) or guardian(s). For beneficiaries over the age of 18, the time may be spent 
face-to-face with the beneficiary and the spouse, legal guardian or significant other. 

-Dyadic treatment is available for parent/caregiver & child for dyadic treatment of
children.

Allowable Performing Provider - Independently Licensed Clinician – 
Master’s/Doctoral; Non-Independently Licensed Clinicians – Master’s/Doctoral; 
Advanced Practice Nurse; Physician; and For Beneficiaries Under the Age of 4 the 
provider must have Arkansas State Infant Mental Health Certification. 

ix. Substance Abuse Assessment*

Substance Abuse Assessment is a service that identifies and evaluates the nature and 
extent of a beneficiary’s substance abuse condition using the Addiction Severity 
Index (ASI) or an assessment instrument approved by DBHS and DMS. The 
assessment must screen for and identify any existing co-morbid conditions. The 
assessment should assign a diagnostic impression to the beneficiary, resulting in a 
treatment recommendation and referral appropriate to effectively treat the 
condition(s) identified.  

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of
Conditions Found.  (Continued) 

(13) Psychology Services (42 CFR 440.130(d)) (continued)

(2) Outpatient Behavioral Health Services (OBHS)(continued)

ix. Substance Abuse Assessment (continued)*

Allowable Performing Provider - Independently Licensed Clinician – 
Master’s/Doctoral; Non-Independently Licensed Clinicians – Master’s/Doctoral; 
Advanced Practice Nurse; and Physician; 

x. Psychological Evaluation*

DEFINITION:  Psychological Evaluation for personality assessment includes 
psychodiagnostic assessment of a beneficiary’s emotional, personality, and 
psychopathology.  This service may reflect the mental abilities, aptitudes, interests, 
attitudes, motivation, emotional and personality characteristics of the beneficiary.  

Allowable Performing Provider -Licensed Psychologist, Licensed Psychological 
Examiner and a Licensed Psychological Examiner - Independent 

xi: Pharmacologic Management* 

DEFINITION:  Pharmacologic Management is a service tailored to reduce, stabilize 
or eliminate psychiatric symptoms. This service includes evaluation of the 
medication prescription, administration, monitoring, and supervision and informing 
beneficiaries regarding medication(s) and its potential effects and side effects in 
order to make informed decisions regarding the prescribed medications. Services 
must be congruent with the age, strengths, and accommodations necessary for 
disability and cultural framework.  

Allowable Performing Provider - Advanced Practice Nurse or a Physician 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of
Conditions Found.  (Continued) 

(13) Psychology Services (42 CFR 440.130(d)) (continued)

(2) Outpatient Behavioral Health Services (OBHS)(continued)

xii: Psychiatric Assessment* 

DEFINITION:  Psychiatric Assessment is a face-to-face psychodiagnostic 
assessment conducted by a licensed physician or Advanced Practice Nurse (APN), 
preferably one with specialized training and experience in psychiatry (child and 
adolescent psychiatry for beneficiaries under age 18). This service is provided to 
determine the existence, type, nature, and most appropriate treatment of a 
behavioral health disorder.  

Allowable Performing Provider - Advanced Practice Nurse or a Physician 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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MEDICALLY NEEDY 
_____________________________________________________________________________________________ 

4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment
of Conditions Found.  (Continued) 

(14) RESERVED

(15) Physical Therapy and Related Services

a. Physical Therapy

(1) Services are limited to eligible Medicaid recipients in the Child Health
Services (EPSDT) Program.

(2) Effective for dates on or after January 1, 2021, evaluations are limited to
two (2) units per State Fiscal Year (July 1 through June 30). Extensions of
the benefit limit will be provided if medically necessary.

(3) Services must be prescribed by a physician and provided by or under the
supervision of a qualified physical therapist.

A qualified physical therapist assistant may provide services under the
supervision of a licensed physical therapist.

All therapies’ service definitions and providers must meet the
requirements of 42 C.F.R. § 440.110.

(4) Effective for dates of service on or after July 1, 2017, individual and group
therapy are limited to six (6) units per week.  Extensions of the benefit
limit will be provided if medically necessary.
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4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of Conditions

Found.  (Continued) 

(15) Physical Therapy and Related Services (Continued)

b. Occupational Therapy

(1) Services are limited to eligible Medicaid recipients in the Child Health Services (EPSDT)
Program.

(2) Services must be prescribed by a physician and provided by or under the supervision of a
qualified occupational therapist.

A qualified occupational therapist assistant may provide services under the supervision of a
licensed occupational therapist.

All therapies’ service definitions and providers must meet the requirements of 42 C.F.R. §
440.110.

(3) Effective for dates on or after January 1, 2021, evaluations are limited to two (2) units per
State Fiscal Year (July 1 through June 30).  Extensions of the benefit limit will be provided if
medically necessary.

(4) Effective for dates of service on or after July 1, 2017, individual and group occupational therapy 
are limited to six (6) units per week.  Extensions of the benefit limit will be provided if
medically necessary.

c. Services for individuals with speech, hearing and language disorders (provided by or under the
supervision of a speech-language pathologist or audiologist)

(1) Speech-language pathology services are limited to Medicaid recipients in the Child Health
Services (EPSDT) Program.

(2) Speech-language pathology services must be referred by a physician and provided by or under
the supervision of a qualified speech-language pathologist.

A qualified speech-language therapist assistant may provide services under the supervision of
a licensed speech-language therapist.

All therapies’ service definitions and providers must meet the requirements of 42 C.F.R. §
440.110.

(3) Evaluations are limited to four (4) units per State Fiscal Year (July 1 through June 30).
Extensions of the benefit limit for the evaluation will be provided if medically necessary.

(4) Effective for dates of service on or after July 1, 2017, individual and group speech-language
pathology services are limited to six (6) units per week.    Extensions of the benefit limit will
be provided if medically necessary.
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4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of 

Conditions Found.  (Continued) 
 

(16) Dental Services 
 

(1) Services are limited to eligible Medicaid recipients in the Child Health Services (EPSDT) 
Program. 

 
(2) Procedures which may be provided to recipients in the Child Health Services (EPSDT) Program 

without prior authorization are: 
 

a. Initial radiographs taken in conjunction with preparation of a treatment plan. 
 

b. Periodic oral exam, prophylaxis, topical fluoride and/or fluoride varnish for children in 
the Child Health Services (EPSDT) Program. 

 
c. Emergency treatment.  One visit without prior authorization is payable for any 

emergency.  Procedures payable without prior authorization when provided as 
emergency care include: 

 
1. All necessary radiographs. 
2. Extraction of up to three teeth for relief of pain or acute infections. 
3. Control of bleeding. 
4. Treatment for relief of pain resulting from injuries to the oral cavity or related 

services. 
5. Emergency services provided to patients in hospitals or long term care facilities. 

 
All other procedures require prior authorization from the Medical Assistance Section.  A full mouth 
radiograph is limited to once every five years.  Periodic oral exam, prophylaxis, fluoride treatment, 
fluoride varnish and bite-wing X-rays are limited to once per 6 (six) months plus 1 (one) day.  Scaling is 
limited to one per state fiscal year (July 1 through June 30).  Periapical X-rays are limited to four (4) per 
recall visit.  Any limits will be exceeded based on medical necessity. 
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Early and periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of

Conditions Found. (Continued)

17. Rehabilitative Services for Persons with Physical Disabilities (RSPD)

Residential Rehabilitation Center Services

. Restorative Therapies

. Behavioral Rehabilitation

. Life Skills Training for Rehabilitation

. Individual and Group Counseling

. Assessment Services

. Nursing Care

Residential Rehabilitation Center Services are available to eligible Medicaid recipients

under age 2l in the Child Health Services (EPSDT) Program. There is no established

benefit limit other than medical necessity as determined by the Professional Review

Organization (PRO). The medical necessify criteria includes need for services.in the

residential setting. Persons needing rehabilitative seryices on a less intense basis than

provided in the inpatient setting may receive outpatient rehabilitative services through other

appropriate service categories included in the state plan, e.g., outpatient hospital, physical

tttiraiy, occupational therapy and speech therapy, rehabilitative services for persons with

mental illness (RSPMI) and home health'
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 2s 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  Revised: July 1, 2017 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
4b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of Conditions Found. 

(Continued) 

18. Rehabilitative Services (42 CFR 440.130(d)) (continued)

1. School-Based Mental Health Services (continued)

f. Covered Services (continued)

1. Individual Behavioral Health Counseling - A face-to-face treatment provided to an
individual in an outpatient setting for the purpose of treatment and remediation of a
condition, including tobacco cessation. Services must be congruent with the age and
abilities of the beneficiary, client-centered and strength-based; with emphasis on
needs as identified by the beneficiary and provided with cultural competence. The
treatment service must reduce or alleviate identified symptoms related to either (a)
Mental Health or (b) Substance Abuse, and maintain or improve level of
functioning, and/or prevent deterioration.

2. Mental Health Diagnosis - A clinical service for the purpose of determining the
existence, type, nature, and appropriate treatment of a mental illness or related
disorder as described in the DSM-IV or subsequent revisions. This service may
include time spent for obtaining necessary information for diagnostic purposes. The
psychodiagnostic process may include, but is not limited to: a psychosocial and
medical history, diagnostic findings, and recommendations. This service must
include a face-to-face component and will serve as the basis for documentation of
modality and issues to be addressed (plan of care). Services must be congruent with
the age and abilities of the beneficiary, client-centered and strength-based; with
emphasis on needs as identified by the beneficiary and provided with cultural
competence.

3. Psychological Evaluation - Psychological Evaluation for personality assessment
includes psychodiagnostic assessment of a beneficiary’s emotional, personality, and
psychopathology. This service may reflect the mental abilities, aptitudes, interests,
attitudes, motivation, emotional and personality characteristics of the beneficiary.

TN: 16-0008 
Supersedes TN: 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 2s(1) 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
4b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of Conditions Found. 

(Continued) 

18. Rehabilitative Services (42 CFR 440.130(d)) (continued)

1. School-Based Mental Health Services (continued)

f. Covered Services (continued)

4. Interpretation of Diagnosis - A direct service provided for the purpose of
interpreting the results of psychiatric or other medical exams, procedures,
or accumulated data. Services may include diagnostic activities and/or
advising the beneficiary and his/ her family. Consent forms may be required
for family or significant other involvement. Services must be congruent
with the age and abilities of the beneficiary, client-centered and strength-
based; with emphasis on needs as identified by the beneficiary and provided
with cultural competence.  The time may be spent face-to-face with the
beneficiary; the beneficiary and the parent(s) or guardian(s); or alone with
the parent(s) or guardian(s). For beneficiaries over the age of 18, the time
may be spent face-to-face with the beneficiary and the spouse, legal
guardian or significant other.

5. Marital/Family Behavioral Health Counseling with Beneficiary Present - A
face-to-face treatment provided to one or more family members in the
presence of a beneficiary for the benefit of the beneficiary, including
tobacco cessation. Services must be congruent with the age and abilities of
the beneficiary, client-centered and strength-based; with emphasis on needs
as identified by the beneficiary and provided with cultural competence.
Services are designed to enhance insight into family interactions, facilitate
inter-family emotional or practical support and to develop alternative
strategies to address familial issues, problems and needs. Services pertain to
a beneficiary’s (a) Mental Health and/or (b) Substance Abuse condition.

6. Crisis Intervention –An unscheduled, immediate, short-term treatment
activity provided to a Medicaid-eligible beneficiary who is experiencing a
psychiatric or behavioral crisis.  Services are to be congruent with the age,
strengths, needed accommodation for any disability, and cultural
framework of the beneficiary and his/her family.  These services, which can
include interventions, stabilization activities, evaluation, coping strategies
and other various activities to assist the beneficiary in crisis, are designed to
stabilize the person in crisis, prevent further deterioration and provide
immediate indicated treatment in the least restrictive setting.  The services
provided are expected to reduce or eliminate the risk of harm to the person
or others in order to stabilize the beneficiary.

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; Physician   

TN: 16-0008 
Supersedes TN: 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 2s(2) 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
4b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of Conditions Found. 

(Continued) 

18. Rehabilitative Services (42 CFR 440.130(d)) (continued)

1. School-Based Mental Health Services (continued)

f. Covered Services (continued)

7. Group Behavioral Health Counseling - Face-to-face treatment provided to a
group of beneficiaries, including tobacco cessation. Services leverage the
emotional interactions of the group's members to assist in each
beneficiary’s treatment process, support his/her rehabilitation effort, and to
minimize relapse. Services must be congruent with the age and abilities of
the beneficiary, client-centered and strength-based; with emphasis on needs
as identified by the beneficiary and provided with cultural competence.
Services pertain to a beneficiary’s (a) Mental Health and/or (b) Substance
Abuse condition.
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STATE ARKANSAS
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IIIEDICALLY NEEDY

ATTACHNTf,NT 3.T-B
Page 2tt

October  1 ,1998

4.b. Early and Periodic Screening and Diagnosis of Individuals

Conditions Found. (Continued)
Under 2l Years of Age, and Treatment of

19. Rehabilitative Services for Children

ELIGIBILITY FOR SERVICES

The follorving recipients are eligible for rehabilitative services to children as set forth in this

Section:

General Eligibility

1. Medically Needy Medicaid recipients'

B. Specific Eligibility

1. The recipient must be age trventy (20) years or less' and

2. Require rehabilitative mental health services based o-n recommendation of a

physician or other licensed and/or certified practitidner of the healing arts

acting within their scope of practice as defined in state larv and/or regulations'

DI'RATION OF SERVTCES

Each Title XIX EPSDT recipient is eligible for covered rehabilitative services in accordance

rvith 42 CFR 440.130(d1 whictr are medically necessary. There shalt be a determination' made

by a chitd service agency designated by state tarv and/or regulations, at Title 9, Chapter 30 of

the Arkansas code to make such a determination, that the child continues to be either at risk

of abusq or neglect or is abuscd or neglected. The Division of l \ Iedical services' as the entity

authorizcd to rlctcrmine medicat neccssity, reserves the right to request additional information

to determine medical necessitY.

COVERED SERVICES

A co'ercd scrvice is a spccif ic non-residential or rcsidcntial rehabil i tat ive servicc dcterntinctl

to bc nredicaily ncccssary, as dclincd abol'e, antt inclucted in a child's trcatment plan preparcd

by a quali f ict l  providcrLf rclabi l i tat ive scrviccs to chitdren. These serviccs arc dcsigncd to

anrcl ioratc psychological or emotionat problcnts rctatcd to ncgtcct and/or abuse' to rcstorc

psl,cSologicat or crrJionat functioning rvtr ict, rvas intpaircd by ttrc pro5tents rclated to ncglcct
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4b.

October l .  1998

I\IEDICALLY NEEDY

Early and periodic Screening and Diagnosis of Individuals Under 2l Years of Age, and Treatment of

Conditions Found. (Continued)

19. Rehabilitative Services for Chitdren (Continued)

and/or abuse, and to assist the child in improving or maintaining his/her highest functioning

level. The following services are covered when provided according to the plan of care and

rvhen care is proiia.d by professional state licensed and/or certified psychiatrists'

psychologists, counselorr, 
"nd 

social workers acting rvithin their scope of practice as defined

in state larv and/or regulations.

1. Evaluation, Assessment, and PIan of care D'evelopment - This non-residential service

includes the initial assessment of a child's service needs and the development of a Care

Plan to address those needs.

(a) The evaluation and assessment shall:

(1) Be based on informed clinical opinion;

(2) Be conducted by a team of professionals trained to utilize appropriate

evaluative metilods and procedures and actiig within their scope of

practice or responsibi1;tt as defined in State larv and/or regulations;

and

(3) Include an evaluation of the child's cognitive development, social and

emotional development and adaptive development'

The plan of care shal l  contain:

(l) A rvritten plan using the information derived from the evaluation and

assessnrcnt;

(2) A statcment of thc chi ld 's present lcvel  of  funct ioning in the domains

exlnr incd in the cvaluat ion and asscssment;

(3) A statcment of thc spccilic scrvices and supports necessary to meet the

uniquc nccds of t l re chi ld,  thc sctt ing in rvhich t l te scn' iccs are to be

dcl ivcrert ,  t l re l ' rcqrrctrcy ant l  nrcthot l  of  dcl ivcry,  and t l te ant ic ipatcd

dura t ion  o fserv iccs ;

(b)
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4b. Early and Periodic Screening and Diagnosis of Individuals Under 2l Years of Age, and Treatment of
Conditions Found. (Continued)

19. Rehabilitative Services for Children (Continued)

(4) A statement of the persons responsible for implementing the plan of care;
and

(5) A statement of the functional outcomes expected to be achieved though the
provision of services and supports.

Therapeutic Foster Care - This residential service is provided to children w'hose plan of care
indicates a need for a stmctured and consistent home environment in order to learn to

manage their behavior. This twenty-four hour service consists of face-to-face interventions
with a child to assist the child in understanding the consequences of inappropriate behaviors
and adhering to a behavioral routine which minimizes inappropriate behaviors and their

consequences. This service is provided for the purpose of the development, restoration,
and/or maintenance of the child's mental or emotional growth and the development,
restoration, and/or maintenance of the skills to manage his/trer mental or emotional

condition.

Residential Treatment - This residential service provides twenfy-four hour treatment to

children whose psychological or emotional problems related to neglect and/or abuse can best

be restored by residential treatment in accordance with the child's plan of care. The

objective of this service is to assist the child in improving or maintaining his/her highest
functioning level through individual and group therapeutic interventions to improve or

maintain the skills needed to safely and securely interact with other persons, through

symprom management to allow the child to identify and minimize the negative effects of
psychiatric or emotional symptoms which interfere with the child's personal development
and community integration, and through supportive counseling with a child to develop.
restore and/or maintain the child's mental or emotional growth.

PROVIDER OUAI.IFICATION'

Rehabilitative services for children rvill be provided only through qualitied provider agencies.

Qualified provider agencies must nreet the tbltowing rehabilitative services for children criteria:

l. l lave full acccss to all pc.rtinent records concerning the child's necds for services including

rccords of the Arkansas District Courts, local Children's Scrl' icc Agencies. and State C'hiltl

and Family Serviccs Agcncy,

2.

3 .

SUPERSEDES: TN-
qB-( r

r=-r=.-*:j-Efu&fu--_-%_|

I srnre .__-/:kKa-r_tqs I t
I onre REL:'rr__{f fo*-j_l__._ I i
Ionrr/r t - 'P\rp-J2- l1-q1 __| A I
I onrr .:Fr--_._.0.19.o!_:-o3_ .- i I
lHcr{za===H4=l__i



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECI.JRITY ACT
I\TEDICAL ASSISTANCE PROGRANI
STATE ARKANSAS

AI}IOtJNT, DURATION AND SCOPE OF
SERVICES PROVIDED

ATTACHilTENT 3.T-B
Page 2u

4b.

October I ,  1998

I\IEDICALLY NEEDY

Early and periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of

Conditions Found. (Continued)

19. Rehabilitative Services for Children (Continued)

2.

3.

4.

5.

6.

7.

Have established referral systems and demonstrated linkages and referral ability with

community resources required by the target population'

Have a minimum of one year's experience in providing all core elements of

rehabilitative services for children'

Have an administrative capacity to ensure quality of services in accordance rvith State

and Federal requirements,

Have a financial management capacity and system that provides documentation of

services and costs in, co-nformity with generally accepted accounting principles,

Ilave a capacity to document and maintain individual case records in accordance rvith

State and Federal requirements, and

Have a demonstrated abitity to meet all State and Federll laws governing the

participation of providers in tile State Medicaid program' including the abitity to meet

Federal and state requirements for documentation, billing, and audits.

SERVICE SETTIIT\rGS

Rehabilitative services for chitdren rvitl be provided in the least restrictive setting appropriate

to the child's assessed condition, plan ofcare, and service needs. Services shall be provided

to children in one of the follorving settings:

l. Non-residential services provitled to childrcn rvho reside in a family home setting rvill

be provided eithcr in t l ic chitd's home or in the customary place of business of a

quali l icd providcr.

Z. Resictcntiat scrviccs providcd to chi ldren rvho reside outside of a lamily homc rvi l l  bc

proyittcd in an apprlpriately statc l icctrsetl  and/or cert i t icd faci l i ty including:

(a) Thcrapeutic lbstcr honrcs l iccnscd antt/or ccrt i l icd in accordance u' i th thc

I\I irr iniunr Liccnsing Standards for Chitd Wctfarc Agcncies adoptcd by t l tc

Ctrittl Wclfarc Agcniy llcviov lloartt and ttrc Arkansas Dcpartntcnt of l{uman

Serviccs.

STATE -IdJ(.hl{$T-
DArE REc'o--9ft!u-'a
ooti o,oou o-99'gl:ol-

''n rzg --K
SUPERSEDES: NONE - NEW PAGE



STATE PLAN UNDERTITLE XIX OFTHE SOCIAL SECUIUTY ACT
IITEDICAL ASSISTANCE P ROGRAIVI
STATE ARKANSAS

AI\IOUNT, DI.JRATTON AND SCOPE OF
SERVICES PROVIDED

AT"TACHNTENT 3.I-B
Page 2uu

4b.

October I ,1998

I\IEDICALLY NEEDY

Early and periodic Screening and Diagnosis of Individuals Under 2l Years of Age, and Treatment of

Conditions Found. (Continued)

19. Rehabititative Services for Children (Continued)

3. Services shall not be reirnbursed rvhen provided in the follorving settings:

(a) Nursing facilities,

(b) Intermediate care facilities for the mentally retarded, and

(c) Institutions for the treatment of mental diseases'

FREEDOM OF CHOICE

The State assures that the provision of rehabilitative services for children rvill not restrict an

individual's free choice of'providers in violation of section l912(a)(23) of the Act.

Eligible recipients will have free choice of any qualified provider of rehabilitative

services for children, and

Eligibte recipients will have free choice of the providers of other medical care as

covered elsewhere under the Plan.

COMPARABILITY OF SERVICES

The State assures that the provision of rehabititative services for children rvill not limit an

individual's access to medically necessary services in violation of seition 1902(a)(10) of the Act'

l. Rehabititative services for chitdren rvill be made available to alt children for rvhom this

scrvice is detcrmined to bc nrcdical ly ncccssary, and

Z. Al l  mcdical ly necessary health care services described in sect ion 1905(a) rvi l l  be

provir lcd to al l  EPSDT cl igible recipicnts '

SUPERSEDES: NONE - NEW PAGE
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October I ,  1998

IVIEDICALLY NEEDY

Early and Periodic Screening and Diagnosis of Individuals Under 2l Years of Age, and Treatment of

Conditions Found. (Continued)

2A. Rehabilitative Services to Youth

ELIGIBILITY FOR SERWCES

The follorving recipients are eligible for rehabilitative services to y-outh as set forth in this

Section:

A. General Elieibilitv

1. Medically Needy Medicaid recipients'

B. Specific Elieibilifv

1. The recipient must be agti trventv (20) years or less, and

2. Require rehabilitative mentat health sen'ices based on recommendation of a

physician or other licensed and/or certified practitioner of the healing arts

acting n'ithin their scope of practice as defined in state larv and/or regulations.

DURATION OF SERVICES 
.

E:rch Ti t le XIX EPSDT recipient is c l ig iblc for covered rclrabi l i t : r t ive services in accordancc

rvith 42 CFR 4-10.130(d) rvhich are nrcdically necessaty. There shnll be a determination, madc

by a youth serviccs agcncy designatcd b1'  st l tc t r t rv and/or rcgul:r t ions, at  Ti t le 9, Ch:rpter 28

of thc Arkans:r.s Cottc to nr:r t ie such a dctcrnt inl t ion, th:r t  thc 1'outh cont inues to bc ei ther l t

r is l< of del i lqucncy or is dct inqucnt and is in nccd of t t rosc scn' ices spcci f icd at Ti t le 9, Chaptcr

28 of thc Arkirns:rs Code. Thc Divis ion of lVlct l icrr l  Scn' iccs, ns t l tc cnt i f r '  : rut l tor izcd to

4ctcrnr inc nrctt ic:r t  ncccssi ty,  rcsen'cs thc r iglr t  to rcqucst l t lct i t ionat infornrnt ion to dctcrnt i t rc

nrcdic:r l  neccssi ty.
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October I ,  1998

4b. Early and Periodic Screening and Diagnosis of Individuals Under 2l )'ears of Age, and Treatment of

Conditions Found. (Continued)

20. Rehabil i tat ive Services to Youth (Continued)

COYERED SERVICES

A covered service is a specif ic in-home or out-of-home non-residential or residential

rehabilitative service determined to be medicatly necessary, as defined above, and included in

a youth's treatment plan prepared by a qualified/certified provider of rehabilitative services

to youth. These ,.. i ' i .u, are Oesigned to ameliorate ps1'chological or emotional problems of

youth, rvhich contribute to delinquent behavior and placement or the r isks of phcement in the

1'outh serr.ices system. Thel' are 
-designed 

to restore ps1'chologicat or emotional functioning of

the youth to assist him/her in achieving or maintaining his/her highest functioning level. The

follorving services are covered rvhen provided in a setting appropriate to the plan of care and

rvhen caie is provided through a certified. provider of rehabilitative services for 1'outh.

1. Diagnosis and Evaluation , This non-residential service provides assessment of the

nature and extent of a youth's ph1'sical, emotional, educational and behavioral

problems and recomntendations for treatment strategies to remedl'  the identif ied

problems. The specif ic diagnostic services provided and level of sophist ication of

reports produced are based on the individual needs of the referring agenc.\ ' .  Al lorvable

components inc lude:

(a)

(b)

(c)

( d )

(c)

Social  assessntent,

Psy'chological  eval uat ion,

Ps1'chiatr ic er ' : t l  u at iol t ,

Consu l t : t t io t t  r r i t l t  t l r c  re fc r r i r tg  agc t tc l  ,  n r t t l

A  r r rcc l i cn l  c l ,a t r r : r t i9 l r ,  i l ' t l r c  i rsscssr r tc r r t  i r t t t i c i t t cs  n  ph . r ' s ica l  l ssoc i : t t io t r  r r i th  t l rc

c  r r ro ( io t t l  t  nnd l  a r  l l c l t I  I  io r : t I  pnrb lc r r r (s ) .

, A '
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I}IEDICALLY NEEDY

Early and Periodic Screening and Diagnosis of Individuals Under 2l Years of Age, and Treatment of
Conditions Found. (Continued)

20. Rehabilitative Services to Youth (Continued)

2. Therapy* - This non-residential service provides for a therapeutic relationship between the
client and a "qualified therapist" for the purpose of accomplishing changes that are
identified as goals in the case plan through the use of various counseling techniques.
Services to siecific individuals include:

(a) krdividual therapy,r
(b) Group therapy,*
(c) Family therapy* (youth included), and
(d) Consultation with the referral source.

Qualified therapist is defined as a Master's level professional or Bachelor's level
professional supervised by a Master's level clinician, or a Master's level psychologist
supervised by a Ph. D. leVel psychologist who is licensed in the State of Arkansas in either
psychology, social work or professional counseling. To be considered as a "Qualified
Therapist" the individual must be in good standing before the board to which he or she is
licensed.

3. Emergency Shelter - This residential service provides services for youth whose
circumstances or behavioral problems necessitate immediate removal from their homes or
for youth released from a youth services facility who need temporary placement in the
community until long term residential arrangements can be made. Emergency Shelter
services include:

(a) Additional evaluation of the nature and extent of a youth's emotional and
behavioral problems, including social assessment psychological evaluation,
psychiatric evaluation and consultation with the referring agency, and

(b) Interventions to address the youth's emotional and behavioral problems.

The extent and depth of services provided to a youth in the Emergency Shelter prograrrr
depends upon the individual needs of the youth and the referral source.

Efl 'cct ivc Apri l  l ,  2002, these serviccs rcquirc prior authorizatiott for cl igible Nlcdicait l
rccipicnts undcr agc 2l to rteternrinc and vcri l .r ' thc paticnt 's necd for scrviccs.
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IIIEDICALLY NEEDY

Early and Periodic Screening and Diagnosis of Individuals Under 2l Years of Age, and Treatment of

Conditions Found. (Continued)

20. Rehabilitative Services to Youth (Continued)

Therapeutic Foster Care - This residential service provides intensive therapeutic care for

childrln provided in family homes which operate within a comprehensive -residential
treatment system or as an adjunct to a mental health treatnient Program and for which a

service fee is paid to specially frained foster families. Care givers who provide this service

in their homes, if not specially trained, are specifically qualified to provide the service

because they have an educational or a professional background that attests to qualification

equal to or greater than that of care givers who have received special training. Children to

*ho* this service is provided have physical, emotional, or behavioral problems which

cannot be remedied in their own home, in a routine foster parenting situation, or in a

residential program.

Therapeutic Group Home - This residential service provides trventy-four hour intensive

therapiutic care provided in a small group home setting for youth with emotional and/or

behavior problems which cannot be remedied by less intensive teatment, as diagnosed by

a qualified professional. The progpm is offered to prepare a juvenile for less intensive

treatment, independent living, or to return to the community.

Residential Treatment - This residential service provides hventy-four hour featment sen'ice

available for up to one year for each individual, for youth rvhose emotional and/or

behavioral problems, as diagnosed by a qualified professional, cannot be remedied in his or

her own home. Residential Treatment services require the formulation and implementation
of an individualized rreatment plan with time-framed, measurable objectives for each youth'

Qualified professional is defined as a Master's level professional or Bachelor's level

professional supervised by a Master's level clinician, or a N'laster's level psychologist

supervised by a Ph. D. level psychologist who is licensed in the State of Arkansas in either

psychology, social lvork or professional counseling. To be considered as a "Qualiticd

Professional" the intjividual must be in good standing before the board to rvhich he or shc

is l icensed.
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October I ,  1998

IIIEDICALLY NEEDY

Early and Periodic Screening and Diagnosis of Individuals Under 2l Years of A-9e, and Treatment of

Conditions Found. (Continued)

20. Rehabilitative Services to Youth (Continued)

PROVIDER OUALIFICATION

Rehabilitative serv'ices for youth rvill be provicled only through qualitied providers and

provicler agencies. Qualified rehabilitative services for youth provider agencies must meet the

iollorving criteria. Care is provided by quatified therapists, other qualified professionals and

staff, qualifierl by experienCe and/or training, of certified rehabilitative services providers for

youth. Rehabititative sen'ices providers for youth must:

1. Be certified by the State Youth Services Agency as having programs and professional

staff capable of delivering the rehabilitative seryices offered under the Plan,

2. Have ful l  access to al l  pert inent ' records concerning the.vouth's needs for services

inclucling recortls of the Arkansas District Courts, local Youth Service Agencies, and

State Youth Services Agency'

3. Have establishetl referral systems antl demonstratecl linkages and referral ability rvith

community resources required by the target population'

4. Haye a minimum of one -year 's experience in providing rchabi l i tat ivc sen' ices for

Youth,

5. Have an adnrinistrative caplcity to ensure quality of sen'ices in accordance rvith State

and Fcdcral  requircntents,

6. H:rvc a f in:rnci i r l  n l : ln:rgcnrcnt caprrci t r '  : rnt l  s1'stelr t  thir t  providcs document:r t ion of

sen' iccs ant l  costs in conforrrr i ty rv i th gcncr:r l ty ncccptet l  account ing pr ir lc iples'

7,  LI i rvc a cirp: tc i ty to docunrcnt lnd nr:r int l in int t iv idulr t  c:rsc rccords in accord:r t tcc rvi t l r

St: t tc trnd Fcdcrt t l  rct luirc lr tcnts,  : rnd

8. I I lyc i r  dcl lonstr l tc{ abi l i ty to l rcct ul t  St i r tc l r td Fcderi t t  l r t rvs govcrtr ing t l rc

prr l ic iprr t ion of proyi{crs in thc Strr tc i \ Ict t ic: t id progr: tnr,  i t tc luding the lbi l i t l ' to t t tcct

Fedcral  i rnt l  St l tc rcr luircrrrcl t .s for docruttc l t t r t t ion, bi l l ing artd audits.
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TVTEDICALLY NEEDY

4b. Early and Periodic Screening and Diagnosis of Individuals Under 2l Years of Age, and Treatment of

Condit ions Found. (Continued)

20. Rehabilitative Sen'ices to Youth (Continued)

- SER!'ICE SETTNGS

Rehabilitative services for youth rvill be provided in the least restrictive setting appropriate

to the youth's assessed conclition, plan of care and sen'ice. Services shall be provided to youth

in one or more of the follorving settings:

l. Non-residential services provided to youth rvho reside in a family home setting rvill be

provided either in the youth't home or in the customary place of business of a qualified

provider.

2. Resiclential services provitlecl to youth rvho reside outside of a family home rvill be

provicled in an appropriately statt! l icensed and/or certified setting including:

(a) Emergency shelter facilities licensed and/or certified in accordance rvith the

iVlinimum Licensing Stanclards for Child Welfare Agencies adopted by the

Chill Wetfarr Agency Revierv Board and the Arkansas Department of Human

Services,

(b) Residenti:rl treatment f:rcilities licensed and/or certil ied in accordance rvith the

l \{ in imum Licensing St:rnclart ls for Chi ld Welfare Agencies adopted by thc

Child Welfare Agency Rel'ielv Borrrcl and thc Ark:rns:rs Dep:rrtntent of Fluntan

Services, and

(c) Ther:rpcut ic fostcr and group honrcs l icenscd and/or cert i f ied in accordancc

rvi th the i l l in inrunr Licclsing St lndrrt ts for Chi ld Wclfare Agcncies adoptcd

b1.ttrc Child Wclfirrc Age.ncy Reviov lloartl and the Ark:rns:rs Dcpartntent of

I Iunt:rn Ser-vices.

3. Scryiccs s[1l l  not bc rcinrbu;sc{ uhctt  provi t lcd in thc fol lon' ing sctt ings:

Nursing frrc i l i t ics,

I  n tcrnrcd iutc cl  rc f i rc i l i  t ics fo r  l Ic rrr  c l  t i t  l  l . t '  rct : t  t ' {c{,  i t  t td

I l t s t i tu t io t ts  fo r  t l re  t rc l tn lc t t t  o f  t t t cn t : t l  d iscascs '

(, t)

(  l t )

(c )
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I}IEDICALLY NEEDY

Early and Periodic Screening and Diagnosis of Individuals Under 2l Years of Age, and Treatment of

Conditions Found. (Continued)

20. Rehabititative Services to Youth (Continued)

FREEDOM OF CHOICE

The State assures that the provision of rehabilitative sen'ices for youth rvill not restrict an

individual's free choice of providers in violation of section 1902(aX23) of the Act.

l. Eligible recipients rvill have free choice of any the qualified providers of rehabilitative

services for vouth. and

2. Eligible recipients rvill have free choice of the providers of other medical care as

covered elservhere under the PIan.

CO}IPARABILITY OF SERVICES

The State assures thet the provision of rehabilitative sen'ices for youth rvill not limit an

indiviclual's access to merlically necessary sen'ices in violation of section 1902(a)(10) of the Act'

l. Rehabilitatiu" ..*i1", for youth rvill be macte available to all children for rvhom this

service is determined to be medically necessary, and

2. Al l  medical ly necessary health care sen' ices described in sect ion 1905(a) rvi t l  be

provided to al l  EPSDT el igible recipicnts.
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4b. Early and Periodic Screening and Diagnosis of lndividuals Under 2l Years
ConditionsFound. (Continued)

21. Other Licensed Practitioners

l. Licensed Certified Social Worker (LCSW)

of Age, and Treatment of

a. Services are limited to Medicaid eligible recipients under age?l in the Child Health
' 

Services (EPSDT) Progtam.
b. Services must be provided by a licensed certified social worker (LCSW) who has

a Master's degree in social work from a graduate school of social work accredited

by the Council on Social Work Education (CSWE). The LCSW must be State

licensed and certified to practice as a Licensed Certified Social Worker (LCSW) in

the State of Arkansas and in good standing with the Arkansas Social Work

Licensing Board.
c. A refenai must be made by a Medicaid enrolled physician documenting services are

medically necessary. covered outpatient Lcsw services are:
l. Diagnosis
2. Interpretation of Diagnosis
3. Crisis Management Visit
4. Individual Oupatient - Therapy Session*
5. MaritallFamily TheraPY*
6. Individual Outpatient - Collateral Services*
7. Group Outpatient - Group Therapy*

2. Licensed Professional Counselors (LPC)

a. Services are limited to Medicaid eligible recipients under age?l in the Child Health

Services (EPSDT) Program.
Services must be provided by a licensed professional counselor (LPC) rvho must

possess a Master's degree in mental health counseling from an accredited college

Lr university. The LPC must be licensed as a Licensed Professional Counselor and

be in good standing with the Arkansas Board of Examiners in Counseling.
A referral must be made by a Medicaid enrolled physician documenting medical

necessity. Covered outpatient LPC services are:

b.

2. Interpretation of Diagnosis
3. Cris is Management Visi t
4.  Individual Outpat ient - ' l 'herapy Ses

5. Mari tal /Family Thcrapy*
6. lndividual Output icnt -  ( 'o l lateral  i

7.  Group Outpat icnt '  Group' l 'hc-ra;ry*

E l ' l t c t i vc  Agr r i l  l ,2002,  l l r csc  scn ' i ccs  rc r ;u i rc ; t r io r  l t t t t l t t t r i z : t l i o l t  t i r r  c l ig i l r l c  N lc t l i c ; r i r l

r cc i ; t i cn ts  unr tc r  ngc  2 l  io  t t c lc rn t i l r c  i tnd  l ' c r i l y  t l r c  l l l t i c t r t ' s  l t cc t l  l i t r  sc rv iccs .

SUpERSEDES: TN- Ol-11
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MEDICAL ASSISTANCE PROGRAM      Page 2wwwww 
STATE ARKANSAS 

 
AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED            Revised: March 1, 2014 
       

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
4b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of 

Conditions Found.  (Continued) 
 

21. Other Licensed Practitioners (Continued) 
 

3. Licensed Marriage and Family Therapist (LMFT) 
 

a. Services are limited to Medicaid eligible recipients under age 21 in the Child Health 
Services (EPSDT) Program. 

b. Services must be provided by a licensed marriage and family therapist (LMFT) who 
must possess a Master’s degree in mental health counseling from an accredited 
college or university.  The LMFT must be licensed as a Licensed Marriage and 
Family Therapist and in good standing with the Arkansas Board of Examiners in 
Counseling. 

c. A referral must be made by a Medicaid enrolled physician documenting services are 
medically necessary.  Covered outpatient LMFT services are: 

 
1.  Diagnosis 
2.  Interpretation of Diagnosis 
3.  Crisis Management Visit 
4.  Individual Outpatient - Therapy Session* 
5.  Marital/Family Therapy* 
6.  Individual Outpatient - Collateral Services* 
7.  Group Outpatient - Group Therapy* 

 
 
 
 
 
 
 
 
 
        * Effective April 1, 2002, these services require prior authorization for eligible Medicaid recipients under age 21 

to determine and verify the patient’s need for services.  
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MEDICALLY NEEDY

Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of

Conditions Found. (Continued)

23. DevelopmentalRehabilitationServices

Developmental Rehabilitation Services are early intervention services for eligible Medicaid recipients
under thr"u y."rt of age that have been identified as medically necessary and recommended by a licensed
physician orother licensed practitioner of the healing arts, within the scope of his or her practice under

State law. This program covers two basic services:

1 . Developmentat Testing; extended (includes assessment of motor, language, social, adaptive

and/or cognitive functioning by standardized developmental instruments' eg' Bayley Scales of

Infant Development) with interpretation and report, per hour. (Limited to four (4) one hour

units per calendar year.)

is service provides a diagnostic process necessary for the purpose of determining a child's

initial and continuing eligibility, developmental status and need for medically necessary

| - i | _ ll 
u"'.t"pmental servicei. rhis includes:

Ni *i"{f tif 
". 

The assessment of motor, language, adaptive and/or cognitive functioning by

Yi ii ) | I i i standardized devetopmental instruments such as Bayley Scales of Infant Development,

Tiii il aii ::::l.l^':",1':ll"'i:'T*::r'-.';::o:,'Y"T,""*::i'T'*":T:lJ',"i1;,ll'"iT.lactivities include the administration of a 
'minimum 

of two test instruments,!-lil*i;
rs lll
i l [ $ Fl
'l r-,.,i Lr.J <1 !

i  ! i  k bi

1ilRi tii interpretation of test scores with informed clinical opinion, and provision of a written

narrative report.
-J ci 

-i 
I i 

narrauYe reporr'

i ;  >  |  l l
H * $ !D I b. Developmental functioning in each of these areas describes the level on which the child
tr t [i ] i is currently functioning as compared to other children of the same ch]onological age,

i! i: f" 'g ! and the skills to be remediated.

tr 5 S ?l
.;:;,-:J c. Results will be included in the development of the IFSP. Developmental testing does

not inctude medical, speech therapy, occupational therapy, physical therapy'
audiological or vision evaluations.

2. Therapeutic Activities; direct (one-on-one) patient contact by the provider (use of dynamic

activities to improve functional performance), each 15 minutes. (Limited to four (4) lS-minute

units per week.)

^. This service is provided to the child and the child's parenUfamily to promote

acquisition of skills in developmental areas (cognitive, motor' adaptive,

communication). These rehabilitative services include:

1) the planned interaction of personnel, materials, t ime and space' to provide

direct, medically necessar.y therapeutic intervention to the child;

2') provision of information {o the family therapeutic curriculum

planning;
3) provision of information to the family related to establishing the

skil l level and enhancing the development of the child.

SUpER.SEDES: TN- AR' qZ- ao
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MEDICALLY NEEDY

4b. Early and periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of

Conditions tround. (Continued)

23. DevrelopmentalRehabilitationServices(continued)

23. DevelopmentalRehabilitationServices(continued)

2. Therapeutic Activities (continued)

b. Therapeutic intervention will focus on developmentally appropriate individualized

skills iiaining and support to foster, promote and enhance child engagement in daily

activities, functional independence and social interaction.

c. Assistance witt be provided to family/caregivers in the ldentification and utilization of

opportunities to incorporate therapeutic intervention strategies in daily life activities

that are natural and normal for the child and family'

d. Child progress and mastery of functional skills to reduce or overcome limitations

resulting from devetopmental delays will be continuously monitored by the

DeveloPmental TheraPist.

e. Therapeutic activities may be provided in an individual session only.

3. A provider of Developmentat Testing and TherapeuticActivities must be certified through the

Arkansas Department of Human Services, Developmental Disabilities Services as a

DevelopmentaiTherapist or Developmental Therapy Assistant Certification requirements are:

a. A Developmental Therapist is a qualified professional, licensed by the Arkansas

Department of Education, who has completed an additional certification requirement

of a 24 hour training course and passed a competency based assessment with a

minimum score of 807o. Devetopmental Testing Services must be provided by a

DeveloPmental TheraPist.

b. A Developmental Therapy Assistant is a qualified paraprofessional who holds a

mlnimum of a high schoot diptoma end has two years experience working with children

with disabitities. The Developmental Therapy Assistant must complete an initial 24

hour training course and pass a competency based assessment with a minimum score

of 80%. The Assistant must work under the supervision of the Developmental

Therapist and must be supervised 10% of the time spent in direct interaction with the

recipient. A Developmeniat Therapy Assistant may provide only Therapeutic Activities

services.

Deyetopmental Rehabilitation Services may be provided in the recipient's home, in the community' or

in a ctinical setting. These services require prior a,ythorization'

Extension of the benefit limit rvill be provided if medically necessary.

.-*#.rr# 
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MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
4b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of 

Conditions Found.  (Continued) 

24. Substance Abuse Treatment Services

Substance Abuse Treatment Services (SATS) are provided for eligible recipients in the Child Health
Services (EPSDT) Program.  Services must be medically necessary and require prior authorization.

The SATS program covers the following services:

A. Addiction Assessment
B. Treatment Planning
C. Care Coordination
D. Multi-person (family) Group Counseling
E. Individual Counseling
F. Group Counseling
G. Marital/Family Counseling
H. Medication Management

Please refer to Attachment 3.1-A, Page 1zz.3 for the service descriptions, definitions, established benefit 
limits and individual qualified provider requirements.  Benefit limits may be extended based on medical 
necessity. 

SATS Qualified Provider Requirements 

SATS providers must hold certification from the Division of Behavioral Health Services (DBHS) as 
a Substance Abuse Treatment Services provider in order to enroll as a SATS Medicaid provider. 

The following requirements must be met for DBHS/OADAP certification: 

A. Providers must be licensed by Division of Behavioral Health Services, Office of Alcohol
and Drug Abuse Prevention (OADAP).

B. Providers must submit a written request from the organization’s Chief Executive Officer
(CEO) to DBHS for certification by DBHS as a SATS Provider.

C. The request for certification by DBHS must include a copy of the provider’s accreditation, 
most recent accreditation survey, and correspondence between the provider and the
accrediting organization since the most recent accreditation survey.

D. A list of service delivery sites, including each site’s address, telephone number, and fax
number must be submitted. Each site from which SATS services are delivered must be
included under the provider’s accreditation. Proof of this accreditation must be submitted 
with the request for certification of a site.

E. Current CARF, JCAHO, or COA, that includes accreditation of the pertinent outpatient
alcohol and/or other drug abuse treatment component (OADAP Licensure Standards for
Alcohol and/or Other Drug Abuse Treatment Programs p. 11). Current nationally
accredited behavioral health programs without specific alcohol and drug treatment
certification will need to obtain accreditation of their substance abuse program prior to
receiving certification as a SATS provider of substance abuse treatment.



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM      Page 2xx.2 
STATE 

 
ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED       Revised: March 1, 2011  

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
4b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of 

Conditions Found.  (Continued) 
 

 24. Substance Abuse Treatment Services (continued) 
 

F. Provisional, Conditional, Preliminary, Pending, Expedited or Deferred Accreditations are 
not acceptable. 

 
G. The provider must: notify its accrediting organization in writing of all new or additional 

SATS services implemented subsequent to the provider’s most recent accreditation survey; 
provide DBHS with a copy of the notification letter; and affirm in writing to DBHS that 
the new service(s) will be included in the provider’s next regularly scheduled accreditation 
survey, if not surveyed before that time. Provider organization opening new services sites 
must follow DBHS certification policy and procedures. 

 
H. DBHS must be authorized to receive information directly from the accrediting 

organization and to provide information directly to the accrediting organization, as it 
relates to SATS. DBHS will furnish these documents to providers at their request. 

 
I. DBHS retains the right to request information in connection with licensure, accreditation, 

certification, provision or billing of SATS services; to perform site visits at anytime; and to 
conduct scheduled or unannounced visits, to insure entities are providing SATS services in 
accordance with the information that was submitted to DBHS. During a site visit the 
provider must allow access to all sites, policies and procedures, patient records, financial 
records, and any other documentation necessary to ascertain that services were/are of a 
quality which meets professionally recognized standards of health care. 

 
J. Providers must adhere to evidence-based practices as approved by DBHS for specific 

populations and services provided. 

 
 

  
 
  
 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 2xx.3 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

MEDICALLY NEEDY 
____________________________________________________________________________________________________
4b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age, and Treatment of 

Conditions Found.  (Continued) 

24. Substance Abuse Treatment Services (42 CFR 440.130(d)) (Continued)

The transition process to eliminate the Substance Abuse Treatment Services (SATS) Program is 
contingent upon the approval of the implementation of the Outpatient Behavioral Health Services 
Program.  Clients currently served by the SATS program will begin being transitioned to the 
Outpatient Behavioral Health Program starting on July 1, 2017.  SATS will cease to exist on June 
30, 2018 and no Arkansas Medicaid payments will occur to any or SATS provider for a service 
provided after June 30, 2018. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 
STATE ARKANSAS 

ATTACHMENT 3.1-B 
Page 2xxx 

AMOUNT, DURATION, AND SCOPE OF 
SERVICES PROVIDED October 1, 2023 

MEDICALLY NEEDY 

4.c. Family Planning Services 

(1) Comprehensive family planning services are limited to an original examination and up to three (3)
follow-up visits annually. This limit is based on the state fiscal year (July 1 through June 30).

4.d. (1) Face-to-Face Tobacco Cessation Counseling Services provided (by):

[X] (i) By or under supervision of a physician;

[X] (ii) By any other health care professional who is legally authorized to furnish such services under
State law and who is authorized to provide Medicaid coverable services other than tobacco
cessation services; * or

(iii) Any other health care professional legally authorized to provide tobacco cessation services
under State law and who is specifically designated by the Secretary in regulations. (None are
designated at this time)

*Describe if there are any limits on who can provide these counseling services

Arkansas Medicaid does not limit who can provide these counseling services at this time so long 
as they meet (ii) and (iii). 

**Any benefit package that consists of less than four (4) counseling sessions per quit attempt, 
with a minimum of two (2) quit attempts per 12-month period (eight (8) per year) should be 
explained below. 

(2) Face-to-Face Tobacco Cessation Counseling Services Benefit Package for Pregnant Women

Provided: [x] No limitations [] With limitations* 

*Any benefit package that consists of less than four (4) counseling sessions per quit attempt, with
a minimum of two (2) quit attempts per 12-month period (eight (8) per year) should be explained
below.

4.e. Prescription drugs for treatment of opioid use disorder 

a. Preferred prescription drugs (preferred on the PDL) used for treatment of opioid or alcohol use
disorder require no prior authorization and do not count against the monthly prescription limits
when prescribed as part of a Medication Assisted Treatment plan.

     Approved: 12/7/2023      Effective: 10/01/2023 TN: AR-23-0017 
Supersedes TN:AR-22-0010 



 

TN: 22-0010 Approved:09/21/2022 Effective:07/01/2022 
Supersedes TN: AR-18-002 
 
 
 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM      Page 2xxxx 
STATE ARKANSAS 

 
AMOUNT, DURATION AND SCOPE OF 

SERVICES PROVIDED         July 1, 2022  
MEDICALLY NEEDY 

____________________________________________________________________________________________________ 
 
 
5. a. Physicians' Services  
 
 For clients twenty-one (21) years of age or older, services provided in a physician’s office, a patient’s home, or nursing 

home or elsewhere are limited to sixteen (16) visits per state fiscal year (July 1 through June 30). 
 
 The benefit limit will be in conjunction with the benefit limit established for advance practice registered nurse services, 

rural health clinic, medical services furnished by a dentist, office medical services furnished by an optometrist, certified 
nurse midwife services, and federally qualified health center, or a combination of the seven. 

 
 For services beyond the established visit limit, extensions will be available if medically necessary. Clients in the Child 

Health Services (EPSDT) Program are not benefit limited. 
  
  

  
 (1)  The following diagnoses are considered categorically medically necessary and are exempt from benefit extension 

requirements:  Malignant neoplasm; HIV infection and renal failure. 
 

(2)   Physicians’ visits for pregnancy in the outpatient hospital are exempt from benefit extension requirements. 
 

(3) Each attending physician or dentist is limited to billing one day of care for inpatient hospital covered days regardless of 
the number of hospital visits rendered. 

 
(4) Surgical procedures which are generally considered to be elective require prior authorization from the Utilization Review 

Section. 
 

(5) Desensitization injections - Refer to Attachment 3.1-A, Item 4.b. (12). 
 

(6) Organ transplants are covered as described in Attachment 3.1-E. 
 

(7) Consultations, including interactive consultations (telemedicine), are limited to two (2) per recipient per year in a 
physician's office, advanced practice registered nurse's office, patient's home, hospital, or nursing home.  This yearly 
limit is based on the State Fiscal Year (July 1 through June 30).  This limit is in addition to the yearly limit described in 
Item 5.(1).  Extensions of the benefit limit will be available if medically necessary. 

 
(8) Abortions are covered when the life of the mother would be endangered if the fetus were carried to term or for victims of 

rape or incest. The circumstances must be certified in writing by the woman's attending physician.  Prior authorization is 
required. 

 
5. b. Medical and surgical services furnished by a dentist (in accordance with Section 1905 (a)(5)(B) of the Act). 
 

Medical services furnished by a dentist are limited to twelve (12) visits per State Fiscal Year (July 1 through June 30) for clients 
twenty-one (21) years or older. 



STATE PLAN UNDER TITLE XIX OF THE SOCTAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

AMOUNT, DURATION AND SCOPE OF
SERVICES PROVIDED

MEDICALLY NEEDY

ATTACHMENT3.T-B
Page 2y

Revised: August l,2008

5.  b. Medical and surgical services fr-
(continued)

The benefit limit will be considered in conjunction with the benefit limit established for physicians, services,rural health clinic services, office medical services furnished by an optometrist, certified nurse midwifeservices and services provided by an advanced practice nume or registered nurse practitioner or acombination of the six. For services beyond the 12 visit limil extensions will be provided if medicallynecessary' Certain services, specified in the appropriate provider manual, are not counied toward the l2 visitlimit' Recipients under age2l in the child Healttrservices (EpSDT) program are not benefit limited.

surgical services furnished by a dentist are not benefit limited.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTAI\ICE PROGRAM
STATE ARKATISAS

AMOUNT, DT'RATION AI\D SCOPE OF
SERVICES PROVIDED Revised:

MEDICALLYNEEDY

ATTACHMENT 3.I.8
Page 3a

September 27,2006

Medical care and any other tlpe of remedial care recognized under State law, fumished by licensed
practitioners within the scope of their practice as defined by State law.

a. Podiatrists'Services

Services are limited to two (2) visits per State Fiscal Year (July I through June 30). The benefit limit

for State Fiscal Year 1992 will be calculated beginning with services provided on or after December l,

1991. Beneficiaries in the Child Health Services (EPSDT) Program are not benefit limited.

b. Optometrists'Services

Examination of eyes and provision of glasses and/or contact lens and other diagnostic screening,

preventive and rehabilitative services and treatment of conditions found for eligible persons. The

following limits are imposed:

( l ) One eye exam every twelve (12) months for eligible beneficiaries 2l years of age and older.

STATE
DATE frFc'Tl
DATEAP$JV'A A
DATE ffiFF
HCFA 179
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TN: 22-0010 Approved:09/21/2022 Effective:07/01/2022 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM      Page 3b 
STATE ARKANSAS 

 
AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED                 July 1, 2022 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
6. Medical care and any other type of remedial care recognized under State law, furnished by licensed practitioners within 

the scope of their practice as defined by State law.  (Continued) 
 

b. Optometrists' Services (Continued) 
 

(2) One eye exam every twelve (12) months for eligible clients under twenty-one (21) years of age in the 
Child Health Services (EPSDT) Program.  Extensions of the benefit limit will be available if 
medically necessary for clients in the Child Health Services (EPSDT) Program. 

 
(3) Office medical services provided by an optometrist are limited to twelve (12) visits per State Fiscal 

Year (July 1 through June 30) for clients twenty-one (21) years or over.  The benefit limit will be in 
conjunction with the benefit limit established for physicians’ services, medical services furnished by a 

dentist, rural health clinic services, federally qualified health center, certified nurse midwife, and 
services provided by an advanced practice registered nurse, or a combination of the seven.  For 
services beyond the twelve (12) visit limit, extensions will be provided if medically necessary. Certain 
services, specified in the appropriate provider manual, are not counted toward the twelve (12) sixteen 
(16) visit limit.  Beneficiaries in the Child Health Services (EPSDT) Program are not benefit limited. 

 
c. Chiropractors' Services 

 
(1) Services are limited to licensed chiropractors meeting minimum standards promulgated by the 

Secretary of HHS under Title XVIII. 
 

(2) Services are limited to treatment by means of manual manipulation of the spine which the chiropractor 
is legally authorized by the State to perform. 

 
(3) Effective for dates of service on or after July 1, 1996, chiropractic services will be limited to twelve 

(12) visits per State Fiscal Year (July 1 through June 30) for eligible Medicaid recipients age 21 and 
older.  Services provided to recipients under age 21 in the Child Health Services (EPSDT) Program are 
not benefit limited. 

 
(4) Effective for dates of service on or after January 1, 2018, chiropractic services do not require a 

referral by the beneficiary’s primary care physician (PCP). 
  

 d. Advanced Practice Registered Nurses  
 

For clients twenty-one (21) years of age or older, services provided in an advanced practice registered 
nurse’s office, a patient’s home, or nursing home are limited to sixteen (16) visits per state fiscal year 
(July 1 through June 30). 
 
The benefit limit will be in conjunction with the benefit limit established for physicians’ services, rural 
health clinic, medical services furnished by a dentist, office medical services furnished by an optometrist, 
certified nurse midwife services, and federally qualified health center or a combination of the seven. For 
services beyond the established limit, extensions will be available if medically necessary. Certain services, 
specified in the appropriate provider manual, are not counted toward the limit. Clients in the Child 
Health Services (EPSDT) Program are not benefit limited.  



STATE PI.AN UNDER TITLE XIX OF THE SOCIAL SECURTTY ACT ATTACHMENT 3.1.8
MEDICAL ASSISTANCE PROGRAM PAgE 3C
STATE ARIGNSAS

AMOUNT, DURATION AND SCOPE OF
SERVICES PROVIDED Revised: July 1, 1991

MEDICALLY NEEDY

6.

6.d.

Medical care and any other type of remedial care recognized under State law, furnished by
licensed practitioners witnin th6'scope ol their practice and detined by State law. (Continued)

Other Praditioners' Services

(1) Hearing Aid Dealers

Refer to Attachment 3.1-8, ltem 4.b.(8).

(2) Audiologists

Refer to Attachment 3.1-8, ltem 4,b. (9).

(3) Optical Labs

Provides eyeglasses and eyeglass repair to eligible recipients.

(4) Nurse Anesthetists

Services limited to licensed nurse anesthetists.



TN: 22-0001 Approved:05/03/2022 Effective:06/01/2022 
Supersedes TN: AR-01-25 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM      Page 3d            
STATE ARKANSAS 

 
AMOUNT, DURATION, AND SCOPE OF 
SERVICES PROVIDED       Revised: June 1, 2022         

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
 
6. Medical care and any other type of remedial care recognized under State law, furnished by licensed 

practitioners within the scope of their practice as defined by State law.  (Continued) 
 
6.d. Other Practitioners’ Services (Continued) 
 

(5) Psychologists 
 

Refer to Attachment 3.1-A, Item 4.b.(13). 
 

(6) Obstetric - Gynecologic and Gerontological Nurse Practitioner 
 

Refer to Attachment 3.1-B, Item 21 for coverage limitations. 
 

(7) Pharmacists 
 
 



STATE PLAN UNDER'TITLE XIX OF'ITIE SOCIAL SECURITY AC'T
I\TEDICAL ASSISTANCE PROGRAI\I
STATE ARKANSAS

AI\IOUNT, DURATION AND SCOPE OF
SERVICES PROVIDED

MEDICALLY NEEDY

A'T'TACIINIEN'T 3.I-B
Page 3e

7.a.

7.b.

7.c.

Revised: Apr i l  l ,2002

Home Health Services

Based on a physician's prescription as to medical necessity provided to eligible recipients at their
place of residence not to include institutions required to provide these services. For services above

50 visits per recipient per State Fiscal Year, the provider must request an extension. Extension of the

benefit limit will be provided for all recipients, including EPSDT, if determined medically necessary.

Medical supplies, equipment, and appliances suitable for use in the home.

(2)

Medical supplies are covered for eligible Medicaid recipients when determined medically necessary

and prescribed by a physician. Services are provided in the recipient's home (Home does not include

a long term care facility.) Supplies are limited to a maximum reimbursement of $250.00 per month,
per recipient. As medical supplies are provided to recipients through the Home Health Program and

the Prosthetics Program, the maximum reimbursement of $250.00 per month may be provided

through either program or a combination of the two. However, a recipient may not receive more than

S250.b0 in supplies whether received through either of the two programs or a combination of the two

unless an extension has been granted. Extensions will be considered for recipients under age 2l in
the Child Health Services (EPSDT) Program if documentation verifies medical necessity. The
provider must request an extension of the established benefit limit.

Durable Medical Equipment (DME) - Services are covered in the recipient's home if prescribed by

the recipient's physician as medically necessary. Some DME requires prior authorization. DME is

limitedio specific items. Specific DME is listed in Section III of the Prosthetics Provider Manual.

Augmentative Communication Device

Services for recipients under age 2l are covered as a result of a Child Health Services (EPSDT)

screening/referral. Services for recipients over age 2l are covered if prescribed by the recipient's
physician as medically necessary. Prior authorization is required.

Specialized Wheelchairs

Specialized Wheelchairs are provided for eligible recipients of all ages if prescribed by the

recipient's physician as medically necessary. Prior authorization is required for some items. These

items are listed in Section III of the Prosthetics Provider Manual.

(3)

(4)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 3f      
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  Revised:  January 1, 2022     

MEDICALLY NEEDY 
_____________________________________________________________________________________________ 

7. Home Health Services (Continued)

7.c. In accordance with 42 CFR 440.70(b)(3) medical supplies, equipment and appliances are
suitable for use in any setting in which normal life activities take place. (Continued) 

(5) Diapers/Underpads

Diapers/underpads are limited to $130.00 per month, per recipient.  The $130.00 benefit
limit is a combined limit for diapers/underpads provided through the Prosthetics Program
and Home Health Program.  The benefit limit may be extended with proper documentation.
Only patients with a medical diagnosis other than infancy which results in incontinence of
the bladder and/or bowel may receive diapers.  This coverage does not apply to infants who
would otherwise be in diapers regardless of their medical condition.  Providers cannot bill
for underpads/diapers if a recipient is under the age of three years.

(6) DME/Continuous Glucose Monitors.

A. Continuous Glucose Monitors (CGM) will be covered for Arkansas
Medicaid clients.

B. A prior authorization (PA) will be required and the service will be provided
for those clients who meet medical necessity.

7.d. Physical therapy, occupational therapy, or speech-language pathology and audiology services
provided by a home health agency or medical rehabilitative facility. 

Services under this item are limited to physical therapy when provided by a home health agency 
and prescribed by a physician.  Effective for dates of service on or after July 1, 2017, individual 
and group physical therapy are limited to six (6) units per week.  Effective for dates of service on 
or after January 1, 2021, physical therapy evaluations are limited to two (2) units per State Fiscal 
Year (July 1 through June 30).  Extensions of the benefit limit will be provided if medically 
necessary for eligible Medicaid recipients. 

1-10-2022
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TN: 20-0017 Approved: Effective Date:12/01/20 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 4a
STATE ARKANSAS

AMOUNT, DURATION, AND SCOPE OF
SERVICES PROVIDED  Revised: December 1, 2020

MEDICALLY NEEDY
____________________________________________________________________________________________________

8. Private Duty Nursing to enhance the effectiveness of treatment for ventilator-dependent beneficiaries or non-
ventilator dependent tracheotomy beneficiaries.

Enrolled providers are Private Duty Nursing Agencies licensed by the Arkansas   Department of Health.
Services are provided by Registered Nurses or Licensed Practical Nurses licensed by the Arkansas State Board
of Nursing.

Services are covered for Medicaid-eligible beneficiaries age twenty-one (21) and over when determined medically 
necessary and prescribed by a physician.

Beneficiaries twenty-one (21) and over to receive PDN Nursing Services must require constant supervision, visual
assessment, and monitoring of both equipment and patient.  In addition, the beneficiary must be:

A. Ventilator dependent (invasive) or
B. Have a functioning trach requiring:

1. suctioning;
2. oxygen supplementation; and
3. receiving Nebulizer treatments or require Cough Assist / in-exsufflator devices.

In addition, at least one (1) from each of the following conditions must be met:

1. Medications:
Receiving medication via gastrostomy tube (G-tube)
Have a Peripherally Inserted Central Catheter (PICC) line or central port

2. Feeding:
Nutrition via a permanent access such as G-tube, Low-Profile Button, or Gastrojejunostomy
tube (G-J tube). Feedings are either bolus or continuous.
Parenteral nutrition (total parenteral nutrition)

Services are provided in the beneficiary’s home, a Division of Developmental Disabilities (DDS) community 
provider facility, or a public school. (Home does not include an institution.) Prior authorization is required.  Private 
duty nursing medical supplies are limited to a maximum reimbursement of $80.00 per month, per beneficiary. 
With substantiation, the maximum reimbursement may be extended. 
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9. Clinic Services

(1) Adult Developmental Day Treatment (ADDT) Services

Limited to adult day treatment centers offering the following core services to beneficiaries age
eighteen (18) and above:

a. Assessment and Treatment Plan Development, two (2) units per year

b. Adult Day Habilitation Services, five (5) units per day, one (1) hour each day

c. Provision of noon meal

Optional Services available through Adult Developmental Day Treatment (ADDT) in conjunction 
with core services are as follows:

a. Physical therapy—Services must be prescribed by a physician and provided by or
under the supervision of a qualified physical therapist.

b. Speech-language therapy—Services must be prescribed by a physician and provided
by or under the supervision of a qualified Speech Pathologist.

c. Occupational therapy—Services must be prescribed by a physician and provided by 
or under the supervision of a qualified Occupational therapist.

Occupational, Physical, and Speech-Language Therapy Services are provided in accordance with 
Items 3.1-A.4b(15), 3.1-A.11, 3.1-B.4b(15), and 3.1-B(11).

Extensions of the benefit limit for all ADDT services will be provided if medically necessary. 
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____________________________________________________________________________________________________ 
 
10. Dental Services 

 
Dental services are available for Medicaid beneficiaries age 21 and over but most are benefit limited.  Specific 
benefit limits and prior authorization requirements for beneficiaries age 21 and over are detailed in the Dental 
Provider Manual. 
 
There is an annual benefit limit of $500 for dental services for adults.  Extractions and fees paid to the dental 
lab for the manufacture of dentures are excluded from the annual limit. 
 
All dentures, whether full or partial, must be provided by the one dental lab under contract with the 
Arkansas Medicaid Program to manufacture dentures.  For adults, there is lifetime limit of one set 
of dentures.  This policy applies to both: 
 

• Medicaid eligible beneficiaries age 21 and over and 
• Medicaid eligible beneficiaries under 21 whose eligibility is based on a “pregnant woman aid 

category” AND whose Medicaid ID number ends in the 100 series (100 through 199).     
 
Refer to Attachment 3.1-B, Item 4.b. (16) for information regarding dental services for EPSDT eligible 
children under age 21. 
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11. Physical Therapy and Related Services

Speech-Language Pathology services and qualified Speech-Language Pathologists meet the
requirements set forth in 42 CFR 440.110.  Speech-Language Pathology Assistants work under
the supervision of the Speech-Language Pathologist in accordance with the State’s licensing and
supervisory requirements.

Physical Therapy services and qualified Physical Therapists meet the requirements set forth in 42
CFR 440.110.  Physical Therapy assistants work under the supervision of the Physical Therapist
in accordance with the State’s licensing and supervisory requirements.

Occupational Therapy services and qualified Occupational Therapists meet the requirements set
forth in 42 CFR 440.110.  Occupational Therapy assistants work under the supervision of the
Occupational Therapist in accordance with the State’s licensing and supervisory requirements.

Audiology services and qualified Audiologists meet the requirements set forth in 42 CFR
440.110.

A. Occupational, Physical and Speech-Language Therapy

1. Refer to Attachment 3.1-A, Item 4.b. (15) for therapy services for recipients under age
21.

2. For recipients over age 21, effective for dates of services on or after July 1, 2017,
individual and group therapy are limited to six (6) units per week per discipline.
For recipients over age 21, speech-language therapy evaluations are limited to
four (4) units per State Fiscal Year (July 1 through June 30). Extensions of the
benefit limit will be provided if medically necessary.

3 For recipients over age 21, effective for dates on or after January 1, 2021,
physical therapy evaluations are limited to two (2) units per State Fiscal Year
(July 1 through June 30).  For recipients over age 21, effective for dates on or
after January 1, 2021, Occupational therapy evaluations are limited to two (2)
units per State Fiscal Year (July 1 through June 30).

A. Speech-Language Therapy

Speech Generating Device (SGD) Evaluation - Effective for dates of service on or after
September 1, 1999, Speech Generating Device (SGD) evaluation is covered for eligible
Medicaid recipients of all ages.  One SGD evaluation may be performed every three (3)
years based on medical necessity.  The benefit limit may be extended for individuals under
age 21.

S2U7
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MEDICALLY NEEDY 

12. Prescribed drugs, dentures and prosthetic devices; and eyeglasses prescribed by a physician skilled in diseases of the eye
or by an optometrist

a. Prescribed Drugs

(1) Each recipient age twenty-one (21) or older may have up to six (6) prescriptions each month under the
program. Family Planning, tobacco cessation, prescription drugs for opioid or alcohol use disorder
when part of a Medication Assisted Treatment plan, EPSDT, high blood pressure,
hypercholesterolemia, blood modifiers, diabetes and respiratory illness inhaler prescriptions do not
count against the prescription limit.

(2) Effective January 1, 2006, the Medicaid agency will not cover any Part D drug for full-benefit dual
eligible individuals who are entitled to receive Medicare benefits under Part A or Part B.

(3) The Medicaid agency provides coverage, to the same extent that it provides coverage for all Medicaid
recipients, for the following excluded or otherwise restricted drugs or classes of drugs, or their
medical uses – with the exception of those covered by Part D plans as supplemental benefits through
enhanced alternative coverage as provided in 42 C.F.R. §423.104 (f) (1) (ii) (A) –  to full benefit dual
eligible beneficiaries under the Medicare Prescription Drug Benefit – Part D.

The following excluded drugs, set forth on the Arkansas Medicaid Pharmacy Vendor’s Website, 
are covered: 

a. select agents when used for weight gain:

b. select agents when used for the symptomatic relief of cough and colds:

c. select prescription vitamins and mineral products, except prenatal vitamins and
fluoride:

d. select nonprescription drugs:

(4) The State will reimburse only for the drugs of pharmaceutical manufacturers who have entered into
and have in effect a rebate agreement in compliance with Section 1927 of the Social Security Act,
unless the exceptions in Section 1902(a)(54), 1927(a)(3), or 1927(d) apply.  The State permits
coverage of participating manufacturers’ drugs, even though it may be using a formulary or other
restrictions. Utilization controls will include prior authorization and may include drug utilization
reviews.  Any prior authorization program instituted after July 1, 1991, will provide for a 24-hour
turnaround from receipt of the request for prior authorization.  The prior authorization program also
provides for at least a 72-hour supply of drugs in emergency situations.
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12. Prescribed drugs, dentures and prosthetic devices; and eyeglasses prescribed by a physician skilled in diseases of the eye or by an 
optometrist (Continued) 

a. Prescribed Drugs (continued) 
 

(4) The state is in compliance with section 1927 of the Social Security Act. The state will cover drugs of Federal 
rebate participating manufacturers. The state is in compliance with reporting requirements for utilization and 
restrictions to coverage. Pharmaceutical manufacturers can audit utilization data. 

The state will be negotiating supplemental rebates in the Medicaid program in addition to the Federal rebates 
provided for in Title XIX. Rebate agreements between the state and pharmaceutical manufacturer(s) will be 
separate from the Federal rebates. 

Effective May 1, 2022, CMS has authorized the state of Arkansas to enter into a multi-state supplemental rebate pool, 
using a Preferred Drug List (PDL) to maximize state supplemental rebates. The state will continue to select products 
participating in the federal rebate program that will be in its Preferred Drug List Program and will only receive state 
supplemental rebates for manufacturer’s supplemental covered products included on the PDL. 

 
A rebate agreement between the state and a participating drug manufacturer for drugs provided to the Medicaid 
program, submitted to CMS on May 24, 2016, and entitled, State of Arkansas Supplemental Rebate Agreement, 
has been authorized by CMS. Any additional versions of rebate agreements negotiated between the state and 
manufacturer(s) after May 24, 2016, will be submitted to CMS for authorization. 

The state supplemental rebate agreements would apply to the drug benefit, both fee-for-service and those paid by 
contracted Medicaid managed care organizations (MCOs), under prescribed conditions in Attachment C of the 
State of Arkansas Supplemental Rebate Agreement. State supplemental rebate agreements would apply to 
beneficiaries, including those made eligible under the Affordable Care Act receiving fee-for-service benefits and 
those that are enrolled under a Medicaid managed care organization agreement. 

Supplemental rebates received by the State in excess of those required under the National Drug Rebate Agreement 
will be shared with the Federal government on the same percentage basis as applied under the national rebate 
agreement. 

All drugs covered by the program, irrespective of a supplemental rebate agreement, will comply with the provisions 
of the national drug rebate agreement. 

The supplemental rebate program does not establish a drug formulary within the meaning of 1927(d)(4) of the 
Social Security Act. 

Effective May 1, 2022, CMS has authorized the state of Arkansas to enter into value/outcomes-based contracts with 
manufacturers on a voluntary basis. The conditions of the value/outcomes-based contract would be agreed upon by 
both the state and manufacturer. 

 
 

The unit rebate amount is confidential and cannot be disclosed for purposes other than rebate invoicing and 
verification, in accordance with Section 1927(b)(3)(D) of the Social Security Act. 

(5) Pursuant to 42 U.S.C. Section 1396r-8 the state is establishing a preferred drug list with prior authorization for 
drugs not included on the preferred drug list. Prior authorization will be provided within a 24-hour turn-around 
from receipt of request and a 72-hour supply of drugs in emergency situations. 

 
 
 
 
 
TN: 22-0006        Approved:6/28/2022 Effective:05/01/2022 
Supersedes TN:AR-18-12 
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12. Prescribed drugs, dentures and prosthetic devices; and eyeglasses prescribed by a physician skilled in 

diseases of the eye or by an optometrist (Continued) 
 

a. Prescribed Drugs (continued) 
 
Prior authorization will be established for certain drug classes, particular drugs or 
medically accepted indication for uses and doses. 
 
The state will appoint a Pharmaceutical and Therapeutic Committee or utilize the drug 
utilization review committee in accordance with Federal law. 
 
When a pharmacist receives a prescription for a brand or trade name drug, and dispenses 
an innovator multisource drug that is subject to the Federal Upper Limits (FULs), the 
innovator multisource drug must be priced at or below the FUL or the prescription hand 
annotated by the prescriber “Brand Medically Necessary”.  Only innovator multisource 
drugs that are subject to the Federal Upper Limit at 42 CFR 447.332(a) and dispensed on 
or after July 1, 1991, are subject to the provisions of Section 1903(i)(10)(B) of the Social 
Security Act. 

 
For drugs listed on the Arkansas Medicaid Generic Upper Limit List, the upper limit 
price will not apply if the prescribing physician certifies in writing that a brand name 
drug is medically necessary. 
 
The Arkansas Medicaid Generic Upper Limit List is comprised of State generic upper 
limits on specific multisource drug products and CMS identified generic upper limits on 
multisource drug products. 
 
The Medicaid agency will provide coverage of prescription and over-the-counter 
(OTC) smoking/tobacco cessation covered outpatient drugs for pregnant women as 
recommended in “Treating Tobacco Use and Dependence – 2008 Update:  A 
Clinical Practice Guideline” published by the Public Health Service in May 2008 or 
any subsequent modification of such guideline. 
 
 

b. Dentures 
 

Refer to Attachment 3.1-B Item 4.b(7) for coverage of dentures for Child Health Services 
(EPSDT) recipients. 

 
Dentures are available for eligible Medicaid beneficiaries age 21 and over, but are benefit limited.  
Specific benefit limits and prior authorization requirements for beneficiaries age 21 and over are 
detailed in the Dental Provider Manual. 
 
Dentures are excluded from the annual limit but are limited to one set per lifetime. 
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ARKANSAS 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S):  

 
    ALL        

 
12. Prescribed drugs, dentures and prosthetic devices; and eyeglasses prescribed by a physician skilled in 

diseases of the eye or by an optometrist. 
 

c. Prosthetics devices. 
 
    Provided:       No limitations  With limitations* 
 
   PA* 
 

d. Eyeglasses. 
 
    Provided:       No limitations  With limitations* 
 
   PA* 
 
13. Other diagnostic, screening, preventive, and rehabilitative services, i.e., other than those provided  
 elsewhere in the plan. 
 

a. Diagnostic services. 
 
    Provided:       No limitations  With limitations* 

 
b. Screening services. 

 
    Provided:       No limitations  With limitations* 
 

c. Preventive services. 
 
    Provided:       No limitations  With limitations* 
 

d. Rehabilitative services. 
 
    Provided:       No limitations  With limitations* 
 
14. Services for individuals age 65 or older in institutions for mental diseases. 
 

a. Inpatient Hospital services. 
 
    Provided:       No limitations  With limitations* 

 
b. Nursing facility services. 

 
    Provided:       No limitations  With limitations* 
 
 
*Description provided on attachment. 



12.

STATE PI.AN UNDER TTTLE XIX OF THE SOCIAL SECURITY ACT AfiACHMENT 3.1.8
MEDICAL ASSISTANCE PROGRAM page sa
STATE ARKANSAS

AMOUNT, DURATION AND SCOPE OF
SERVICES PROV|DED Revised: January 1, 1$r3
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Prescribed.drugs, dentures and prosthetic devices; and eyeglasses prescribed by a physician
skilled in diseases of the eye or by an optometrist lcontinireo)

c. Prosthetic Devices

(1) Eye Prostheses - Refer to Attachment g.i -8, ltem 4.b. (1 1).

(2) Hearing Aids, Accessories and Repairs - Refer to Attachment 3.1-8,
Item 4.b. (10).

(3) Pacemakers and internal surgical prostheses when supported by invoice.
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Prescribed drugs, dentures and prosthetic devices; and eyeglasses prescribed by a physician skilled in
diseases of the eye or by an optometrist (Continued)

c. Prosthetic Devices (Continued)

Orthotic Appliances

Services for recipients under age 2l are not benefit limited.

Services for recipients age 2l and over are limited to $3,000 per State Fiscal Year (July I
through June 30). When the Medicaid maximum allowable for an orthotic appliance is $500
or more, prior authorization is required. Specific covered orthotic appliances are listed in

Section III of the Prosthetics Provider Manual.

Prosthetic Devices

Services for recipients under age 2l are not benefit limited.

Services for recipients age 2l and over are limited to $20,000 per State Fiscal Year (July I

through June 30). When the Medicaid maximum allowable for a prosthetic device is $1,000
o, *or", prior authorization is required. Specific covered prosthetic devices are listed in

Section III of the Prosthetics Provider Manual.

(s)
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12. Prescribed drugs, dentures and prosthetic devices; and eyeglasses prescribed by a physician skilled in diseases
of the eye or by an optometrist (Continued)

d. Eyeglasses

For the provision of glasses and/or contact lens for eligible beneficiaries, the following limits are
imposed:

One pair of glasses every twelve (12) months for eligible beneficiaries 2l years of age and
over. Repairs to glasses or professional service for repairing glasses are covered for
eligible beneficiaries 21 years of age and over. Replacement of glasses is covered for
post cataract patients with prior authorization.

One pair of glasses every twelve (12) months for eligible beneficiaries under 2l years of age
in the Child Health Services (EPSDT) Program. One replacement pair of glasses every
twelve (12) months for eligible beneliciaries under 21 years of age in the Child llealth
Services (EPSDT) Program. Repairs to glasses or professional service for repairing
glasses are covered for eligible beneliciaries under 2l years of age. Under special
circumstances, additional glasses may be authorized.

Contact lenses are covered for beneficiaries of all ages if either of the following conditions
are exhibited by the patient:

a. Medical necessity
b. Cataract patients

Prior authorization is required by the Medical Assistance Section. Lens replacement for all
beneficiaries is allowed as medically necessary.

( l )

(2)

(3)

HCFA 17s -&.;&::::=.
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MEDICALLY NEEDY 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this
plan. (Continued)

a. Diagnostic services – Not Provided.
b. Screening services - Not Provided.
c. Preventive services - Provided, with limitation

Arkansas covers vaccines and vaccine administration which includes approved vaccines recommended by the
Advisory Committee on Immunization Practices (an advisory committee established by the Secretary, acting through 
the Director of the Centers for Disease Control and Prevention). 

d. Rehabilitative Services

1. Rehabilitative Services for Persons with Mental Illness (RSPMI)

A comprehensive system of care for behavioral health services has been developed for use by RSPMI
providers. The changes to the program were developed in coordination with providers, representatives of the
Arkansas System of Care and other key stakeholders.

DMS is seeking first to revise service definitions and methods within this program to meet the needs of
persons whose illnesses meet the definitions outlined in the American Psychiatric Association Diagnostic
and Statistical Manual.

Covered mental health services do not include services provided to individuals aged 21 to 65 who reside
in facilities that meet the Federal definition of an institution for mental disease. Coverage of RSPMI
services within the rehabilitation section of Arkansas’ state plan that are provided in IMD’s will be
discontinued as of September 1, 2011.

A. Scope

A range of mental health rehabilitative or palliative services is provided by a duly certified
RSPMI provider to Medicaid-eligible beneficiaries suffering from mental illness, as described in
the American Psychiatric Association Diagnostic and Statistical Manual (DSM-IV and
subsequent revisions).

DMS has set forth in policy the settings in which each individual service may be provided. Each
service shown below includes the place of service allowable for that procedure.

Services:

SERVICE: Mental Health Evaluation/Diagnosis 
DEFINITION: The cultural, developmental, age and disability -relevant clinical 
evaluation and determination of a beneficiary's mental status; functioning in various 
life domains; and an axis five DSM diagnostic 
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this 

plan.  (Continued) 
 
 d. Rehabilitative Services (continued) 
 

formulation for the purpose of developing a plan of care.  This service is required 
prior to provision of all other mental health services with the exception of crisis 
interventions. Services are to be congruent with the age, strengths, necessary, 
accommodations for disability, and cultural framework of the beneficiary and his/her 
family. 
 
Setting information could be summarized in the description if the State would like to 
include this information. 
 
This service must be performed by a physician or mental health professional and is 
necessary to determine how best to proceed in developing an array of rehabilitative 
treatment services for maximum reduction of a mental disability and to restore the 
beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 

 
• SERVICE:  Psychological Evaluation 

DEFINITION:  A Psychological Evaluation employs standardized psychological 
tests conducted and documented for evaluation, diagnostic, or therapeutic purposes.  
The evaluation must be medically necessary, culturally relevant; with reasonable 
accommodations for any disability, provide information relevant to the beneficiary's 
continuation in treatment, and assist in treatment planning. All psychometric 
instruments must be administered, scored, and interpreted by the qualified 
professional. 

 
This service must be performed by a physician or mental health professional and is 
necessary to determine how best to proceed in developing an array of rehabilitative 
treatment services for maximum reduction of a mental disability and to restore the 
beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 
 

• SERVICE:  Psychiatric Diagnostic Assessment 
DEFINITION:  A direct face-to-face service contact occurring between the physician 
or Advanced Practice Nurse and the beneficiary for the purpose of evaluation.  
Psychiatric Diagnostic Assessment includes a history, mental status, and a 
disposition, and may include communication with family or other sources, ordering 
and medical interpretation of laboratory or other medical diagnostic studies. (See 
Section 224.000 for additional requirements.) 

 
This service must be performed by a physician or Advanced Practice Nurse and is 
necessary to determine how best to proceed in developing an array of rehabilitative 
treatment services for maximum reduction of a mental disability and to restore the 
beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this 

plan.  (Continued) 
 
 d. Rehabilitative Services (continued) 
 

An APN performing the Psychiatric Diagnostic Assessment MUST meet the 
following: 

1. Licensed by the Arkansas State Board of Nursing 
2. Practicing with licensure through the American Nurses Credentialing 

Center 
3. Practicing under the supervision of an Arkansas-licensed psychiatrist 

who has an affiliation with the RSPMI program and with whom the 
Advanced Practice Nurse has a collaborative agreement.  Prior to the 
initiation of the treatment plan, the findings of the Psychiatric Diagnostic 
Assessment conducted by the Advanced Practice Nurse must be discussed 
with the supervising psychiatrist.  The collaborative agreement must 
comply with all Board of Nursing requirements and must spell out, in 
detail, what the nurse is authorized to do and what age group they may do 
it to.   

4. Practicing within the scope of practice as defined by the Arkansas Nurse 
Practice Act 

5. Practicing within an Advanced Practice Nurse’s experience and 
competency level 

 
• SERVICE:  Master Treatment Plan 

DEFINITION:  A developed plan in cooperation with the beneficiary (parent or 
guardian if the beneficiary is under 18), to deliver specific mental health services to 
the beneficiary to restore, improve or stabilize the beneficiary's mental health 
condition. The plan must be based on individualized service needs identified in the 
completed Mental Health Diagnostic Evaluation. The plan must include goals for the 
medically necessary treatment of identified problems, symptoms and mental health 
conditions. The plan must identify individuals or treatment teams responsible for 
treatment, specific treatment modalities prescribed for the beneficiary, time 
limitations for services, and documentation of medical necessity by the supervising 
physician. 
 
This service must be performed by a physician and licensed mental health 
professionals in conjunction with the beneficiary and is necessary for developing an 
array of rehabilitative treatment services according to goals and objectives for 
maximum reduction of a mental disability and to restore the beneficiary to his or her 
best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 

 
• SERVICE:  Periodic Review of Master Treatment Plan 

DEFINITION:  The periodic review and revision of the master treatment plan, in 
cooperation with the beneficiary, to determine the beneficiary's progress or lack of 
progress toward the master treatment plan goals and objectives; the efficacy of the 
services provided; and continued medical necessity of services.  This includes a 
review and revision of the measurable goals and measurable objectives directed at 
the medically necessary treatment of identified symptoms/mental health condition, 
individuals or treatment teams responsible for treatment, specific treatment 
modalities, and necessary accommodations that will be provided to the beneficiary, 
time limitations for services, and the medical necessity of continued 
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 d. Rehabilitative Services (continued) 

 
services. Services are to be congruent with the age, strengths, necessary 
accommodations for any disability, and cultural framework of the 
beneficiary and his/her family. 

 
This service must be performed by a physician and licensed mental health 
professionals in conjunction with the beneficiary to ensure that the array of 
rehabilitative treatment services is producing the desired outcome according to 
goals and objectives and to determine if the maximum reduction of a mental 
disability restoration of the beneficiary to his or her best possible functional 
level is progressing. 
 
Please refer to Provider Qualifications on page 5d18. 
 

• SERVICE:  Interpretation of Diagnosis 
DEFINITION:  A face-to face therapeutic intervention provided to a 
beneficiary in which the results/implications/diagnoses from a mental health 
diagnosis evaluation or a psychological evaluation are explained by the 
professional who administered the evaluation.  Services are to be congruent 
with the age, strengths, necessary accommodations, and cultural framework 
of the beneficiary and his/her family. 
 
This service must be performed by a physician or licensed mental health 
professional to assist the beneficiary and his or her primary support persons in 
understanding what is necessary for developing an array of rehabilitative 
treatment services for maximum reduction of a mental disability and to restore 
the beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 

 
• SERVICE:  Individual Psychotherapy 

DEFINITION: Face-to-face treatment provided by a licensed mental health 
professional on an individual basis.  Services consist of structured sessions 
that work toward achieving mutually defined goals as documented in the 
master treatment plan.  Services are to be congruent with the age, 
strengths, needed accommodations necessary for any disability, and 
cultural framework of the beneficiary and his/her family.  The treatment 
service must reduce or alleviate identified symptoms, maintain or improve 
level of functioning, or prevent deterioration. 
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This service must be performed by a licensed mental health professional and 
is necessary as part of an array of other rehabilitative treatment services used 
together when clinically indicated according to a master treatment plan for 
maximum reduction of a mental disability and to restore the beneficiary to his 
or her best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 

 
• SERVICE:  Marital/Family Psychotherapy – Beneficiary is not present 

DEFINITION:  Face-to-face treatment provided to more than one member 
of a family simultaneously in the same session or treatment with an 
individual family member (i.e. Spouse or Single Parent) that is specifically 
related to achieving goals identified on the beneficiary's master treatment 
plan.  The identified beneficiary is not present for this service.  Services are 
to be congruent with the age, strengths, needed accommodations for any 
disability, and cultural framework of the beneficiary and his/her family.  
These services identify and address marital/family dynamics and 
improve/strengthen marital/family interactions and functioning in 
relationship to the beneficiary, the beneficiary's condition and the 
condition's impact on the marital/family relationship. 
 
When all three conditions are taken together, it would be necessary to 
address marital/family dynamics and improve/strengthen the marital/family 
interactions and functioning in order o focus on the Medicaid eligible 
beneficiary’s condition and how it can be improved. 
 
The reason for providing this service is to improve the integrity of the 
patient’s support system and documentation must reflect how the therapy 
accomplishes that rather than becoming therapy for the caregiver in and of 
itself. 
 
The service may only be provided by a mental health professional 
practicing within the scope of their licensure. 
 
This service must be performed by a licensed mental health professional and 
is necessary as part of an array of other rehabilitative treatment services used 
together when clinically indicated according to a master treatment plan for 
maximum reduction of a mental disability and to restore the beneficiary to his 
or her best possible functional level. 
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Please refer to Provider Qualifications on page 5d18. 
 

• SERVICE:  Marital/Family Psychotherapy – Beneficiary is present 
DEFINITION:  Face-to-face treatment provided to more than one member 
of a family simultaneously in the same session or treatment with an 
individual family member (i.e. Spouse or Single Parent) that is specifically 
related to achieving goals identified on the beneficiary's master treatment 
plan.  The identified beneficiary must be present for this service.  Services 
are to be congruent with the age, strengths, needed accommodations for 
disability, and cultural framework of the beneficiary and his/her family.  
These services are to be utilized to identify and address marital/family 
dynamics and improve/strengthen marital/family interactions and 
functioning in relationship to the beneficiary, the beneficiary's condition 
and the condition's impact on the marital/family relationship. 
 
This service must be performed by a licensed mental health professional and 
is necessary as part of an array of other rehabilitative treatment services used 
together when clinically indicated according to a master treatment plan for 
maximum reduction of a mental disability and to restore the beneficiary to his 
or her best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 

 
• Individual Outpatient – Speech Therapy, Speech Language Pathologist 

Scheduled individual outpatient care provided by a licensed speech 
pathologist supervised by a physician to a Medicaid-eligible beneficiary for 
the purpose of treatment and remediation of a communicative disorder 
deemed medically necessary.  See the Occupational, Physical and Speech 
Therapy Program Provider Manual for specifics of the speech therapy 
services. 
 
This service must be performed by licensed speech language pathologist and is 
necessary as part of an array of other rehabilitative treatment services used 
together when clinically indicated according to a master treatment plan for 
maximum reduction of a mental disability and to restore the beneficiary to his 
or her best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 
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 d. Rehabilitative Services (continued) 
 

• Individual Outpatient – Speech Therapy, Speech Language Pathologist 
Assistant 
Scheduled individual outpatient care provided by a licensed speech 
pathologist assistant supervised by a qualified speech language pathologist 
to a Medicaid-eligible beneficiary for the purpose of treatment and 
remediation of a communicative disorder deemed medically necessary.  See 
the Occupational, Physical and Speech Therapy Program Provider Manual 
for specifics of the speech therapy services. 
 
This service must be performed by licensed speech language pathologist 
assistant and is necessary as part of an array of other rehabilitative treatment 
services used together when clinically indicated according to a master 
treatment plan for maximum reduction of a mental disability and to restore 
the beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 

 
• Group Outpatient – Speech Therapy, Speech Language Pathologist 

Contact between a group of Medicaid-eligible beneficiaries and a speech 
pathologist for the purpose of speech therapy and remediation.  See the 
Occupational, Physical and Speech Therapy Provider Manual for specifics 
of the speech therapy services. 
Group Outpatient – Speech Therapy, Speech Language Pathologist 
Assistant 
 
Contact between a group of Medicaid-eligible beneficiaries and a speech 
pathologist assistant for the purpose of speech therapy and remediation.  
See the Occupational, Physical and Speech Therapy Provider Manual for 
specifics of the speech therapy services. 
 
This service must be performed by licensed speech language pathologist and is 
necessary as part of an array of other rehabilitative treatment services used 
together when clinically indicated according to a master treatment plan for 
maximum reduction of a mental disability and to restore the beneficiary to his 
or her best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 
 

• SERVICE:  Group Outpatient – Group Psychotherapy 
DEFINITION:  Face-to-face interventions provided to a group of 
beneficiaries on a regularly scheduled basis to improve behavioral or 
cognitive problems which either cause or exacerbate mental illness. 
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The professional uses the emotional interactions of the group's members to 
assist them in implementing each beneficiary's master treatment plan. 
Services are to be congruent with the age, strengths, needed 
accommodation for any disability, and cultural framework of the 
beneficiary and his/her family. 
 
This service must be performed by a licensed mental health professional and 
is necessary as part of an array of other rehabilitative treatment services used 
together when clinically indicated according to a master treatment plan for 
maximum reduction of a mental disability and to restore the beneficiary to his 
or her best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 

 
• SERVICE:  Therapeutic Day/Acute Day Treatment 

DEFINITION:  This service includes the administration of individual, 
family/marital and group therapies, face to face interventions and 
supportive services and is designed to be more intensive in nature than 
rehabilitative day services. 
 
The providers are a combination of licensed professionals (psychologist, 
LCSW, LPC, LPE, RN, and paraprofessionals.  Licensed professionals must 
supervise the milieu and a physician must provide oversight.  
Paraprofessionals must be supervised by a licensed professional. 
 
Short-term daily array of continuous, highly structured, intensive 
outpatient services provided by a mental health professional.  These 
services are for beneficiaries experiencing acute psychiatric symptoms that 
may result in the beneficiary being in imminent danger of psychiatric 
hospitalization and are designed to stabilize the acute symptoms.  These 
direct therapy and medical services are intended to be an alternative to 
inpatient psychiatric care and are expected to reasonably improve or 
maintain the beneficiary's condition and functional level to prevent 
hospitalization and assist with assimilation to his/her community after an 
inpatient psychiatric stay of any length.  These services are to be provided 
by a team consisting of mental health clinicians, paraprofessionals and 
nurses, with physician oversight and availability. The team composition 
may vary depending on clinical and programmatic needs but must at a 
minimum include a licensed mental health clinician and physician who 
provide services and oversight. Services are to be congruent with the age, 

 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM      Page 5d9 
STATE 

 
ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED            Revised: September 1, 2010 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
 
13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this 

plan.  (Continued) 
 
 d. Rehabilitative Services (continued) 
 

strengths, needed accommodation for any disability, and cultural 
framework of the beneficiary and his/her family. 
 
These services must include constant staff supervision of beneficiaries 
and physician oversight. 

 
This service must be performed and overseen by a multidisciplinary team 
of physician, licensed mental health professional and mental health 
paraprofessional staff and is necessary as part of an array of other 
rehabilitative treatment services used together when clinically indicated 
according to a master treatment plan for maximum reduction of a mental 
disability and to restore the beneficiary to his or her best possible 
functional level. 

 
Please refer to Provider Qualifications on page 5d18. 

 
• SERVICE:  Crisis Intervention 

DEFINITION:  Unscheduled, immediate, short-term treatment 
activities provided to a Medicaid-eligible beneficiary who is 
experiencing a psychiatric or behavioral crisis.  Services are to be 
congruent with the age, strengths, needed accommodation for any 
disability, and cultural framework of the beneficiary and his/her 
family. These services are designed to stabilize the person in crisis, 
prevent further deterioration, and provide immediate indicated 
treatment in the least restrictive setting.  (These activities include 
evaluating a Medicaid-eligible beneficiary to determine if the need for 
crisis services is present.) 
 
This service must be performed by a licensed mental health professional 
and is necessary as part of an array of other rehabilitative treatment 
services used together when clinically indicated according to a master 
treatment plan for maximum reduction of a mental disability and to 
restore the beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 
 

• SERVICE:  Physical Examination – Psychiatrist or Physician 
Physical Examination – Psychiatric Mental Health Clinical Nurse 
Specialist or Psychiatric Mental Health Advanced Nurse Practitioner 
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DEFINITION:  A general multisystem examination based on age and 
risk factors to determine the state of health of an enrolled RSPMI 
beneficiary. 
 
This service must be performed by a psychiatrist, physician, 
psychiatric mental health clinical nurse specialist or psychiatric mental 
health advanced nurse practitioner and is necessary as part of an array of 
other rehabilitative treatment services used together when clinically 
indicated according to a master treatment plan for maximum reduction of 
a mental disability and to restore the beneficiary to his or her best possible 
functional level. 
 
Please refer to Provider Qualifications on page 5d18. 
 

• SERVICE:  Pharmacologic Management by Physician (formerly 
Medication Maintenance by a physician) 
Pharmacologic Management by Mental Health Clinical Nurse 
Specialist or Psychiatric Mental Health Advanced Nurse Practitioner 
DEFINITION:  Provision of service tailored to reduce, stabilize or 
eliminate psychiatric symptoms by addressing individual goals in the 
master treatment plan. This service includes evaluation of the 
medication prescription, administration, monitoring, and supervision 
and informing beneficiaries regarding medication(s) and its potential 
effects and side effects in order to make informed decisions regarding 
the prescribed medications. Services must be congruent with the age, 
strengths, necessary accommodations for any disability, and cultural 
framework of the beneficiary and his/her family. 

 
This service must be performed by a psychiatrist, physician, 
psychiatric mental health clinical nurse specialist or psychiatric mental 
health advanced nurse practitioner and is necessary as part of an array of 
other rehabilitative treatment services used together when clinically 
indicated according to a master treatment plan for maximum reduction of 
a mental disability and to restore the beneficiary to his or her best possible 
functional level. 
 
Please refer to Provider Qualifications on page 5d18. 
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• SERVICE:  Medication Administration by a Licensed Nurse 
DEFINITION:  Administration of a physician-prescribed medication to 
a beneficiary. This includes preparing the beneficiary and medication; 
actual administration of oral, intramuscular and/or subcutaneous 
medication; observation of the beneficiary after administration and any 
possible adverse reactions; and returning the medication to its previous 
storage. 

 
This service must be performed by a qualified, licensed health care 
professional and is necessary as part of an array of other rehabilitative 
treatment services used together when clinically indicated according to a 
master treatment plan for maximum reduction of a mental disability and 
to restore the beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 

 
• SERVICE:  Group Outpatient – Pharmacologic Management by a 

Physician 
DEFINITION:  Therapeutic intervention provided to a group of 
beneficiaries by a licensed physician involving evaluation and 
maintenance of the Medicaid-eligible beneficiary on a medication 
regimen with simultaneous supportive psychotherapy in a group 
setting.  This includes evaluating medication prescription, 
administration, monitoring, and supervision; and informing 
beneficiaries regarding medication(s) and its potential effects and side 
effects. Services are to be congruent with the age, strengths, necessary 
accommodations for any disability, and cultural framework of the 
beneficiary and his/her family. 

 
This service must be performed by a physician and is necessary as part of 
an array of other rehabilitative treatment services used together when 
clinically indicated according to a master treatment plan for maximum 
reduction of a mental disability and to restore the beneficiary to his or her 
best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 
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• SERVICE:  Routine Venipuncture for Collection of Specimen 
DEFINITION:  The process of drawing a blood sample through 
venipuncture (i.e., inserting a needle into a vein to draw the specimen with a 
syringe or vacutainer) or collecting a urine sample by catheterization as 
ordered by a physician or psychiatrist. 

 
This service must be performed by a qualified, licensed health care 
professional and is necessary as part of an array of other rehabilitative 
treatment services used together when clinically indicated according to a 
master treatment plan for maximum reduction of a mental disability and to 
restore the beneficiary to his or her best possible functional level. 

 
Please refer to Provider Qualifications on page 5d18. 

 
• SERVICE:   Collateral Intervention, Mental Health Professional 

DEFINITION:  A face-to-face contact by a mental health professional with 
caregivers, family members, other community-based service providers or 
other Participants on behalf of and with the expressed written consent of an 
identified beneficiary in order to obtain or share relevant information 
necessary to the enrolled beneficiary's assessment, master treatment plan , 
and/or rehabilitation. The identified beneficiary does not have to be present 
for this service.  Services are to be congruent with the age, strengths, 
needed accommodations for any disability, and cultural framework of the 
beneficiary and his/her family. 
 
This service must be performed by a licensed mental health professional and 
is necessary as part of an array of other rehabilitative treatment services used 
together when clinically indicated according to a master treatment plan for 
maximum reduction of a mental disability and to restore the beneficiary to his 
or her best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 

 
• SERVICE:   Collateral Intervention, Mental Health Paraprofessional 

DEFINITION:  A face-to-face contact by a mental health paraprofessional 
with caregivers, family members, other community-based service providers 
or other Participants on behalf of and with the expressed written consent of 
an identified beneficiary in order to obtain or share relevant information 
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necessary to the enrolled beneficiary's assessment, master treatment 
plan, and/or rehabilitation. Services are to be congruent with the age, 
strengths, needed accommodation for any disability, and cultural 
framework of the beneficiary and his/her family.  The identified 
beneficiary does not have to be present for this service. 
 
This service must be performed by a mental health paraprofessional 
under the supervision of a licensed mental health professional and is 
necessary as part of an array of other rehabilitative treatment services 
used together when clinically indicated according to a master treatment 
plan for maximum reduction of a mental disability and to restore the 
beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 

 
• SERVICE:  Crisis Stabilization Intervention, Mental Health 

Professional 
DEFINITION:  Scheduled face-to-face treatment activities provided to 
a beneficiary who has recently experienced a psychiatric or behavioral 
crisis that are expected to further stabilize, prevent deterioration, and 
serve as an alternative to 24-hour inpatient care. Services are to be 
congruent with the age, strengths, needed accommodation for any 
disability, and cultural framework of the beneficiary and his/her 
family. 
This service must be performed by a licensed mental health professional 
and is necessary as part of an array of other rehabilitative treatment 
services used together when clinically indicated according to a master 
treatment plan for maximum reduction of a mental disability and to 
restore the beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 
 

• SERVICE:  Crisis Stabilization Intervention, Mental Health 
Paraprofessional 
DEFINITION:  Scheduled face-to-face treatment activities provided to 
a beneficiary who has recently experienced a psychiatric or behavioral 
crisis that are expected to further stabilize, prevent deterioration, and 
serve as an alternative to 24-hour inpatient care. Services are to be 
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d. Rehabilitative Services (continued) 
 
congruent with the age, strengths, needed accommodation for any 
disability, and cultural framework of the beneficiary and his/her 
family. 
 
This service must be performed by a mental health paraprofessional 
under the supervision of a licensed mental health professional and is 
necessary as part of an array of other rehabilitative treatment services 
used together when clinically indicated according to a master treatment 
plan for maximum reduction of a mental disability and to restore the 
beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 

 
• SERVICE:  Intervention, Mental Health Professional (formerly On-

Site and Off-Site Interventions, MHP) 
DEFINITION:  Face-to-face medically necessary treatment activities 
provided to a beneficiary consisting of specific therapeutic 
interventions as prescribed on the master treatment plan to re-direct a 
beneficiary from a psychiatric or behavioral regression or to improve 
the beneficiary’s progress toward specific goal(s) and outcomes.  These 
activities may be either scheduled or unscheduled as the goal warrants. 
 Services are to be congruent with the age, strengths, necessary 
accommodations for any disability, and cultural framework of the 
beneficiary and his/her family. 
 
This service must be performed by a licensed mental health professional 
and is necessary as part of an array of other rehabilitative treatment 
services used together when clinically indicated according to a master 
treatment plan for maximum reduction of a mental disability and to 
restore the beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 

 
• SERVICE:  Intervention, Mental Health Paraprofessional (formerly 

On-Site and Off-Site Intervention, Mental Health Paraprofessional) 
DEFINITION:  Face-to-face, medically necessary treatment activities 
provided to a beneficiary consisting of specific therapeutic 
interventions prescribed on the master treatment plan, which are 
expected to accomplish a specific goal or objective listed on the master 
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treatment plan.  These activities may be either scheduled or 
unscheduled as the goal or objective warrants. Services are to be 
congruent with the age, strengths, necessary accommodations for any 
disability, and cultural framework of the beneficiary and his/her 
family. 
 
This service must be performed by a mental health paraprofessional 
under the supervision of a licensed mental health professional and is 
necessary as part of an array of other rehabilitative treatment services 
used together when clinically indicated according to a master treatment 
plan for maximum reduction of a mental disability and to restore the 
beneficiary to his or her best possible functional level. 
 
Please refer to Provider Qualifications on page 5d18. 

 
• SERVICE:  Rehabilitative Day Service for Persons under Age 18 

DEFINITION: An array of face-to-face interventions providing a 
preplanned and structured group program for identified beneficiaries 
that improve emotional and behavioral symptoms of youth diagnosed 
with childhood disorders, as distinguished from the symptom 
stabilization function of acute day treatment.  These interventions are 
person- and family-centered, age-appropriate, recovery based, 
culturally competent, must reasonably accommodate disability, and 
must have measurable outcomes. These activities are designed to assist 
the beneficiary with compensating for or eliminating functional deficits 
and interpersonal and/or environmental barriers associated with their 
mental illness.  The intent of these services is to enhance a youth's 
functioning in the home, school, and community with the least amount 
of ongoing professional intervention.  Skills addressed may include: 
emotional skills, such as coping with stress, anxiety, or anger; 
behavioral skills, such as positive peer interactions, appropriate 
social/family interactions, and managing overt expression of symptoms 
like impulsivity and anger; daily living and self-care skills, such as 
personal care and hygiene, and daily structure/use of time; cognitive 
skills, such as problem solving, developing a positive self-esteem, and 
reframing, money management, community integration, understanding 
illness, symptoms and the proper use of medications; and any similar 
skills required to implement a beneficiary's master treatment plan. 
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This service must be performed and overseen by a multidisciplinary team 
of physician, licensed mental health professional and mental health 
paraprofessional staff and is necessary as part of an array of other 
rehabilitative treatment services used together when clinically indicated 
according to a master treatment plan for maximum reduction of a mental 
disability and to restore the beneficiary to his or her best possible 
functional level. 
 
Please refer to Provider Qualifications on page 5d18. 
 

• Rehabilitative Day Service for Persons Ages 18-20 
Apply the above definition and requirements (except Staff to Client 
Ratios, which are outlined below). 
Additional information: Use code H2017 with no modifier to claim for 
services provided to beneficiaries for ages 18-20. 

 
• SERVICE:  Adult Rehabilitative Day Service 

DEFINITION: Adult Rehabilitative day services  provide a continuing, 
organized program of rehabilitative, therapeutic and supportive health 
services, and supervision to individuals who are mentally ill and who, 
due to the severity of their impairment, are in need of face to face 
interventions provided in a structured group program.  This service is 
designed for long-term recovery and self-sufficiency. 

Adult Rehabilitative day services provide rehabilitative and health 
services directed toward meeting the health restoration and 
maintenance needs of the beneficiary in a facility-based program 
providing specialized rehabilitation. 

Services may include: 

A.  Goal compliance, 

B.  Problem solving, 

C.  Patient Safety 

D.  Task completion 

E.   Pharmaceutical supervision and/or 

G.  Health monitoring. 
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this 

plan.  (Continued) 
 
 d. Rehabilitative Services (continued) 
 

An array of face-to-face interventions providing a preplanned and 
structured group program for identified beneficiaries that aimed at long-
term recovery and maximization of self-sufficiency, as distinguished from 
the symptom stabilization function of acute day treatment.  These 
interventions are person- and family-centered, recovery based, culturally 
competent, provide needed accommodation for any disability and must have 
measurable outcomes. These activities assist the beneficiary with 
compensating for or eliminating functional deficits and interpersonal 
and/or environmental barriers associated with their chronic mental illness.  
The intent of these services is to restore the fullest possible integration of 
the beneficiary as an active and productive member of his/her family, social 
and work community and/or culture with the least amount of ongoing 
professional intervention.  Skills addressed may include: emotional skills, 
such as coping with stress, anxiety, or anger; behavioral skills, such as 
proper use of medications, appropriate social interactions, and managing 
overt expression of symptoms like delusions or hallucinations; daily living 
and self-care skills, such as personal care and hygiene, money management, 
and daily structure/use of time; cognitive skills, such as problem solving, 
understanding illness and symptoms, and reframing; community 
integration skills and any similar skills required to implement a 
beneficiary's master treatment plan . 
 
This service also includes the administration of individual intervention 
services, individual therapy, group therapy and supportive services, but are 
designed to assist with beneficiary functioning on a day to day basis within 
the community. 
 
The providers are licensed mental health professionals and 
paraprofessionals under their supervision. 
 
This service must be performed and overseen by a multidisciplinary team of 
physician, licensed mental health professional and mental health 
paraprofessional staff and is necessary as part of an array of other 
rehabilitative treatment services used together when clinically indicated 
according to a master treatment plan for maximum reduction of a mental 
disability and to restore the beneficiary to his or her best possible functional 
level. 

 
Please refer to Provider Qualifications on page 5d18. 
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SERVICES PROVIDED            Revised: September 1, 2010 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
 
13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this 

plan.  (Continued) 
 
 d. Rehabilitative Services (continued) 

 
B. Provider Qualifications 

 
Rehabilitative Services for Persons with Mental Illness (RSPMI) are limited to certified 
providers who offer core mental health services for the treatment and prevention of 
mental disorders.  The provider must be certified as an RSPMI provider by the 
Division of Behavioral Health Services.  Providers not certified by the Division of 
Behavioral Health Services may not provide these services. 

 
Providers for each specific RSPMI service are licensed by the State and must 
practice within the scope of Arkansas licensure.  Individuals providing RSPMI 
services must be: 

 
1. Licensed in the State of Arkansas as a mental health professional.; 

 
2. Medical records librarian; 

 
3. Licensed in the State of Arkansas as a Psychiatrist - The psychiatrist may provide 
oversight, medical care, or both.  If the psychiatrist does not provide all medically 
necessary RSPMI medical care, then a medical doctor may provide medical care in 
addition to a psychiatrist; 
 
4. Licensed Psychologist or Licensed Psychological Examiner 
 
5.  Licensed Physician or 

 
6.  Certified Mental Health Paraprofessional, under the direct supervision of a 
Licensed Mental Health Professional 
 
Qualified professionals must be present to furnish all medically necessary RSPMI 
services, including all services in each patient’s care plan 
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MEDICALLY NEEDY 
____________________________________________________________________________________________________ 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided
elsewhere in this plan.  (Continued)

d. Rehabilitative Services (continued)

1. Rehabilitative Services for Persons with Mental Illness (RSPMI)(continued)

The transition process to eliminate the Rehabilitative Services for Persons with
Mental Illness (RSPMI) and Licensed Mental Health Practitioner (LMHP) Program
is contingent upon the approval of the implementation of the Outpatient Behavioral
Health Services Program.  Clients currently served by the RSPMI and LMHP
programs will begin being transitioned to the Outpatient Behavioral Health
Program starting on July 1, 2017.  RSPMI and LMHP will cease to exist on June 30,
2018 and no Arkansas Medicaid payments will occur to any RSPMI or LMHP
provider for a service provided after June 30, 2018.
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STATE ARKANSAS

AMOUNT, DURATION AND SCOPE OF
SERVICES PROVIDED October 1, 2012

MEDICALLY NEEDY
____________________________________________________________________________________________________
13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this plan.

(Continued)

d. Rehabilitative Services (Continued)

2. Rehabilitative Services for Persons with Physical Disabilities (RSPD)

a. Extended Rehabilitative Hospital Services

Extended Rehabilitative Hospital Services are services for the rehabilitation of patients with various
neurological, musculo-skeletal, orthopedic and other medical conditions following stabilization of their
acute medical conditions. Extended Rehabilitative Hospital Services are a global service, covering all
rehabilitative, psychological and/or social services required of the admitting facility for licensure,
certification and/or accreditation.

The following services are included in the global coverage of an Extended Rehabilitative Hospital:

1) Restorative Therapies
2) Behavioral Rehabilitation
3) Life Skills Training
4) Individual and Group Counseling
5) Assessment Services
6) Nursing Care

Persons eligible for admission must have at least one of the following neurological conditions: Post
acute traumatic or acquired brain injury. This includes and is limited to viral encephalitis, meningitis,
aneurysms, cerebral vascular accident/stroke, post-operative tumors, anoxia, hypoxias, toxic
encephalopathies, refractory seizure disorders and congenital neurological brain disorders. These
conditions can be with or without moderate to severe behavioral disorders secondary to a brain injury.

An Extended Rehabilitative Hospital must be licensed by the Division of Health as a Rehabilitative
Hospital. An Extended Rehabilitative Hospital must also be certified as a Title XVIII (Medicare)
Rehabilitative Hospital provider. Extended Rehabilitative Hospital services are provided by a licensed
practitioner who is directly related to the beneficiary’s rehabilitative adjustment.

Extended Rehabilitative Hospital services provided are limited to thirty (30) days per state fiscal year,
July 1 through June 30, for ages 21 and older. No extensions will be considered. However,
beneficiaries who are under the age of 21 years and in the Child Health Services (EPSDT) Program are
not limited to the thirty (30) day annual benefit limit. The thirty (30) day annual benefit limit only
applies to services provided in an RSPD facility and does not include days counted toward any other
Medicaid Program benefit limit, e.g., hospital, nursing home, etc.

Service delivery is delivery is the same as inpatient hospital services described in Attachment 3.1-A,
Page 1a, Item 1, minus the room and board component.

Extended Rehabilitative Hospital Services are available to eligible Medicaid recipients of all ages when
medically necessary as determined by the PRO. Services are limited to 30 days per State Fiscal Year for
beneficiaries age 21 and older. Recipients under age 21 in the Child Health Services (EPSDT) Program
are not benefit limited.
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MEDICALLY NEEDY 
____________________________________________________________________________________________________ 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided
elsewhere in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)

As part of the Behavioral Health transformation within the state of Arkansas, DMS is creating a
more integrated and client-focused behavioral health care system.  These changes were developed in
coordination with the Division of Behavioral Health Services (DBHS), providers, representatives of
the Arkansas System of Care, beneficiaries and other key stakeholders.

A. Scope

Care, treatment and services provided by a certified Behavioral Health Services provider to 
Medicaid-eligible beneficiaries.  These services are available to all eligible Medicaid beneficiaries. 
 Services which require an Independent Assessment are indicated by the statement, “Eligibility for 
this service is determined by an Independent Assessment and must be prior authorized.”   

DMS has set forth in policy the settings in which each individual service may be provided.  Each 
service shown below includes the place of service allowable for that procedure. 

B. Services

i.: Individual Behavioral Health Counseling* 

DEFINITION: Individual Behavioral Health Counseling, including tobacco cessation, is a face-to-
face treatment provided to an individual in an outpatient setting for the purpose of treatment and 
remediation of a condition as described in the current allowable DSM. Services must be congruent 
with the age and abilities of the beneficiary, client-centered and strength-based; with emphasis on 
needs as identified by the beneficiary and provided with cultural competence. The treatment 
service must reduce or alleviate identified symptoms related to either (a) Mental Health or (b) 
Substance Abuse, and maintain or improve level of functioning, and/or prevent deterioration.  

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; Physician; For 
Beneficiaries Under the Age of 4 the provider must have Arkansas State Infant Mental Health 
Certification.   

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS) (continued)

B. Services

ii. Group Behavioral Health Counseling*

DEFINITION: Group Behavioral Health Counseling, including tobacco cessation, is a face-to-face 
treatment provided to a group of beneficiaries. Services leverage the emotional interactions of the 
group's members to assist in each beneficiary’s treatment process, support his/her rehabilitation 
effort, and to minimize relapse. Services must be congruent with the age and abilities of the 
beneficiary, client-centered and strength-based; with emphasis on needs as identified by the 
beneficiary and provided with cultural competence. Services pertain to a beneficiary’s (a) Mental 
Health and/or (b) Substance Abuse condition.  

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; and Physician 

iii. Marital/Family Behavioral Health Counseling with Beneficiary Present*

DEFINITION: Marital/Family Behavioral Health Counseling with Beneficiary Present, including 
tobacco cessation, is a face-to-face treatment provided to one or more family members in the 
presence of a beneficiary for the benefit of the beneficiary. Services must be congruent with the 
age and abilities of the beneficiary, client-centered and strength-based; with emphasis on needs as 
identified by the beneficiary and provided with cultural competence. Services are designed to 
enhance insight into family interactions, facilitate inter-family emotional or practical support and 
to develop alternative strategies to address familial issues, problems and needs. Services pertain to 
a beneficiary’s (a) Mental Health and/or (b) Substance Abuse condition.  

-Dyadic treatment is available for parent/caregiver & child for dyadic treatment of children.
Dyadic treatment must be prior authorized.

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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SERVICES PROVIDED  July 1, 2017 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS) (continued)

iii. Marital/Family Behavioral Health Counseling with Beneficiary Present (continued)*

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; Physician; and 
For Beneficiaries Under the Age of 4 the provider must have Arkansas State Infant Mental Health 
Certification.   

iv. Marital/Family Behavioral Health Counseling without Beneficiary Present*

DEFINITION: Marital/Family Behavioral Health Counseling without Beneficiary Present, 
including tobacco cessation, is a face-to-face treatment provided to one or more family members 
outside the presence of a beneficiary for the benefit of the beneficiary. Services must be congruent 
with the age and abilities of the beneficiary or family member(s), client-centered and strength-
based; with emphasis on needs as identified by the beneficiary and family and provided with 
cultural competence. Services are designed to enhance insight into family interactions, facilitate 
inter-family emotional or practical support and to develop alternative strategies to address 
familial issues, problems and needs. Services pertain to a beneficiary’s (a) Mental Health and/or 
(b) Substance Abuse condition.

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; and Physician 

v. Group Psychoeducation*

DEFINITION: Psychoeducation provides beneficiaries and their families with pertinent 
information regarding mental illness, substance abuse, and tobacco cessation, and teaches 
problem-solving, communication, and coping skills to support recovery for the benefit of the 
beneficiary. Psychoeducation can be implemented in two formats: multifamily group and/or single 
family group. Due to the group format, beneficiaries and their families are also able to benefit 
from support of peers and mutual aid. Services must be congruent with the age and abilities of the 
beneficiary, client-centered, and strength-based; with emphasis on needs as identified by the 
beneficiary and provided with cultural competence. 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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SERVICES PROVIDED  July 1, 2017 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS) (continued)

v. Group Psychoeducation (continued)*

-Dyadic treatment is available for parent/caregiver & child for dyadic treatment of children.
Dyadic treatment must be prior authorized.

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; Physician; and 
For Beneficiaries Under the Age of 4 the Provider must have Arkansas State Infant Mental Health 
Certification. 

vi. Multi-Family Behavioral Health Counseling*

DEFINITION: Multi-Family Behavioral Health Counseling, including tobacco cessation, is a 
group therapeutic intervention using face-to-face verbal interaction between two (2) to a 
maximum of nine (9) beneficiaries and their family members or significant others. Services are a 
more cost-effective alternative to Family Behavioral Health Counseling, designed to enhance 
members’ insight into family interactions, facilitate inter-family emotional or practical support 
and to develop alternative strategies to address familial issues, problems and needs. Services may 
pertain to a beneficiary’s (a) Mental Health or (b) Substance Abuse condition. Services must be 
congruent with the age and abilities of the beneficiary, client-centered and strength-based; with 
emphasis on needs as identified by the beneficiary and family and provided with cultural 
competence.  

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; and Physician 

vii. Mental Health Diagnosis*

DEFINITION: Mental Health Diagnosis is a clinical service for the purpose of determining the 
existence, type, nature, and appropriate treatment of a mental illness or related disorder as 
described in the DSM-IV or subsequent revisions. This service may include time spent for 
obtaining necessary information for diagnostic purposes. The psychodiagnostic process may 
include, but is not limited to: a psychosocial and medical history, diagnostic findings, and 
recommendations. This service must include a face-to-face component and will serve as the basis 
for documentation of modality and issues to be addressed (plan of care). Services must be 
congruent with the age and abilities of the beneficiary, client-centered and strength-based; with 
emphasis on needs as identified by the beneficiary and provided with cultural competence. 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS) (continued)

vii. Mental Health Diagnosis (continued)*

-Dyadic treatment is available for parent/caregiver & child for dyadic treatment of children

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; Physician; and 
For Beneficiaries Under the Age of 4 the provider must have Arkansas State Infant Mental Health 
Certification.  

viii. Interpretation of Diagnosis*

DEFINITION: Interpretation of Diagnosis is a direct service provided for the purpose of 
interpreting the results of psychiatric or other medical exams, procedures, or accumulated data. 
Services may include diagnostic activities and/or advising the beneficiary and his/ her family. 
Consent forms may be required for family or significant other involvement. Services must be 
congruent with the age and abilities of the beneficiary, client-centered and strength-based; with 
emphasis on needs as identified by the beneficiary and provided with cultural competence. 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS) (continued)

viii. Interpretation of Diagnosis (continued)*

For beneficiaries under the age of 18, the time may be spent face-to-face with the beneficiary; the 
beneficiary and the parent(s) or guardian(s); or alone with the parent(s) or guardian(s). For 
beneficiaries over the age of 18, the time may be spent face-to-face with the beneficiary and the 
spouse, legal guardian or significant other. 

-Dyadic treatment is available for parent/caregiver & child for dyadic treatment of children

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; Physician; and 
For Beneficiaries Under the Age of 4 the provider must have Arkansas State Infant Mental Health 
Certification. 

ix. Substance Abuse Assessment*

Substance Abuse Assessment is a service that identifies and evaluates the nature and extent of a 
beneficiary’s substance abuse condition using the Addiction Severity Index (ASI) or an 
assessment instrument approved by DBHS and DMS. The assessment must screen for and 
identify any existing co-morbid conditions. The assessment should assign a diagnostic impression 
to the beneficiary, resulting in a treatment recommendation and referral appropriate to 
effectively treat the condition(s) identified.  

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; and Physician; 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS) (continued)

x. Psychological Evaluation*

DEFINITION:  Psychological Evaluation for personality assessment includes 
psychodiagnostic assessment of a beneficiary’s emotional, personality, and psychopathology. 
This service may reflect the mental abilities, aptitudes, interests, attitudes, motivation, 
emotional and personality characteristics of the beneficiary.  

Allowable Performing Provider - Licensed Psychologist, Licensed Psychological Examiner and 
a Licensed Psychological Examiner - Independent 

xi: Pharmacologic Management* 

DEFINITION:  Pharmacologic Management is a service tailored to reduce, stabilize or 
eliminate psychiatric symptoms. This service includes evaluation of the medication 
prescription, administration, monitoring, and supervision and informing beneficiaries 
regarding medication(s) and its potential effects and side effects in order to make informed 
decisions regarding the prescribed medications. Services must be congruent with the age, 
strengths, and accommodations necessary for disability and cultural framework.  

Allowable Performing Provider - Advanced Practice Nurse or a Physician 

xii: Psychiatric Assessment* 

DEFINITION:  Psychiatric Assessment is a face-to-face psychodiagnostic assessment 
conducted by a licensed physician or Advanced Practice Nurse (APN), preferably one with 
specialized training and experience in psychiatry (child and adolescent psychiatry for 
beneficiaries under age 18). This service is provided to determine the existence, type, nature, 
and most appropriate treatment of a behavioral health disorder.  

Allowable Performing Provider - Advanced Practice Nurse or a Physician 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere

in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xiii. Treatment Plan*

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized.    

DEFINITION:  Treatment Plan is a plan developed in cooperation with the beneficiary (or 
parent or guardian if under 18) to deliver specific mental health services to restore, improve, 
or stabilize the beneficiary's mental health condition. The Plan must be based on 
individualized service needs as identified in the completed Mental Health Diagnosis, 
independent assessment, and independent care plan. The Plan must include goals for the 
medically necessary treatment of identified problems, symptoms and mental health 
conditions. The Plan must identify individuals or treatment teams responsible for treatment, 
specific treatment modalities prescribed for the beneficiary, and time limitations for services. 
The plan must be congruent with the age and abilities of the beneficiary, client-centered and 
strength-based; with emphasis on needs as identified by the beneficiary and demonstrate 
cultural competence. 

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; and 
Physician 

xiv. Crisis Stabilization Intervention*

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized.    

DEFINITION: Crisis Stabilization Intervention is a scheduled face-to-face treatment 
activities provided to a beneficiary who has recently experienced a psychiatric or behavioral 
crisis that are expected to further stabilize, prevent deterioration and serve as an alternative 
to 24-hour inpatient care.  Services can include interventions, stabilization activities, coping 
strategies and other various activities to assist the beneficiary in crisis.  The services 
provided are expected to reduce or eliminate the risk of harm to the person or others in 
order to stabilize the beneficiary.  Services are to be congruent with the age, strengths, 
needed accommodation for any disability and cultural framework of the beneficiary and 
his/her family. 

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; Physician; 
Registered Nurse; Qualified Behavioral Health Provider – Bachelor’s; and Qualified 
Behavioral Health Provider – Non-Degreed 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xv: Partial Hospitalization*

Eligibility for this service is determined by an Independent Assessment and must be prior
authorized.

Partial Hospitalization is an intensive nonresidential, therapeutic treatment program. It can
be used as an alternative to and/or a step-down service from inpatient residential treatment
or to stabilize a deteriorating condition and avert hospitalization. The program provides
clinical treatment services in a stable environment on a level equal to an inpatient program,
but on a less than 24-hour basis. The environment at this level of treatment is highly
structured and should maintain a staff-to-patient ratio of 1:5 to ensure necessary therapeutic
services and professional monitoring, control, and protection. This service shall include at a
minimum intake, individual therapy, group therapy, and psychoeducation. Partial
Hospitalization shall be at a minimum (5) five hours per day, of which 90 minutes must be a
documented service provided by a Mental Health Professional.  If a beneficiary receives
other services during the week but also receives Partial Hospitalization, the beneficiary must
receive, at a minimum, 20 documented hours of services on no less than (4) four days in that
week.

Allowable Performing Provider – Must be certified by the Department of Human Services as a
Partial Hospitalization provider.

xvi: Behavioral Assistance*

Eligibility for this service is determined by an Independent Assessment and must be prior
authorized.

DEFINITION:  Behavioral Assistance is a specific outcome oriented intervention provided
individually or in a group setting with the child/youth and/or his/her caregiver(s) that will
provide the necessary support to attain the goals of the treatment plan. Services involve
applying positive behavioral interventions and supports within the community to foster
behaviors that are rehabilitative and restorative in nature. The intervention should result in
sustainable positive behavioral changes that improve functioning, enhance the quality of life
and strengthen skills in a variety of life domains.

Allowable Performing Provider -Registered Nurse; Qualified Behavioral Health Provider –
Bachelors; and Qualified Behavioral Health Provider – Non-Degreed

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 5f10 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xvii. Family Support Partners*

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized.    

DEFINITION: Family Support Partners is a service provided by peer counselors, or Family 
Support Partners (FSP), who model recovery and resiliency for caregivers of children or 
youth with behavioral health care needs for the benefit of the beneficiary. Family Support 
Partners come from legacy families and use their lived experience, training, and skills to help 
caregivers and their families identify goals and actions that promote recovery and resiliency 
of the beneficiary. FSPs are required to be trained and certified by the State as a FSP to 
provide this service.            

Allowable Performing Provider - Registered Nurse; Qualified Behavioral Health Provider – 
Bachelors; and Qualified Behavioral Health Provider – Non-Degreed.   

xviii: Peer Support* 

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized. 

DEFINITION:  Peer Support is a consumer centered service provided by individuals who 
self-identify as someone who has received or is receiving behavioral health services and thus 
is able to provide expertise not replicated by professional training. Peer providers are 
trained and certified peer specialists who self-identify as being in recovery from behavioral 
health issues. Peer support is a service to work with beneficiaries to provide education, hope, 
healing, advocacy, self-responsibility, a meaningful role in life, and empowerment to reach 
fullest potential. Specialists will assist with navigation of multiple systems (housing, 
supportive employment, supplemental benefits, building/rebuilding natural supports, etc.) 
which impact beneficiaries’ functional ability. Peer Support is a person-centered service with 
a recovery focus which allows beneficiaries the opportunity to direct their own recovery and 
advocacy process.  This service promotes skills for coping with and managing symptoms 
while utilizing natural resources and the preservation and enhancement of community living 
skills.  Services are provided on an individual or group basis, and in either the beneficiary’s 
home or community environment. 

Allowable Performing Provider - Certified Peer Support Specialist; and a Certified Youth 
Support Specialist 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 5f11 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xix. Individual Pharmacologic Counseling*

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized.    

DEFINITION: A specific, time limited one-to-one intervention by a nurse with a beneficiary 
and/or caregivers, related to their psychopharmological treatment. The service should 
encompass all the parameters to make the beneficiary and/or family understand the 
diagnosis prompting the need for the medication and any life style modification required.  

Allowable Performing Provider -Registered Nurse 

xx: Group Pharmacologic Counseling* 

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized. 

DEFINITION:  A specific, time limited intervention provided to a group of beneficiaries 
and/or caregivers by a nurse, related to their psychopharmological treatment. The service 
should encompass all the parameters to make the beneficiary and/or family understand the 
diagnosis prompting the need for the medication and any life style modification required. 

Allowable Performing Provider - Registered Nurse 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 5f12 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xxi. Intensive Outpatient Substance Abuse Treatment*

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized.    

DEFINITION: Intensive Outpatient services provide group based, non-residential, intensive, 
structured interventions consisting primarily of counseling and education to improve 
symptoms that may significantly interfere with functioning in at least one life domain (e.g., 
familial, social, occupational, educational, etc.). Services are goal oriented interactions with 
the individual or in group/family settings. This community based service allows the 
individual to apply skills in “real world” environments. Such treatment may be offered 
during the day, before or after work or school, in the evening or on a weekend. The service 
also provides a coordinated set of individualized treatment services to persons who are able 
to function in a school, work, and home environment but are in need of treatment services 
beyond traditional outpatient programs. Treatment may appropriately be used to transition 
persons from higher levels of care or may be provided for persons at risk of being admitted 
to higher levels of care. Intensive outpatient programs provide 9 or more hours per week of 
skilled treatment, 3 – 5 times per week in groups of no fewer than three and no more than 12 
clients.   
Allowable Performing Provider – Behavioral Health Agency that is certified by the Department 
of Human Services as an Intensive Outpatient Substance Abuse Treatment provider  The 
Intensive Outpatient Substance Abuse Treatment provider shall have practitioners who are able 
to and appropriate to deliver Intensive Outpatient Substance Abuse Treatment.   

xxii: Individual Life Skills Restoration* 

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized. 

DEFINITION:  Individual Life Skills Restoration is a service that provides support and 
training for beneficiaries on a one-on-one basis.  This service includes behavioral modeling 
to restore a beneficiary’s skills needed to support an independent lifestyle and restore a 
strong sense of self-worth.  This service should be a strength-based, culturally appropriate 
process that integrates the youth into their community as they develop their recovery plan.  
In addition, it aims to restore the ability of youth in setting and achieving goals, and 
restoring independent life skills, demonstrating accountability, and making goal-oriented 
decisions related to independent living. 

Allowable Performing Provider -Registered Nurse; Qualified Behavioral Health Provider – 
Bachelors; and Qualified Behavioral Health Provider – Non-Degreed. 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 5f13 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere

in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xxiii. Group Life Skills Restoration*

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized.    

DEFINITION: Group Life Skills Restoration is a service that provides support and training 
for beneficiaries in a group setting of up to six (6) beneficiaries with one staff member or up 
to ten (10) beneficiaries with two staff members. This service includes behavioral modeling to 
restore a beneficiary’s skills needed to support an independent lifestyle and restore a strong 
sense of self-worth.  This service should be a strength-based, culturally appropriate process 
that integrates the youth into their community as they develop their recovery plan.  In 
addition, it aims to restore the ability of youth in setting and achieving goals, and restoring 
independent life skills, demonstrating accountability, and making goal-oriented decisions 
related to independent living. 

Allowable Performing Provider -Registered Nurse; Qualified Behavioral Health Provider – 
Bachelors; and Qualified Behavioral Health Provider – Non-Degreed.   

xxiv: Child and Youth Support Services* 

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized. 

DEFINITION:  Child and Youth Support Services are clinical, time-limited services for 
principal caregivers for the benefit of the beneficiary designed to restore a child’s positive 
behaviors and compliance with parents at home; and restore a child’s social skills, including 
understanding of feelings, conflict management, academic engagement, school readiness, and 
cooperation with teachers and other school staff for the benefit of the beneficiary.  This 
service is intended to assist the parent in managing their child’s symptoms of their illness 
and training the parents in effective interventions and techniques for working with the 
schools for the benefit of the beneficiary. 

Allowable Performing Provider - Registered Nurse; Qualified Behavioral Health Provider – 
Bachelors; and Qualified Behavioral Health Provider – Non-Degreed.   

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 5f14 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere

in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xxv. Psychosocial Rehabilitation Services – Working Environment*

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized.    

DEFINITION:  Psychosocial Rehabilitation Services – Working Environment is designed to 
assist beneficiaries restore skills needed to promote and sustain independence and stability in 
their working environment.  The service actively facilitates the restoration of skills needed to 
acquire a job.    

Service settings may vary depending on individual need and level of community integration, 
and may include the beneficiary’s home.   

Allowable Performing Provider -Registered Nurse; Qualified Behavioral Health Provider – 
Bachelors; and Qualified Behavioral Health Provider – Non-Degreed.   

xxvi: Psychosocial Rehabilitation Services – Living Environment * 

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized. 

DEFINITION:  Psychosocial Rehabilitation Services – Living Environment is designed to 
assist beneficiaries restore skills needed to promote and sustain independence and stability in 
their living environment.  An emphasis is placed on the development and strengthening of 
natural supports in the community.   

Service settings may vary depending on individual need and level of community integration, 
and may include the beneficiary’s home.      

Allowable Performing Provider -Registered Nurse; Qualified Behavioral Health Provider – 
Bachelors; and Qualified Behavioral Health Provider – Non-Degreed. 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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  STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 5f15 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this

plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xxvii. Adult Life Skills Development

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized.    

DEFINITION:  Adult Life Skills Development services are designed to assist beneficiaries in 
restoring skills needed to support an independent lifestyle and promote an improved sense of self-
worth. Adult Life skills Development is designed to restore the beneficiary’s ability to set and 
achieve goals, restore independent living skills, restore the ability to demonstrate accountability, 
and restore the ability to make goal-directed decisions related to independent living. 

Allowable Performing Provider - Registered Nurse; Qualified Behavioral Health Provider – 
Bachelors; and Qualified Behavioral Health Provider – Non-Degreed.   

xxviii: Therapeutic Communities 

Eligibility for this service is determined by an Independent Assessment and must be prior 
authorized. 

DEFINITION:  Therapeutic Communities are highly structured residential environments or 
continuums of care in which the primary goals are the treatment of behavioral health needs and 
the fostering of personal growth leading to personal accountability. Services address the broad 
range of needs identified by the person served. Therapeutic Communities employs community-
imposed consequences and earned privileges as part of the recovery and growth process.  

Example services include, but are not limited to, a combination of Individual Behavioral Health 
Counseling, Group Behavioral Health Counseling, Psychoeducation, Marital-Family Behavioral 
Health Counseling, Multi-Family Behavioral Health Counseling, Crisis Stabilization 
Intervention, Peer Support, Individual Pharmacologic Counseling, Group Pharmacologic 
Counseling, Adult Life Skills Development and Psychosocial Rehabilitative Services.   

This service will not be paid for within an Institution for Mental Disease (IMD) 

This service does not include payment for room and board of the beneficiary.  

Therapeutic Community shall be certified by the Division of Behavioral Health Services as a 
Therapeutic Communities provider.   

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; Physician; 
Registered Nurse; Qualified Behavioral Health Provider – Bachelors; and Qualified Behavioral 
Health Provider – Non-Degreed.   

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are covered
for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security Act.
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TN: 2021-0005   Approval Date:    Effective Date:   01/01/2022 
Supersedes: TN 16-0008 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 5f16 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  January 1, 2022 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
13. Other diagnostic, screening, preventive, and rehabilitative services, i.e., other than those provided elsewhere in this plan.

(Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xxix. Crisis Care - De-escalation*

Eligibility for this service is determined by an Independent Assessment and must be prior authorized.  

DEFINITION: Crisis Care – De-escalation provides temporary direct care for a beneficiary in the beneficiary’s 

community that is not facility-based. Crisis Care – De-escalation services de-escalate stressful situations and 
provide a therapeutic outlet. Crisis Care includes behavioral interventions that keep beneficiaries in their current 
situation and reduces the need for acute hospitalization or other higher levels of care.  Crisis Care shall be 
indicated in the treatment plan. 

This service will not be paid for within an Institution for Mental Disease (IMD). 

This service does not include payment for room and board of the beneficiary.   

Crisis Care – De-escalation provider must be certified by the Department of Human Services as a Crisis Care – 

De-escalation provider.     

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-Independently 

Licensed Clinician – Master’s/Doctoral; Advanced Practice Nurse; Physician; Registered Nurse; Qualified 

Behavioral Health Provider – Bachelor’s; and Qualified Behavioral Health Provider – Non-Degreed.   

xxx. Acute Crisis Units*

Definition: Acute Crisis Units provide brief, 96 hours or less, crisis treatment services to persons over the age of 
17 who are experiencing a psychiatry- and/or substance abuse-related crisis and may pose an escalated risk of 
harm to self or others. Acute Crisis Units provide hospital diversion and step-down services in a safe 
environment with psychiatry and/or substance abuse services on-site at all times as well as on-call psychiatry 
available 24 hours a day. Services provide ongoing assessment and observation; crisis intervention; psychiatric, 
substance, and co-occurring treatment; and initiate referral mechanisms for independent assessment and care 
planning as needed. 

This service will not be paid for within an Institution for Mental Disease (IMD). 

This service does not include payment for room and board of the beneficiary.   

Acute Crisis Unit must be certified by Department of Human Services as an Acute Crisis Unit. 

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-Independently 

Licensed Clinician – Master’s/Doctoral; Advanced Practice Nurse; Physician; Registered Nurse; Qualified 

Behavioral Health Provider – Bachelor’s; and Qualified Behavioral Health Provider – Non-Degreed.  

An Extension of Benefit for medical necessity is required for admissions exceeding ninety-six (96) hours. 

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are covered for EPSDT
eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security Act.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 5f17 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  January 1, 2022 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 

13. Other diagnostic, screening, preventive, and rehabilitative services, i.e., other than those provided elsewhere in this plan.
(Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)

xxxi. Crisis Intervention*

DEFINITION: Crisis Intervention is an unscheduled, immediate, short-term treatment activity provided to a 
Medicaid-eligible beneficiary who is experiencing a psychiatric or behavioral crisis. Services are to be 
congruent with the age, strengths, needed accommodation for any disability, and cultural framework of the 
beneficiary and his/her family. These services, which can include interventions, stabilization activities, 
evaluation, coping strategies and other various activities to assist the beneficiary in crisis, are designed to 
stabilize the person in crisis, prevent further deterioration, and provide immediate indicated treatment in the 
least restrictive setting. The services provided are expected to reduce or eliminate the risk of harm to the 
person or others, in order to stabilize the beneficiary.   

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-

Independently Licensed Clinician – Master’s/Doctoral; Advanced Practice Nurse; Physician   

xxxii. Substance Abuse Detoxification*

Definition: Substance Abuse Detoxification is a set of interventions aimed at managing acute intoxication 
and withdrawal from alcohol or other drugs. Services help stabilize beneficiaries by clearing toxins from the 
beneficiary’s body. Services are short-term and may be provided in a crisis unit, residential, or outpatient 
setting, and may include evaluation, observation, medical monitoring, and addiction treatment. 
Detoxification seeks to minimize the physical harm caused by the abuse of substances and prepares the 
beneficiary for ongoing treatment. 

Substance Abuse Detoxification Unit must be certified by the Department of Human Services as a 

Substance Abuse Detoxification provider.   

This service will not be paid for within an Institution for Mental Disease (IMD). 

This service does not include payment for room and board of the beneficiary.  

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-

Independently Licensed Clinician – Master’s/Doctoral; Advanced Practice Nurse; Physician; Registered 

Nurse; Qualified Behavioral Health Provider – Bachelor’s; and Qualified Behavioral Health Provider – 

Non-Degreed.  

Six (6) encounters are allowed per State Fiscal Year (July 1 through June 30). Extension of    Benefits 

for Medically Necessary Encounters beyond the first six (6) is required.   

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are covered for EPSDT
eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security Act.
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  STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 5f17a 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  October 1, 2017 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere

in this plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)(continued)

xxxiii: Residential Community Reintegration Program*

Eligibility for this service is determined by an Independent Assessment and must be prior
authorized.

DEFINITION:  Residential Community Reintegration Services are designed to serve as an
intermediate level of care between Inpatient Psychiatric Facilities and Outpatient Behavioral
Health Services. Twenty-four hour per day intensive therapeutic care is provided in a small
group home setting for individuals under 21 years of age with emotional and/or behavior
problems which cannot be remedied by less intensive treatment to prevent acute or sub-acute
hospitalization. The program is also offered as a step-down or transitional level of care to
prepare a beneficiary for less intensive treatment. Services include all medically necessary
Outpatient Behavioral Health Services (OBHS) to address the beneficiary’s behavioral
health needs.

Example services include, but are not limited to, a combination of Individual Behavioral
Health Counseling, Group Behavioral Health Counseling, Psychoeducation, Marital-Family
Behavioral Health Counseling, Multi-Family Behavioral Health Counseling, Crisis
Stabilization Intervention, Peer Support, Individual Pharmacologic Counseling, Group
Pharmacologic Counseling, Adult Life Skills Development and Psychosocial Rehabilitative
Services.

This service will not be paid for within an Institution for Mental Disease (IMD).

This service does not include payment for room and board of the beneficiary.

Residential Community Reintegration Programs shall be certified by the Department of Human
Services as a Residential Community Reintegration provider.

Allowable Performing Provider - Independently Licensed Clinician – Master’s/Doctoral; Non-
Independently Licensed Clinicians – Master’s/Doctoral; Advanced Practice Nurse; Physician;
Registered Nurse; Qualified Behavioral Health Provider – Bachelors; and Qualified Behavioral
Health Provider – Non-Degreed.

*All medically necessary 1905(a) services that correct or ameliorate physical and mental illnesses and conditions are
covered for  EPSDT eligible beneficiaries ages birth to twenty-one, in accordance with 1905(r) of the Social Security
Act.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 5f18 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this
plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)

C. Provider Agency Qualifications

Outpatient Behavioral Health Services (OBHS) may be provided by appropriately certified
providers who offer core behavioral health services for treatment and rehabilitation of
behavioral health issues.  The provider must be certified as an OBHS provider by the
Department of Human Services (DHS).  Providers not certified by DHS are not qualified to
provide these services.

D. Performing Provider Qualifications

Outpatient Behavioral Health Services (OBHS) are limited to certified providers who offer 
core behavioral health services for treatment and rehabilitation of behavioral health issues.  
The provider must be certified as an OBHS provider by the Department of Human Services 
(DHS).  Providers not certified by DHS are not qualified to provide these services.       

Providers for each specific OBHS service are certified by DHS.  Any provider licensed by 
the State must practice within their scope of Arkansas licensure.  Individuals providing 
OBHS services must be one of the following: 

1. Licensed in the State of Arkansas as a Clinician:

d. Licensed Clinical Social Worker (LCSW)

e. Licensed Marital and Family Therapist (LMFT)

f. Licensed Psychologist (LP)

g. Licensed Psychological Examiner – Independent (LPEI)

h. Licensed Professional Counselor (LPC)

i. Licensed Master Social Worker (LMSW)

j. Licensed Associate Counselor (LAC)

k. Licensed Psychological Examiner (LPE)

l. Provisionally Licensed Psychologist (PLP)

2. Licensed Physician

3. Licensed Advanced Nurse Practitioner (limited to Adult Psychiatric Mental health
Clinical Nurse Specialists, Child Psychiatric Mental Health Clinical Nurse
Specialist, Adult Psychiatric Mental Health APN and Family Psychiatric Mental
Health APN)

4. Licensed Registered Nurse

TN: 16-0008 
Supersedes TN: 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 5f19 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED  July 1, 2017 

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this
plan.  (Continued)

d. Rehabilitative Services (continued)

3. Outpatient Behavioral Health Services (OBHS)

5. Certified Qualified Behavioral Health Providers (includes Certified Peer Support
Specialist, Certified Youth Support Specialist, and Certified Family Support
Partner), under direct supervision of an individual licensed in the State of Arkansas
as a Clinician that is an allowable performing provider of a service as indicated in
D., 1.,a – e.

c. Certified Peer Support Specialists, Certified Youth Support Specialists, and
Certified Family Support Partners are certified by DHS and must adhere to
the mandated training requirements to become certified.  The requirements
to become and maintain certification are as follows:

i. Must complete 40 hours of QBHP training

ii. Must complete annual ongoing training approved by Arkansas
DHS

iii. Must have lived experience

iv. Must ensure and document that all Certified Peer Support
Specialists, Certified Youth Support Specialists, and Certified
Family Support Partners are under supervision of a mental health
professional as defined in Section 13., d., 3., c., 1 above.

d. Qualified Behavioral Health Providers are certified by the Behavioral
Health Agency that they work for.  In order to become certified as a
Qualified Behavioral Health Provider, the Agency must provide and
document that each Qualified Behavioral Health Provider has completed
the required training and the Agency must issue a certificate to the
Qualified Behavioral Health Provider.  The requirements to become and
maintain certification are as follows:

i. Must complete 40 hours of QBHP training, which includes, but is
not limited to, topics such as behavior management, group
interaction, listening techniques, and knowledge of behavioral
health illnesses.

ii. Must complete, at a minimum, 8 hours of annual in-service training
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February 15, tggs

MEDICATTY ITIEEOY

14. servicas for Individuals Age 65 or Otder in Institutions for Mentsl Diseases

d. lnpatient Hospital Servicss

Not provided.

b. Nursing Facility Servicas

Not provided.

STATE
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Revision:  HCFA – Region VI        ATTACHMENT 3.1-B 
   November 1990        Page 6 

Revised:   January 1, 2013 
 
 

State/Territory:  ARKANSAS 
 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S):    All      

 
 
15. Services in an intermediate care facility for the mentally retarded, as defined in Section 1905(d), (other than in 

an institution for mental diseases) for individuals who are determined, in accordance with Section 
1902(a)(31)(A), to be in need of such care. 

 
  Provided:   No limitations   With limitations* 

 
 
 
 
 
16. Inpatient psychiatric facility services for individuals under 22 years of age. 
 

  Provided:   No limitations   With limitations* 
 
PA* 

 
 
 
17. Nurse-midwife services. 
 

  Provided:   No limitations   With limitations* 
 
   

 
 
 
18. Hospice care (in accordance with section 1905(o) of the Act). 

 
  Provided:   No limitations   With limitations* 

 
  Provided in accordance with section 2302 of the Affordable Care Act 

 
 
 
 
 
 
 
 
 
 
 
 
 
*Description provided on attachment. 
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MEDICALLY NEEDY
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STATE PI.AN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

AMOUNT, DURATION AND SCOPE OF
SERVICES PROVIDED

MEDICALLY NEEDY

ATTACHMENT 3.1.8
Page 6b

Revised:March 1,1993

' t6. fnpatient Psychiatric Facility services for Individuals Under E,years of Age

lnpatient Psychiatric Providers which are inpatient psychiatric hospitals must be:

. licensed as a psychiatric hospital by the State agency which licenses psychiatric
hospitals and

. certified by the Medicare Certification Team as meeting the conditions of
participation as a psychiatric hospital in the Title XVlll (Medicare) Program.

OR

Inpatient Psychiatric providgrs which are inpatient psychiatric residential treatment facilities
must be:

. licensed by the Arkansas Department of Human Services, Division of Children
and Family Services as a psychiatric residential treatment facility. (Applicable
only to lnpatient psychiatric providers located in Arkansas.)

OR

lnpatient Psychiatric Providers which are inpatient psychiatric programs in a psychiatric facility
must be:

Inpatient Psychiatric Providers which are inpatient psychiatric programs in a psychiatric
hospitalmust:

o be in a psychiatric hospitat licensed as a psychiatric hospital by the State
agency which licenses psychiatric hospitals;

o be in a psychiatric hospital certified by the Medicare Certification Team as
Tgelr.ng the conditions of participation ai a psychiatric hospital in the fitle XVlll
(Medicare) program and

-  -  - . t
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Page 6c

llguMr, DURATTON ANO SCOPE OFSERI'ICES PROTNDED

16. Inpdrt fcFfttrlc Frdty Sendcar br lncilrdduab tlr*g Z,yearr of Age (Confn:O)

lnpdei psldilsllc len ces teimb|r'labb under the Arlcanaas Medfcaid progran must be
prwided:

o by an Inpdent psychreb provider serectod by the recipaent;
' by an Inpadent Psycfilatlc Provider enrolled in the Arkansas Medicaid program;
' to an ellglble Arkans8t Mecllcaid recipient before the recipient reacfies ago 2l or, if theredpbnt was ntqeMng tnpadent psycfilatrlc dvces at ths tirne they r€achccf 2r yearsof age' se'soo! mry ininr,. uriur id.rd;;ilrcng", reguires the aerv1"es or therecipient becom€s 2,years of age, whichever comes first.
' with certification from the independent or facility based team (whichever is appropriate

ffffi,if.?ffi 
42 cFR ti.lss)-ih;i t#;ffint meers ihe criteria ror ihiaribni 

-

. wtth prior authorization from the Medicaid Agency Review Teamand

. under rhe direction of a physician (contracted physicians are acceptabre).

MEDICAI.IY NEEDY
Ralired: October t, 19gl
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

AMOUNT, DURATION AND SCOPE OF
SERVICES PROVIDED

MEDICALLY NEEDY

ATTACHMENT3.I-B
Page 6d

Revised: August l,2008

17 . Nurse-M idwife Services

Any person possessing the qualifications for a registered nurse in the State of Arkansas who is also certified as

a nurse-midwife by the American College ofNurse-Midwives, upon application and payment ofthe requisite

fees to the Arkansas State Board ofNursing, be qualified for licensure as acertified nurse-midwife. A certified

nurse-midwife meeting the requirements of Arkansas Act 409 of 1995 is authorized to practice nurse-

midwifery.

Services provided by a certified nurse midwife are limited to twelve (12) visits ayear for beneficiaries age 2l

and older' This yearly limit is based on the State Fiscal Year (Juty I through June 30). The benefit limit will

be considered in coqiunction with the benefit limit established for physicians' services, medical services

fumished by a dentist, rural health clinic services, office medical services furnished by an optometrist and

selvices provided by an advanced practice nurse or registered nurse practitioner or a combination of

the six' For services beyond the twelve visit limit, extensions will be provided ifmedically necessary. Certain

services, specified in the appropriate provider manual, are not counted toward the l2visit limit. Beneficiaries

under age 2l in the Child Health Services (EPSDT) program are not benefit limited.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM      Page 6e 
STATE ARKANSAS 

 
AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED       Revised: November 1, 2006       

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
 
18. Hospice Care 
 

• The hospice patient must be terminally ill which is defined as having a medical prognosis with a 
life expectancy of six months or less.  The terminal illness must be certified by the patient's 
attending physician and hospice services prescribed. 

 
• Patients must voluntarily elect to receive hospice services and choose the hospice provider.  

Hospice election is by “election periods”.  Election periods in the Arkansas Medicaid Hospice 
Program correspond to the election periods established for Medicare.  The initial hospice election 
period is of 90 days duration and is followed by a second 90-day election period.  The patient is 
then eligible for an unlimited number of 60-day election periods. 

 
• Election of the hospice benefit results in a waiver of the beneficiary’s rights to payment for only 

those services which are related to the treatment of the terminal illness or related conditions and 
common to both Title XVIII and Title XIX.  The beneficiary does not waive rights to payment for 
services related to the terminal illness that are unique to Title XIX. 

 
• Hospice services must be provided primarily in a patient's residence. 
 

A patient may elect to receive hospice services in a nursing facility or an intermediate care 
facility for the mentally retarded (ICF/MR) if the hospice and the facility have a written 
agreement under which the hospice takes full responsibility for the professional management of 
the patient's hospice care, and the facility agrees to provide room and board to the patient. 

 
• Hospice services must be provided consistent with a written plan of care. 

 
• Dually eligible (Medicare and Medicaid) beneficiaries must elect hospice care in the Medicare 

and Medicaid hospice program simultaneously to be eligible for Medicaid hospice services. 
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STATE PllN UNOEA TTTLE^Iry OF 'HE SOCIAL SECURTTY ACTMEDICAL AS{ilSrTANCE PROGRAM

October l, lSl

19.

n.

Casc Menegnment Services

Relcrto Supplrrnnt 1 to Attactrment g.t_A"

Extended Servlcas lor pregnant Women

services for any other medicar conditions that may compricate pregnansy.
(1) Risk Assessment

A medical, nutriilonaf, and psychosociarassessment by the physician or
registered nurse to designate patients as high or row risk.
(a) Medical assessment using the Hollister Maternal/Newborn RecordSystem to include:

. medicalhistory

. menstrual history

. pregnancy history

(b) Nutritional assessment to include:
. 24 hour diet recall
o screening for anemia
. weight history

(c) Psychosocial assessment to include criteria for an identification ot
psychosocial problems which

status.

atfect the patient's health



STATE PIAN UNOEH TMTE XIX OF THE SOCIAL SECURTTYACT
MEDICAL ASS TANCE PROGRAM
STATE ARKANSAS

ATTACHMENT 3.1.8
PageTb

AMOUNT, DURATION AND SCOPE OF
SERVICES PROVIDED

MEDICALLY NEEDY
Rcvised:July 1, 1991

Ertended SeMcag tor pregnant Women (Continued)

b. Serviceg for any other medicalcond,tions that may complicate pregnancy. (Continued)

Rislr Assessment (conilnued)

Pregnant women who are qssessed ae high risk, by deflnltion, ha\re medlcal

conditlons or clrcumstancgo which complicate the pregnancy. Thcsc paUents

need more modlcal eervices and attentlon in an effort to ensure a heatthy birth

outcome. Some conditions which complicate the pregnancy, and are therelore

consldered hlgh rlsk, are:

Teenage pregnanclei
oiabetes
Toxcmla

irf$(MUM: Zperpregnancy

Case Managemenr SeMces

Refer to ltEm 19 and Supptement 1 to Attachment g.l -A.

(1 )

(2)

)ATE APPV'D

DAIE EFF
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STNTE-, ARKATISAS

lpqll, DURATTOil ArfD SCoPE 0FSERVICES PROVIDED
April l, l9g7.  , i , . . r  r I  l J g ,

20. Extended Services
b..- Services for

.pregnancy.

for' Pregnant Uomen (Continued)
.any other medical conditions that may conplicate( Conti nued)

,(3) Perinatal Education
Educationar crasses provided by a hearth professionar
(Publ ic Hearth Nurse, Nutr i t ionist,  or Hearth Educatorl
to i rrcl ude:

a !r pregnanCy
r  = labor  and del iverv
r .reproductive heal[h
I postpartum care
. nutrition in pregnancy

These educationar crasses are designed to prevent the
development of conditions which may compricate the pregnancy
or to provide infonnation to the pregnant wonan in caring
for herserf during a pregnancy which nay arreacty have
complicat ing factors.

MAXII'IUM: 6 classes (units) per pregnancy
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STATE PUIil UTIDE!-IINE XIT OF THE SOCIAL SECURITY ACT}IEDTCAL ASSISTAI.ICE PROGRAIII
ITATE'- ARHI{SAS

4!purr, DURATI0il Ar{D scoPE 0F
SERVICES PROVIDED

ilEqICALLY ilEEDY

ATTACHI{EI{T 3.I-8
Page 7d

Aprit I, lgBT

20. Extended Services for pregnant llonen (Continued)
b-- services for,any other.medical conditlons that may compricatepregnancy. (Continued)

(4) Nutr i t ional Consultat ion - Individual
services provided for high risk pregnant women by a registered
diet i t ian or  a  nut r i t ion is t  e l ig ib le  for  reg is t ra t ion by
the commission on Dietet ic Registrat ion to include at least
one of the fol lowing:

.  an evaluat ion to  determine heal th  r isks
due to nutr i t ionar faclors with deveropment ofa nut r i t ional  care p lan

r nutr i t ' ional .care plan fol low-up and reassessment
as ind icated

8y defini t ion, this service is covered only for women with
high r isk pregnancies. This service is appropriate for
women whose complicat ions require nutr i t ional education
for treatment of the complicat ion (such as diabetics).
MAXIMUM: 9 units per pregnancy (r unit  equars r cr ient
v i  s i  t )

DAIE REC'D

DATE EFF

HCFA Ii9



STATE:PUil UilDER TITTE. XII OF THE SOCIAL SECURITY ACT
I'IEDICAL ASSISTAIICE PROGRAII
STATE ARKA]ISAS

A}IOUIIT, DURATIOTI ATID SCOPE OF
SERVICES PROVIDED April I, 1987

ATTltCtlrtBtT-3.I-r
Page-7e

20. Extended Services for pregnant Women (Continued)
b.: Services .for 

-any. other medical conditions that nray complicate -pregnancy. (Continued)

(5) Social l,lork Consultation
services provided for high risk pregnant women by a licensed
social work to include at least one of the fol lowing:

. ;an evaluation to determine health r isks due.
to psychosocial factors with development of asocial work care plan

r social _work plan fol low-up, appropriate intervention
and referrals

By defini t ion, this service is only covered for women
with high r isk pregnancies. This service is appropriate
for women whose complications require social work consultation
as an essential elenent of treatment in dealing with
the complicat ion (such as a teenager with no place to
I  i  ve) .

MAXIMUM: 6 units per pregnancy ( l  unit  equals I  cl ient
v i  s i t )

DAr; RFc'D "u!-l-t907--
L)Ar[  ̂ , i ,/ D JUL 3 0 ]99I-.- --
D a l l  1 r

r rc . ia  t r i  -621a-- - - -
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM      Page 7f 
STATE 

 
ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED                   Revised: March 1, 2011       

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
 
20. Extended Services for Pregnant Women (Continued)  
 
 b. Services for any other medical conditions that may complicate pregnancy.  (Continued) 

 
(6) Early Discharge Home Visit 

 
If a physician chooses to discharge a low-risk mother and newborn from the hospital early 
(less than 24 hours), the physician or registered nurse employee may provide a home visit to 
the mother and baby within 72 hours of the hospital discharge; or the physician may request 
an early discharge home visit from any clinic that provides perinatal services.  Visits will be 
done by physician order (includes hospital discharge order). 
 
A physician may order a home visit for the mother and/or infant discharged later than 24 
hours if there is specific medical reason for home follow-up. 
 
These services are preventive in nature to try to avoid post-partum complications. 

 
(7) Pregnancy-Related Substance Abuse Treatment Services (SATS) 

 
Pregnancy-Related Substance Abuse Treatment Services (SATS) are provided for Medicaid 
eligible pregnant women through the last day of the month in which the 60th post partum 
day falls.  Services are provided based on medical necessity and require prior authorization. 

 
The SATS program covers the following services: 

   
A. Addiction Assessment  
B. Treatment Planning 
C. Care Coordination  
D. Multi-person (family) Group Counseling 
E. Individual Counseling 
F. Group Counseling 
G. Marital/Family Counseling 
H. Medication Management 

 
Please refer to Attachment 3.1-A, Page 1zz.3 for the service descriptions, definitions, benefit 
limits and individual qualified provider requirements.  Benefit limits may be extended based on 
medical necessity. 

    
 

SATS Qualified Provider  

SATS providers must hold certification from the Division of Behavioral Health Services 
(DBHS) as a SATS provider in order to enroll as a Substance Abuse Treatment Services 
Medicaid provider.  

 
The following requirements must be met for DBHS/OADAP certification: 

 
A. Providers must be licensed by Division of Behavioral Health Services, Office of 

Alcohol and Drug Abuse Prevention (OADAP). 

B. Providers must submit a written request from the organization’s Chief Executive 
Officer (CEO) to DBHS for certification by DBHS as a SATS Provider. 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM      Page 7ff 
STATE 

 
ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED                   Revised: March 1, 2011       

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 
 
20. Extended Services for Pregnant Women (Continued)  
 
 b. Services for any other medical conditions that may complicate pregnancy.  (Continued) 

 
(7) Pregnancy-Related Substance Abuse Treatment Services (SATS) (Continued) 

 
C. The request for certification by DBHS must include a copy of the provider’s 

accreditation, most recent accreditation survey, and correspondence between the 
provider and the accrediting organization since the most recent accreditation 
survey. 

 
D. A list of service delivery sites, including each site’s address, telephone number, 

and fax number must be submitted. Each site from which SATS services are 
delivered must be included under the provider’s accreditation. Proof of this 
accreditation must be submitted with the request for certification of a site. 

 
E. Current CARF, JCAHO, or COA, that includes accreditation of the pertinent 

outpatient alcohol and/or other drug abuse treatment component (OADAP 
Licensure Standards for Alcohol and/or Other Drug Abuse Treatment Programs 
p. 11). Current nationally accredited behavioral health programs without specific 
alcohol and drug treatment certification will need to obtain accreditation of their 
substance abuse program prior to receiving certification as a SATS provider of 
substance abuse treatment.  

 
F. Provisional, Conditional, Preliminary, Pending, Expedited or Deferred 

Accreditations are not acceptable. 
 
G. The provider must: notify its accrediting organization in writing of all new or 

additional SATS services implemented subsequent to the provider’s most recent 
accreditation survey; provide DBHS with a copy of the notification letter; and 
affirm in writing to DBHS that the new service(s) will be included in the 
provider’s next regularly scheduled accreditation survey, if not surveyed before 
that time. Provider organization opening new services sites must follow DBHS 
certification policy and procedures. 

 
H. DBHS must be authorized to receive information directly from the accrediting 

organization and to provide information directly to the accrediting organization, 
as it relates to SATS. DBHS will furnish these documents to providers at their 
request. 

 
I. DBHS retains the right to request information in connection with licensure, 

accreditation, certification, provision or billing of SATS services; to perform site 
visits at anytime; and to conduct scheduled or unannounced visits, to insure 
entities are providing SATS services in accordance with the information that was 
submitted to DBHS. During a site visit the provider must allow access to all sites, 
policies and procedures, patient records, financial records, and any other 
documentation necessary to ascertain that services were/are of a quality which 
meets professionally recognized standards of health care. 

 
J. Providers must adhere to evidence-based practices as approved by DBHS for 

specific populations and services provided. 
 



Revision: HCFA ATTACHMENT 3.1-B
May 1994 Page 8

Revised: October 1, 2012

State/Territory: ARKANSAS

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S): ALL

____________________________________________________________________________________________________
22. Respiratory care services (in accordance with section 1902(e)(9)(A) through (C) of the Act).

Provided: No limitations With limitations* with Prior Authorization

Not provided.

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

a. Transportation.

Provided: No limitations with limitations*

Not provided.

b. Services of Christian Science nurses.

Provided: No limitations with limitations*

Not provided.

c. Care and services provided in Christian Science sanitoria.

Provided: No limitations with limitations*

Not provided.

d. Nursing facility services for patients under 21 years of age.

Provided: No limitations with limitations*

Not provided.

e. Emergency hospital services.

Provided: No limitations with limitations*

Not provided.

f. Critical Access Hospital (CAH).

Provided: No limitations with limitations*

Not provided.

*Description provided on attachment.
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SERYICES PROVIDED Revised:

II{EDICALLY NEEDY

ATTACHIIIENT 3.1.8
Page 8a

December l ,2001

Zl. Pediatric or family nurse practitioners'services as defined in Section 1905(aX2l) of the Act (added by

Section 6405 of OBRA'89).

Services are limited to 12 nurse practitioner visits per State Fiscal Year, July I through June 30. This yearly

limit does not apply to recipients in the Child Health Services (EPSDT) Program.

Refer to Attachment 3.1-8, Item 6.d.(6) for obstetric-gynecologic and gerontological nurse practitioner

services.

rI IPERSEDES: 
TN- a*tz



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM      Page 8aa 
STATE 

 
ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED             Revised: August 1, 2009         

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 

 
22. Respiratory care services (in accordance with Section 1902(e)(9)(A) through (C) of the Act). 
 
 Respiratory care for ventilator-dependent individuals means services that are not otherwise available 

under the State’s Medicaid plan, provided on a part-time basis in the recipient’s home by a respiratory 
therapist or other health care professional trained in respiratory therapy to an individual who--- 
 
a. Is medically dependent on a ventilator for life support at least 6 hours per day;  
b. Has been so dependent for at least a number of consecutive days (number is based on maximum 

number of days authorized under the State plan, whichever is less) as an inpatient in one or 
more hospitals, NFs, or ICFs/MR;  

c. Except for the availability of respiratory care services, would require respiratory care as an 
inpatient in a hospital, NF, or ICF/MR and would be eligible to have payment made for 
inpatient care under the State plan; 

d. Has adequate social support services to be cared for at home;  
e. Wishes to be cared for at home; and  
f. Receives services under the direction of a physician who is familiar with the technical and 

medical components of home ventilator support, and who has medically determined that in-
home care is safe and feasible for the individual. 
 

1. Ventilator Equipment (i.e., ventilator, suction pump, oxygen concentrator, liquid oxygen, liquid 
oxygen walker and reservoir, ventilator supplies and hospital bed) including 24-hour availability of 
respiratory therapy and equipment maintenance, with prior authorization. 

 
2. Respiratory therapy/treatment services for ventilator-dependent recipients under age 21, with 

prior authorization. 
 
 



TN: AR- 24-0004   Approval Date:  01/29/2024              Effective Date: 01/01/2024 
Supersedes: 23-0020 

 STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 8b 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED Revised: January 1, 2024     

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 

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

a. Transportation

(1) A. Ground Ambulance Services 

Payment will be made for ambulance services, provided the conditions 
below are met and the services are provided in accordance with laws, 
regulations and guidelines governing ambulance services under Part B of 
Medicare. These services are equally available to all beneficiaries. The use of 
medical transportation must be for health-related purposes and 
reimbursement will not be made directly to Title XIX beneficiaries. 

I. For transportation of beneficiaries when medically necessary as certified by a
physician to a hospital, to a nursing home from the hospital or beneficiary’s

home, to the beneficiary’s home from the hospital or nursing home, from a
hospital (after receiving emergency outpatient treatment) to a nursing home if
a beneficiary is bedridden and from a nursing home to another nursing home if
determined necessary by the Office of Long Term Care.  Emergency service is
covered only through licensed emergency ambulance companies.  Services not
allowed by Title XVIII but covered under Medicaid will be reimbursed for
Medicare/Medicaid beneficiaries.

II. For services provided at an alternative location or destination to which
an ambulance is dispatched, and the ambulance service treatment is
initiated from a 911 call that is documented in the records of the
ambulance service. Alternative destination means a lower-acuity facility that
provides medical services.
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SERVICES PROVIDED Revised: January 1, 2024     

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 

Alternative location is the location to which an ambulance is dispatched, 
and the ambulance service treatment is initiated from a 911 call that is 
documented in the records of the ambulance service. Alternative 
destination means a lower-acuity facility that provides medical services, 
including: 
• A federally qualified health center;
• An urgent care center;
• A physician's office or medical clinic, as chosen by the beneficiary;
• A behavioral or mental healthcare facility

       Excluded alternative destinations are facilities that provide a higher-
acuity medical service or medical services for a routine chronic 
condition, such that they would be considered as destinations for which 
transportation under (1) above would occur:  
• Emergency Room;
• Critical Access Hospital;
• Rural Emergency Hospital;
• Dialysis center;
• Hospital;
• Private residence;
• Skilled nursing facility

B. Air Ambulance Services

Air ambulance services are provided to Arkansas Medicaid beneficiaries only in
emergencies.

Air ambulance providers must be licensed by the Arkansas Ambulance Boards and
enrolled as a Title XVIII, Medicare Provider.

(2) Early Intervention Day Treatment (EIDT) and Adult Developmental Day Treatment
(ADDT) Transportation

EIDT and ADDT providers may provide transportation to and from their facility.  The
Medicaid transportation broker must provide transportation to and from the nearest
qualified medical provider for the purpose of obtaining medical treatment.
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January 1, 2006

23 . Aay other medical care
Secretarv.

and any other type of remedial care recognized under State law, specified by the

Transportation (Continued)

(3) Non-Emergency

(a) Public Transportation

Effective for dates of service on or after December 1, 2001, public transportation
services are available when provided by an enrolled Medicaid public transportation
provider to an eligible Medicaid beneficiary being transported to or from a medical
facility to receive medical care services covered by the Arkansas Medicaid Program.
Transportation will be covered from the point ofpick-up to the medical facility or from
the medical facility to the point of delivery. The following benefit limits are
established. One unrt of service = 1 mile. The benefit limits do not apply to EPSDT
beneficiaries.

Effective for dates ofservice on or after January 1,2006.- public transportation
services are available when provided by an enrolled Medicaid public
transportation provider to a full benefit dual eligible being transported to or
from a pharmacy to receive prescriptions covered under the Medicare
Prescription Drug Benefit- Part D.

. Public Transportation, Taxi, Lntra-City, One Way - may be billed once per
day, per beneficiary for a maximum of 15 units. Extensions of the
established benefit limits will be considered if medicallv necessarv. The
provider must request an extension.

. Public Transportation, Taxi, Intra-City, Round Trip - may be billed once per
day, per beneficiary for a maximum of 30 units. Extensions of the
established benefit limits will be considered if medicallv necessarv. The
provider must request an extension.

. Public Transportation. City-to-City - may be billed once per day, per
beneficiary for a maximum of 50 units. Extensions of the established benefit
limits will be considered if medically necessary. The provider must request an
extension.

Public Transportation. ,\DA Accessible Van, lntra-City, One Way - may be
billed once per da-v. per beneficiary for a maximum of 15 units. The provider
may request an Extensron of the benefit limit if medicalll' necessary by
submitting documentation including the purpose of the trip and the provider's
name and address.
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Revised: January 1, 2006

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

a. Transportation (Continued)

(3) Non-Emergency (Continued) DArE Aprrv'o .JJ _--_ 1 Z:AS_
DATE EFF --.-L: J_ AA *
reI 17e: __a-5-!_Q_

Publ i c Transportati on, ADA Ac c e s sib I e Van, lntra-Cit-v, Rouruf T-nfr fi i5fr?
billed once per day, per beneficiary for a maximum of 30 units. The provider
may request an Extension of the benefit limit if medically necessary by
submitting documentation including the purpose of the trip and the provider's
name and address.

Public Transportation, ADA Accessible Van, Intrastate Authority - may be
billed once per day, per beneficiary for a maximum of 50 units. The provider
may request an extension of the benefit limit if medically necessary by
submitting documentation including the purpose of the trip and the provider's
name and address.

Non-Public Transportation

Effective for dates of service on or after December I , 200 1 , non-public transportation
services are available when provided by an enrolled Medicaid transportation provider
to an eligrble IVledicaid beneficiary transported to or from a medical provider to
receive medical sen'ices covered by the Arkansas Medicaid Program. Transportation
will be covered from the point ofpick-up to the medical service delivery srte and from
the medical service deliverv site to the recipient's retum destination.

Effective for dates of service on or after January 1, 2006, non-public
transportation services are available when provided by an enrolled Medicaid
non-public transportation provider to a full benefit dual eligible being
transported to or from a pharmacy to receive prescriptions covered under the
Medicare Prescription Drug Benefit- Part D.

The follou,ing benefit limrts are established. The benetrt limits do not apply to EPSDT
beneficiaries.

This service may'be billed once per day, per beneficiary for a maximum of 300 miles
per date of sen ice.

(a) PublicTransportation(Continued)

(b)

. n *7*-I
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23. Any other medical care and any other type of remedial care recognized under State law, specified by
the Secretary.

a. Transportation (Continued)

(4) Volunteer Transportation

Volunteer carriers are reimbursed for providing transportation to recipients to

medical services provided the carriers are registered by the Arkansas Department of

Human Services and Medical Services and the medical services are part of the case

plan.  A General Relief check is issued by local Human Services staff for payment

of Medicaid transportation if a licensed carrier is not available.

These services may be billed once per day, per recipient for a maximum of 300

miles per day.  The benefit limit does not apply to EPSDT recipients.

b. Services of Christian Science Nurses - Not Provided.

c. Care and services provided in Christian Science sanitoria - Not Provided.

d. Nursing facility services provided for patients under 21 years of age - Not Provided.

e. Emergency Hospital Services

Limited to immediate treatment and removal of patient to a qualifying hospital as soon as

patient’s condition warrants.

01-0014
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Page 8d

23.

August  1 ,2001

Any other medical care and any other type of remedial care recognized under State law, specified by the
Secretary. (Continued)

f. Critical Access Hospital (CAE)

Services that are furnished by an instate provider that meets the requirements for
participation in Medicaid as a CAH and are of a type that would be covered by Medicaid if
furnished by a Medicaid enrolled instate hospital to a Medicaid recipient Services that are
not permifted under CAH licensure requirements are not covered by Medicaid.

Inpatient CAE services do not include nursing facility services furnished by a CA.E with a
swing-bed approval.

CAH services are subject to the same benefit timits as inpatient and outpatient hospital
services as described in Attachnent 3.1-8, ftems I and 2a.
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Revision:  HCFA Region VI        ATTACHMENT 3.1-B 
                  October 1991         Page 9 
 

State/Territory:    ARKANSAS 
 

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S):    ALL 

 
  
24. Any other medical care and any other type of remedial care recognized under State law, specified 

by the Secretary. 
 

a. Transportation. 
 
   Provided:            No limitations             with limitations* 
 

b. Services of Christian Science nurses. 
 

   Provided:            No limitations             with limitations* 
  
       c. Care and services provided in Christian Science sanitoria. 

 
   Provided:            No limitations             with limitations* 
 

d. Nursing facility services for patients under 21 years of age. 
 
   Provided:            No limitations             with limitations* 
  

e. Emergency hospital services. 
 

   Provided:            No limitations             with limitations* 
 

f. Personal care services in recipient’s home prescribed in accordance with a plan of treatment and 
furnished by a qualified person under supervision of a registered nurse. 

 
  Provided:            No limitations             with limitations* 
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STATE PLA}[ TJNDER TITLE XD( OF TEE SOCAL SECIJRITY ACT
MEDICAL ASSISTAT{CE PRO GRAIVI
STATE ARKATYSAS

AMOUNT, DIJRATION AND SCOPE OF
SERVICES PROVIDED

MEDICALLY NEEDY

ATTACHMENT 3.1.8
Page 9b

26.

August 1, 2001

Personal care services furnished to an individual who is not an inpatient or resident of a hospital, nursing
facility, intermediate care facility for the mentally retarded, or institution for mental disease that are (A)
authorized for the individual by a physician in accordance with a plan of treatment, @) provided by an
individual who is qualified to provide such services and who is not a member of the individual's family, and
(C) furnished in a home.

Not Provided
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STATE PLAN I.INDER TITLE XIX OF TIIE SOCIAL SECI'RITY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

AMOUNT, DIJRATION AflD SCOPE OF
SERVICES PROVIDED

MEDICALLYNEEDY

ATTACHMENT 3.I.8
Page 10

July 1, 2004

27. Program of All-Inclusive Care for the Elderly (PACE) services, as described in Supplement 3 to
Attachment 3.1-A.

Election of PACE: By virtue of this submittal, the State elects PACE as an optional
State Plan service.
No election of PACE: By virtue of this submittal, the State elects to not add PACE
as an optional State Plan service.

190s(a)(26) and 1934
Program of All-Inclusive Care for the Elderly (PACE) services, as described and limited in
Supplement 3 to Attachment 3.1-A. 

j::.

ATTACHMENT 3.1-B identifies services provided to each covered group of the medically
needy. (Note: Other programs to be offered to Medically Needy beneficiaries would specify all
limitations on the amount, duration and scope of those services. As PACE provides services to
the frail elderly population without such limitation, this is not applicable for this program.In
addition, other programs to be offered to Medically Needy beneficiaries would also list the
additional coverage -that is in excess of estabtished service limits- for pregnancy-related
services for conditions that may complicate the pregnancy. As PACE is for the frail elderly
population, this also is not applicable for this program.)
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STATE PLAN UNDER TITLE XrX OF THE SOCTAL SECURTTY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

AMOUNT, DURATION AND SCOPE OF
SERVICES PROVIDED

MEDICALLY NEEDY

ATTACHMENT 3.I-B
Page lOa

Apri l  l ,2008

27. Program of All-lnclusive Care for the Elderly (PACE)

Not Provided
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSTSTANCE PROGRAM
STATE ARKANSAS

AMOUNT, DURATION AND SCOPE OF
SERVICES PROVIDED

MEDICALLY NEEDY

ATTACHMENT3.I-B
Page ll

Apri l  l ,2008

28. Self-Directed Personal Assistance Services

Self-Directed Personal Assistance Services, as described in Supplement - to
Attachment 3.1-B.

Election of Self-Directed Personal Assistance Seruices: By virtue of this
submittal, the State elects Self-Directed Personal Assistance Services as a State Plan
service delivery option.

X No election of Self-Directed Personal Assistance Services: By virtue of this
submittal, the State elects not to add Self-Directed Personal Assistance Services as a
State Plan service delivery option for Medically Needy.
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SERVICES PROVIDED

MEDICALLY NEEDY

ATTACHMENT 3.I-B
Page I la

Apri l  l ,2008

28. Self-Directed Personal Assistance Services

Not Provided
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SERVICES PROVIDED  April 10, 2018  

MEDICALLY NEEDY 
____________________________________________________________________________________________________ 

29. Telemedicine Services

Telemedicine is the use of electronic information and communication healthcare technology to
deliver healthcare services including without limitation, the assessment, diagnosis, consultation,
treatment, education, care management, and self-management of a patient. Telemedicine includes
store-and-forward technology and remote patient monitoring.

TN: 18-002 
Supersedes TN: NEW PAGE
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ATTACHMENT 3.1-B 

Page _12_ 

State/Territory: 
______Arkansas_______ 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 

MEDICALLY NEEDY GROUP(S)  

30. Coverage of Routine Patient Cost in Qualifying Clinical Trials

*The state needs to check each assurance below.

Provided: ___X 

I. General Assurances:

Routine Patient Cost – Section 1905(gg)(1) 

_X__Coverage of routine patient cost for items and services as defined in section 1905(gg)(1) that 
are furnished in connection with participation in a qualified clinical trial. 

Qualifying Clinical Trial – Section 1905(gg)(2) 

_X__A qualified clinical trial is a clinical trial that meets the definition at section 1905(gg)(2). 

Coverage Determination – Section 1905(gg)(3) 

_X__A determination with respect to coverage for an individual participating in a qualified clinical 
trial will be made in accordance with section 1905(gg)(3). 

PRA Disclosure Statement - This information is being collected to assist the Centers for Medicare & Medicaid 
Services in implementing Section 210 of the Consolidated Appropriations Act of 2021 amending section 1905(a) of 

the Social Security Act (the Act), by adding a new mandatory benefit at section 1905(a)(30).  Section 210 mandates 

coverage of routine patient services and costs furnished in connection with participation by Medicaid beneficiaries in 

qualifying clinical trials effective January 1, 2022.  Section 210 also amended sections 1902(a)(10)(A) and 
1937(b)(5) of the Act to make coverage of this new benefit mandatory under the state plan and any benchmark or 
benchmark equivalent coverage (also referred to as alternative benefit plans, or ABPs).  Under the Privacy Act of 
1974 any personally identifying information obtained will be kept private to the extent of the law. An agency may not 
conduct or sponsor, and a person is not required to respond to, a collection of information unless it displays a currently 
valid Office of Management and Budget (OMB) control number. The OMB control number for this project is 0938-
1148 (CMS-10398 #74). Public burden for all of the collection of information requirements under this control number 
is estimated to take about 56 hours per response. Send comments regarding this burden estimate or any other aspect of 
this collection of information, including suggestions for reducing this burden, to CMS, 7500 Security Boulevard, Attn: 
Paperwork Reduction Act Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

Approval Date: 05/10/2023 TN: 23-0009  
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Approval Date: 12/07/2023 Effective Date:  10/01/2023 TN:  AR-23-0017 
Supersedes:  21-0003 

Supplement 1 to Attachment 3.1-B 
 Page 1 
 October 1, 2023 

State of Arkansas 

1905(a)(29) Medication Assisted Treatment (MAT)  

Citation:  3.1(b)(1) Amount, Duration, and Scope of Services: Medically Needy 
(Continued) 

1915(a)(29) __X___MAT as described and limited in Supplement 1 to Attachment 3.1-B. 

ATTACHMENT 3.1-B identifies the medical and remedial services provided to 
the medically needy.   
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Supplement 1 to Attachment 3.1-B 
 Page 2 
 October 1, 2023 

State of Arkansas 

1905(a)(29) Medication-Assisted Treatment (MAT) 

Amount, Duration, and Scope of Medical and Remedial Care Services Provided to the Medically 
Needy (continued) 

i. General Assurance

MAT is covered under the Medicaid state plan for all Medicaid clients who meet the
medical necessity criteria for receipt of the service for the period beginning October1,
2020, and ending September 30, 2025.

ii. Assurances

a. The state assures coverage of Naltrexone, Buprenorphine, and Methadone and all of
the forms of these drugs for MAT that are approved under section 505 of the Federal
Food, Drug, and Cosmetic Act (21 U.S.C. 355) and all biological products licensed
under section 351 of the Public Health Service Act (42 U.S.C. 262).

b. The state assures that Methadone for MAT is provided by Opioid Treatment
Programs that meet the requirements in 42 C.F.R. Part 8.

c. The state assures coverage for all formulations of MAT drugs and biologicals for
opioid use disorder (OUD) that are approved under section 505 of the Federal Food,
Drug, and Cosmetic Act (21 U.S.C. 355) and all biological products licensed under
section 351 of the Public Health Service Act (42 U.S.C. 262).
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 Page 3 
October 1, 2023 

State of Arkansas 

1905(a)(29) Medication-Assisted Treatment (MAT)  

Amount, Duration, and Scope of Medical and Remedial Care Services Provided to the Medically 
Needy (continued) 

iii. Service Package
The state covers the following counseling services and behavioral health therapies as part
of MAT.

a) Please set forth each service and components of each service (if applicable), along
with a description of each service and component service.

MAT is covered exclusively under section 1905(a)(29) for the period of 10/01/2020
through 9/30/2025.

Services available: 

1. Individual Behavioral Health Counseling
2. Group Behavioral Health Counseling
3. Marital/Family Behavioral Health Counseling that involves the participation of a

non-Medicaid eligible is for the direct benefit of the client. The service must
actively involve the client in the sense of being tailored to the client’s individual

needs. There may be times when, based on clinical judgment, the client is not
present during the delivery of the service, but remains the focus of the service.
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Supplement 1 to Attachment 3.1-B 
 Page 4 
 October 1, 2023 

State of ARKANSAS 

1905(a)(29) Medication-Assisted Treatment (MAT)  

Amount, Duration, and Scope of Medical and Remedial Care Services Provided to the 
Categorically Needy (continued) 

b) Please include each practitioner and provider entity that furnishes each service and
component service.

1. Physicians, Physician Assistants and Nurse Practitioners may provide counseling
and behavioral health therapies.

2. Licensed Behavioral Health Practitioners: Licensed Psychologists (LP), Licensed
Psychological Examiners – Independent (LPEI), Licensed Professional
Counselors (LPC), Licensed Certified Social Workers (LCSW), Licensed Marital
and Family Therapists (LMFT). This group’s role is to provide the behavioral and

substance use disorder counseling required.

c) Please include a brief summary of the qualifications for each practitioner or provider
entity that the state requires.  Include any licensure, certification, registration,
education, experience, training and supervisory arrangements that the state requires.

Physicians and Nurse Practitioners must be Arkansas Licensed.

Physician Assistants must have a legal agreement to practice under an Arkansas
Licensed Physician per Arkansas statute.



Approval Date: 12/07/2023 Effective Date:  10/01/2023 TN:  AR-23-0017 
Supersedes:  21-0003 
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 Page 5 
 October 1, 2023 

State of ARKANSAS 

1905(a)(29) Medication-Assisted Treatment (MAT)  

Amount, Duration, and Scope of Medical and Remedial Care Services Provided to the 
Categorically Needy (continued) 

Licensed Psychologists (LP), Licensed Psychological Examiners – Independent 
(LPEI), Licensed Professional Counselors (LPC), Licensed Certified Social Workers 
(LCSW), and Licensed Marital and Family Therapists (LMFT) must possess a current 
and valid Arkansas license. 

iv. Utilization Controls
__X___ The state has drug utilization controls in place. (Check each of the following 

that apply) 
_______ Generic first policy 
___X__ Preferred drug lists 
_______ Clinical criteria 
___X__ Quantity limits 
_______ The state does not have drug utilization controls in place. 

v. Limitations

Describe the state’s limitations on amount, duration, and scope of MAT drugs,

biologicals, and counseling and behavioral therapies related to MAT.

MAT drugs and biologicals are limited based on the FDA indication and manufacturers’

prescribing guidelines.  Some medications are also subject to status on the Preferred Drug
List (PDL).

The preferred (PDL) agents for MAT therapy do not require a PA.

The Arkansas Medicaid Pharmacy program removed the prior authorization for preferred
Buprenorphine products on 1/1/2020, due to Arkansas State Law from Act 964 which
prohibits a prior authorization for Medication Assisted Treatment of Opioid Use
Disorder.  The removal of prior authorization was for MAT treatment according to
SAMHSA guidelines.  In addition, on 1/22/2021, per section 505 of the Federal Food,
Drug, and Cosmetic Act (21 U.S.C. 355), for all biological products licensed under
section 351 of the Public Health Service Act (42 U.S.C. 262) to be covered, Arkansas
instructed the pharmacy vendor to bypass the non-rebate-participation, repackaged
indicator, inner indicator, and prioritize coverage of all the pharmacy MAT products.
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PRA Disclosure Statement - This information is being collected to assist the Centers for Medicare & 
Medicaid Services in implementing section 1006(b) of the SUPPORT for Patients and Communities Act 
(P.L. 115-271) enacted on October 24, 2018.  Section 1006(b) requires state Medicaid plans to provide 
coverage of Medication-Assisted Treatment (MAT) for all Medicaid enrollees as a mandatory Medicaid 
state plan benefit for the period beginning October 1, 2020, and ending September 30, 2025.  Under the 
Privacy Act of 1974 any personally identifying information obtained will be kept private to the extent of 
the law.  An agency may not conduct or sponsor, and a person is not required to respond to, a collection 
of information unless it displays a currently valid Office of Management and Budget (OMB) control 
number.  The OMB control number for this project is 0938-1148 (CMS-10398 # 60).  Public burden for 
all of the collection of information requirements under this control number is estimated to take about 80 
hours per response.  Send comments regarding this burden estimate or any other aspect of this collection 
of information, including suggestions for reducing this burden, to CMS, 7500 Security Boulevard, Attn: 
Paperwork Reduction Act Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-
1850. 
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Supplement 2 to Attachment 3.1-B 
Page 1 
October 1, 2023 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State:  ARKANSAS   

1905(a)(13)(B) - Attestation for Vaccines and Vaccine Administration 

Arkansas covers vaccines and vaccine administration which includes approved vaccines 
recommended by the Advisory Committee on Immunization Practices (an advisory committee 
established by the Secretary, acting through the Director of the Centers for Disease Control and 
Prevention) and their administration. 

Arkansas maintains a method of monitoring ACIP notifications of changes to recommendations to 
ensure that coverage and billing codes are updated to comply with those revisions.  



STATE PLAN UNDER TITLE XIX

STATE ARKANSAS

OF THE SOCIAL SECURITY ACT Att i ichment 3.  1-C

STANDARDS AND METHOD OF ASSURING
HIGH QUALITY CARE

Rev ised: .A .pr i l  l ,  I979

The fo l low ing  is  a  descr ip t ion  o f  the  methods  tha t  w i l l  be  used to  assure  tha t  the

medica l  and remedia l  care  and serv ices  are  o f  h igh  oua l i t y ,  and a  descr ip t ion  o f  the

s tandards  es tab l i shed by  the  Sta te  to  assure  h igh  qua ' l i t y  care :

a .  Ins t i tu t ' i ona l  :a re  w j l ' l  be  p rov ided  by  fac i l i t i es  qua l i f i ed

to  par t i c ipa te  in  T i t l e  XVI I I  and /o r  T i t l e  X IX ;

b .  Prac t ' i t joners  w i l l  be  l i censed by  the  Sta te ;

c .  Med ica l  i ns t j tu t jons  w i l l  be  l j censed  by  the  S ta te ;

d .  Pat ien ts  can ob ta in  needed nred ica l  serv jces  f rom the  fac i ' l i t y  wh ich '

in  the  judgment  o f  competent  med ica l  au thor i ty ,  i s  bes t  ab le  to  meet

he i r  med ica l  needs  whether  the  fac i l i t y  i s  in  o r  ou ts ide  the  Sta te ;

e .  The scooe o f  care  and serv ices  o f fe red  inc ludes  the  use  o f  spec ia l i s ts

and  consu l ta t i ve  se rv jces  (boarc l  ce r t i f i ed  o r  board  e l iq ib le ) ;

f .  The med ' ica ' l  un i t  w i ' l l  con t inuous ' l y  rev iew and eva lua te  the  u t j l i za t ion

and equa i i t y  o f  med ica l  care  and serv ices ;

g .  The Peer  Rev iew Comrn i t tees ,  a t  f requent  in te rva ls  rv ' i l 1  rev iew repor ts  o f

care and services provided and make recommendat ions to the agency and

to  the  hea l th  care  c l i sc ip l ines  invo lved concern ing  the  approor ia teness

.  and/or  u t i l i za t ion  o f  the  care  and serv ' i ces  o f fe red  or  needed;

h .  The Of f i ce  o f  Long Tern  Care  w i l l  p rov ide  fo r  med ica ' l  eva lua t ion  o f

each pa t ien t ' s  need fo r  long  te rm care  and serv ices  pursuant  to

Sec.  tgOZ (a) (20)  o f  the  Soc ia l  Secur i ty  Ac t  o f  1968,  as  amended;  and

i .  The Agency  w i l l  impose Admin is t ra t i ve  Remedies  and Sanct ions '  as

conta ined in  S ta te  regu la t ions ,  aga ins t  those prov iders  who fa i l

to  comply  w i th  a l l  federa l /s ta te  laws,  ru les ,  and regu la t ions  o f

the l , ' !ed i  ca i  d  Proqram.

,,or.*J!J--$!E%
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The Sta te  Agency  w i l l  p rov ide  tha t  any  ind iv idua l  e l ig ib le  fo r  med ica l  ass js tance may

obta in  such ass js tance f rom any ' ins t i tu t ion ,  agency  or  person qua l i f ied  to  per fo rm the

serv ice  or  serv ' i ces  requ i red  ( jnc lud ing  an  organ iza t ion  wh ' i ch  p rov ides  such serv ices ,

or  a r ranges  fo r  the i r  ava i lab i l i t y ,  on  a  p repayment  bas is ) ,  who under takes  to  p rov ide

h im such serv jces  and who has  s igned an  agreement  to  par t i c ipa te  in  the  Med ica id

Program.
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Alternative Benefit Plan

Transmittal Number: AR

State Name: Arkansas Attachment 3.1-L- OMB Control Number: 09381148

- 22 - 0030

Alternative Benefit Plan Populations ABP1
Identify and define the population that will participate in the Alternative Benefit Plan.

Alternative Benefit Plan Population Name: Arkansas Newly Eligible Adult Group

Identify eligibility groups that are included in the Alternative Benefit Plan's population, and which may contain individuals that meet any
targeting criteria used to further define the population.

Eligibility Groups Included in the Alternative Benefit Plan Population:

  Add Eligibility Group:
Enrollment is
mandatory or

voluntary?
Remove

Add Adult Group Mandatory Remove

Enrollment is available for all individuals in these eligibility group(s). Yes

Geographic Area

The Alternative Benefit Plan population will include individuals from the entire state/territory. Yes

Any other information the state/territory wishes to provide about the population (optional)
Arkansas will provide access to the Alternative Benefit Plan (ABP) through two mechanisms: premium assistance to support coverage
from Qualified Health Plans (QHPs) offered in the individual market and through fee-for-service Medicaid.

Arkansas has received approval under 1115 of the Social Security Act to implement the Arkansas Health and Opportunity For Me
(ARHOME) program. Under the ARHOME demonstration, the State will provide premium assistance for beneficiaries eligible under
the new adult group established under Section 1902(a)(10)(A)(i)(VIII) of the Social Security Act, to support the purchase of coverage
from QHPs offered in the individual market through the Marketplace

Arkansas will also offer benefits described in this ABP State Plan Amendment through the fee-for-service delivery system. The State
will offer two types of fee for service ABP plans: an ABP that provides the full Medicaid benefits offered under the approved Arkansas
state plan and an ABP that covers the Essential Health Benefits provided by QHPs (EHB-equivalent ABP). Individuals who are eligible
for coverage under ARHOME will receive the EHB-equivalent ABP through fee-for-service temporarily prior to the effective date of
their QHP coverage. Exempt populations will have the option of receiving the ABP that offers approved Arkansas state plan benefits or
the EHB-equivalent ABP.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number.  The valid OMB control number for this information collection is 0938-1148.  The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection.  If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20181119

Transmittal Number: AR-22-0030 
Supersedes Transmittal Number: AR-17-0002

Approval Date: June 26, 2023 Effective Date: April 1, 2023
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Alternative Benefit Plan

State Name: Arkansas Attachment 3.1-L- OMB Control Number: 09381148

Transmittal Number: AR - 22 - 0030

Voluntary Benefit Package Selection Assurances - Eligibility Group under
Section 1902(a)(10)(A)(i)(VIII) of the Act ABP2a

The state/territory has fully aligned its benefits in the Alternative Benefit Plan using Essential Health Benefits and subject to 1937
requirements with its Alternative Benefit Plan that is the state’s approved Medicaid state plan that is not subject to 1937
requirements.  Therefore the state/territory is deemed to have met the requirements for voluntary choice of benefit package for
individuals exempt from mandatory participation in a section 1937 Alternative Benefit Plan.

No

These assurances must be made by the state/territory if the Adult eligibility group is included in the ABP Population.

The state/territory shall enroll all participants in the "Individuals at or below 133% FPL Age 19 through 64" (section
1902(a)(10)(A)(i)(VIII)) eligibility group in the Alternative Benefit Plan specified in this state plan amendment, except as follows:  A
beneficiary in the eligibility group at section 1902(a)(10)(A)(i)(VIII) who is determined to meet one of the exemption criteria at 45
CFR 440.315 will receive a choice of a benefit package that is either an Alternative Benefit Plan that includes Essential Health
Benefits and is  subject to all 1937 requirements or an Alternative Benefit Plan that is the state/territory’s approved Medicaid state
plan not subject to 1937 requirements.  The state/territory’s approved Medicaid state plan includes all approved state plan programs
based on any state plan authority, and approved 1915(c) waivers, if the state has amended them to include the eligibility group at
section 1902(a)(10)(A)(i)(VIII).

The state/territory must have a process in place to identify individuals that meet the exemption criteria and the state/territory must
comply with requirements related to providing the option of enrollment in an Alternative Benefit Plan defined using section 1937
requirements, or an Alternative Benefit Plan defined as the state/territory's approved Medicaid state plan that is not subject to section
1937 requirements.

Once an individual is identified, the state/territory assures it will effectively inform the individual of the following:

a) Enrollment in the specified Alternative Benefit Plan is voluntary;

b) The individual may disenroll from the Alternative Benefit Plan defined subject to section 1937 requirements at any time and
instead receive an Alternative Benefit Plan defined as the approved state/territory Medicaid state plan that is not subject to section
1937 requirements; and

c) What the process is for transferring to the state plan-based Alternative Benefit Plan.

The state/territory assures it will inform the individual of:

a) The benefits available as Alternative Benefit Plan coverage defined using section 1937 requirements as compared to Alternative
Benefit Plan coverage defined as the state/territory's approved Medicaid state plan and not subject to section 1937 requirements;
and

b) The costs of the different benefit packages and a comparison of how the Alternative Benefit Plan subject to 1937 requirements
differs from the Alternative Benefit Plan defined as the approved Medicaid state/territory plan benefits.

How will the state/territory inform individuals about their options for enrollment? (Check all that apply)

Letter

Email

Other

Transmittal Number: AR-22-0030 
Supersedes Transmittal Number: AR-17-0002

Approval Date: June 26, 2023 Effective Date: April 1, 2023



Page 2 of 3

Alternative Benefit Plan

Provide a copy of the letter, email text or other communication text that will be used to inform individuals about their options for
enrollment.

An attachment is submitted.

When did/will the state/territory inform the individuals?

The State will provide a notice informing individuals of their eligibility under the Section 1902(a)(10)(A)(i)(VIII) eligibility group once
they have been determined eligible by the State's eligibility system. Additional notices will provide greater detail explaining the process
for selecting a Qualified Health Plan (QHP), the process for accessing services until the QHP coverage is effective, the process for
accessing supplemental services, the grievance and appeals process, and accessing other ABP delivery mechanisms for those eligible.

Please describe the state/territory's process for allowing individuals in the Section 1902(a)(10)(A)(i)(VIII) eligibility group who meet
exemption criteria to disenroll from the Alternative Benefit Plan defined using section 1937 requirements and enroll in the Alternative
Benefit Plan defined as the state/territory's approved Medicaid state plan.

During the eligibility application process, a member who answers "yes" to the following questions will be considered medically frail or
eligible for Medicaid through another Aid Category: "Do you have a disability? Or are you blind? Do you live in a medical facility or
nursing home? What type of facility is this? Do you have a physical, mental, or emotional health condition that causes limitations in
activities (like bathing, dressing, daily chores, etc.)?" Individuals screened as medically frail will be enrolled in the ABP that provides
the full Medicaid benefits offered under the approved Arkansas state plan and will be provided with a Choice Counseling notice that will
inform them about their benefit plan options.

The Choice Counseling notice will inform medically frail clients of their right to choose the ABP that provides the full Medicaid
benefits offered under the approved Arkansas state plan or the EHB-equivalent ABP and will describe the differences between the two.
The notice will also include a toll-free number that individuals can call to make their selection. If an affirmative selection is not made,
the individual will remain in the ABP that provides the full Medicaid benefits offered under the approved Arkansas state plan.

Medically frail clients with a serious mental illness or a substance use disorder who assess as a Tier 2 or Tier 3 on the independent
assessment will be enrolled in the Provider-led Arkansas Shared Savings Entity (PASSE) program.

All individuals not screened as medically frail based on their responses on the integrated application for assistance will receive a general
Medicaid eligibility notice. That eligibility notice will include information about an individual’s ability to identify as medically frail at a
later time. The notice will define a medically frail individual as a person who has a physical or behavioral health condition that limits
what he or she is able to do (like bathing, dressing, daily chores, etc.), a person who lives in a medical facility or nursing home, a person
who has a serious mental illness, a person who has a long-term problem with drugs or alcohol, a person with intellectual or
developmental disabilities, or a person with some other serious health condition. The document will inform all enrollees that they may
screen for medically frailty at any time and can discuss coverage options with their doctor, contact Member Services or visit the
Medicaid website for additional information.

Individuals identified as American Indian or Alaskan Native (AI/AN) will not be required to enroll in a QHP but can choose to opt into a
QHP. Individuals identified as AI/AN will receive a Choice Counseling notice that will inform them of their right to choose between a
QHP and the EHB-equivalent ABP and will describe the differences between the two. The notice will also include a link to a webpage
and a toll-free number that individuals can use to make their selection. If an affirmative selection is not made, the individual will remain
in the EHB-equivalent ABP.

The state/territory assures it will document in the exempt individual's eligibility file that the individual:

a) Was informed in accordance with this section prior to enrollment;

b) Was given ample time to arrive at an informed choice; and

c) Chose to enroll in Alternative Benefit Plan coverage subject to section 1937 requirements or defined as the state/territory's
approved Medicaid state plan, which is not subject to section 1937 requirements.

Transmittal Number: AR-22-0030 
Supersedes Transmittal Number: AR-17-0002
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Where will the information be documented? (Check all that apply)

In the eligibility system.

In the hard copy of the case record.

Other

What documentation will be maintained in the eligibility file? (Check all that apply)

Copy of correspondence sent to the individual.

Signed documentation from the individual consenting to enrollment in the Alternative Benefit Plan.

Other

The state/territory assures that it will maintain data that tracks the total number of individuals who have voluntarily enrolled in either
Alternative Benefit Plan coverage subject to section 1937 requirements or Alternative Benefit Plan coverage defined as the
state/territory's approved Medicaid state plan, which is not subject to section 1937 requirements.

Other information related to benefit package selection assurances for exempt participants (optional):

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number.  The valid OMB control number for this information collection is 0938-1148.  The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection.  If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20160722

Transmittal Number: AR-22-0030 
Supersedes Transmittal Number: AR-17-0002

Approval Date: June 26, 2023 Effective Date: April 1, 2023



Page 1 of 3

Alternative Benefit Plan

Transmittal Number: AR

State Name: Arkansas Attachment 3.1-L- OMB Control Number: 09381148

- 22 - 0030

Enrollment Assurances  - Mandatory Participants ABP2c

These assurances must be made by the state/territory if enrollment is mandatory for any of the target populations or sub-populations.

When mandatorily enrolling eligibility groups in an Alternative Benefit Plan (Benchmark or Benchmark-Equivalent Plan) that could have
exempt individuals, prior to enrollment:

The state/territory assures it will appropriately identify any individuals in the eligibility groups that are exempt from mandatory
enrollment in an Alternative Benefit Plan or individuals who meet the exemption criteria and are given a choice of Alternative
Benefit Plan coverage defined using section 1937 requirements or Alternative Benefit Plan coverage defined as the state/territory's
approved Medicaid state plan, not subject to section 1937 requirements.

How will the state/territory identify these individuals? (Check all that apply)

Review of eligibility criteria (e.g., age, disorder/diagnosis/condition)

Describe:

The state will review to ensure the person is newly eligible under section 1902(a)(10)(A)(i)(VIII) and is not in any of the
following eligibility categories at the time of application: children, adults eligible for the Parent/Caretaker Relative aid
category, blind or disabled, terminally ill hospice patients, pregnant women, individuals living in an institution who are
required to contribute all but a minimum amount of their income toward the cost of their care, individuals eligible for medical
assistance for long-term care services described in Section 1917(c)(1)(C) of the Social Security Act, individuals infected with
tuberculosis, individuals covered by Medicaid only for the treatment of an emergency medical condition, individuals
determined Medicaid eligible as medically needy or eligible because of a reduction of countable income based on costs
incurred for medical care, foster children, or former foster children.

Self-identification

Describe:

Individuals will be identified as medically frail through one of two mechanisms: (1) the individual responds “yes” to any of the
following questions on the integrated application for assistance: "Do you have a disability? Or are you blind? Do you live in a
medical facility or nursing home? What type of facility is this? Do you have a physical, mental, or emotional health condition
that causes limitations in activities (like bathing, dressing, daily chores, etc?”  or (2) at any time after the application process,
the individual requests to be rescreened for medically frail  status. The Division of Medical Services will also monitor
rescreening requests to ensure policies and processes for medically frail identification continue to identify appropriate
beneficiaries.

Other

The state/territory must inform the individual they are exempt or meet the exemption criteria and the state/territory must comply with
all requirements related to voluntary enrollment or, for beneficiaries in the “Individuals at or below 133% FPL Age 19 through 64”
eligibility group, optional enrollment in Alternative Benefit Plan coverage defined using section 1937 requirements or Alternative
Benefit Plan coverage defined as the state/territory's approved Medicaid state plan.

The state/territory assures that for individuals who have become exempt from enrollment in an Alternative Benefit Plan, the
state/territory must inform the individual they are now exempt and the state/territory must comply with all requirements related to
voluntary enrollment or, for beneficiaries in the “Individuals at or below 133% FPL Age 19 through 64”  eligibility group, optional
enrollment in Alternative Benefit Plan coverage defined using section 1937 requirements, or Alternative Benefit Plan coverage
defined as the state/territory's approved Medicaid state plan.

Transmittal Number: AR-22-0030 
Supersedes Transmittal Number: AR-17-0002
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How will the state/territory identify if an individual becomes exempt? (Check all that apply)

Review of claims data

Self-identification

Review at the time of eligibility redetermination

Provider identification

Change in eligibility group

Other

How frequently will the state/territory review the Alternative Benefit Plan population to determine if individuals are exempt from
mandatory enrollment or meet the exemption criteria?

Monthly

Quarterly

Annually

Ad hoc basis

Other

Describe:

The medical frailty screening process is a part of the integrated application for assistance, completed at the time of initial
eligibility determination. Individuals will be provided with the opportunity to self-identify as medically frail. Those who self-
identify as medically frail will have the option of receiving either the ABP that provides the full Medicaid benefits offered
under the approved Arkansas state plan or the EHB-equivalent ABP.

DHS will rely on carriers and providers to assist DHS in identifying individuals with emerging medical needs that lead to a
need for transition to the Medicaid program during the plan year.

An ARHOME enrollee can notify the DHS at any time to be rescreened for medically frail status.

The state/territory assures that it will promptly process all requests made by exempt individuals for disenrollment from the
Alternative Benefit Plan and has in place a process that ensures exempt individuals have access to all standard state/territory plan
services or, for beneficiaries in the “Individuals at or below 133% FPL Age 19 through 64”  eligibility group, optional enrollment in
Alternative Benefit Plan coverage defined using section 1937 requirements, or Alternative Benefit Plan coverage defined as the
state/territory's approved Medicaid state plan.

Describe the process for processing requests made by exempt individuals to be disenrolled from the Alternative Benefit Plan:

Once individuals have been rescreened as medically frail, they will be sent a notice informing them of their exempt status. This notice
will inform them of their right to choose between the ABP that provides the full Medicaid benefits offered under the approved Arkansas
state plan or the EHB-equivalent ABP. The notice will outline the differences in the benefit offerings and will provide information on
the process for enrolling in either the ABP that provides the full Medicaid benefits offered under the approved Arkansas state plan or the
EHB-equivalent ABP. The notice will also include a toll-free number that individuals may call to make their selection. If an affirmative
selection is not made, the individual will be placed in the ABP that provides the full Medicaid benefits offered under the approved
Arkansas state plan.

Arkansas Medicaid has developed a process for making transitions to medically frail status after initial application for eligibility. As a
part of this process, DHS will rely on carriers to monitor claims so that DHS and carriers may identify individuals with emerging

Transmittal Number: AR-22-0030 
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Alternative Benefit Plan
medical needs that indicate a possible need for transition fee for service delivery system.

An ARHOME enrollee can notify DHS at any time to request a rescreening to determine whether they are medically frail. Additionally,
rescreening requests will be monitored to ensure policies and processes for medically frail identification continue to identify
beneficiaries in need of services that are not available from the qualified health plans.

Other Information Related to Enrollment Assurance for Mandatory Participants (optional):

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number.  The valid OMB control number for this information collection is 0938-1148.  The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection.  If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20160722

Transmittal Number: AR-22-0030 
Supersedes Transmittal Number: AR-17-0002
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Transmittal Number: AR

State Name: Arkansas Attachment 3.1-L- OMB Control Number: 09381148

- 22 - 0030

Selection of Benchmark Benefit Package or Benchmark-Equivalent Benefit Package ABP3

Select one of the following:

The state/territory is amending one existing benefit package for the population defined in Section 1.

The state/territory is creating a single new benefit package for the population defined in Section 1.

Name of benefit package: Adult Group Alternative Benefit Package

Selection of the Section 1937 Coverage Option

The state/territory selects as its Section 1937 Coverage option the following type of Benchmark Benefit Package or Benchmark-
Equivalent Benefit Package under this Alternative Benefit Plan (check one):

Benchmark Benefit Package.

Benchmark-Equivalent Benefit Package.

The state/territory will provide the following Benchmark Benefit Package (check one that applies):

The Standard Blue Cross/Blue Shield Preferred Provider Option offered through the Federal Employee Health Benefit
Program (FEHBP).

State employee coverage that is offered and generally available to state employees (State Employee Coverage):

A commercial HMO with the largest insured commercial, non-Medicaid enrollment in the state/territory (Commercial
HMO):

Secretary-Approved Coverage.

The state/territory offers benefits based on the approved state plan.

The state/territory offers an array of benefits from the section 1937 coverage option and/or base benchmark plan
benefit packages, or the approved state plan, or from a combination of these benefit packages.

Please briefly identify the benefits, the source of benefits and any limitations:

Arkansas’s base benchmark plan is composed of benefits offered through the HMO Partners Inc. Open Access
POS 13262AR001. For individuals receiving the ABP through a Qualified Health Plan (QHP), ARHOME,the
State will provide supplemental services that are required for the ABP but not covered by QHPs—namely, non-
emergency transportation and Early Periodic Screening Diagnosis and Treatment (EPSDT) services. For
beneficiaries under age 21 receiving the ABP through a QHP, Medicaid will provide supplemental coverage for
EPSDT services that are not covered by the QHP. Beneficiaries will access these additional services through fee-
for-service Medicaid, and beneficiaries will receive notices informing them of how to access the supplemental
benefits. Since the QHPs must cover all Essential Health Benefits (EHBs), Arkansas provides supplemental
coverage for only a small number of EPSDT benefits, such as pediatric vision and dental services.

QHP enrollees will have access to at least one QHP in each service area that contracts with at least one FQHC
and/or RHC.

If family planning services are accessed at a facility that the QHP considers to be an out-of-network provider, the
State's fee-for-service delivery system will cover those services.

Selection of Base Benchmark Plan

Transmittal Number: AR-22-0030 
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The state/territory must select a Base Benchmark Plan as the basis for providing Essential Health Benefits in its Benchmark or
Benchmark-Equivalent Package.

The Base Benchmark Plan is the same as the Section 1937 Coverage option. No

Indicate which Benchmark Plan described at 45 CFR 156.100(a) the state/territory will use as its Base Benchmark Plan:

Largest plan by enrollment of the three largest small group insurance products in the state's small group market.

Any of the largest three state employee health benefit plans by enrollment.

Any of the largest three national FEHBP plan options open to Federal employees in all geographies by enrollment.

Largest insured commercial non-Medicaid HMO.

Plan name: HMO Partners, Inc. - Small Group Gold 1000-1

Other Information Related to Selection of the Section 1937 Coverage Option and the Base Benchmark Plan (optional):

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number.  The valid OMB control number for this information collection is 0938-1148.  The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection.  If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20160722
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Transmittal Number: AR

State Name: Arkansas Attachment 3.1-L- OMB Control Number: 09381148

- 22 - 0030

Alternative Benefit Plan Cost-Sharing ABP4

Any cost sharing described in Attachment 4.18-A applies to the Alternative Benefit Plan.

Attachment 4.18-A may be revised to include cost sharing for ABP services that are not otherwise described in the state plan.  Any such
cost sharing must comply with Section 1916 of the Social Security Act.

The Alternative Benefit Plan for individuals with income over 100% FPL includes cost-sharing other than that described in
Attachment 4.18-A. No

Other Information Related to Cost Sharing Requirements (optional):
The State will use cost-sharing as described in the cost sharing section of the State Plan.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number.  The valid OMB control number for this information collection is 0938-1148.  The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection.  If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20160722
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State Name: Arkansas Attachment 3.1-L- OMB Control Number: 0938‐1148

Transmittal Number: AR - 22 - 0030

Benefits Description ABP5

The state/territory proposes a “Benchmark-Equivalent” benefit package. No

Benefits Included in Alternative Benefit Plan

Enter the specific name of the base benchmark plan selected:
Arkansas's EHB base benchmark plan is composed of benefits offered through the HMO Partners, Inc. - Small Group Gold 1000-1
and the CHIP plans for pediatric dental and vision. The State will provide through its fee-for-service Medicaid program
supplemental benefits that are required for the ABP but not covered by qualified health plans—namely, non-emergency
transportation and, for beneficiaries up to age 21 receiving the ABP through Qualified Health Plans (QHPs) under Arkansas's 1115
demonstration waiver, Arkansas Medicaid will provide supplemental coverage for EPSDT services that are not covered by the
QHP. Beneficiaries will access these additional services through fee-for-service Medicaid, and beneficiaries will receive notices
informing them of how to access the supplemental benefits. Since the QHPs must cover all EHBs, we anticipate that Arkansas will
provide supplemental coverage for a small number of EPSDT benefits, such as pediatric vision and dental services.
For benefits provided by Qualified Health Plans, the state also authorizes benefit packages substantially equivalent/actuarially
equivalent to the benefit package articulated in this document”.

Enter the specific name of the section 1937 coverage option selected, if other than Secretary-Approved.  Otherwise, enter “Secretary-
Approved.”

Secretary-Approved
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1. Essential Health Benefit: Ambulatory patient services Collapse All

Benefit Provided:
Primary Care Visit to Treat an Injury or Illness

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided:
Specialist Visit

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided:
Other Practitioner Office Visit (Nurse, PA, etc)

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Includes but not limited to Nurse or Physician Assistants. An APN may not be able to perform certain
services that a practitioner would subject to the Arkansas scope of practice and appropriate licensure
requirements.

Transmittal Number: AR-22-0030 
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Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided:
Outpatient Facility Fee (Ambulatory Surgery Ctr).

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
See www.healthadvantage-hmo.com for a list of covered services.

Benefit Provided:
Outpatient Surgery Physician/Surgical Services

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
See https://www.healthadvantage-hmo.com for a list of covered services.

Benefit Provided:
Hospice Services

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Transmittal Number: AR-22-0030 
Supersedes Transmittal Number: AR-17-0002
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Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
In accordance with section 2302 of the Affordable Care Act, individuals under the age of 21, will receive
hospice care concurrently with curative care. For individuals over age 21, individuals will not receive
curative care concurrent with hospice services. Hospice care is multi-disciplinary and may include case
management.

Benefit Provided:
Radiation Therapy

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided:
Infusion Therapy

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided:
Renal Dialysis/Hemodialysis

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Transmittal Number: AR-22-0030 
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Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided:
Allergy Treatment

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided:
Dental Surgery for Accidents

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
For non diseased teeth.

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided:
Oral Surgery

Source:
Base Benchmark Small Group

Remove

Transmittal Number: AR-22-0030 
Supersedes Transmittal Number: AR-17-0002
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Authorization:
Prior Authorization

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
This benefit is in the CHIP Pediatric dental benefit.

Benefit Provided:
Outpatient Surgery

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided:
Chemotherapy

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Transmittal Number: AR-22-0030 
Supersedes Transmittal Number: AR-17-0002
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Benefit Provided:
Cochlear Implants

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
Lifetime maximum of one per ear.

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided:
Diabetic Supplies

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Add

Transmittal Number: AR-22-0030 
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2. Essential Health Benefit: Emergency services Collapse All

Benefit Provided:
Urgent Care Centers or Facilities

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Coverage is the same for In Network and Out of Network

Benefit Provided:
Emergency Room Services

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Coverage is the same for In Network and Out of Network

Benefit Provided:
Emergency Transportation/Ambulance

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
Ground $1000 per trip. Air $5000 per trip.

Duration Limit:
None

Scope Limit:
None

Transmittal Number: AR-22-0030 
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Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
While there is an amount limit per trip, there is no annual or lifetime limit or limit on number of services.

Add

Transmittal Number: AR-22-0030 
Supersedes Transmittal Number: AR-17-0002
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3. Essential Health Benefit: Hospitalization Collapse All

Benefit Provided:
Inpatient Hospital Services (e.g., Hospital Stay)

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided:
Inpatient Physician and Surgical Services

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided:
Transplants

Source:
Base Benchmark Small Group

Remove

Authorization:
Prior Authorization

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Certain transplants are allowed and some require prior authorization. Not needed for kidney and cornea.

Transmittal Number: AR-22-0030 
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Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Add

Transmittal Number: AR-22-0030 
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4. Essential Health Benefit: Maternity and newborn care Collapse All

Benefit Provided:
Prenatal and Postnatal Care

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided:
Delivery and All Inpatient Services for Maternity

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Treatment of infertility, including prescription drugs, is not a covered benefit. Infertility testing is a
covered benefit.

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Add

Transmittal Number: AR-22-0030 
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5. Essential Health Benefit: Mental health and substance use disorder services including
behavioral health treatment

Collapse All

The state/territory assures that it does not apply any financial  requirement or treatment limitation to mental health or
substance use disorder benefits in any classification that is more restrictive than the predominant financial requirement or
treatment limitation of that type applied to substantially  all medical/surgical benefits in the same classification.

Benefit Provided:
Mental/Behavioral Health Outpatient Services

Source:
Base Benchmark Federal Employees

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
The initial diagnostic services is not subject to pre-authorizion but treatment plans may be subject to pre-
authorization.

Benefit Provided:
Mental/Behavioral Health Inpatient Services

Source:
Base Benchmark Federal Employees

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
The treating facility must be a hospital

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided:
Substance Abuse Disorder Outpatient Services

Source:
Base Benchmark Federal Employees

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Transmittal Number: AR-22-0030 
Supersedes Transmittal Number: AR-17-0002
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Scope Limit:
The initial diagnostic services is not subject to pre-authorizion but treatment plans may be subject to pre-
authorization.

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Must have treatment plan pre-approved.

Benefit Provided:
Substance Abuse Disorder Inpatient Services

Source:
Base Benchmark Federal Employees

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
The treating facility must be a hospital.

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Add

Transmittal Number: AR-22-0030 
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6. Essential Health Benefit: Prescription drugs

The state/territory assures that the ABP prescription drug benefit plan is the same as under the approved Medicaid
State Plan for prescribed drugs.

Benefit Provided:
Coverage is at least the greater of one drug in each U.S. Pharmacopeia (USP) category and class or the
same number of prescription drugs in each category and class as the base benchmark.

Prescription Drug Limits (Check all that apply.):
Limit on days supply

Limit on number of prescriptions

Limit on brand drugs

Other coverage limits

Preferred drug list

Authorization:

Yes

Provider Qualifications:

State licensed

Coverage that exceeds the minimum requirements or other:
Prior authorization applies only to drugs not on the formulary and specialty drugs. New prescription
medications approved by the FDA are not covered under the evidence of coverage unless or until the
medication is placed on the formulary.

Transmittal Number: AR-22-0030 
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7. Essential Health Benefit: Rehabilitative and habilitative services and devices Collapse All

The state/territory assures that it is not imposing limits on habilitative services and devices that are more stringent than
limits on rehabilitative services (45 CFR 156.115(a)(5)(ii)). Further, the state/territory understands that separate coverage
limits must also be established for rehabilitative and habilitative services and devices. Combined rehabilitative and
habilitative limits are allowed, if these limits can be exceeded based on medical necessity.

Benefit Provided:
Home Health Care Services

Source:
Base Benchmark Small Group

Remove

Authorization:
Prior Authorization

Provider Qualifications:
Selected Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
50 visits per member per contract year.

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided:
Skilled Nursing Facility

Source:
Base Benchmark Small Group

Remove

Authorization:
Prior Authorization

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
Limited to 60 days per member per contract year

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided:
Outpatient Rehabilitation Services

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
30 aggregate visits per member per contract year.

Transmittal Number: AR-22-0030 
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Scope Limit:
All therapies (speech, occupational, physical and chiropractic) combined in the limits.

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Outpatient Therapy. Coverage is provided for outpatient therapy services when performed or prescribed by
a Physician. Coverage for outpatient visits for physical therapy, occupational therapy, speech therapy and
chiropractic services is limited to an aggregate maximum of thirty (30) visits per Member per Contract
Year.

Benefit Provided:
Durable Medical Equipment

Source:
Base Benchmark Small Group

Remove

Authorization:
Prior Authorization

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Prior authorization is required if costs exceed $5,000. Replacement of DME is covered only when
necessitated by normal growth or when it exceeds its useful life. Single replacement of eyeglasses or
contacts within the first 6 months following cataract surgery is covered.

Benefit Provided:
Inpatient Rehabilitative

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
60 days per member per contract year.

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided:
Habilitation (Developmental Services)

Source:
Base Benchmark Small Group

Remove

Transmittal Number: AR-22-0030 
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Authorization:
Prior Authorization

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
180 visits per contract year

Scope Limit:
Habilitation services are available to all individuals meeting the medical necessity criteria, not just those
with an intellectual or developmental disability.

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Add
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8. Essential Health Benefit: Laboratory services Collapse All

Benefit Provided:
Outpatient Diagnostic Test (X-Ray and Lab Work)

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided:
Advanced Diagnostic Imaging CT Scan, PET, MRI

Source:
Base Benchmark Small Group

Remove

Authorization:
Prior Authorization

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Add
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9. Essential Health Benefit: Preventive and wellness services and chronic disease management Collapse All

The state/territory must provide, at a minimum, a broad range of preventive services including: “A” and “B” services recommended
by the United States Preventive Services Task Force; Advisory Committee for Immunization Practices (ACIP) recommended
vaccines; preventive care and screening for infants, children and adults recommended by HRSA’s Bright Futures program/project;
and additional preventive services for women recommended by the Institute of Medicine (IOM).

Benefit Provided:
Preventative Care/Screening/Immunization

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
1 visit per year

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided:
Diabetic Education Management

Source:
Base Benchmark Small Group

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
$250 per program

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Add
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10. Essential Health Benefit: Pediatric services including oral and vision care Collapse All

Benefit Provided:
Medicaid  State Plan EPSDT Benefits

Source:
State Plan 1905(a)

Remove

Authorization:
None

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
For individuals receiving coverage through the Arkansas Health and Opportunity for Me (ARHOME)
program, QHP benefits are supplemented using fee-for-service Medicaid.

Add
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11. Other Covered Benefits from Base Benchmark Collapse All
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12. Base Benchmark Benefits Not Covered due to Substitution or Duplication Collapse All
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13. Other Base Benchmark Benefits Not Covered Collapse All
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14. Other 1937 Covered Benefits that are not Essential Health Benefits Collapse All

Other 1937 Benefit Provided:
Non-Emergency Medical Transportation

Source:
Section 1937 Coverage Option Benchmark Benefit
Package

Remove

Authorization:
Authorization required in excess of limitation

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit: Duration Limit:

Scope Limit:
Authorization above the 8 legs may be exceeded through a prior authorization process. The 8 leg limit
does not apply to individuals determined to be medically frail.

Other:

Other 1937 Benefit Provided:
PASSE-1915(i)

Source:
Section 1937 Coverage Option Benchmark Benefit
Package

Remove

Authorization:
Prior Authorization

Provider Qualifications:
State Plan & Public Employee/Commercial Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
PASSE services are provided only to Medicaid clients with a Tier 2 or Tier 3 Behavioral Health
Independent Assessment

Other:
See Attachment 3.1-i PASSE program.

Add
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15. Additional Covered Benefits (This category of benefits is not applicable to the adult group
under section 1902(a)(10)(A)(i)(VIII) of the Act.)

Collapse All

PRA Disclosure Statement
Centers for Medicare & Medicaid Services (CMS) collects this mandatory information in accordance with (42 U.S.C. 1396a) for the
purpose of standardizing data. The information will be used to monitor and analyze performance metrics related to the Medicaid and
Children’s Health Insurance Program in efforts to boost program integrity efforts, improve performance and accountability across the
programs. Under the Privacy Act of 1974 any personally identifying information obtained will be kept private to the extent of the law.
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1188. The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20190808
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Attachment 3.1-C-
OMB Control Number: 0938‐1148
OMB Expiration date: 10/31/2014

Benefits Assurances ABP7

EPSDT Assurances

If the target population includes persons under 21, please complete the following assurances regarding EPSDT.  Otherwise, skip to the 
Prescription Drug Coverage Assurances below.

The alternative benefit plan includes beneficiaries under 21 years of age. Yes

The state/territory assures that the notice to an individual includes a description of the method for ensuring access to EPSDT services 
(42 CFR 440.345).

✔

The state/territory assures EPSDT services will be provided to individuals under 21 years of age who are covered under the state/
territory plan under section 1902(a)(10)(A) of the Act. 

✔

Indicate whether EPSDT services will be provided only through an Alternative Benefit Plan or whether the state/territory will provide 
additional benefits to ensure EPSDT services:

Through an Alternative Benefit Plan.

Through an Alternative Benefit Plan with additional benefits to ensure EPSDT services as defined in 1905(r). 

Per 42 CFR 440.345, please describe how the additional benefits will be provided, how access to additional benefits will be 
coordinated and how beneficiaries and providers will be informed of these processes in order to ensure individuals have access to 
the full EPSDT benefit.

Indicate whether additional EPSDT benefits will be provided through fee-for-service or contracts with a provider:

State/territory provides additional EPSDT benefits through fee-for-service.

State/territory contracts with a provider for additional EPSDT services.

Other Information regarding how ESPDT benefits will be provided to participants under 21 years of age (optional):

All beneficiaries up to age 21 will receive the full range of EPSDT benefits. For beneficiaries up to age 21 receiving the ABP through 
Qualified Health Plans (QHPs) under Arkansas’s 1115 waiver, Arkansas Medicaid will provide supplemental coverage for any EPSDT 
services that are not covered by the QHP.  Beneficiaries will access these additional services through fee-for-service Medicaid, and 
beneficiaries will receive notices informing them of how to access the wrapped benefits.  Since the QHPs must cover all EHBs, we 
anticipate that Arkansas will provide supplemental coverage for a small number of EPSDT benefits, such as pediatric vision and dental 
services.  For beneficiaries up to age 21 receiving the ABP through fee-for-service Medicaid, the beneficiaries will access all benefits, 
including the full range of EPSDT benefits, through fee-for-service Medicaid.

Prescription Drug Coverage Assurances

The state/territory assures that it meets the minimum requirements for prescription drug coverage in section 1937 of the Act and 
implementing regulations at 42 CFR 440.347.  Coverage is at least the greater of one drug in each United States Pharmacopeia (USP) 
category and class or the same number of prescription drugs in each category and class as the base benchmark.

✔

The state/territory assures that procedures are in place to allow a beneficiary to request and gain access to clinically appropriate 
prescription drugs when not covered.

✔

The state/territory assures that when it pays for outpatient prescription drugs covered under an Alternative Benefit Plan, it meets the 
requirements of section 1927 of the Act and implementing regulations at 42 CFR 440.345, except for those requirements that are 
directly contrary to amount, duration and scope of coverage permitted under section 1937 of the Act.

✔
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Alternative Benefit Plan

The state/territory assures that when conducting prior authorization of prescription drugs under an Alternative Benefit Plan, it 
complies with prior authorization program requirements in section 1927(d)(5) of the Act.

✔

Other Benefit Assurances

The state/territory assures that substituted benefits are actuarially equivalent to the benefits they replaced from the base benchmark 
plan, and that the state/territory has actuarial certification for substituted benefits available for CMS inspection if requested by CMS.

✔

The state/territory assures that individuals will have access to services in Rural Health Clinics (RHC) and Federally Qualified Health 
Centers (FQHC) as defined in subparagraphs (B) and (C) of section 1905(a)(2) of the Social Security Act.

✔

The state/territory assures that payment for RHC and FQHC services is made in accordance with the requirements of section 
1902(bb) of the Social Security Act.

✔

The state/territory assures that it will comply with the requirement of section 1937(b)(5) of the Act by providing, effective January 1, 
2014, to all Alternative Benefit Plan participants at least Essential Health Benefits as described in section 1302(b) of the Patient 
Protection and Affordable Care Act.

✔

The state/territory assures that it will comply with the mental health and substance use disorder parity requirements of section 
1937(b)(6) of the Act by ensuring that the financial requirements and treatment limitations applicable to mental health or substance 
use disorder benefits comply with the requirements of section 2705(a) of the Public Health Service Act in the same manner as such 
requirements apply to a group health plan.

✔

The state/territory assures that it will comply with section 1937(b)(7) of the Act by ensuring that benefits provided to Alternative 
Benefit Plan participants include, for any individual described in section 1905(a)(4)(C), medical assistance for family planning 
services and supplies in accordance with such section. 

✔

The state/territory assures transportation (emergency and non-emergency) for individuals enrolled in an Alternative Benefit Plan in 
accordance with 42 CFR 431.53. 

✔

The state/territory assures, in accordance with 45 CFR 156.115(a)(4) and 45 CFR 147.130, that it will provide as Essential Health 
Benefits a broad range of preventive services including: “A” and “B” services recommended by the United States Preventive Services 
Task Force; Advisory Committee for Immunization Practices (ACIP) recommended vaccines; preventive care and screening for 
infants, children and adults recommended by HRSA's Bright Futures program/project; and additional preventive services for women 
recommended by the Institute of Medicine (IOM).

✔

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number.  The valid OMB control number for this information collection is 0938-1148.  The time required to complete 
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection.  If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Alternative Benefit Plan

State Name: Arkansas Attachment 3.1-L- OMB Control Number: 09381148

Transmittal Number: AR - 22 - 0030

Service Delivery Systems ABP8

Provide detail on the type of delivery system(s) the state/territory will use for the Alternative Benefit Plan's benchmark benefit package or
benchmark-equivalent benefit package, including any variation by the participants' geographic area.

Type of service delivery system(s) the state/territory will use for this Alternative Benefit Plan(s).

Select one or more service delivery systems:

Managed care.

Managed Care Organizations (MCO).

Prepaid Inpatient Health Plans (PIHP).

Prepaid Ambulatory Health Plans (PAHP).

Primary Care Case Management (PCCM).

Fee-for-service.

Other service delivery system.

Managed Care Options

Managed Care Assurance

The state/territory certifies that it will comply with all applicable Medicaid laws and regulations, including but not limited to sections
1903(m), 1905(t), and 1932 of the Act and 42 CFR Part 438, in providing managed care services through this Alternative Benefit
Plan.  This includes the requirement for CMS approval of contracts and rates pursuant to 42 CFR 438.6.

Managed Care Implementation

Please describe the implementation plan for the Alternative Benefit Plan under managed care including member, stakeholder, and
provider outreach efforts.

All ARHOME beneficiaries who are medically frail, and are not enrolled in a PASSE, will be required to enroll with a mandatory
primary care case management (PCCM) provider. The Choice Counseling notice that medically frail beneficiaries receive will include
contact information for the Arkansas Medicaid Beneficiary Service Center to assist in locating a Medicaid primary care provider in their
area.

PCCM: Primary Care Case Management

The PCCM delivery system is the same as an already approved PCCM program. Yes

 The managed care program is operating under (select one):

Section 1915(b) managed care waiver.

Section 1932(a) mandatory managed care state plan amendment.

Section 1115 demonstration.

Section 1937 Alternative (Benchmark) Benefit Plan state plan amendment.

Identify the date the managed care program was approved by CMS: Feb 28, 2019

Transmittal Number: AR-22-0030 
Supersedes Transmittal Number: AR-17-0002

Approval Date: June 26, 2023 Effective Date: April 1, 2023
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Alternative Benefit Plan

Describe program below:
Through the PCCM program, beneficiaries choose a primary care provider (PCP), who, through an on-going
provider/beneficiary relationship, coordinates health care services, including referrals for necessary specialty services,
physician’s services, hospital care and other services. The PCCM provider assists enrollees with locating medical services and
coordinates and monitors their enrollees prescribed medical and rehabilitation services. This program reimburses the PCP a
case management fee provided on a per beneficiary per month basis. All ARHOME beneficiaries who are medically frail, and
are not enrolled in a PASSE, will be required to enroll with a mandatory primary care case management (PCCM) provider.
The Choice Counseling notice that medially frail beneficiaries receive will include contact information for the Arkansas
Medicaid Beneficiary Service Center to assist in locating a Medicaid primary care provider in their area.

The Alternative Benefit Plan will be provided through primary care case management (PCCM) consistent with applicable managed
care requirements (42 CFR Part 438, section 1903(m) of the Social Security Act, and section 1932 of the Social Security Act).

#type# Procurement or Selection Method

Indicate the method used to select #type#s:

Competitive procurement method (RFP, RFA).

Other procurement/selection method.

Describe the method used by the state/territory to procure or select the PCCMs:

All PCP-qualified physicians and clinics must enroll as PCPs with some exceptions.

Other PCCM-Based Service Delivery System Characteristics

One or more of the Alternative Benefit Plan benefits or services will be provided apart from the PCCM. No

PCCM service delivery is provided on less than a statewide basis. No

PCCM Payments

Specify how payment for services is handled:

Per member/per month case management fee paid to PCCM provider.

Other:

Additional Information: #type# (Optional)

Provide any additional details regarding this service delivery system (optional):

 Fee-For-Service Options
Indicate whether the state/territory offers traditional fee-for-service and/or services managed under an administrative services
organization:

Traditional state-managed fee-for-service

Services managed under an administrative services organization (ASO) arrangement

Please describe this fee-for-service delivery system, including any bundled payment arrangements, pay for performance,  fee-for-
service care management models/non-risk, contractual incentives as well as the population served via this delivery system.
Arkansas Medicaid will provide individuals who are exempt from the ABP delivered through a QHP with a notice that informs
individuals that they may choose between the EHB-equivalent ABP that is operated through fee-for-service or the ABP that is the
Medicaid State plan (which in Arkansas is the standard Medicaid benefit package).

Transmittal Number: AR-22-0030 
Supersedes Transmittal Number: AR-17-0002
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Alternative Benefit Plan

All ARHOME beneficiaries who are medically frail will be required to enroll with a mandatory primary care case management
(PCCM) provider. The Choice Counseling notice that medically frail beneficiaries receive will include contact information for the
Arkansas Medicaid Beneficiary Service Center to assist in locating a Medicaid primary care provider in their area.

Individuals receiving the EHB-equivalent ABP while awaiting QHP enrollment will not be required to enroll with a Medicaid
PCCM provider. Arkansas regulations require QHPs to follow the requirements of the Arkansas Patient Centered Medical Home
(PCMH) model or develop their own PCMH standards.

Additional Information: Fee-For-Service (Optional)

Provide any additional details regarding this service delivery system (optional):

Other Service Delivery Model

Name of service delivery system:
Premium Assistance for QHPs for ARHOME SECTION 1115(a) demonstration

Provide a narrative description of the model:
Under the ARHOME SECTION 1115(a) demonstration, the State will provide premium assistance for beneficiaries eligible under the
new adult group under the state plan, to support the purchase of coverage from QHPs offered in the individual market through the
Marketplace. ARHOME QHP beneficiaries will receive the ABP through a QHP.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number.  The valid OMB control number for this information collection is 0938-1148.  The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection.  If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20181119
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Alternative Benefit Plan

Transmittal Number: AR

State Name: Arkansas Attachment 3.1-L- OMB Control Number: 09381148

- 22 - 0030

Employer Sponsored Insurance and Payment of Premiums ABP9

The state/territory provides the Alternative Benefit Plan through the payment of employer sponsored insurance for  participants
with such coverage, with additional benefits and services provided through a Benchmark or Benchmark-Equivalent Benefit
Package.

No

The state/territory otherwise provides for payment of premiums. Yes

Provide a description including the population covered, the amount of premium assistance by population, required contributions,
cost-effectiveness test requirements, and benefits information.

The State will use premium assistance to purchase qualified health plans (QHPs) offered in the individual market through the
Marketplace for individuals eligible for coverage under Title XIX of the Social Security Act who are either (1) childless adults
between the ages of 19 and 64 with incomes at or below 138% of the federal poverty level (FPL) who are not enrolled in Medicare
or (2) parents between the ages of 19 and 64 with incomes between the established monthly eligibility income levels for the
Parent/Caretaker/Relative Aid Category (currently $124 per month for a one-person household) and 133% FPL who are not enrolled
in Medicare (ARHOME beneficiaries). ARHOME beneficiaries will receive the Alternative Benefit Plan (ABP) through a QHP
available in their region. The state will use the authority granted under its Arkansas Health and Opportunity for Me Section 1115
Demonstration to provide for the payment of premiums.

The State will provide through its fee for service (FFS) ABP Medicaid program supplemental services that are required for the ABP
but not covered by QHPs—namely, non-emergency transportation and Early Periodic Screening Diagnosis and Treatment (EPSDT)
for beneficiaries under age 21 receiving the ABP through QHPs, Medicaid will provide supplemental EPSDT services that are not
covered by the QHP. Beneficiaries will access these additional services through fee-for-service Medicaid, and beneficiaries will
receive notices informing them about how to access the supplemental services.

Other Information Regarding Employer Sponsored Insurance or Payment of Premiums:

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number.  The valid OMB control number for this information collection is 0938-1148.  The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection.  If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Alternative Benefit Plan

Attachment 3.1-C-
OMB Control Number: 0938‐1148
OMB Expiration date: 10/31/2014

General Assurances ABP10

Economy and Efficiency of Plans

The state/territory assures that Alternative Benefit Plan coverage is provided in accordance with Federal upper payment limit 
requirements and other economy and efficiency principles that would otherwise be applicable to the services or delivery system 
through which the coverage and benefits are obtained.

✔

Economy and efficiency will be achieved using the same approach as used for Medicaid state plan services. Yes

Compliance with the Law 

The state/territory will continue to comply with all other provisions of the Social Security Act in the administration of the state/
territory plan under this title.

✔

The state/territory assures that Alternative Benefit Plan benefits designs shall conform to the non-discrimination requirements at 42 
CFR 430.2 and 42 CFR 440.347(e).

✔

The state/territory assures that all providers of Alternative Benefit Plan benefits shall meet the provider qualification requirements of 
the Base Benchmark Plan and/or the Medicaid state plan.

✔

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number.  The valid OMB control number for this information collection is 0938-1148.  The time required to complete 
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection.  If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20130807
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Alternative Benefit Plan

Attachment 3.1-C-
OMB Control Number: 0938‐1148
OMB Expiration date: 10/31/2014

Payment Methodology ABP11

Alternative Benefit Plans - Payment Methodologies

The state/territory provides assurance that, for each benefit provided under an Alternative Benefit Plan that is not provided through 
managed care, it will use the payment methodology in its approved state plan or hereby submits state plan amendment Attachment 
4.19a, 4.19b or 4.19d, as appropriate, describing the payment methodology for the benefit.

✔

An attachment is submitted.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number.  The valid OMB control number for this information collection is 0938-1148.  The time required to complete 
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection.  If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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STATE PLAII TJIIDER TITLE XD( OF TEE SOCIAL SECI'RITY ACT
MEDICAL ASSISTAI\CE P ROGRAM
STATE ARKANSAS

METEODS OF PROVIDING TRANSPORTATION

ATTACEMENT 3.I.D

Revised: Februaryl,2003

The Arkansas Division of Medical Selvices asflIrles that necessary transporatioo of recipients to and from

providers of senrice will be provided. The methods tbat will be used ire as follows:

Any appropriate means of transportation which can be secured without charge through volmteer

organizations, public senrices such as fire departnrent s and public ambulance, or relatives will be

used- If tansportation is not available without ctrarge, payment will be made for the least expensive

means of transporadon zuitable to the recipient
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Revision:

Revised:

HCFA-PM-874 (BERC)
March 1987

December 3,2004

ATTACHMENT 3.I-E
Page I

S tate/Territory: ARKANSAS

STANDARDS FOR THE COVERAGE OF ORGAN TRANSPLA}IT SERVICES

The Arkansas Medicaid Program covets comeal rransplauts" Renalrransplants, HeartTransplants, LiverTransplants,Non-Experimental Bone- Marrow Transplants and Lung Transplants for eligible Medicaid recipients of all ages.PancreavKidney Transplants, LiverlBowel Transphnl and skin Transplants for Bums are covered for eligibleMedicaid recipients in the child Health Services (gpsol program.

Comeal Transplants

corneal tansplants require prior authorization. lvledicaid will pav- fol hospitalization, physician seryices and follow-upcare when associated with corneal transplants- covered. benefitsinclude the acquisiticr and pneservation of the organfrom a cadaver donor' comeal tansplants are subject to the same inpatient hospital, outpatient and p$rsician benefitIimits as all other covered inpatien!'outpatient and physician services.

Renal Transolants

Renal transplants require prior authorization. Benefis are provided for the foilowing services related to renaltransplantation:

Hospitalization and physician services for the removal of the organ from the living donor-Harvesting of the organ for renal transplant from a cadaver dono-r is reimbursed through the hospitalc ost settlement process.

lransnortatioS and preservation of the organ from a living or cadaver donor
Hospitalizati6n and physician services foiransplanting tcioney into the receiver.
Follow-up care.

Renal transplants are subject to the same inpatient hospital, outpafient and physician benefit limits as all other inpatient,

outpatient and physician services for both donor and receiver.
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STATE PLA}' IJIYDER TITLE )ilX OF TEE SOCIAL SECURITY ACT
MEDICAL ASSISTAT{CE PROGRAM
STATE ARKAIISAS

STANDARDS FOR THE COVERAGE OF
ORG.AN TRAIISPLA}IT SERWCES Revised:

ATTACEMENT 3.1-E
Page 2

December 3, 2004

Heart Transplants

Heart transplants require prior authorization. Beaefits are provided for the following services related to heart
transplantation:

o Procurement (harvesting) of the organ from a cadaver donor. Cost will be included in the horyital
charges.

' Hospitalization and physician sen ices for transplanting the heart into the receiver.

o Post-operative care until discharged from the hospital.

Liver and LiverlBowel Transplants

Liver and liver/bowel transplants require prior authori zztion. LiverlBowel ransplants are covered for eligible
llledicaid recipieuts in the Child Health Services TEPSDT) Program. Benefits are provided for the following
services related to liver and liver/bowel transplantation:

r Hospitalization and physician services for the removal of the organ from a living donor.

o Procurement (harvesting) of the organ from a cadaver donor. Cost will be included in the hospital
charges.

' Hospitalization and physician services for transplanting the liver and liver/bowel into the receiver.

o Post-operative care until discharged from the hospitai.

Heart, Liver and LiverlBowet Transplants are not subject to the established benefit limits for inpatient hospital
services described elsewhere in the State Plan. Services excluded from the inpatient benefit limit are those serrices
provided from the date of the hansplant procedure to the date of discharge. The recipientmay not be billed for
Medicaid covered charges in excess of the state's reimbursernent.
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iI s.reTe PIAN UNDER TITLE XIX OF THE SOCIAL SECURTTY ACT
II MEDICAL ASSISTANCE PROGRAM
II STATE ARKANSAS

ATTACHMENT 3.1.E
Page 3

STANDARDS FOR THE COVERAGE OF
ORGAN TRANSPI.ANT SERVICES December 1, 1991

Bone Marrow Transolants

Bone Marrow transplants which thE board certified specialist at the PRO determine appropriate are

covered with prior authorization. Benefits are provided for the following services related to bone

marrow transplantation:

. Hospitalization and physician services for thE removal of the bone marrow.

. F.tospitalization and physician services for transplanting the.bone marrow into the
recetver.

. Post-operative care untildischarged from the hospital.
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STATE PI-AN UNDER TTTLE XIX OF THE SOCIAL SECURffY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

STANDARDS FOR THE COVERAGE OF
ORGAN TRANSPI-ANT SERVICES

ATTACHMENT 3.1-E
Page +

December 1,  1991
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STATE PLAN UNI)ER TITLE XIX OF THE SOCIAL SECUBITY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

STANDARDS FOR THE C()VERAGE OF
ORGAN TRANSPLANT SERVICES

ATTACHMEI'IT 3.I.E
Page 5

Revised: Septentor l,1994

[una Transplants

Lung tantplrntr are covered lor atigibte Medicrid recipientr with prior tuthotizttion. Bonrfitr rrc provided

for the following servises related to lung transphntation:

. Procurement (harvesting) of the organ from a cadrver donor. Cost will bo includrd in the

hospital charges.

. Hospitalization and physician services for transplanting the lung into the recrivar.

o Post-Operative care until discharge from the hospital.

The recipient mry not he billed lor Medicaid covered charges in excess of the State's reimburromsnt
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STATE PI.AN UNDEF TTTLE XIX OF THE SOCIAL SECURTTY ACT ATTACHMENT 3.1.E
MEDICAL ASSISTANCE PROGRAM PAgE 6
STATE ARKANSAS

STANDARDS FOR THE COVERAGE OF
ORGAN TRANSPI-ANT SERVICES December 1' 1991

Transplant criteria is reviewed every six months by the Medical Care Advisory Committee.
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CMS-PM-10120 ···························································································ATTACHMENT 3.1-F 
Date: January 1, 2019······································································································· Page 1 
················································································································ OMB No.: 0938-0933

State:  Arkansas 
 

Citation Condition or Requirement 

1932(a)(1)(A) A. Section 1932(a)(1)(A) of the Social Security Act.

The State of   Arkansas enrolls Medicaid beneficiaries on a mandatory basis
into managed care entities (managed care organization [MCOs], primary care case
managers [PCCMs], and/or PCCM entities) in the absence of section 1115 or
section 1915(b) waiver authority. This authority is granted under section
1932(a)(1)(A) of the Social Security Act (the Act). Under this authority, a state can
amend its Medicaid state plan to require certain categories of Medicaid
beneficiaries to enroll in managed care entities without being out of compliance
with provisions of section 1902 of the Act on statewideness (42 CFR 431.50),
freedom of choice (42 CFR 431.51) or comparability (42 CFR 440.230).

This authority may not be used to mandate enrollment in Prepaid Inpatient Health
Plans (PIHPs), Prepaid Ambulatory Health Plans (PAHPs), nor can it be used to
mandate the enrollment of Medicaid beneficiaries described in 42 CFR 438.50(d).

Where the state’s assurance is requested in this document for compliance with a
particular requirement of 42 CFR 438 et seq., the state shall place a check mark to
affirm that it will be in compliance no later than the applicable compliance date. All
applicable assurances should be checked, even when the compliance date is in the
future. Please see Appendix A of this document for compliance dates for
various sections of 42 CFR 438.

1932(a)(1)(B)(i) B. Managed Care Delivery System.
1932(a)(1)(B)(ii) 
42 CFR 438.2 The State will contract with the entity(ies) below and reimburse them as noted
42 CFR 438.6 under each entity type.
42 CFR 438.50(b)(1)-(2) 

1. ☐ MCO
a. ☐Capitation
b. ☐The state assures that all applicable requirements of 42 CFR 438.6,

regarding special contract provisions related to payment, will be met.

2.  PCCM (individual practitioners)
a.  Case management fee
b. ☐ Other (please explain below)

Reimbursement is a set per member per month rate paid through MMIS.  There are 
no performance-based incentive payments in PCCM. 
a. The Medicaid beneficiary chooses a primary care physician (PCP)

who, through an on-going provider/beneficiary relationship,
coordinates health care services, including referrals for necessary
specialty services, physician’s services, hospital care and other
services. The PCCM provider will assist enrollees with locating
medical services and coordinate and monitor their enrollees prescribed

TN: 18-0013 
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Date: January 1, 2019······································································································· Page 2 
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Citation Condition or Requirement 

medical and rehabilitation services. PCCM will be mandatory for most 
Medicaid beneficiaries. 

The beneficiaries have a free choice of specialists within the state and 
bordering states. A beneficiary must enroll with a PCCM whose 
practice is in the beneficiary’s county of residence, a county adjacent to 
the beneficiary’s county of residence or a county adjoining a county 
adjacent to the beneficiary’s county of residence. PCCM providers 
have free choice of referrals specialists and ancillary providers 

Under this PCCM program, the PCCM provider manages the enrolled 
beneficiary’s health by working directly with beneficiaries and their 
treatment by providing: 

1) 24-hour, 7 days per week telephone access to a live voice ( an
employee of the primary care physician or an answering service).
Reasonable 24- hour availability and adequate hours of operation,
referral and treatment with respect to medical emergencies.

2) Response to after-hours calls regarding non-emergencies must be
within 30 minutes.

• PCPs must make the after-hours telephone number as widely
available as possible to their patients.

• When employing an answering machine with recorded
instructions for after-hours callers, PCPs should regularly
check to ensure that the machine functions correctly and that
the instructions are up-to-date.

• PCPs in underserved and sparsely populated areas may refer
their patients to the nearest facility available, but enrollees
must be able to obtain the necessary instructions by telephone.

• As regards access to services, PCPs are required to provide the
same level of service for their ConnectCare enrollees as they
provide for their insured and private-pay patients.

• Physicians and facilities treating a PCP’s enrollees after hours
must report diagnosis, treatment, significant findings,
recommendations and any other pertinent information to the
PCP for inclusion in the patient’s medical record.

• A PCP may not refer ConnectCare enrollees to an emergency
department for non-emergency conditions during the PCP’s
regular office hours.

TN: 18-0013 
Supersedes TN: 

Approved: 02/28/2019 Effective: 01/01/2019
13-0008

S2U7
Text Box
State: ArkansasDate Received: 24 October, 2018Date Approved: 28 February, 2019Effective Date: 1 January, 2019Transmittal Number: 18-0013



CMS-PM-10120 ···························································································ATTACHMENT 3.1-F 
Date: January 1, 2019······································································································· Page 3 
················································································································ OMB No.: 0938-0933

State:  Arkansas 
 

Citation Condition or Requirement 

3) Increases to the beneficiaries’ and/or their caregivers’
understanding of their disease so that they are:

• Better able to understand their disease

• Better able to access regular preventative health care by
improving their self-management skills

• Better able to understand the appropriate use of resources
needed to care for their disease

• Better able to improve the beneficiary’s quality of life by
assisting them in self-managing their disease and in accessing
regular preventative health care.

b. Arkansas Department of Human Services engages a network of
credentialed primary care physicians to meet medical needs for
enrolled beneficiaries. The PCCM provider is responsible for overall
health care services for beneficiaries.

3. ☐ PCCM entity
a. ☐ Case management fee
b. ☐ Shared savings, incentive payments, and/or financial rewards (see

42 CFR 438.310(c)(2))
c. ☐ Other (please explain below)

If PCCM entity is selected, please indicate which of the following
function(s) the entity will provide (as in 42 CFR 438.2), in addition to
PCCM services:
□ Provision of intensive telephonic case management
□ Provision of face-to-face case management
□ Operation of a nurse triage advice line
□ Development of enrollee care plans.
□ Execution of contracts with fee-for-service (FFS) providers in the

FFS program
□ Oversight responsibilities for the activities of FFS providers in the

FFS program
□ Provision of payments to FFS providers on behalf of the State.
□ Provision of enrollee outreach and education activities.
□ Operation of a customer service call center.
□ Review of provider claims, utilization and/or practice patterns to

conduct provider profiling and/or practice improvement.
□ Implementation of quality improvement activities including

administering enrollee satisfaction surveys or collecting data
necessary for performance measurement of providers.
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□ Coordination with behavioral health systems/providers.
□ Coordination with long-term services and supports systems/providers.
□ Other (please describe):

_ 

42 CFR 438.50(b)(4) C. Public Process.

Describe the public process including tribal consultation, if applicable, utilized for
both the design of the managed care program and its initial implementation. In
addition, describe what methods the state will use to ensure ongoing public
involvement once the state plan managed care program has been implemented.
(Example: public meeting, advisory groups.)
If the program will include long term services and supports (LTSS), please indicate
how the views of stakeholders have been, and will continue to be, solicited and
addressed during the design, implementation, and oversight of the program,
including plans for a member advisory committee (42 CFR 438.70 and 438.110)

A statewide promulgation process was completed in 2013, which allowed for a 30-day public 
comment period.  At the time the state consulted with the State Medical Care Advisory 
Committee.  The beneficiary has the right to appeal or grieve  through the Division of Medical 
Services or Office of Chief Counsel. 

D. State Assurances and Compliance with the Statute and Regulations.
If applicable to the state plan, place a check mark to affirm that compliance with the
following statutes and regulations will be met.

1932(a)(1)(A)(i)(I) 1. ☐ The state assures that all of the applicable requirements of
1903(m) section 1903(m) of the Act, for MCOs and MCO contracts will be met.
42 CFR 438.50(c)(1) 

1932(a)(1)(A)(i)(I) 2.  The state assures that all the applicable requirements of section 1905(t)
1905(t) of the Act for PCCMs and PCCM contracts (including for PCCM entities) will

be met.
42 CFR 438.50(c)(2) 
1902(a)(23)(A) 

1932(a)(1)(A) 3. ☐ The state assures that all the applicable requirements of section 1932
42 CFR 438.50(c)(3) (including subpart (a)(1)(A)) of the Act, for the state's option to limit freedom

of choice by requiring beneficiaries to receive their benefits through managed
care entities will be met.

1932(a)(1)(A) 4.  The state assures that all the applicable requirements of 42 CFR 431.51
42 CFR 431.51 regarding freedom of choice for family planning services and supplies as
1905(a)(4)(C) defined in section 1905(a)(4)(C) will be met.
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42 CFR 438.10(g)(2)(vii) 

1932(a)(1)(A) 5. ☐ The state assures that it appropriately identifies individuals in the
mandatory exempt groups identified in 1932(a)(1)(A)(i).

1932(a)(1)(A) 6.  The state assures that all applicable managed care requirements of
42 CFR 438 42 CFR Part 438 for MCOs, PCCMs, and PCCM entities will be met.
1903(m) 

1932(a)(1)(A) 7. ☐ The state assures that all applicable requirements of 42 CFR 438.4, 438.5,
438.7, 438.8, and 438.74 for payments under any risk contracts will be met.

42 CFR 438.4 
42 CFR 438.5 
42 CFR 438.7 
42 CFR 438.8 
42 CFR 438.74 
42 CFR 438.50(c)(6) 

1932(a)(1)(A) 8.  The state assures that all applicable requirements of 42 CFR 447.362 for
42 CFR 447.362 payments under any non-risk contracts will be met.
42 CFR 438.50(c)(6) 

45 CFR 75.326 9.  The state assures that all applicable requirements of 45 CFR 75.326 for
procurement of contracts will be met.

42 CFR 438.66 10. Assurances regarding state monitoring requirements:

 The state assures that all applicable requirements of 42 CFR 438.66(a),
(b), and (c), regarding a monitoring system and using data to improve the
performance of its managed care program, will be met.
 The state assures that all applicable requirements of 42 CFR
438.66(d), regarding readiness assessment, will be met.
 The state assures that all applicable requirements of 42 CFR
438.66(e), regarding reporting to CMS about the managed care program,
will be met.

1932(a)(1)(A) E. Populations and Geographic Area.
1932(a)(2) 

1. Included Populations. Please check which eligibility groups are included, if
they are enrolled on a Mandatory (M) or Voluntary (V) basis (as defined in 42
CFR 438.54(b)) or Excluded (E), and the geographic scope of enrollment.
Under the Geographic Area column, please indicate whether the nature of the
population’s enrollment is on a statewide basis, or if on less than a statewide
basis, please list the applicable counties/regions. Also, if type of enrollment
varies by geographic area (for example, mandatory in some areas and voluntary
in other areas), please note specifics in the Geographic Area column.
Under the Notes column, please note any additional relevant details about the
population or enrollment.
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Citation Condition or Requirement 
 

 
A. Mandatory Eligibility Groups (Eligibility Groups to which a state must provide Medicaid coverage) 

1. Family/Adult 
Eligibility Group Citation 

(Regulation [42 
CFR] or SSA) 

M V E Geographic Area 
(include specifics if 
M/V/E varies by area) 

Notes 

1. Parents and Other Caretaker Relatives §435.110 X   Statewide  
2. Pregnant Women §435.116 X   Statewide Required to 

enroll with a 
PCCM only if 
they need non-
obstetrical 
services which 
require a PCP 
referral. 

3. Children Under Age 19 (Inclusive of 
Deemed Newborns under §435.117) 

§435.118 X 
 

  Statewide  

4. Former Foster Care Youth (up to age 
26) 

§435.150 X   Statewide  

5. Adult Group (Non-pregnant 
individuals age 19-64 not eligible for 
Medicare with income no more than 
133% FPL ) 

§435.119  
X 

   Required only 
if deemed 
medically frail  

6. Transitional Medical Assistance 
(Includes adults and children, if not 
eligible under §435.116, §435.118, or 
§435.119) 

1902(a)(52), 
1902(e)(1), 1925, 
and 1931(c)(2) of 
SSA 

 
X 

   
Statewide 

 

7. Extended Medicaid Due to Spousal 
Support Collections 

§435.115 X   Statewide  
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2. Aged/Blind/Disabled Individuals
Eligibility Group Citation 

(Regulation [42 
CFR] or SSA) 

M V E Geographic Area 
(include specifics if 
M/V/E varies by area) 

Notes 

8. Individuals Receiving SSI age 19 and over
only (See E.2. below regarding age <19)

§435.120 X Statewide Exclude 
Medicare 
Beneficiaries. 

9. Aged and Disabled Individuals in 209(b)
States

§435.121 N/A—AR is a 
1634 State. 

10. Individuals Who Would be Eligible for
SSI/SSP but for OASDI COLA Increase
since April, 1977

§435.135
X Statewide 

Exclude 
Medicare 
Beneficiaries. 

11. Disabled Widows and Widowers
Ineligible for SSI due to an increase of
OASDI

§435.137
X Statewide 

Exclude 
Medicare 
Beneficiaries. 

12. Disabled Widows and Widowers
Ineligible for SSI due to Early Receipt of
Social Security

§435.138
X Statewide 

Exclude 
Medicare 
Beneficiaries. 

13. Working Disabled under 1619(b) 1619(b), 
1902(a)(10)(A)(i)( 
II), and 1905(q) of 
SSA 

X Statewide 
Exclude 
Medicare 
Beneficiaries. 

14. Disabled Adult Children 1634(c) of SSA X Statewide 

B. Optional Eligibility Groups
1. Family/Adult

Eligibility Group Citation 
(Regulation [42 
CFR] or SSA) 

M V E Geographic Area 
(include specifics if 
M/V/E varies by area) 

Notes 

1. Optional Parents and Other Caretaker
Relatives

§435.220 N/A 

2. Optional Targeted Low-Income Children §435.229 N/A 
3. Independent Foster Care Adolescents

Under Age 21
§435.226 N/A 

4. Individuals Under Age 65 with Income
Over 133%

§435.218 N/A 

5. Optional Reasonable Classifications of
Children Under Age 21

§435.222 N/A 

6. Individuals Electing COBRA
Continuation Coverage

1902(a)(10)(F) of 
SSA 

N/A 
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2. Aged/Blind/Disabled Individuals
Eligibility Group Citation 

(Regulation [42 
CFR] or SSA) 

M V E Geographic Area 
(include specifics if 
M/V/E varies by 
area) 

Notes 

7. Aged, Blind or Disabled Individuals
Eligible for but Not Receiving Cash

§435.210 and
§435.230

N/A 

8. Individuals eligible for Cash except for
Institutionalized Status

§435.211 X 

9. Individuals Receiving Home and
Community-Based Waiver Services Under
Institutional Rules

§435.217
X 

10. Optional State Supplement Recipients -
1634 and SSI Criteria States – with 1616
Agreements

§435.232
N/A 

11. Optional State Supplemental Recipients-
209(b) States and SSI criteria States
without  1616 Agreements

§435.234 N/A 

12. Institutionalized Individuals Eligible under
a Special Income Level

§435.236 X 

13. Individuals Participating in a PACE
Program under Institutional Rules

1934 of the SSA X 

14. Individuals Receiving Hospice Care 1902(a)(10)(A)(ii) 
(VII) and 1905(o)
of the SSA

 
X Institutionalized 

15. Poverty Level Aged or Disabled 1902(a)(10)(A)(ii) 
(X) and
1902(m)(1) of the
SSA

 
X Statewide 

Exclude 
Medicare 
Beneficiaries. 
(AR entitles 
ARSeniors) 

16. Work Incentive Group 1902(a)(10)(A)(ii) 
(XIII) of the SSA

 N/A 

17. Ticket to Work Basic Group 1902(a)(10)(A)(ii) 
(XV) of the SSA

X Statewide Exclude 
Medicare 
Beneficiaries. 
(AR entitles 
Workers with 
Disabilities) 

18. Ticket to Work Medically Improved
Group

1902(a)(10)(A)(ii) 
(XVI) of the SSA

 N/A 

19. Family Opportunity Act Children with
Disabilities

1902(a)(10)(A)(ii) 
(XIX) of the SSA

 N/A 

20. Individuals Eligible for State Plan Home
and Community-Based Services

§435.219 X 
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3. Partial Benefits
Eligibility Group Citation 

(Regulation [42 
CFR] or SSA) 

M V E Geographic Area 
(include specifics if 
M/V/E varies by area) 

Notes 

21. Family Planning Services §435.214 N/A 
22. Individuals with Tuberculosis §435.215 N/A 
23. Individuals Needing Treatment for Breast

or Cervical Cancer (under age 65)
§435.213 N/A 

C. Medically Needy
Eligibility Group Citation 

(Regulation [42 
CFR] or SSA) 

M V E Geographic Area 
(include specifics if 
M/V/E varies by area) 

Notes 

1. Medically Needy Pregnant Women §435.301(b)(1)(i)
and (iv)

X 

2. Medically Needy Children under Age 18 §435.301(b)(1)(ii) X 
3. Medically Needy Children Age 18 through

20
§435.308 N/A 

4. Medically Needy Parents and Other
Caretaker Relatives

§435.310 X 

5. Medically Needy Aged §435.320 X 
6. Medically Needy Blind §435.322 X 
7. Medically Needy Disabled §435.324 X 
8. Medically Needy Aged, Blind and

Disabled in 209(b) States
§435.330 N/A 

2. Voluntary Only or Excluded Populations. Under this managed care authority,
some populations cannot be subject to mandatory enrollment in an MCO, PCCM,
or PCCM entity (per 42 CFR 438.50(d)). Some such populations are Eligibility
Groups separate from those listed above in E.1., while others (such as American
Indians/Alaskan Natives) can be part of multiple Eligibility Groups identified in
E.1. above.
Please indicate if any of the following populations are excluded from the

program, or have only voluntary enrollment (even if they are part of an eligibility
group listed above in E.1. as having mandatory enrollment):

Population Citation (Regulation [42 
CFR] or SSA) 

V E Geographic 
Area 

Notes 

Medicare Savings Program – Qualified 
Medicare Beneficiaries, Qualified 
Disabled Working Individuals, Specified 
Low Income Medicare Beneficiaries, 
and/or Qualifying Individuals 

1902(a)(10)(E), 1905(p), 
1905(s) of the SSA X 
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Population Citation (Regulation [42 
CFR] or SSA) 

V E Geographic 
Area 

Notes 

“Dual Eligibles” not described under 
Medicare Savings Program - Medicaid 
beneficiaries enrolled in an eligibility 
group other than one of the Medicare 
Savings Program groups who are also 
eligible for Medicare 

X 

American Indian/Alaskan Native— 
Medicaid beneficiaries who are American 
Indians or Alaskan Natives and members 
of federally recognized tribes 

§438.14
X Statewide 

Children Receiving SSI who are Under 
Age 19 - Children under 19 years of age 
who are eligible for SSI under title XVI 

§435.120
X Statewide 

Qualified Disabled Children Under 
Age 19 - Certain children under 19 living 
at home, who are disabled and would be 
eligible if they were living in a medical 
institution. 

§435.225
1902(e)(3) of the SSA X Statewide 

This population is 
covered under 1115 
TEFRA Waiver 

Title IV-E Children - Children receiving 
foster care, adoption assistance, or 
kinship guardianship assistance under 
title IV-E * 

§435.145
X Statewide 

Non-Title IV-E Adoption Assistance 
Under Age 21* 

§435.227 X Statewide 

Children with Special Health Care 
Needs - Receiving services through a 
family-centered, community-based, 
coordinated care system that receives 
grant funds under section 501(a)(1)(D) of 
Title V, and is defined by the State in 
terms of either program participation or 
special health care needs. 

X Statewide 

* = Note – Individuals in these two Eligibility Groups who are age 19 and 20 can have mandatory enrollment in managed care, while those under 
age 19 cannot have mandatory enrollment. Use the Notes column to indicate if you plan to mandatorily enroll 19 and 20 year olds in these Eligibility 
Groups. 

3. (Optional) Other Exceptions. The following populations (which can be part of
various Eligibility Groups) can be subject to mandatory enrollment in managed
care, but states may elect to make exceptions for these or other individuals.
Please indicate if any of the following populations are excluded from the
program, or have only voluntary enrollment (even if they are part of an eligibility
group listed above in E.1. as having mandatory enrollment):
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Population V E Notes 
Other Insurance--Medicaid beneficiaries who 
have other health insurance 

X 

Reside in Nursing Facility or ICF/IID-- 
Medicaid beneficiaries who reside in Nursing 
Facilities (NF) or Intermediate Care Facilities for 
Individuals with Intellectual Disabilities 
(ICF/IID). 

X 

Enrolled in Another Managed Care Program- 
-Medicaid beneficiaries who are enrolled in
another Medicaid managed care program

X 
Eligibility Less Than 3 Months--Medicaid 
beneficiaries who would have less than three 
months of Medicaid eligibility remaining upon 
enrollment into the program 

X 

Participate in HCBS Waiver--Medicaid 
beneficiaries who participate in a Home and 
Community Based Waiver (HCBS, also referred 
to as a 1915(c) waiver). 

X 

Retroactive Eligibility–Medicaid beneficiaries 
for the period of retroactive eligibility. 

X 

Other (Please define): 

1932(a)(4) 
42 CFR 438.54 F. Enrollment Process.

Based on whether mandatory and/or voluntary enrollment are applicable to your
program (see E. Populations and Geographic Area and definitions in 42 CFR
438.54(b)), please complete the below:

1. For voluntary enrollment:  (see 42 CFR 438.54(c))
a. Please describe how the state fulfills its obligations to provide information as

specicifed in 42 CFR 438.10(c)(4), 42 CFR 438.10(e) and 42 CFR
438.54(c)(3).

State with voluntary enrollment must have an enrollment choice period or
passive enrollment. Please indicate which will apply to the managed care
program:

b. ☐ If applicable, please check here to indicate that the state provides an
enrollment choice period, as described in 42 CFR 438.54(c)(1)(i) and 42
CFR 438.54(c)(2)(i), during which individuals who are subject to voluntary
enrollment may make an active choice to enroll in the managed care
program, or will otherwise continue to receive covered services through the
fee-for-service delivery system.

i. Please indicate the length of the enrollment choice period: 
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c. ☐ If applicable, please check here to indicate that the state uses a passive
enrollment process, as described in 42 CFR 438.54(c)(1)(ii) and 
438.54(c)(2)(ii), for individuals who are subject to voluntary enrollment.

i. If so, please describe the algorithm used for passive enrollment
and how the algorithm and the state’s provision of information
meets all of the requirements of 42 CFR
438.54(c)(4),(5),(6),(7), and (8).

ii. Please indicate how long the enrollee will have to disenroll
from the plan and return to the fee-for-service delivery system:

2. For mandatory enrollment:  (see 42 CFR 438.54(d))
a. Please describe how the state fulfills its obligations to provide information

as specified in 42 CFR 438.10(c)(4), 42 CFR 438.10(e) and 42 CFR
438.54(d)(3).

Medicaid provides the Arkansas Medicaid Handbook online through
Medicaid.mmis.arkansas.gov as well as by simply typing in AR Medicaid
handbook. This handbook provides information on how to enroll in
Medicaid and how to contact ConnectCare, who assists our beneficiaries
as well as providers in enrollment, and change of primary care provider.
The Handbook provides all information that may be needed as to
definitions, coverage, and how to reach a customer representative. Our
contractor AFMC, who also holds the contract for ConnectCare, provides
education sessions across the state for Medicaid beneficiaries through
AFMC Medicaid Beneficiary Education. Each enrollee also receives
notification by either mail or email of rights and processes to choose or
change providers as well as how to access coverage and definitions.

b. ☐ If applicable, please check here to indicate that the state provides an
enrollment choice period, as described in 42 CFR 438.54(d)(2)(i), during
which individuals who are subject to mandatory enrollment may make an
active choice to select a managed care plan, or will otherwise be enrolled in
a plan selected by the State’s default enrollment process.

i. Please indicate the length of the enrollment choice period:

c. ☐ If applicable, please check here to indicate that the state uses a default
enrollment process, as described in 42 CFR 438.54(d)(5), for individuals
who are subject to mandatory enrollment.

i. If so, please describe the algorithm used for default enrollment
and how it meets all of the requirements of 42 CFR
438.54(d)(4), (5), (7), and (8).
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d. ☐ If applicable, please check here to indicate that the state uses a passive
enrollment process, as described in 42 CFR 438.54(d)(2), for individuals
who are subject to mandatory enrollment.

i. If so, please describe the algorithm used for passive enrollment
and how it meets all of the requirements of 42 CFR
438.54(d)(4), (6), (7), and (8).

1932(a)(4) 3. State assurances on the enrollment process.
42 CFR 438.54 

Place a check mark to affirm the state has met all of the applicable requirements
of choice, enrollment, and re-enrollment.

42 CFR 438.52 

a.  The state assures that, per the choice requirements in 42 CFR 438.52:

42 CFR 438.52 

42 CFR 438.56(g) 

i. Medicaid beneficiaries with mandatory enrollment in an MCO
will have a  choice of at least two MCOs unless the area  is
considered rural as defined in 42 CFR  438.52(b)(3);

ii. Medicaid beneficiaries with mandatory enrollment in a
primary care casse management system will have a choice of
at least two primary care case managers employed by or
contracted with the State;

iii. Medicaid beneficiaries with mandatory enrollment in a PCCM
entity may be limited to a single PCCM entity and will have a
choice of at least two PCCMs employed by or contracted with
the PCCM entity.

b. ☐ The state plan program applies the rural exception to choice requirements
of 42 CFR 438.52(a) for MCOs in accordance with 42 CFR 438.52(b).
Please list the impacted rural counties:

This provision is not applicable to this 1932 State Plan Amendment.

c. ☐ The state applies the automatic reenrollment provision in accordance
with 42 CFR 438.56(g) if the recipient is disenrolled solely because he or she
loses Medicaid eligibility for a period of 2 months or less.

 This provision is not applicable to this 1932 State Plan Amendment.
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42 CFR 438.71 d.  The state assures that all applicable requirements of 42 CFR 438.71
regarding developing and implementing a beneficiary support system that
provides support to beneficiaries both prior to and after MCO, PCCM, or
PCCM entity enrollment will be met.

1932(a)(4) G. Disenrollment.
42 CFR 438.56 1. The state will☐/ will not limit disenrollment for managed care.

2. The disenrollment limitation will apply for   N/A (up to 12 months). 

3.  The state assures that beneficiary requests for disenrollment (with and without
cause) will be permitted in accordance with 42 CFR 438.56.

4. Describe the state's process for notifying the Medicaid beneficiaries of their right
to disenroll without cause during the 90 days following the date of their initial
enrollment into the MCO, PCCM, or PCCM entity. (Examples: state generated
correspondence, enrollment packets, etc.)

A letter or email (recipient’s choice) is sent to the recipient from ConnectCare
when the recipient is first enrolled in Medicaid.  The letter/email informs the
recipient of who their PCP/PCCM is and how to disenroll or change their
PCP/PCCM.

5. Describe any additional circumstances of “cause” for disenrollment (if any).

H. Information Requirements for Beneficiaries.

1932(a)(5)(c)  The state assures that its state plan program is in compliance with 42 CFR
42 CFR 438.50 438.10 for information requirements specific to MCOs, PCCMs, and PCCM entity
42 CFR 438.10 programs operated under section 1932(a)(1)(A)(i) state plan amendments.

1932(a)(5)(D)(b) I. List all benefits for which the MCO is responsible.
1903(m) 
1905(t)(3) 

Complete the chart below to indicate every State Plan-Approved services that will 
be delivered by the MCO, and where each of those services is described in the 
state’s Medicaid State Plan. For “other practitioner services”, list each provider 
type separately. For rehabilitative services, habilitative services, EPSDT services 
and 1915(i), (j) and (k) services list each program separately by its own list of 
services.  Add additional rows as necessary. 

In the first column of the chart below, enter the name of each State Plan-Approved 
service delivered by the MCO. In the second – fourth column of the chart, enter a 
State Plan citation providing the Attachment number, Page number, and Item 
number, respectively. 
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State Plan-Approved Service Delivered by the MCO Medicaid State Plan Citation 
Attachment # Page # Item # 

Ex. Physical Therapy 3.1-A 4 11.a

1932(a)(5)(D)(b)(4) J. ☐ The state assures that each MCO has established an internal grievance and

42 CFR 438.228 appeal system for enrollees.

1932(a)(5)(D)(b)(5) K. Services, including capacity, network adequacy, coordination, and continuity.
42 CFR 438.62 
42 CFR 438.68 
42 CFR 438.206 
42 CFR 438.207 
42 CFR 438.208  The state assures that all applicable requirements of 42 CFR 438.62,

regarding continued service to enrollees, will be met.

□ The state assures that all applicable requirements of 42 CFR 438.68, regarding
network adequacy standards, will be met.

□ The state assures that all applicable requirements of 42 CFR 438.206, regarding
availability of services, will be met.

□ The state assures that all applicable requirements of 42 CFR 438.207, regarding
assurances of adequate capacity and services, will be met.

□ The state assures that all applicable requirements of 42 CFR 438.208, regarding
coordination and continuity of care, will be met.
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1932(c)(1)(A) L.  The state assures that all applicable requirements of 42 CFR 438.330 and
438.340, regarding a quality assessment and performance improvement program and
State quality strategy, will be met.

42 CFR 438.330 
42 CFR 438.340 

1932(c)(2)(A) M.  The state assures that all applicable requirements of 42 CFR 438.350, 438.354,
and 438.364 regarding an annual external independent review conducted by a qualified
independent entity, will be met.

42 CFR 438.350 
42 CFR 438.354 
42 CFR 438.364 
1932 (a)(1)(A)(ii) N. Selective Contracting Under a 1932 State Plan Option.

To respond to items #1 and #2, place a check mark. The third item requires a brief
narrative.

1. The state will ☐/will not  intentionally limit the number of entities it contracts
under a 1932 state plan option.

2.  The state assures that if it limits the number of contracting entities, this
limitation will not substantially impair beneficiary access to services.

3. Describe the criteria the state uses to limit the number of entities it contracts under
a 1932 state plan option. (Example: a limited number of providers and/or
enrollees.)

A PCCM must establish his or her Medicaid caseload limit, of a maximum of 2500.
The state will permit higher maximums in areas the federal government has designated
as medically underserved. The state may permit higher maximum caseloads for
Primary Care Providers who so request if the limit would create a hardship on their
practice.

4. ☐ The selective contracting provision in not applicable to this state plan.
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Appendix A: Compliance Dates (from Supplementary Information in 81 FR 27497, published 5/6/2016) 

States must comply with all provisions in effect as of the issuance of this preprint. Additionally, the following 
compliance dates apply: 

Compliance Dates Sections 
For rating periods for Medicaid managed care contracts 
beginning before July 1, 2017, States will not be held out of 
compliance with the changes adopted in the following sections 
so long as they comply with the corresponding standard(s) 
codified in 42 CFR part 438 contained in 42 CFR parts 430 to 
481, edition revised as of October 1, 2015. States must comply 
with these requirements no later than the rating period for 
Medicaid managed care contracts starting on or after July 1, 
2017. 

§§ 438.3(h), 438.3(m), 438.3(q) through (u),
438.4(b)(7), 438.4(b)(8), 438.5(b) through (f),
438.6(b)(3), 438.6(c) and (d), 438.7(b),
438.7(c)(1) and (2), 438.8, 438.9, 438.10,
438.14, 438.56(d)(2)(iv), 438.66(a) through
(d), 438.70, 438.74, 438.110, 438.208,
438.210, 438.230, 438.242, 438.330, 438.332,
438.400, 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424,
438.602(a), 438.602(c) through (h), 438.604,
438.606, 438.608(a), and 438.608(c) and (d)

For rating periods for Medicaid managed care contracts 
beginning before July 1, 2018, states will not be held out of 
compliance with the changes adopted in the following sections 
so long as they comply with the corresponding standard(s) 
codified in 42 CFR part 438 contained in the 42 CFR parts 430 
to 481, edition revised as of October 1, 2015. States must 
comply with these requirements no later than the rating 
period for Medicaid managed care contracts starting on or 
after July 1, 2018. 

§§ 438.4(b)(3), 438.4(b)(4), 438.7(c)(3),
438.62, 438.68, 438.71, 438.206, 438.207,
438.602(b), 438.608(b), and 438.818

States must be in compliance with the requirements at 
§ 438.4(b)(9) no later than the rating period for Medicaid
managed care contracts starting on or after July 1, 2019.

§ 438.4(b)(9)

States must be in compliance with the requirements at 
§ 438.66(e) no later than the rating period for Medicaid
managed care contracts starting on or after the date of the
publication of CMS guidance.

§ 438.66(e)

States must be in compliance with § 438.334 no later than 3 
years from the date of a final notice published in the Federal 
Register. 

§ 438.334

Until July 1, 2018, states will not be held out of compliance 
with the changes adopted in the following sections so long as 
they comply with the corresponding standard(s) codified in 42 

§§ 438.340, 438.350, 438.354, 438.356,
438.358, 438.360, 438.362, and 438.364
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Compliance Dates Sections 
CFR part 438 contained in the 42 CFR parts 430 to 481, edition 
revised as of October 1, 2015. 

States must begin conducting the EQR-related activity described 
in § 438.358(b)(1)(iv) (relating to the mandatory EQR-related 
activity of validation of network adequacy) no later than one 
year from the issuance of the associated EQR protocol. 

§ 438.358(b)(1)(iv)

States may begin conducting the EQR-related activity described 
in § 438.358(c)(6) (relating to the optional EQR-related activity 
of plan rating) no earlier than the issuance of the associated 
EQR protocol. 

§ 438.358(c)(6)

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information 
unless it displays a valid OMB control number. The valid OMB control number for this information collection is 0938-
0933. The time required to complete this information collection is estimated to average 10 hours per response, 
including the time to review instructions, search existing data resources, gather the data needed, and complete and 
review the information collection. If you have comments concerning the accuracy of the time estimate(s) or 
suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850 

CMS-10120 (exp. TBD – currently 4/30/17) 
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______________________________________________________________________________________________ 

 

Citation      Condition or Requirement 

______________________________________________________________________________________________       

 

                          

1932(a) (1) (A)    A.  Section 1932(a)(1)(A) of the Social Security Act. 

 

Arkansas Patient Centered Medical Home (PCMH) program aims to improve 

efficiency, economy and quality of care by rewarding high-quality care and outcomes, 

encouraging clinical effectiveness, promoting early intervention and coordination to 

reduce complications and associated costs, and, when provider referrals are necessary, 

by encouraging referral to efficient and economic providers who deliver high-quality 

care. 

 

Initially, participation in the PCMH program is open to practices as described in the 

DMS PCMH Provider Manual that have physicians who are primary care case 

managers as defined by the DMS Primary Care Case Management (ConnectCare) 

program. In addition, practices must meet the eligibility requirements described in the 

DMS PCMH Provider Manual.  Practices that participate in the Comprehensive 

Primary Care Initiative (CPC) are eligible to receive shared savings incentive 

payments. 

 

The State of Arkansas enrolls most Medicaid beneficiaries into mandatory primary 

care case management (PCCM). This authority is granted under section 1932(a)(1)(A) 

of the Social Security Act (the Act). Under this authority, a state can amend its 

Medicaid state plan to require certain categories of Medicaid beneficiaries to enroll in 

managed care entities without being out of compliance with provisions of section 1902 

of the Act on statewideness (42 CFR 431.50), freedom of choice (42 CFR 431.51) or 

comparability (42 CFR 440.230).    

 

B. General Description of the Program and Public Process. 

 

For B.1 and B.2, place a check mark on any or all that apply.   

 

1932(a)(1)(B)(i)   1. The State will contract with an 

1932(a)(1)(B)(ii) 

42 CFR 438.50(b)(1)    ____ i.  MCO  

  X      ii. PCCM (including capitated PCCMs that qualify as PAHPs) 

       ____ iii.  Both 

      

a. The Medicaid beneficiary chooses a primary care physician (PCP) 

who, through an on-going provider/beneficiary relationship, 

coordinates health care services, including referrals for necessary 

specialty services, physician’s services, hospital care and other 

services.  The PCMH provider will assist enrollees with locating 

medical services and coordinate and monitor their enrollees 

prescribed medical and rehabilitation services.  

 

The beneficiaries have a free choice of specialists within the 

state and bordering states.   PCMH providers have free choice 

of referrals specialists and ancillary providers     
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Citation      Condition or Requirement 

______________________________________________________________________________________________       

 

                          

 

  Under this PCMH program, the PCMH provider manages the 

 enrolled beneficiary’s health by working directly with 

beneficiaries and their treatment by providing:  

 

1. A PCP must make available 24-hour, 7 days per week telephone 

access to a live voice ( an employee of the primary care physician 

or an answering service)  Reasonable 24- hour availability and 

adequate hours of operation, referral and treatment with respect 

to medical emergencies.  

2. Response to after-hours calls regarding non-emergencies must be 

within 30 minutes. 

PCPs must make the after-hours telephone number as widely 

available as possible to their patients. 

When employing an answering machine with recorded 

instructions for after-hours callers, PCPs should regularly check 

to ensure that the machine functions correctly and that the 

instructions are up to date. 

PCPs in underserved and sparsely populated areas may refer 

their patients to the nearest facility available, but enrollees must 

be able to obtain the necessary instructions by telephone. 

As regards access to services, PCPs are required to provide the 

same level of service for their PCMH enrollees as they provide 

for their insured and private-pay patients. 

Physicians and facilities treating a PCP’s enrollees after hours 

must report diagnosis, treatment, significant findings, 

recommendations and any other pertinent information to the 

PCP for inclusion in the patient’s medical record. 

A PCP may not refer PCMH enrollees to an emergency  

      department for non-emergency conditions during the PCP’s 

              regular office hours. 

 

3. Increasing the beneficiaries’ and/or their caregivers’ 

understanding of their disease so that they are: 

 Better able to understand their disease 

 Better able to access regular preventative health care by 

improving their self-management skills 

 Better able to understand the appropriate use of resources 

needed to care for their disease 
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• Better able to improve the beneficiary’s quality of life by
assisting them in self-managing their disease and in
accessing regular preventative health care.

b. Arkansas Department of Human Services engages a network of
credentialed primary care physicians to meet medical needs for
enrolled beneficiaries. The PCMH provider is responsible for
overall health care services for beneficiaries.

42 CFR 438.50(b) (2) 2. The payment method to the contracting entity will be:
42 CFR 438.50(b) (3) 

i. fee for service;
ii. capitation;

 X iii. a case management fee; 
_ X _iv. a bonus/incentive payment; 

v. a supplemental payment, or
vi. other. (Please provide a description below).

DMS offers two types of payments to Arkansas Patient Centered Medical Homes 
(PCMHs): (1) care coordination payments and (2) performance-based incentive 
payments.  

The care coordination payment may be used by participating practices for care 
coordination efforts, whether these are executed by a vendor on behalf of the practice or 
directly by the practice. Care coordination payments are risk adjusted to account for the 
varying levels of care coordination services needed for patients with different risk 
profiles. 

Performance-based incentive payments are annual payments made to a PCMH for 
delivery of economic, efficient and quality care. 

Each year the PCMHs are assessed in cost utilization measures. Those PCMHs that 
fall into the negotiated threshold of cost utilization measures will be eligible for 
performance-based incentive payments. Performance-based incentive payments 
will be risk and time adjusted.  

DMS will also select a yearly focus measure to reward top performing PCMHs. 
The focus measure will focus on an area in which the state performance is 
significantly lower than national average. 

DMS has established top performance thresholds for utilization measures, as described 
in the DMS PCMH Provider Manual.  These thresholds will help determine rewards 
for efficient, economic, and quality care. 
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Citation Condition or Requirement 

DMS will: 

· Provide CMS, at least annually, with data and reports supporting achievements in the
goals of improving health, increasing quality and lowering the growth of health care costs.

· Provide CMS with updates, as conducted, to the state’s metrics.

· Review and renew the payment methodology as part of the evaluation.

· Make all necessary modifications to the methodology, including those determined
based on the evaluation and program success, through State Plan Amendment
submissions.

1905(t) 
42 CFR 440.168 
42 CFR 438.6(c)(5)(iii)(iv) 

3. For states that pay a PCCM on a fee-for-service basis, incentive
payments are permitted as an enhancement to the PCCM’s
case management fee, if certain conditions are met.

If applicable to this state plan, place a check mark to affirm the state has met
all of the following conditions (which are identical to the risk incentive rules
for managed care contracts published in 42 CFR 438.6(c)(5)(iv)).

i.  Incentive payments to the PCCM will not exceed 5% of the total
FFS payments for those services provided or authorized by the
PCCM for the period covered.

ii. Incentives will be based upon specific activities and targets.

iii. Incentives will be based upon a fixed period of time.

iv. Incentives will not be renewed automatically.

v. Incentives will be made available to both public and private
PCCMs.

vi. Incentives will not be conditioned on intergovernmental transfer
agreements.
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Citation Condition or Requirement 

X_vii.  Not applicable to this 1932 state plan amendment. 

CFR 438.50(b)(4) 4. Describe the public process utilized for both the design of the program and its
initial implementation. In addition, describe what methods the state will use to
ensure ongoing public involvement once the state plan program has been
implemented.

The State established a website (www.paymentinitiative.org) to keep the
public informed during the design of the PCMH program and provide current
information on progress towards implementation. The website is a ‘one stop
shop’ for documents and information PCMH and includes an email address
for interested parties to send suggestions. The State also established a toll free
number manned by service representatives to answer public/provider
questions on PCMH program. These service representatives triage and
escalate as needed, and catalogue questions for changes to the technical
design, operational processes, or communications.

The PCMH Provider Manual explaining the program in detail is posted on the
website. Webinars on program overview, enrollment process, benefits and
requirements are also posted on the website along with FAQs on relevant
topics.

There is a statewide promulgation process including a 30 day public comment
period, after which feedback is incorporated into the version that is submitted
for State legislative approval.
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Citation Condition or Requirement 

Meaningful updates to the provider manual will be shared with CMS to enable 
continued collaboration and open lines of communication 

1932(a)(1)(A) 5. The state plan program will_X   /will not   implement mandatory
enrollment into managed care on a statewide basis. If not statewide,
mandatory / voluntary enrollment will be implemented in the 
following couties:: 

i. county/counties (mandatory)

ii. area/areas (mandatory)

iii. area/areas (voluntary)

B. State Assurances and Compliance with the Statute and Regulations.

If applicable to the state plan, place a check mark to affirm that compliance with the
following statutes and regulations will be met.

1932(a)(1)(A)(i)(I) 
1903(m) 
42 CFR 438.50(c)(1) 

1. The state assures that all of the applicable requirements of
section 1903(m) of the Act, for MCOs and MCO contracts will be met.

1932(a)(1)(A)(i)(I) 
1905(t) 
42 CFR 438.50(c)(2) 
1902(a)(23)(A) 

2. X   The state assures that all the applicable requirements of section 1905(t)
of the Act for PCCMs and PCCM contracts will be met.

1932(a)(1)(A) 3. _    The state assures that all the applicable requirements of section 1932

TN: 18-0013 
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______________________________________________________________________________________________ 

 

Citation      Condition or Requirement 

______________________________________________________________________________________________       

 

                          

42 CFR 438.50(c)(3)  (including subpart (a)(1)(A)) of the Act, for the state's option to limit freedom 

of choice by requiring beneficiaries to receive their benefits through managed 

care entities will be met. 

 

1932(a)(1)(A 4. _X___The state assures that all the applicable requirements of 42 CFR 

42 CFR 431.51  431.51 regarding freedom of choice for family planning services and supplies  

1905(a)(4)(C)  as defined in section 1905(a)(4)(C) will be met. 

 

1932(a)(1)(A)    5. __X__The state assures that all applicable managed care requirements of  

42 CFR 438     42 CFR Part 438 for MCOs and PCCMs will be met. 

42 CFR 438.50(c)(4)      

1903(m) 

 

1932(a)(1)(A)    6. ___The state assures that all applicable requirements of 42 CFR 438.6(c) 

42 CFR 438.6(c)    for payments under any risk contracts will be met. 

42 CFR 438.50(c)(6) 

 

1932(a)(1)(A)    7. _X__  The state assures that all applicable requirements of 42 CFR 447.362 

for 42 CFR 447.362     payments under any nonrisk contracts will be met. 

42 CFR 438.50(c)(6) 

 

45 CFR 74.40 8. __X__The state assures that all applicable requirements of 45 CFR 92.36 for 

procurement of contracts will be met. 

 

 

 

D. Eligible groups  

 

1932(a)(1)(A)(i)   1.  List all eligible groups that will be enrolled on a mandatory basis. 

         

     Section 1931 children and related populations, pregnant women under 

     SOBRA (SOBRA women are required to enroll with a Primary Care 

Case Manger only if they need non-obstetrical services which require a 

PCP referral)., Section 1931 Adults and Related populations, poverty 

level, Blind/Disabled Adults and related populations age 18 or older, 

Blind/Disabled Children, Aged and related  populations.  Ages 65 or older 

who are not Medicare beneficiaries. Foster Care Children, ARKids First 

B children, pregnant women and infants, Blind/Disabled adults 18 and 

older, Foster Care children.  

 

2.  Mandatory exempt groups identified in 1932(a)(1)(A)(i) and 42 CFR 438.50. 

 

Use a check mark to affirm if there is voluntary enrollment in any of the 

following mandatory exempt groups.   

 

1932(a)(2)(B)     i. _____Beneficiaries who are also eligible for Medicare.    

GRK0
Text Box
State:  ArkansasDate Received:  November 6, 2013Date Approved:  January 30, 2014Date Effective:  January 1, 2014Transmittal Number:  13-26

GRK0
Typewritten Text
TN:  13-26		Date Approved:  01/30/14		Date Effective:  1/1/14Supersedes TN:  NEW PAGE



    CMS-PM-10120          ATTACHMENT 3.1-F 

                    Date: January 1, 2014         Page 23 

         OMB No.:0938-933 

         State:            ARKANSAS                                          

______________________________________________________________________________________________ 

 

Citation      Condition or Requirement 

______________________________________________________________________________________________       

 

                          

42 CFR 438(d)(1)   

If enrollment is voluntary, describe the circumstances of enrollment.  

(Example: Beneficiaries who become Medicare eligible during mid-

enrollment, remain eligible for managed care and are not disenrolled into 

fee-for-service.) 
 

1932(a)(2)(C)     ii. _X___Indians who are beneficiaries of Federally recognized Tribes except 

        when 42 CFR 438(d)(2) the MCO or PCCM is operated by the Indian Health 

        Service or an Indian Health program operating under a contract, grant or  

        cooperative agreement with the Indian Health Service pursuant to the Indian 

        Self Determination Act; or an Urban Indian program operating under a  

        contract or grant with the Indian Health Service pursuant to title V of the  

        Indian Health Care Improvement Act.  

 

1932(a)(2)(A)(i)    iii  _X__Children under the age of 19 years, who are eligible for Supplemental 

42 CFR 438.50(d)(3)(i)     Security Income (SSI) under Title XVI. 

 

1932(a)(2)(A)(iii)    iv. __X_ Children under the age of 19 years who are eligible under  

42 CFR 438.50(d)(3)(ii)    1902(e)(3) of the Act. 

 

1932(a)(2)(A)(v)    v. _X__Children under the age of 19 years who are in foster care or other out-

of- 

42 CFR 438.50(3)(iii)    the-home placement.  

 

1932(a)(2)(A)(iv)    vi. _X___Children under the age of 19 years who are receiving foster care or  

42 CFR 438.50(3)(iv)    adoption assistance under title IV-E. 

 

1932(a)(2)(A)(ii)    vii. _X ___Children under the age of 19 years who are receiving services   

    through a 42 CFR 438.50(3)(v) family-centered, community based,   

    coordinated care system that receives grant funds under section 501(a)(1)(D) 

    of Title V, and is defined by the state in terms of either program participation 

    or special health care needs.  

 

Note:  Voluntary provider enrollment is allowed under the PCMH 

program.  This program no way impacts direct services to Arkansas 

Medicaid beneficiaries. 

 

 

   E. Identification of Mandatory Exempt Groups 

 

1932(a)(2) 1. Describe how the state defines children who receive services that are funded  

42 CFR 438.50(d) under section 501(a)(1)(D) of title V.  (Examples: children receiving services  

at a specific clinic or enrolled in a particular program.) 

 

N/A 
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1932(a)(2)     2. Place a check mark to affirm if the state’s definition of title V children  

42 CFR 438.50(d)    is determined by:   

    

____i. program participation,  

____ii. special health care needs, or 

_  X_iii. both 

 

1932(a)(2)    3. Place a check mark to affirm if the scope of these title V services  

42 CFR 438.50(d)    is received through a family-centered, community-based, coordinated 

care system. 

 

       __X_i. yes 

       ___ _ii. no  

 

1932(a)(2)     4. Describe how the state identifies the following groups of children who are exempt 

42 CFR 438.50 (d)    from mandatory enrollment:  (Examples: eligibility database, self- identification)  

 

i. Children under 19 years of age who are eligible for SSI under title XVI; 

 

The state identifies this group as defined by categories at time of 

enrollment or reenrollment via the eligibility data base. 

 

ii. Children under 19 years of age who are eligible under section 1902 

(e)(3) of the Act;  

   

The state identifies this group as defined by categories at time of 

enrollment or reenrollment via the eligibility data base. 

 

 

 

iii. Children under 19 years of age who are in foster care or other out- 

of-home placement;  

 

The state identifies this group as defined by categories at time of 

enrollment or reenrollment via the eligibility data base. 

 

 

 

iv. Children under 19 years of age who are receiving foster care or 

adoption assistance. 

 

The state identifies this group as defined by categories at time of 

enrollment or reenrollment via the eligibility data base. 
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1932(a)(2) 5. Describe the state’s process for allowing children to request an exemption from 

42 CFR 438.50(d)  mandatory enrollment based on the special needs criteria as defined in the state 

plan if they are not initially identified as exempt. (Example: self-identification) 

 

 PCMH follows the PCCM process in which the state requires PCCM’s to 

allow enrollees to self–refer under certain circumstances. Arkansas Medicaid 

has no special definition for” special needs” children who are Medicaid 

beneficiaries. Connectcare includes mandatory enrollment for all of them 

who are not excluded for some other reason, such as having Medicare as 

their primary insurance.  

 

 

1932(a)(2)   6. Describe how the state identifies the following groups who are exempt from 

42 CFR 438.50(d) mandatory enrollment into managed care:   

 

i. Beneficiaries who are also eligible for Medicare. 

 

 The state uses aid categories on the eligibility system and the MMIS claims 

processing system to identify groups who are exempt from mandatory 

enrollment.  

 

 

ii. Indians who are beneficiaries of Federally recognized Tribes except 

when the MCO or PCCM is operated by the Indian Health Service or 

an Indian Health program operating under a contract, grant or 

cooperative agreement with the Indian Health Service pursuant to the 

Indian Self Determination Act; or an Urban Indian program operating 

under a contract or grant with the Indian Health Service pursuant to 

title V of the Indian Health Care Improvement Act.   

 

          

 The state uses aid categories on the eligibility system and the MMIS claims 

processing system to identify groups who are exempt from mandatory 

enrollment.  

 

 

 

 

42 CFR 438.50 F. List other eligible groups (not previously mentioned) who will be exempt from 

mandatory enrollment  

 

Medicare dual eligible, poverty level pregnant women (SOBRA ;SOBRA women 

are required to enroll with a Primary Care Case Manger only if they need non-

obstetrical services which require a PCP referral), Beneficiaries  who  reside in a 

nursing facilities or intermediate care facilities for the mentally  retarded,  Home 
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and Community Based Waiver beneficiaries,  Medicaid beneficiaries for  the period 

of retroactive eligibility, medically needy spend down, family planning waiver, 

pregnant women: presumptive eligibility  

 

 

42 CFR 438.50   G. List all other eligible groups who will be permitted to enroll on a voluntary basis  

       

      N/A  

  

 

H. Enrollment process. 

 

1932(a)(4)     1. Definitions 

42 CFR 438.50 

i. An existing provider-beneficiary relationship is one in which the 

provider was the main source of Medicaid services for the 

beneficiary during the previous year. This may be established 

through state records of previous managed care enrollment or 

fee-for-service experience or through contact with the recipient. 

Enrollees are permitted to disenroll from their PCMH or transfer 

between PCMHs. 

 

ii. A provider is considered to have “traditionally served” Medicaid  

beneficiaries if it has experience in serving the Medicaid 

population.  

 

1932(a)(4)     2.  State process for enrollment by default. 

42 CFR 438.50 

Describe how the state’s default enrollment process will preserve:  

 

i. the existing provider-recipient relationship (as defined in H.1.i).  

 

A beneficiary may enroll with a PCMH at the office of the 

PCMH, at the regional district state office, through Connectcare 

or through the emergency room.  The PCMH’s staff telephones a 

Voice Response System; the entire process is automated via 

proprietary hardware and software; 

 

ii. the relationship with providers that have traditionally served 

Medicaid beneficiaries (as defined in H.2.ii). 

 

 

iii. the equitable distribution of Medicaid beneficiaries among 

qualified MCOs and PCCMs available to enroll them, (excluding 

those that are subject to intermediate sanction described in 42 
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CFR 438.702(a)(4)); and disenrollment for cause in accordance 

with 42 CFR 438.56 (d)(2).  

 

The state has set enrollment limits for each PCCM provider. The 

PCCM provider is limited to 2500 enrollees. If that limitation 

creates a hardship for the practitioner, threatens the PCCM’s 

practice or creates a problem of access and availability for 

beneficiaries, the PCCM may request in writing to the Director of 

Medical Services additional case load.  

 

 

1932(a)(4)  3. As part of the state’s discussion on the default enrollment process, include 

42 CFR 438.50    the following information: 

 

i. The state will____/will not x   use a lock-in for managed care. 

 

ii. The time frame for beneficiaries to choose a health plan before being 

auto-assigned will be   N/A   .  

 

 

iii. Describe the state's process for notifying Medicaid beneficiaries of their 

auto-assignment.  (Example: state generated correspondence.) 

 

N/A 

  

 

iv. Describe the state's process for notifying the Medicaid beneficiaries who 

are auto-assigned of their right to disenroll without cause during the first 

90 days of their enrollment. (Examples: state generated correspondence, 

HMO enrollment packets etc.) 

 

N/A 

 

 

v. Describe the default assignment algorithm used for auto-assignment.  

(Examples: ratio of plans in a geographic service area to potential 

enrollees, usage of quality indicators.) 

 

N/A 

 

 

vi. Describe how the state will monitor any changes in the rate of default 

assignment.  (Example: usage of the Medical Management Information 

System (MMIS), monthly reports generated by the enrollment broker) 

 

N/A 
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1932(a)(4)    I.  State assurances on the enrollment process 

42 CFR 438.50 

Place a check mark to affirm the state has met all of the applicable requirements of 

choice, enrollment, and re-enrollment. 

 

 1. X    The state assures it has an enrollment system that allows beneficiaries who  

are already enrolled to be given priority to continue that enrollment if the MCO or 

 PCCM does not have capacity to accept all who are seeking enrollment under the 

program.  

 

2. X  The state assures that, per the choice requirements in 42 CFR 438.52, 

Medicaid beneficiaries enrolled in either an MCO or PCCM model will have a 

choice of at least two entities unless the area is considered rural as defined in 42 

CFR 438.52(b)(3).  

 

3. ____ The state plan program applies the rural exception to choice requirements of 

42 CFR 438.52(a) for MCOs and PCCMs.  

 

This provision is not applicable to this 1932 State Plan Amendment.  

 

4. ____The state limits enrollment into a single Health Insuring Organization (HIO), 

if and only if the HIO is one of the entities described in section 1932(a)(3)(C) of 

the Act; and the recipient has a choice of at least two primary care providers 

within the entity. (California only.) 

 

X   This provision is not applicable to this 1932 State Plan Amendment. 

 

5. ____ The state applies the automatic reenrollment provision in accordance 

with 42 CFR 438.56(g) if the recipient is disenrolled solely because he or she 

loses Medicaid eligibility for a period of 2 months or less.  

 

 X   This provision is not applicable to this 1932 State Plan Amendment. 

 

1932(a)(4)    J.  Disenrollment 

42 CFR 438.50 

1. The state will___/will not X use lock-in for managed care. 

 

2.  The lock-in will apply for _N/A_ months (up to 12 months).  

 

3. Place a check mark to affirm state compliance. 

 

X   The state assures that beneficiary requests for disenrollment (with  

and without cause) will be permitted in accordance with 42 CFR 438.56(c).  
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Citation Condition or Requirement 

1. Describe any additional circumstances of “cause” for disenrollment (if any).

K. Information requirements for beneficiaries

Place a check mark to affirm state compliance. 

1932(a)(5) X The state assures that its state plan program complies with 42 CFR 42 
CFR 438.50 438.10(i) for information requirements specific to MCOs and PCCM programs 
42 CFR 438.10 operated under section 1932(a)(1)(A)(i) state plan amendments. (Place a check 

mark to affirm state compliance.) 

1932(a)(5)(D) L. List all services that are excluded for each model (MCO & PCCM)
1905(t) 

The following PCCM exempt services do not require PCP authorization: 
Dental Services 
Emergency hospital care 
Developmental Disabilities Services Community and Employment 
Support  
Family Planning 
Anesthesia 
Alternative Waiver Programs 
Adult Developmental Day Treatment Services Core Services only 
Disease Control Services for Communicable Diseases 
ARChoices waiver services 
Gynecological care 
Inpatient Hospital admissions on the effective date of PCP enrollment or on the day 
after the effective date of PCP enrollment 
Medication-Assisted Treatment Services for opioid use disorder when part of a 
Medication Assisted Treatment plan 
Mental health services as follows: 

a. Psychiatry for services provided by a psychiatrist enrolled in
Arkansas Medicaid and practice as an individual practitioner

b. Rehabilitative Services for Youth and Children
Nurse Midwife services 
ICF/IID Services 
Nursing Facility services 
Hospital non-emergency or outpatient clinic services on the effective date of PCP 
enrollment or on the day after the effective date of PCP enrollment. 
Ophthalmology and Optometry services 
Obstetric (antepartum, delivery, and postpartum) services 
Pharmacy 
Physician Services for inpatients acute care 
Transportation 
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  Sexual Abuse Examination.  

Targeted case management provided by the Division of Youth Services or the 

Division of Children and Family services under an interagency agreement with 

the Division of Medical Services. 

 

 

1932 (a)(1)(A)(ii)  M. Selective contracting under a 1932 state plan option  

 

To respond to items #1 and #2, place a check mark.  The third item requires a brief 

narrative.    

 

1. The state will ___will not___X___ intentionally limit the number of entities it 

contracts under a 1932 state plan option.    

 

2. X  The state assures that if it limits the number of contracting entities, this 

limitation will not substantially impair beneficiary access to services.   

 

3. Describe the criteria the state uses to limit the number of entities it contracts under 

a 1932 state plan option.   

 

N/A 
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State: Arkansas §1915(i) State plan HCBS State plan Attachment 3.1–i: 
TN: 23-0021 Page 1 
Effective: 03-01-24 Approved: 02-27-24 Supersedes: 18-0017 

1915(i) State plan Home and Community-Based Services 

Administration and Operation 
The state implements the optional 1915(i) State plan Home and Community-Based Services (HCBS) benefit 
for elderly and disabled individuals as set forth below. 

1. Services.  (Specify the state’s service title(s) for the HCBS defined under “Services” and listed in
Attachment 4.19-B):

Supported Employment; Behavior Assistance; Adult Rehabilitation Day Treatment; Peer Support; 
Family Support Partners; Residential Community Reintegration; Respite; Crisis Stabilization 
Intervention; Assertive Community Treatment; Intensive In-Home Services;  Therapeutic Host 
Home; Recovery Support Partners (for Substance Abuse); Substance Abuse Detox (Observational); 
Pharmaceutical Counseling; Supportive Life Skills Development, Child and Youth Support; Partial 
Hospitalization, Supportive Housing; and Therapeutic Communities. 

2. Concurrent Operation with Other Programs.  (Indicate whether this benefit will operate concurrently
with another Medicaid authority):

Select one:
 Not applicable 
 Applicable 

Check the applicable authority or authorities: 
 Services furnished under the provisions of §1915(a)(1)(a) of the Act. The State contracts 

with a Managed Care Organization(s) (MCOs) and/or prepaid inpatient health plan(s) (PIHP) 
or prepaid ambulatory health plan(s) (PAHP) under the provisions of §1915(a)(1) of the Act 
for the delivery of 1915(i) State plan HCBS.  Participants may voluntarily elect to receive 
waiver and other services through such MCOs or prepaid health plans.  Contracts with these 
health plans are on file at the State Medicaid agency.  Specify:  
(a) the MCOs and/or health plans that furnish services under the provisions of §1915(a)(1);
(b) the geographic areas served by these plans;
(c) the specific 1915(i) State plan HCBS furnished by these plans;
(d) how payments are made to the health plans; and
(e) whether the 1915(a) contract has been submitted or previously approved.

 Waiver(s) authorized under §1915(b) of the Act. 
Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application has 
been submitted or previously approved: 
Provider-Led Arkansas Shared Savings Entity (PASSE) Program, AR.0007.R01.01 

Specify the §1915(b) authorities under which this program operates (check each that 
applies): 
 §1915(b)(1) (mandated enrollment to

managed care)
 §1915(b)(3) (employ cost savings

to furnish additional services)
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 §1915(b)(2) (central broker)  §1915(b)(4) (selective
contracting/limit number of
providers)

 A program operated under §1932(a) of the Act. 
Specify the nature of the State Plan benefit and indicate whether the State Plan Amendment 
has been submitted or previously approved: 

 A program authorized under §1115 of the Act.   Specify the program: 

3. State Medicaid Agency (SMA) Line of Authority for Operating the State plan HCBS Benefit.  (Select
one):

 The State plan HCBS benefit is operated by the SMA.  Specify the SMA division/unit that has 
line authority for the operation of the program  (select one): 
 The Medical Assistance Unit (name of unit): 

 Another division/unit within the SMA that is separate from the Medical Assistance Unit 
 (name of division/unit) 
This includes 
administrations/divisions 
under the umbrella 
agency that have been 
identified as the Single 
State Medicaid Agency. 

 The State plan HCBS benefit is operated by (name of agency) 
Division of Aging, Adult, and Behavioral Health Services (DAABHS) 
a separate agency of the state that is not a division/unit of the Medicaid agency.  In accordance 
with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the 
administration and supervision of the State plan HCBS benefit and issues policies, rules and 
regulations related to the State plan HCBS benefit. The interagency agreement or memorandum 
of understanding that sets forth the authority and arrangements for this delegation of authority is 
available through the Medicaid agency to CMS upon request.   

4. Distribution of State plan HCBS Operational and Administrative Functions.

 (By checking this box the state assures that):  When the Medicaid agency does not directly conduct an
administrative function, it supervises the performance of the function and establishes and/or approves
policies that affect the function. All functions not performed directly by the Medicaid agency must be
delegated in writing and monitored by the Medicaid Agency.  When a function is performed by an
agency/entity other than the Medicaid agency, the agency/entity performing that function does not substitute
its own judgment for that of the Medicaid agency with respect to the application of policies, rules and
regulations.  Furthermore, the Medicaid Agency assures that it maintains accountability for the performance
of any operational, contractual, or local regional entities. In the following table, specify the entity or entities
that have responsibility for conducting each of the operational and administrative functions listed (check
each that applies):

(Check all agencies and/or entities that perform each function): 
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Function 
Medicaid 

Agency 

Other State 
Operating 

Agency 
Contracted 

Entity 
Local Non-

State Entity 

1 Individual State plan HCBS enrollment    

2 Eligibility evaluation    

3 Review of participant service plans    

4 Prior authorization of State plan HCBS    

5 Utilization management    

6 Qualified provider enrollment    

7 Execution of Medicaid provider agreement    

8 Establishment of a consistent rate         
methodology for each State plan HCBS    

9  Rules, policies, procedures, and 
information development governing the State 
plan HCBS benefit 

   

10  Quality assurance and quality 
improvement activities    

 (Specify, as numbered above, the agencies/entities (other than the SMA) that perform each function): 
The PASSEs will assist with 4, 5, 6, and 8. 
The contracted actuary will assist with 8. 
The External Quality Review Organization (EQRO) that contracts with Division of Medical Services 
(DMS) will assist with 3, 5, and 10. 
DAABHS, as the operating agency, will assist with 1, 2, 3, 8, 9, & 10 

 (By checking the following boxes the State assures that):  

5.     Conflict of Interest Standards.  The state assures the independence of persons performing 
evaluations, assessments, and plans of care.  Written conflict of interest standards ensure, at a minimum, 
that persons performing these functions are not: 

• related by blood or marriage to the individual, or any paid caregiver of the individual
• financially responsible for the individual
• empowered to make financial or health-related decisions on behalf of the individual
• providers of State plan HCBS for the individual, or those who have interest in or are employed by

a provider of State plan HCBS; except, at the option of the state, when providers are given
responsibility to perform assessments and plans of care because such individuals are the only
willing and qualified entity in a geographic area, and the state devises conflict of interest
protections.  (If the state chooses this option, specify the conflict of interest protections the state
will implement):

6.     Fair Hearings and Appeals.  The state assures that individuals have opportunities for fair hearings 
and appeals in accordance with 42 CFR 431 Subpart E. 
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7.     No FFP for Room and Board.  The state has methodology to prevent claims for Federal financial 

participation for room and board in State plan HCBS.  

8.     Non-duplication of services.  State plan HCBS will not be provided to an individual at the same 
time as another service that is the same in nature and scope regardless of source, including Federal, state, 
local, and private entities.  For habilitation services, the state includes within the record of each individual 
an explanation that these services do not include special education and related services defined in the 
Individuals with Disabilities Education Improvement Act of 2004 that otherwise are available to the 
individual through a local education agency, or vocational rehabilitation services that otherwise are 
available to the individual through a program funded under §110 of the Rehabilitation Act of 1973. 

Number Served 
1. Projected Number of Unduplicated Individuals To Be Served Annually.

(Specify for year one.  Years 2-5 optional):

Annual Period From To Projected Number of Participants 
Year 1 March 1, 2024 February 28, 

2025 
38,000 

Year 2 March 1, 2025 February 28, 
2026 

Year 3 March 1, 2026 February 28, 
2027 

Year 4 March 1, 2027 February 29, 
2028 

Year 5 March 1, 2028 February 28, 
2029 

2.     Annual Reporting.  (By checking this box the state agrees to): annually report the actual number of 
unduplicated individuals served and the estimated number of individuals for the following year. 

Financial Eligibility 

1.    Medicaid Eligible.  (By checking this box the state assures that):  Individuals receiving State plan
HCBS are included in an eligibility group that is covered under the State’s Medicaid Plan and have
income that does not exceed 150% of the Federal Poverty Line (FPL).  (This election does not include the
optional categorically needy eligibility group specified at §1902(a)(10)(A)(ii)(XXII) of the Social
Security Act.  States that want to adopt the §1902(a)(10)(A)(ii)(XXII) eligibility category make the
election in Attachment 2.2-A of the state Medicaid plan.)

2. Medically Needy (Select one):
 The State does not provide State plan HCBS to the medically needy.
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 The State provides State plan HCBS to the medically needy. (Select one):

 The state elects to disregard the requirements section of 1902(a)(10)(C)(i)(III) of
the Social Security Act relating to community income and resource rules for the medically 
needy.  When a state makes this election, individuals who qualify as medically needy on the 
basis of this election receive only 1915(i) services. 

 The state does not elect to disregard the requirements at section
1902(a)(10)(C)(i)(III) of the Social Security Act. 

Evaluation/Reevaluation of Eligibility 

1. Responsibility for Performing Evaluations / Reevaluations.  Eligibility for the State plan HCBS benefit
must be determined through an independent evaluation of each individual.  Independent
evaluations/reevaluations to determine whether applicants are eligible for the State plan HCBS benefit are
performed (Select one):

 Directly by the Medicaid agency 
 By Other (specify State agency or entity under contract with the State Medicaid agency): 

Evaluations and re-evaluations are conducted by DHS’s contracted vendor, Optum, who 
completes the independent assessment. Eligibility is determined using the results of the 
independent assessment and the individual’s diagnosis. 

2. Qualifications of Individuals Performing Evaluation/Reevaluation.  The independent evaluation is
performed by an agent that is independent and qualified.  There are qualifications (that are reasonably 
related to performing evaluations) for the individual responsible for evaluation/reevaluation of needs-
based eligibility for State plan HCBS.  (Specify qualifications): 

The assessor must have a Bachelor’s Degree or be a registered nurse with one (1) year of experience 
with mental health populations. 

3. Process for Performing Evaluation/Reevaluation.  Describe the process for evaluating whether
individuals meet the needs-based State plan HCBS eligibility criteria and any instrument(s) used to make
this determination. If the reevaluation process differs from the evaluation process, describe the differences:

After completion of the independent assessment of functional need, DAABHS makes the 1915(i) 
eligibility determination for all clients based on the results of the independent assessment and the 
individual’s diagnosis contained in his or her medical record. 1915(i) eligibility is re-evaluated on an 
annual basis. Reevaluations of 1915(i) eligibility may be conducted in person or through the use of 
interactive video that is recorded with the permission of the individual or telephonically that is 
recorded with the permission of the individual and the approval of the respective DHS program staff. 

The states HIPAA officer has reviewed and approved the HIPAA plan and assures compliance with HIPAA 
regulations. 
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4.    Reevaluation Schedule.  (By checking this box the state assures that): Needs-based eligibility 

reevaluations are conducted at least every twelve months. 

5.    Needs-based HCBS Eligibility Criteria.  (By checking this box the state assures that): Needs-based
criteria are used to evaluate and reevaluate whether an individual is eligible for State plan HCBS.  

The criteria take into account the individual’s support needs, and may include other risk factors: (Specify 
the needs-based criteria): 

After medical eligibility has been determined through diagnosis, the following needs-based criteria is 
used: 
The beneficiary  must receive a minimum of a Tier 2 on the Arkansas Independent Assessment 
(ARIA). To meet a Tier 2, the beneficiary must have the need for assistance because of certain 
behaviors that require non-residential services to help with functioning in home and community-
based settings and moving towards recovering and is not a harm to his or herself or others. 
The state utilizes the ARIA tool to determine needs-based eligibility based on the measurement of an 
individual’s needs as assessed under the following domains: 
 Adaptive, personal/social, communication, motor, and cognitive. The ARIA tool takes into account 
the individuals’ ability to provide his or her own support, as well as other natural support systems, as 
well as the level of need to accomplish ADLs and IADLs. Needs assessed are due to manic, 
psychotic, aggressive, destructive, and other socially unacceptable behaviors. 

6.    Needs-based Institutional and Waiver Criteria.  (By checking this box the state assures that): There 
are needs-based criteria for receipt of institutional services and participation in certain waivers that are 
more stringent than the criteria above for receipt of State plan HCBS.  If the state has revised institutional 
level of care to reflect more stringent needs-based criteria, individuals receiving institutional services and 
participating in certain waivers on the date that more stringent criteria become effective are exempt from 
the new criteria until such time as they no longer require that level of care. (Complete chart below to 
summarize the needs-based criteria for State Plan HCBS and corresponding more-stringent criteria for 
each of the following institutions): 

State plan HCBS needs-
based eligibility criteria 

NF (& NF LOC** 
waivers) 

ICF/IID (& ICF/IID 
LOC waivers) 

Applicable Hospital* (& 
Hospital LOC waivers) 
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The client must receive 
a minimum of a Tier 2 
functional assessment 
for HCBS behavioral 
health services. To 
meet a Tier 2, the client 
must have difficulties 
with certain behaviors 
that require a full array 
of services to help with 
functioning in home 
and community-based 
settings and moving 
towards recovery and is 
not a harm to his or 
herself or others. 
Behaviors assessed 
include manic, 
psychotic, aggressive, 
destructive, and other 
socially unacceptable 
behaviors. 

Must meet at least one 
of the following three 
criteria as determined 
by a licensed medical 
professional:  

1. The individual is
unable to perform
either of the following:
A. At least one (1) of
the three (3) activities 
of daily living (ADLs) 
of transferring/ 
locomotion, eating or 
toileting without 
extensive assistance 
from or total 
dependence upon  
another person; or,  

B. At least two (2) of
the three (3) activities
of daily living (ADLs)
of transferring/
locomotion, eating or
toileting without
assistance from another
person; or,
2.The individual has a
primary or secondary 
diagnosis of 
Alzheimer's disease or 
related dementia and is 
cognitively impaired so 
as to require substantial 
supervision from 
another individual 
because he or she 
engages in 
inappropriate behaviors 
which pose serious 
health or safety hazards 
to himself or others; or, 
3.The individual has a
diagnosed medical
condition which
requires monitoring or
assessment at least
once a day by a
licensed medical
professional and the
condition, if untreated,
would be life-
threatening.
4.No individual who is
otherwise eligible for

1) Diagnosis of
developmental disability
that originated prior to age
of 22;
2) The disability has
continued or is expected 
to continue indefinitely; 
and 
3)The disability
constitutes a substantial
handicap to the person’s
ability to function without
appropriate support
services, including but not
limited to, daily living and
social activities, medical
services, physical therapy,
speech therapy,
occupational therapy, job
training and employment.

Must also be in need of 
and able to benefit from 
active treatment and 
unable to access 
appropriate services in a 
less restrictive setting. 

Individuals must be 
assessed a Tier 2 or Tier 3 
to receive services in the 
CES Waiver or an 
ICF/IID. 

There must be a written 
certification of need 
(CON) that states that an 
individual is or was in 
need of inpatient 
psychiatric services. The 
certification must be made 
at the time of admission, 
or if an individual applies 
for Medicaid while in the 
facility, the certification 
must be made before 
Medicaid authorizes 
payment. 

Tests and evaluations used 
to certify need cannot be 
more than one (1) year 
old. All histories and 
information used to certify 
need must have been 
compiled within the year 
prior to the CON. 

In compliance with 42 
CFR 441.152, the facility-
based and independent 
CON teams must certify 
that: 

A. Ambulatory care
resources available in the
community do not meet
the treatment needs of the
beneficiary;
B. Proper treatment of the
beneficiary’s psychiatric
condition requires
inpatient services under
the direction of a
physician and
C. The services can be
reasonably expected to
prevent further regression
or to improve the
beneficiary’s condition so
that the services will no
longer be needed.
Specifically, a physician
must make a medical
necessity determination
that services must be
provided in a hospital
setting because the
individual is a danger to
his or herself or other and
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waiver services shall 
have his or her 
eligibility denied or 
terminated solely as the 
result of a 
disqualifying episodic 
medical condition or 
disqualifying episodic 
change of medical 
condition which is 
temporary and 
expected to last no 
more than twenty-one 
(21) days. However,
that individual shall not
receive waiver services
or benefits when
subject to a condition
or change of condition
which would render the
individual ineligible if
expected to last more
than twenty-one (21)
days.

cannot safely remain in 
the community setting. 

*Long Term Care/Chronic Care Hospital **LOC= level of care 

7.    Target Group(s). The state elects to target this 1915(i) State plan HCBS benefit to a specific
population based on age, disability, diagnosis, and/or eligibility group.  With this election, the state will
operate this program for a period of 5 years. At least 90 days prior to the end of this 5-year period, the
state may request CMS renewal of this benefit for additional 5-year terms in accordance with
1915(i)(7)(C) and 42 CFR 441.710(e)(2). (Specify target group(s)):

1.) Targeted to individuals age 4 and older with a mental health diagnosis, categorical 
eligible developmental diagnosis, or both. 

 2.) Adults up to and including 133 percent of the FPL who meet the other criteria specified 
in Section 1902(a)(10)(A)(i)(VIII) of the Social Security Act and covered under the Arkansas 
Section 1115 Demonstrative Waiver (“ARHOME”) who are determined to be “Medically 
Frail”. 

 Option for Phase-in of Services and Eligibility.  If the state elects to target this 1915(i) State plan
HCBS benefit, it may limit the enrollment of individuals or the provision of services to enrolled individuals
in accordance with 1915(i)(7)(B)(ii) and 42 CFR 441.745(a)(2)(ii) based upon criteria described in a phase-
in plan, subject to CMS approval.  At a minimum, the phase-in plan must describe: (1) the criteria used to
limit enrollment or service delivery; (2) the rationale for phasing-in services and/or eligibility; and (3)
timelines and benchmarks to ensure that the benefit is available statewide to all eligible individuals within
the initial 5-year approval. (Specify the phase-in plan):
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(By checking the following box the State assures that): 

8.   Adjustment Authority.  The state will notify CMS and the public at least 60 days before exercising
the option to modify needs-based eligibility criteria in accord with 1915(i)(1)(D)(ii).

9.   Reasonable Indication of Need for Services.  In order for an individual to be determined to need the
1915(i) State plan HCBS benefit, an individual must require: (a) the provision of at least one 1915(i)
service, as documented in the person-centered service plan, and (b) the provision of 1915(i) services at
least monthly or, if the need for services is less than monthly, the participant requires regular monthly
monitoring which must be documented in the person-centered service plan.  Specify the state’s policies
concerning the reasonable indication of the need for 1915(i) State plan HCBS:

i. Minimum number of services. 
The minimum number of 1915(i) State plan services (one or more) that an individual must 
require in order to be determined to need the 1915(i) State plan HCBS benefit is:  
    1 

ii. Frequency of services.  The state requires (select one): 
 The provision of 1915(i) services at least monthly 

Monthly monitoring of the individual when services are furnished on a less than monthly 
basis 
If the state also requires a minimum frequency for the provision of 1915(i) services other than 
monthly (e.g., quarterly), specify the frequency: 

Home and Community-Based Settings 

(By checking the following box the State assures that): 

1.   Home and Community-Based Settings.    The State plan HCBS benefit will be furnished to
individuals who reside and receive HCBS in their home or in the community, not in an institution.
(Explain how residential and non-residential settings in this SPA comply with Federal home and
community-based settings requirements at 42 CFR 441.710(a)(1)-(2) and associated CMS
guidance.  Include a description of the settings where individuals will reside and where individuals will
receive HCBS, and how these settings meet the Federal home and community-based settings
requirements, at the time of submission and in the future):

(Note: In the Quality Improvement Strategy (QIS) portion of this SPA, the state will be prompted to
include how the state Medicaid agency will monitor to ensure that all settings meet federal home and
community-based settings requirements, at the time of this submission and ongoing.)
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This State Plan benefit renewal, along with the concurrent 1915(b) PASSE Waiver and 1915(c) 
Community and Employment Supports (CES) Waiver, is subject to the HCBS Settings requirements. 

The 1915(i) service settings are fully compliant with the home and community-based settings rule or 
are covered under the statewide transition plan under another authority where they have been in 
operation before March of 2014. 

The state assures that this State Plan benefit renewal is subject to any provisions or requirements 
included in the state's most recent and/or approved home and community-based settings Statewide 
Transition Plan. The state will implement any CMCS required changes by the end of the transition 
period as outlined in the home and community-based settings Statewide Transition Plan. 

Person-Centered Planning & Service Delivery 

(By checking the following boxes the state assures that):  
1.   There is an independent assessment of individuals determined to be eligible for the State plan HCBS

benefit.  The assessment meets federal requirements at 42 CFR §441.720.

2.   Based on the independent assessment, there is a person-centered service plan for each individual
determined to be eligible for the State plan HCBS benefit. The person-centered service plan is developed
using a person-centered service planning process in accordance with 42 CFR §441.725(a), and the written
person-centered service plan meets federal requirements at 42 CFR §441.725(b).

3.     The person-centered service plan is reviewed, and revised upon reassessment of functional need as
required under 42 CFR §441.720, at least every 12 months, when the individual’s circumstances or needs
change significantly, and at the request of the individual.

4. Responsibility for Face-to-Face Assessment of an Individual’s Support Needs and Capabilities.
There are educational/professional qualifications (that are reasonably related to performing assessments) of
the individuals who will be responsible for conducting the independent assessment, including specific
training in assessment of individuals with need for HCBS.  (Specify qualifications):

The assessor must have a Bachelor’s Degree or be a registered nurse with one (1) year of 
experience with mental health populations. 

5. Responsibility for Development of Person-Centered Service Plan.  There are qualifications (that are
reasonably related to developing service plans) for persons responsible for the development of the
individualized, person-centered service plan.  (Specify qualifications):

The Provider Led Arkansas Shared Savings Entity (PASSE) Care coordinator is responsible for 
providing care coordination to all clients receiving State plan HCBS services, including 
development of the PCSP. The care coordination service is offered through the 1915(b) Waiver. 
These care coordinators must meet the following qualifications: 
1. Be a registered nurse, a physician or have a bachelor’s degree in a social science or a health-
related field; or
2. Have at least one (1) year experience working with developmentally or intellectually disabled
clients or behavioral health clients.
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6. Supporting the Participant in Development of Person-Centered Service Plan.  Supports and

information are made available to the participant (and/or the additional parties specified, as appropriate) to
direct and be actively engaged in the person-centered service plan development process.  (Specify: (a) the
supports and information made available, and (b) the participant’s authority to determine who is included
in the process):

From the time an individual makes contact with  DHS PASSE unit regarding receiving HCBS state 
plan services, DHS informs the individual and their caregivers of their right to make choices about 
many aspects of the services available to them and their right to advocate for themselves or have a 
representative advocate on their behalf. It is the responsibility of everyone at DHS, the PASSE who 
receives the individual and provides care coordination, and the services providers to make sure that 
the PASSE individual is aware of and is able to exercise their rights and to ensure that the 
individual and their caregivers are able to make choices regarding their services. 

Immediately following enrollment in a PASSE, the PASSE care coordinator must develop an 
interim service plan (ISP) for the individual. If the individual was already enrolled in a program 
that required PCSPs, then that PCSP may be the ISP for the individual. The ISP may be effective 
for up to 60 days, pending completion of the full PCSP. 

The PASSE’s care coordinator is responsible for scheduling and coordinating the PCSP 
development meeting. As part of this responsibility the care coordinator must ensure that anyone 
the individual wishes to be present is invited. Typically, the development team will consist of the 
individual and their caregivers, the care coordinator, service providers, professionals who have 
conducted assessments or evaluations, and friends and persons who support the individual. The 
care coordinator must ensure that the individual does not object to the presence of any participants 
to the PCSP development meeting. If the individual or the caregiver would like a party to be 
present, the care coordinator is responsible for inviting that individual to attend. 

During the PCSP development meeting, everyone in attendance is responsible for supporting and 
encouraging the individual to express their wants and desires and to incorporate them into the 
PCSP when possible. The care coordinator is responsible for managing and resolving any 
disagreements which arise during the PCSP development meeting. 

After enrollment, and prior to the PCSP development meeting, the care coordinator must conduct a 
health questionnaire with the individual. The care coordinator must also secure any other 
information that may be needed to develop the PCSP, including, but not limited to: 

a) Results of any evaluations that are specific to the needs of the individual;
b) The results of any psychological testing;
c) The results of any adaptive behavior assessments;
d) Any social, medical, physical, and mental health histories; and

a risk assessment.

The PCSP development team must utilize the results of the independent assessment, the health 
questionnaire, and any other assessment information gathered. The PCSP must include the 
individual’s goals, needs (behavioral, developmental, and health needs), and preferences. All 
needed services must be noted in the PCSP and the care coordinator is responsible for coordinating 
and monitoring the implementation of the PCSP. 

The PCSP must be developed within 60 days of enrollment into the PASSE. At a minimum, the 
PCSP must be updated annually. 
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7. Informed Choice of Providers.  (Describe how participants are assisted in obtaining information about

and selecting from among qualified providers of the 1915(i) services in the person-centered service plan):

8. Process for Making Person-Centered Service Plan Subject to the Approval of the Medicaid Agency.
(Describe the process by which the person-centered service plan is made subject to the approval of the
Medicaid agency):

DAABHS, DMS, or the External Quality Review Organization (EQRO) arranges for a specified 
number of service plans to be reviewed annually, using the sampling guide, “A Practical Guide for 
Quality Management in Home and Community-Based Waiver Programs,” developed by Human 
Services Research Institute and the Medstat Group for CMS in 2006. A systematic random 
sampling of the active case population is drawn whereby every “nth” name in the population is 
selected for inclusion in the sample. The sample size is based on a 95% confidence interval with a 
margin of error of +/- 8%. An online calculator is used to determine the appropriate sample size for 
the Waiver population. To determine the “nth” integer, the sample is divided by the population. 
Names are drawn until the sample size is reached. 

The PASSE is required to submit the PCSP for all individuals in the sample. DAABHS or the 
EQRO conducts a retrospective review of provided PCSPs based on identified program, financial, 
and administrative elements critical to quality assurance. DAABHS or the EQRO reviews the plans 
to ensure they have been developed in accordance with applicable policies and procedures, that 
plans ensure the health and welfare of the individual, and for financial and utilization components. 
DMS or the EQRO communicates findings from the review to the PASSE for remediation. 
Systemic findings may necessitate a change in policy or procedures. A pattern of non-compliance 
from one PASSE may result in sanctions to that PASSE under the PASSE Provider Manual and 
Provider Agreement. DMS has ultimate authority and responsibility in the operation and oversight 
of the PCSP approval process.  Either DMS or the EQRO communicates the finding from the 
review and the state requires PASSE remediation. 

9. Maintenance of Person-Centered Service Plan Forms.  Written copies or electronic facsimiles of service
plans are maintained for a minimum period of 3 years as required by 45 CFR §74.53.  Service plans are
maintained by the following (check each that applies):

Medicaid agency Operating agency Case manager 
 Other (specify): The PASSE 

Before an individual can access HCBS state plan services, they must be enrolled in a PASSE under 
the 1915 (b) Provider Led Shared Savings Entities Waiver. The PASSE is responsible for providing 
all needed services to all enrolled individuals and may limit an individual’s choice of providers 
based on its provider network. The provider network must meet minimum adequacy standards set 
forth in the 1915(b)Waiver, the PASSE Provider Manual, and the PASSE Provider Agreement. 

The individual has 90 days after initial enrollment to change their assigned PASSE. Once a year, 
there is an open enrollment period that lasts at least 30 days, in which the individual may change 
his or her PASSE for any reason. At any time during the year, an individual  may change his or her  
PASSE for cause, as defined in 42 CFR 438.56. 

The State has a DHS PASSE Unit to assist the individual in changing PASSE’s, including 
informing the individual of their rights regarding choosing another PASSE and how to access 
information on each PASSE’s provider network. 
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Services 

1. State plan HCBS.  (Complete the following table for each service.  Copy table as needed):

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title: Supported Employment 
Service Definition (Scope): 
Supported Employment is designed to help client’s acquire and keep meaningful jobs in a 
competitive job market. The service actively facilitates job acquisition by sending staff to accompany 
individuals  on interviews and providing ongoing support and/or on-the-job training once the 
individual is employed. This service replaces traditional vocational approaches that provide 
intermediate work experiences (prevocational work units, transitional employment, or sheltered 
workshops), which tend to isolate clients from mainstream society. 

Supported employment services are individualized and may include any combination of the 
following services: vocational/job-related discovery or assessment, person-centered employment 
planning, job placement, job development, negotiation with prospective employers, job analysis, job 
carving, training  and systematic instruction, job coaching, benefits and work-incentives planning and 
management, asset  development and career advancement services. Other workplace support services 
including services not  specifically related to job skill training that enable the individual to be 
successful in integrating into the job setting. 

Services may be provided in integrated community work settings in the general workforce. 
Services may be provided in the home when provided to establish home-based self-employment. 
Services may be provided in either a small group setting or on an individual basis. 

Transportation is not included in the rate for this service. 

Supported employment must be competitive, meaning that wages must be at or above the State’s 
minimum wage or at or above the customary wage and level of benefits paid by the employer for 
the  same or similar work. 

Service settings may vary depending on individual need and level of community integration, and may  
include the individual’s home. 
Additional needs-based criteria for receiving the service, if applicable (specify): 

Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

None. 
 Medically needy (specify limits): 
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 N/A 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification 
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

DMS Annually. Proof of 
credentialing must be 
submitted to DMS. 

Service Delivery Method.  (Check each that applies): 
Participant-directed  Provider managed 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title: Behavior Assistance 
Service Definition (Scope): 
A specific outcome oriented intervention provided individually or in a group setting with the 
individual and/or their caregivers that will provide the necessary support to attain the goals of the 
PCSP and the behavioral health treatment plan. Service activities include applying positive behavioral 
interventions and supports within the community to foster behaviors that are rehabilitative and 
restorative in nature. The service activity should result in sustainable positive behavioral changes that 
improve functioning, enhance the quality of life and strengthen skills in a variety of life domains. 
Additional needs-based criteria for receiving the service, if applicable (specify): 

Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
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(Choose each that applies): 
 Categorically needy (specify limits): 

None. 
 Medically needy (specify limits): 

 N/A 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification 
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

DMS Annually. Proof of 
credentialing must be 
submitted to DMS. 

Service Delivery Method.  (Check each that applies): 
Participant-directed  Provider managed 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title: Adult Rehabilitation Day Treatment 
Service Definition (Scope): 
A continuum of care provided to recovering clients living in the community based on their level of 
need. This service includes educating and assisting the clients with accessing supports and services  
needed. The service assists recovering individuals to direct their resources and support systems. 

Activities include training to assist the clients to improve employability, and to successfully adapt and 
adjust to a particular environment. Adult rehabilitation day treatment includes training and assistance 
to  live in and maintain a household of their choosing in the community. In addition, activities can 
include transitional services to assist clients after receiving a higher level of care. The goal of this 
service is to promote and maintain community integration. 

Adult rehabilitative day treatment is an array of face-to-face rehabilitative day activities providing a 
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preplanned and structured group program for identified individuals that are aimed at long-term 
recovery and maximization of self-sufficiency. These rehabilitative day activities are person and 
family centered, recovery based, culturally competent, and provided needed accommodation for any 
disability. These activities must also have measurable outcomes directly related to the individual’s 
treatment plan. Day treatment activities assist the individual with compensating for or eliminating 
functional deficits and interpersonal and/or environmental barriers associated with their chronic 
mental illness. 

The intent of these services is to restore the fullest possible integration of the individual as an active 
and productive member of his or her family, social and work community and/or culture with the least 
amount of ongoing professional intervention.  Skills addressed may include: emotional skills, such as 
coping with stress, anxiety or anger; behavioral skills, such as proper use of medications, appropriate 
social interactions and managing overt expression of symptoms like delusions or hallucinations; 
daily living and self-care skills, such as personal care and hygiene, money management, and daily 
structure/use of time; cognitive skills, such as problem solving, understanding illness and symptoms 
and reframing; community integration skills and any similar skills required to implement the client’s 
behavioral health treatment plan. Meals and transportation are not included in the rate for Adult 
Rehabilitation Day Treatment. 

Adult rehabilitation day treatment can occur in a variety of clinical settings for adults, similar to 
adult  day cares or adult day clinics. 

Additional needs-based criteria for receiving the service, if applicable (specify): 

Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

None. 
 Medically needy (specify limits): 

 N/A 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 
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Provider Type 
(Specify): 

Entity Responsible for Verification 
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

DMS Annually. Proof of 
credentialing must be 
submitted to DMS. 

Service Delivery Method.  (Check each that applies): 
Participant-directed  Provider managed 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title: Peer Support 
Service Definition (Scope): 
A person-centered service where adult peers provide expertise not replicated by professional training. 

Peer support providers are trained peer specialists who work with individuals to provide education, 
hope, healing, advocacy, self-responsibility, a meaningful role in life, and empowerment to reach 
fullest potential. Peer support specialists may assist with navigation of multiple systems (housing, 
supported employment, supplemental benefits, building/rebuilding natural supports, etc.) which 
improve the individual’s functional ability. Services are provided on an individual or group basis and 
may be provided in the home or the community. 
Additional needs-based criteria for receiving the service, if applicable (specify): 

Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

None. 
 Medically needy (specify limits): 

 N/A 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard 
(Specify): 

Behavioral 
Health Agency 
Or 

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.
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Community 
Support System 
Provider (CSSP) 

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification 
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

DMS Annually. Proof of 
credentialing must be 
submitted to DMS. 

Service Delivery Method.  (Check each that applies): 
Participant-directed  Provider managed 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title: Family Support Partners 
Service Definition (Scope): 
A service provided by peer counselors, or Family Support Partners (FSP), who model recovery and 
resiliency for caregivers of children and youth with behavioral health care needs. FSP come from 
legacy families and use their lived experience, training, and skills to help caregivers and their families 
identify goals and actions that promote recovery and resiliency. A FSP may assist, teach and model 
appropriate child-rearing strategies, techniques and household management skills. This service 
provides information on child development, age-appropriate behavior, parental expectations, and 
childcare activities. It may also assist the individual’s family in securing resources and developing 
natural supports. 
Additional needs-based criteria for receiving the service, if applicable (specify): 

Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

None. 
 Medically needy (specify limits): 

 N/A 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
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Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification 
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

DMS Annually. Proof of 
credentialing must be 
submitted to DMS. 

Service Delivery Method.  (Check each that applies): 
Participant-directed  Provider managed 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title: Pharmaceutical Counseling 
Service Definition (Scope): 
A one-to-one or group intervention by a nurse with individual(s) and/or their caregivers, related to 
their psychopharmacological treatment. Pharmaceutical Counseling involves providing medication 
information orally or in writing to the individual and/or their caregivers. The service should 
encompass all the parameters to make the individual and/or family understand the diagnosis 
prompting the need for medication and any lifestyle modifications required. 
Additional needs-based criteria for receiving the service, if applicable (specify): 

Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 
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None. 
 Medically needy (specify limits): 

 N/A 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification 
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

DMS Annually. Proof of 
credentialing must be 
submitted to DMS. 

Service Delivery Method.  (Check each that applies): 
Participant-directed  Provider managed 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title: Supportive Life Skills Development 
Service Definition (Scope): 
A service that provides support and training for youth and adults on a one-on-one or group basis. This 
service should be a strength-based, culturally appropriate process that integrates the individual into 
their community as they develop their recovery plan or habilitation plan. This service is designed to 
assist individuals in acquiring the skills needed to support as independent a lifestyle as possible, 
enable them to reside in their community (in their own home, with family, or in an alternative living 
setting), and promote a strong sense of self-worth. In addition, it aims to assist individuals in setting 
and achieving goals, learning independent life skills, demonstrating accountability, and making goal-
oriented decisions related to independent living. Services are intended to foster independence in the 
community setting and may include training in menu planning, food preparation, housekeeping and 
laundry, money management, budgeting, following a medication regimen, and interacting with the 
criminal justice system. 
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Other topics may include: educational or vocational training, employment, resource and medication 
management, self-care, household maintenance, health, socialization, community integration, 
wellness, and nutrition. 

The PCSP should address the recovery or habilitation objective of each activity performed under Life 
Skills Development and Support. 

In a group setting, an individual to staff ratio of 10:1. 
Additional needs-based criteria for receiving the service, if applicable (specify): 

Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

None. 
 Medically needy (specify limits): 

 N/A 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification 
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

DMS Annually. Proof of 
credentialing must be 
submitted to DMS. 

Service Delivery Method.  (Check each that applies): 
Participant-directed  Provider managed 
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Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title: Child and Youth Support 
Service Definition (Scope): 
Clinical services for principal caregivers designed to increase a child’s positive behaviors and 
encourage compliance with parents at home; working with teachers/schools to modify classroom 
environment to increase positive behaviors in the classroom; and increase a child’s social skills, 
including understanding of feelings, conflict management, academic engagement, school readiness, 
and cooperation with teachers and other school staff. This service is intended to increase parental skill 
development in managing their child’s symptoms of illness and training the parents in effective 
interventions and techniques for working with the schools. 

Service activities may include an In-Home Case Aide, which is intensive therapy in the individual’s 
home or a community-based setting. Youth served may be in imminent risk of out-of-home placement 
or have been recently reintegrated from an out-of-home placement. Services may deal with family 
issues related to the promotion of healthy family interactions, behavior training, and feedback to the 
family. 
Additional needs-based criteria for receiving the service, if applicable (specify): 

Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

None. 
 Medically needy (specify limits): 

 N/A 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification 
(Specify): 

Frequency of Verification 
(Specify): 
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Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

DMS Annually. Proof of 
credentialing must be 
submitted to DMS. 

Service Delivery Method.  (Check each that applies): 
Participant-directed  Provider managed 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title: Therapeutic Communities 
Service Definition (Scope): 
A setting that emphasizes the integration of the individual within his or her community; progress is 
measured within the context of that community’s expectation. Therapeutic Communities are highly 
structured environments or continuums of care in which the primary goals are the treatment of 
behavioral health needs and the fostering of personal growth leading to personal accountability. 
Services address the broad range of needs identified by the individual on their PCSP. Therapeutic 
Communities employ community-imposed consequences and earned privileges as part of the 
recovery and growth process. These consequences and privileges are decided upon by the individuals  
living in the community. In addition to daily seminars, group counseling, and individual activities, 
the persons served are assigned responsibilities within the community setting. Participants and staff 
members act as facilitators, emphasizing self-improvement. 

Therapeutic Communities services may be provided in a provider-owned apartment or home, or 
in a  provider-owned facility with fewer than 16 beds. 

Additional needs-based criteria for receiving the service, if applicable (specify): 

Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

None. 
 Medically needy (specify limits): 

 N/A 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
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Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification 
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

DMS Annually. Proof of 
credentialing must be 
submitted to DMS. 

Service Delivery Method.  (Check each that applies): 
Participant-directed  Provider managed 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title: Residential Community Reintegration 
Service Definition (Scope): 
Serves as an intermediate level of care between Inpatient Psychiatric facilities and outpatient 
behavioral health services. The program provides 24 hours per day intensive therapeutic care in a 
small group home setting for children and youth with emotional and/or behavior problems which 
cannot be remedied with less intensive treatment. The program is intended to prevent acute or sub-
acute hospitalization of youth, or incarceration. Community reintegration may be offered as a step-
down or transitional level of care to prepare a youth for less intensive treatment. 
Residential Community Reintegration programs must ensure (1) there are a minimum of two direct 
care staff available at all times; and (2) educational services are provided to all beneficiaries enrolled 
in the program. 
Additional needs-based criteria for receiving the service, if applicable (specify): 

Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
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 Categorically needy (specify limits): 
None. 

 Medically needy (specify limits): 
 N/A 

Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification 
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

DMS Annually. Proof of 
credentialing must be 
submitted to DMS. 

Service Delivery Method.  (Check each that applies): 
Participant-directed  Provider managed 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title: Respite 
Service Definition (Scope): 
Temporary direct care and supervision for an individual due to the absence or need for relief of the 
non-paid primary caregiver. Respite can occur at medical or specialized camps, day-care programs, 
the individual’s home or place of residence, the respite care provider’s home or place of residence, 
foster homes, or a licensed respite facility. Respite does not have to be listed in the PCSP. 

The primary purpose of Respite is to relieve the principal caregiver of the individual with a 
behavioral health need so that stressful situations are de-escalated, and the caregiver and individual 
have a therapeutic and safe outlet. Respite must be temporary in nature. Any services provided for 
less than fifteen (15) days will be deemed temporary. Respite provided for more than 15 days should 
trigger a need to review the PCSP. 
Additional needs-based criteria for receiving the service, if applicable (specify): 
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Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

None. 
 Medically needy (specify limits): 

 N/A 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification 
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

DMS Annually. Proof of 
credentialing must be 
submitted to DMS. 

Service Delivery Method.  (Check each that applies): 
Participant-directed  Provider managed 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title: Assertive Community Treatment (ACT) 
Service Definition (Scope): 
Assertive Community Treatment (ACT) is an evidence-based practice provided by a multidisciplinary 
team providing comprehensive treatment and support services available 24 hours a day, seven (7) 
days a week wherever and whenever needed. Services are provided in the most integrated community 
setting possible to enhance independence and positive community involvement. An individual 
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appropriate for services through an ACT team has needs that are so pervasive and/or unpredictable 
that it is unlikely that they can be met effectively by other combinations of available community 
services, or in circumstances where other levels of outpatient care have not been successful to sustain 
stability in the community. Typically, this service is targeted to individuals who have serious mental 
illness or co-occurring disorders, multiple diagnoses, and the most complex and expensive treatment 
needs. 

Additional needs-based criteria for receiving the service, if applicable (specify): 

Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

None. 
 Medically needy (specify limits): 

 N/A 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification 
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

DMS Annually. Proof of 
credentialing must be 
submitted to DMS. 

Service Delivery Method.  (Check each that applies): 
Participant-directed  Provider managed 
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Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title: Therapeutic Host Homes 
Service Definition (Scope): 
A home or family setting that that consists of highly intensive, individualized treatment for the 
individual whose behavioral health or developmental disability needs are severe enough that they 
would be at risk of placement in a restrictive residential setting. 

A therapeutic host parent is trained to implement the key elements of the individual’s PCSP in the 
context of family and community life, while promoting the PCSP’s overall objectives and goals. The 
host parent should be present at the PCSP development meetings and should act as an advocate for 
the individual. 
Additional needs-based criteria for receiving the service, if applicable (specify): 

Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

None. 
 Medically needy (specify limits): 

 N/A 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification 
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

DMS Annually. Proof of 
credentialing must be 
submitted to DMS. 
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Service Delivery Method.  (Check each that applies): 
Participant-directed  Provider managed 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title: Aftercare Recovery Support (for Substance Abuse) 
Service Definition (Scope): 
A continuum of care provided to recovering individuals living in the community based on their level 
of  need. This service includes educating and assisting the individual with accessing supports and 
services  needed. The service assists the recovering individual to direct their resources and support 
systems. In addition, transitional services to assist individuals adjust after receiving a higher level of 
care. The goal              of this service is to promote and maintain community integration. 

Meals and transportation are not included in the rate for Aftercare Recovery 

Support. Aftercare Recovery Support can occur in following: 
• The individual’s home;
• In community settings such as school, work, church, stores, or parks; and
• In a variety of clinical settings for adults, similar to adult day cares or adult day clinics.

All medically necessary 1905(a) services are covered for EPSDT eligible clients in accordance  with 
1905(r) of the Social Security Act. 
Additional needs-based criteria for receiving the service, if applicable (specify): 

Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

None. 
 Medically needy (specify limits): 

 N/A 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.
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Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification 
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

DMS Annually. Proof of 
credentialing must be 
submitted to DMS. 

Service Delivery Method.  (Check each that applies): 
Participant-directed  Provider managed 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title: Substance Abuse Detoxification (Observational) 
Service Definition (Scope): 
A set of interventions aimed at managing acute intoxication and withdrawal from alcohol or other 
drugs. Services help stabilize the individual by clearing toxins from his or her body. Detoxification 
(detox) services are short term and may be provided in a crisis unit, inpatient, or outpatient setting. 
Detox services may include evaluation, observation, medical monitoring, and addiction treatment. 
The goal of detox is to minimize the physical harm caused by the abuse of substances and prepare the 
individual for ongoing substance abuse treatment. 

Additional needs-based criteria for receiving the service, if applicable (specify): 

Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

None. 
 Medically needy (specify limits): 

 N/A 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard 
(Specify): 
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Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification 
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

DMS Annually. Proof of 
credentialing must be 
submitted to DMS. 

Service Delivery Method.  (Check each that applies): 
Participant-directed  Provider managed 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title: Partial Hospitalization 
Service Definition (Scope): 

Partial Hospitalization is an intensive nonresidential, therapeutic treatment program. It can be used as 
an alternative to and/or a step-down service from inpatient residential treatment or to stabilize a 
deteriorating condition and avert hospitalization. The program provides clinical treatment services in 
a stable environment on a level equal to an inpatient program, but on a less than 24-hour basis. The 
environment at this level of treatment is highly structured and should maintain a staff-to-patient ratio 
of no more than 1::5 to ensure necessary therapeutic services and professional monitoring, control, 
and protection. This service shall include at a minimum: intake, individual therapy, group therapy, 
and psychoeducation. 

Partial Hospitalization shall be at a minimum of (5) five hours per day, of which 90 minutes must be 
a documented service provided by a Mental Health Professional. If an individual receives other 
services during the week but also receives Partial Hospitalization, the individual  must receive, at a 
minimum, 20 documented hours of services on no less than (4) four days in that week. 

Partial Hospitalization can occur in a variety of clinical settings for adults, similar to adult day cares 
or adult day clinics. All Partial Hospitalization sites must be certified by the Division of Provider 
Services and Quality Assurance as a Partial Hospitalization Provider. 

All medically necessary 1905(a) services are covered for EPSDT eligible individuals in accordance 
with 1905(r) of the Social Security Act. 
Additional needs-based criteria for receiving the service, if applicable (specify): 
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Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

None. 
 Medically needy (specify limits): 

 N/A 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification 
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

DMS Annually. Proof of 
credentialing must be 
submitted to DMS. 

Service Delivery Method.  (Check each that applies): 
Participant-directed  Provider managed 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title: Supportive Housing 
Service Definition (Scope): 
Supportive Housing is designed to ensure that clients have a choice of permanent, safe, and 
affordable housing. An emphasis is placed on the development and strengthening of natural supports 
in  the community. This service assists clients in locating, selecting, and sustaining housing, including 
transitional housing and chemical free living; provides opportunities for involvement in community 
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life; and facilitates the individual’s recovery journey. 

Supportive Housing includes assessing the clients individual housing needs and presenting options, 
assisting in securing housing, including the completion of housing applications and securing required 
documentation (e.g., Social Security card, birth certificate, prior rental history), searching for 
housing, communicating with landlords, coordinating the move, providing training in how to be a 
good tenant, and establishing procedures and contacts to retain housing. 

Supportive Housing can occur in following: 
• The individual’s home;
• In community settings such as school, work, church, stores, or parks; and
• In a variety of clinical settings for adults, similar to adult day cares or adult day clinics.

Additional needs-based criteria for receiving the service, if applicable (specify): 

Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

None. 
 Medically needy (specify limits): 

 N/A 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification 
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

DMS Annually. Proof of 
credentialing must be 
submitted to DMS. 
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Service Delivery Method.  (Check each that applies): 
Participant-directed  Provider managed 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service 
Title: 

Crisis Stabilization Intervention 

Service Definition (Scope): 

Crisis Stabilization Intervention is a scheduled face-to-face treatment activities provided to an 
individual who has recently experienced a psychiatric or behavioral crisis that are expected to further 
stabilize, prevent deterioration and serve as an alternative to 24-hour inpatient care.  Services are to 
be congruent with the age, strengths, needed accommodation for any disability and cultural 
framework of the individual and his/her family. 

Additional needs-based criteria for receiving the service, if applicable (specify): 

Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

None. 
 Medically needy (specify limits): 

 N/A 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification 
(Specify): 

Frequency of Verification 
(Specify): 
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Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

DMS Annually. Proof of 
credentialing must be 
submitted to DMS. 

Service Delivery Method.  (Check each that applies): 
Participant-directed  Provider managed 

2.    Policies Concerning Payment for State plan HCBS Furnished by Relatives, Legally Responsible
Individuals, and Legal Guardians.  (By checking this box the state assures that):  There are policies
pertaining to payment the state makes to qualified persons furnishing State plan HCBS, who are relatives
of the individual.  There are additional policies and controls if the state makes payment to qualified
legally responsible individuals or legal guardians who provide State Plan HCBS.  (Specify (a) who may be
paid to provide State plan HCBS; (b) the specific State plan HCBS that can be provided; (c) how the state
ensures that the provision of services by such persons is in the best interest of the individual; (d) the
state’s strategies for ongoing monitoring of services provided by such persons; (e) the controls to ensure
that payments are made only for services rendered; and (f) if legally responsible individuals may provide
personal care or similar services, the policies to determine and ensure that the services are extraordinary
(over and above that which would ordinarily be provided by a legally responsible individual):

a) Relatives may be paid to provide HCBS services, provided they are not the parent, legally
responsible individual, or legal guardian of the individual.
b) The HCBS services that relatives may provide are: supported employment, peer support, family
support partners, therapeutic host home, life skills development, and respite.
c) All relatives who are paid to provide the services must meet the minimum qualifications set forth in
this State Plan 1915 (i)  and may not be involved in the development of the Person Centered Service
Plan (PCSP).
d) These individuals must be monitored by the PASSE to ensure the delivery of services in
accordance with the PCSP. Each month, the care coordinator will monitor the delivery of services and
check on the welfare of the individual.
e) Payments are not made directly from the Medicaid agency to the relative. Instead, the State pays the
PASSE a per individual per month (PMPM) prospective payment for each attributed individual. The
PASSE may then utilize qualified relatives to provide the service.

Participant-Direction of Services 

Definition: Participant-direction means self-direction of services per §1915(i)(1)(G)(iii). 

Election of Participant-Direction.  (Select one): 

 The state does not offer opportunity for participant-direction of State plan HCBS.  
 Every participant in State plan HCBS (or the participant’s representative) is afforded the 

opportunity to elect to direct services.  Alternate service delivery methods are available for 
participants who decide not to direct their services. 
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 Participants in State plan HCBS (or the participant’s representative) are afforded the opportunity 
to direct some or all of their services, subject to criteria specified by the state.  (Specify criteria): 

1. Description of Participant-Direction.  (Provide an overview of the opportunities for participant-
direction under the State plan HCBS, including: (a) the nature of the opportunities afforded; (b) how
participants may take advantage of these opportunities; (c) the entities that support individuals who direct
their services and the supports that they provide; and, (d) other relevant information about the approach
to participant-direction):

2. Limited Implementation of Participant-Direction.  (Participant direction is a mode of service delivery,
not a Medicaid service, and so is not subject to statewideness requirements.  Select one):

 Participant direction is available in all geographic areas in which State plan HCBS are available. 

 Participant-direction is available only to individuals who reside in the following geographic areas 
or political subdivisions of the state.  Individuals who reside in these areas may elect self-directed 
service delivery options offered by the state, or may choose instead to receive comparable 
services through the benefit’s standard service delivery methods that are in effect in all 
geographic areas in which State plan HCBS are available.  (Specify the areas of the state affected 
by this option): 

3. Participant-Directed Services.  (Indicate the State plan HCBS that may be participant-directed and the
authority offered for each.  Add lines as required):

Participant-Directed Service Employer 
Authority 

Budget 
Authority 

 

 

4. Financial Management.  (Select one) :

 Financial Management is not furnished.  Standard Medicaid payment mechanisms are used.  
 Financial Management is furnished as a Medicaid administrative activity necessary for 

administration of the Medicaid State plan.   

5.    Participant–Directed Person-Centered Service Plan.  (By checking this box the state assures that):
Based on the independent assessment required under 42 CFR §441.720, the individualized person-centered
service plan is developed jointly with the individual, meets federal requirements at 42 CFR §441.725, and:
Specifies the State plan HCBS that the individual will be responsible for directing; Identifies the methods
by which the individual will plan, direct or control services, including whether the individual will exercise
authority over the employment of service providers and/or authority over expenditures from the
individualized budget; Includes appropriate risk management techniques that explicitly recognize the roles
and sharing of responsibilities in obtaining services in a self-directed manner and assures the
appropriateness of this plan based upon the resources and support needs of the individual; Describes the
process for facilitating voluntary and involuntary transition from self-direction including any circumstances
under which transition out of self-direction is involuntary.  There must be state procedures to ensure the
continuity of services during the transition from self-direction to other service delivery methods; and
Specifies the financial management supports to be provided.



State: Arkansas §1915(i) State plan HCBS State plan Attachment 3.1–i: 
TN: 23-0021 Page 37 
Effective: 03-01-24 Approved: 02-27-24 Supersedes: 18-0017 

7. Voluntary and Involuntary Termination of Participant-Direction.  (Describe how the state facilitates
an individual’s transition from participant-direction, and specify any circumstances when transition is
involuntary):

8. Opportunities for Participant-Direction
a. Participant–Employer Authority (individual can select, manage, and dismiss State plan HCBS

providers).  (Select one):
The state does not offer opportunity for participant-employer authority. 
Participants may elect participant-employer Authority (Check each that applies): 
 Participant/Co-Employer.  The participant (or the participant’s representative) functions as 

the co-employer (managing employer) of workers who provide waiver services.  An agency is 
the common law employer of participant-selected/recruited staff and performs necessary 
payroll and human resources functions.  Supports are available to assist the participant in 
conducting employer-related functions. 

 Participant/Common Law Employer.  The participant (or the participant’s representative) is 
the common law employer of workers who provide waiver services.  An IRS-approved 
Fiscal/Employer Agent functions as the participant’s agent in performing payroll and other 
employer responsibilities that are required by federal and state law.  Supports are available to 
assist the participant in conducting employer-related functions.   

b. Participant–Budget Authority (individual directs a budget that does not result in payment for medical
assistance to the individual).  (Select one):

The state does not offer opportunity for participants to direct a budget. 
Participants may elect Participant–Budget Authority. 
Participant-Directed Budget.  (Describe in detail the method(s) that are used to establish the 
amount of the budget over which the participant has authority, including the method for 
calculating the dollar values in the budget based on reliable costs and service utilization, is 
applied consistently to each participant, and is adjusted to reflect changes in individual 
assessments and service plans.  Information about these method(s) must be made publicly 
available and included in the person-centered service plan.): 

Expenditure Safeguards.  (Describe the safeguards that have been established for the timely 
prevention of the premature depletion of the participant-directed budget or to address potential 
service delivery problems that may be associated with budget underutilization and the entity (or 
entities) responsible for implementing these safeguards.  
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Quality Improvement Strategy 

Quality Measures 

(Describe the state’s quality improvement strategy.  For each requirement, and lettered sub-requirement, 
complete the table below): 

1. Service plans a) address assessed needs of 1915(i) participants; b) are updated annually; and (c
document choice of services and providers.

2. Eligibility Requirements: (a) an evaluation for 1915(i) State plan HCBS eligibility is provided to
all applicants for whom there is reasonable indication that 1915(i) services may be needed in the
future; (b) the processes and instruments described in the approved state plan for determining
1915(i) eligibility are applied appropriately; and (c) the 1915(i) benefit eligibility of enrolled
individuals is reevaluated at least annually or if more frequent, as specified in the approved state
plan for 1915(i) HCBS.

3. Providers meet required qualifications.

4. Settings meet the home and community-based setting requirements as specified in this SPA and in
accordance with 42 CFR 441.710(a)(1) and (2).

5. The SMA retains authority and responsibility for program operations and oversight.

6. The SMA maintains financial accountability through payment of claims for services that are
authorized and furnished to 1915(i) participants by qualified providers. The state identifies,
addresses, and seeks to prevent incidents of abuse, neglect, and exploitation, including the use of
restraints.

(Table repeats for each measure for each requirement and lettered sub-requirement above.) 

  Requirement 
Requirement 1: Service Plans Address Needs of Participants, are reviewed annually 
and document choice of services and providers. 

Discovery 
Discovery 
Evidence 
(Performance 
Measure) 

The number and percent of PCSPs developed by PASSE Care Coordinators that 
which provide 1915(i) State Plan HCBS that meet the requirements of 42 CFR 
§441.725.
Numerator: Number of PCSPs that adequately and appropriately address the
individual’s needs.
Denominator: Total Number of PCSPs reviewed.

Discovery 
Activity 
(Source of Data & 
sample size) 

A representative sample will be used based on the sample size selected for PCSP 
review by DAABHS or EQRO  The sample size will be determined using a 
confidence interval of 95 percent confidence level and +/- 5 percent margin of 
error. 
The data will be derived from the PASSE and must include copies of the PCSP and 
all updates, the Independent Assessment, the health questionnaire and other 
documentation used at the PCSP development meeting. 

Monitoring DAABHS or the EQRO. 
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Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

Requirement Requirement 1: Service Plans 
Frequency Sample will be selected and reviewed quarterly 

Remediation 
Remediation 
Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation) 

The PASSE will be responsible for remediating deficiencies in PCSPs/treatment 
plans of their individuals. If there is a pattern of deficiencies noticed, action will be 
taken against the PASSE, up to and including, instituting a corrective action plan or 
sanctions pursuant to the PASSE Provider Agreement and the Medicaid Provider 
Manual. 

Frequency 
(of Analysis and 
Aggregation)

Findings will be reported to the PASSE on a quarterly basis. If a pattern of 
deficiency is noted, this may be made public. 

  Requirement 

Requirement 2: Eligibility Requirements: (a) an evaluation for 1915(i) State plan 
HCBS eligibility is provided to all applicants for whom there is reasonable 
indication that 1915(i) services may be needed in the future; (b) the processes and 
instruments described in the approved state plan for determining 1915(i) eligibility 
are applied appropriately; and (c) the 1915(i) benefit eligibility of enrolled 
individuals is reevaluated at least annually or if more frequent, as specified in the 
approved state plan for 1915(i) HCBS. 

Discovery 
Discovery 
Evidence One 
(Performance 
Measure) 

The number and percent of clients who are evaluated annually allowing for the 
receipt of 1915 (i) services. 
Numerator: The number of clients who are evaluated and assessed for eligibility in 
a timely manner. 
Denominator: The total number of clients who are identified for the 1915(i) HCBS 
State Plan Services eligibility process. 

Discovery 
Activity One 
(Source of Data & 
sample size) 

A statistically valid sample utilizing a confidence interval with at least a 95 percent 
confidence level and +/- 5 percent margin of error of 100% of the application 
packets for individuals who undergo the eligibility process will be reviewed for 
compliance with the timeliness standards. 

The data will be collected from the Independent Assessment Vendor, a documented 
mental health diagnosis, and/or the DHS Dual Diagnosis Evaluation Committee. 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DHS PASSE Unit , DMS Waiver Compliance Unit, or the EQRO 

Discovery 
Evidence Two 

The Percentage of individuals for whom the appropriate eligibility process and 
instruments were used to determine initial eligibility for HCBS State Plan Services. 
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Numerator: Number of individual’s application packets that reflect appropriate 
processes and instruments were used. 
Denominator: Total Number of application packets reviewed. 

Discovery 
Activity Two 

A statistically valid sample utilizing a confidence interval with at least a 95 percent 
confidence level and +/- 5 percent margin of error of 100% of the application 
packets for individuals who went through the eligibility determination process will 
be reviewed. 

The data will be collected from the Independent Assessment Vendor, the DDS 
Psychology Unit, and/or the DHS Dual Diagnosis Evaluation Committee. 

Monitoring 
Responsibility DHS PASSE Unit or the EQRO 

Discovery 
Evidence 
Three 

The percentage of individuals who are re-determined eligible for HCBS State Plan 
Services before their annual PCSP expiration date. 

Numerator: The number of individuals who are re-determined eligible timely 
(before expiration of PCSP). 

Denominator: The total number of individuals re-determined eligible for HCBS 
State Plan Services. 

Discovery 
Activity Three 

A statistically valid sample utilizing a confidence interval with at least a 95 percent 
confidence level and +/- 5 percent margin of error of 100% of the application 
packets for individuals who went through the eligibility re-determination process 
will be reviewed. 

The data will be collected from the Independent Assessment Vendor, the DDS 
Psychology Unit, and/or the DHS Dual Diagnosis Evaluation Committee. 

Monitoring 
Responsibilities DHS PASSE Unit or the EQRO 

Requirement Requirement 2: Eligibility Requirements 

Frequency Sample will be selected and reviewed quarterly. 

Remediation 
Remediation 
Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation) 

For Independent Functional Assessments: The Independent Assessment Vendor is 
responsible for developing and implementing a quality assurance process, which 
includes monitoring for accuracy, data consistency, integrity, and completeness of 
assessments, and the performance of staff. This must include a desk review of 
assessments with a statistically significant sample size. Of the reviewed 
assessments, 95% must be accurate. The Independent Assessment Vendor submits 
monthly reports to DMS’s Independent Assessment Contract Manager. When 
deficiencies are noted, a corrective action plan will be implemented with the 
Vendor. 

Frequency 
(of Analysis and 
Aggregation)

Data will be aggregated and reported quarterly. 
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  Requirement Requirement 3: Providers meet required qualifications. 

Discovery 
Discovery 
Evidence 
(Performance 
Measure) 

Number and percentage of providers certified and credentialed by DPSQA. 
Numerator: Number of provider agencies that obtained annual certification in 
accordance with DPSQA’s standards. Denominator: Number of HCBS provider 
agencies reviewed. 

Discovery 
Activity 
(Source of Data & 
sample size) 

A statistically valid sample utilizing a confidence interval with at least a 95 percent 
confidence level and +/- 5 percent margin of error of 100% of HCBS providers 
credentialed by the PASSEs will be reviewed by the Division of Provider Services 
and Quality Assurance(DPSQA).  Without this certification, the provider cannot 
enroll or continue to be enrolled in Arkansas Medicaid. 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DMS Waiver Compliance Unit 

Requirement Requirement 3: Providers meet required qualifications. 
Frequency Annually 

Remediation 
Remediation 
Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation) 

Remediation associated with provider credential and certification that is not current 
would include additional training for the PASSE, as well as remedial or corrective 
action, including possible recoupment of PMPM payments. Additionally, if a 
PASSE does not pass the annual readiness review, enrollment in the PASSE may 
potentially be suspended. 

Frequency 
(of Analysis and 
Aggregation)

Data will be aggregated and reported annually. 

  Requirement 
Requirement 4: Settings that meet the home and community-based setting 
requirements as specified in this SPA and in accordance with 42 CFR 
441.710(a)(1) and (2). 

Discovery 
Discovery 
Evidence 
(Performance 
Measure) 

Number and percent of provider owned apartments or homes that meet the home 
and community-based settings requirements. 
Numerator: Number of provider owned apartments and homes that are reviewed by 
DMS or its agents. 
Denominator: Number of provider owned apartments and homes that meet the 
HCBS Settings requirements in 42 CFR 441.710(a)(1) & (2). 

Discovery 
Activity 

Review of the Settings Review Report sent to the PASSEs. The reviewed 
apartments or homes will be randomly selected. A typical review will consist of at 
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(Source of Data & 
sample size) 

least 10% of each PASSE providers’ apartments and homes (if they own any) each 
year. 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DQSQA or the EQRO  

Requirement Requirement 4: Settings meet the home and community-based setting requirements 
as specified in this SPA and in accordance with 42 CFR 441.710(a)(1) and (2). 

Frequency Provider owned homes and apartments will be reviewed and the report compiled 
annually. 

Remediation 
Remediation 
Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation) 

The PASSE will be responsible for ensuring compliance with HCBS Settings 
requirements. If there is a pattern of deficiencies noticed by DMS or its agents, 
action will be taken against the PASSE, up to and including, instituting a corrective 
action plan or sanctions pursuant to the PASSE Provider Agreement. 

Frequency 
(of Analysis and 
Aggregation)

Annually. 

  Requirement 
Requirement 5: The SMA retains authority and responsibility for program 
operations and oversight. 

Discovery 
Discovery 
Evidence 
(Performance 
Measure) 

Number and percent of policies developed must be promulgated in accordance with 
the DHS agency review process and the Arkansas Administrative Procedures Act 
(APA). 
Numerator: Number of policies and procedures appropriately promulgated in 
accordance with agency policy and the APA; 
Denominator: Number of policies and procedures promulgated. Number and 
percentage of policies developed must be promulgated in accordance with the DHS 
agency review process and the Arkansas Administrative Procedures Act (APA). 
Numerator: Number of policies and procedures appropriately promulgated in 
accordance with agency policy and the APA; Denominator: Number of policies and 
procedures promulgated. 

Discovery 
Activity 
(Source of Data & 
sample size) 

100% of policies developed must be reviewed for compliance with the agency 
policy and the APA. 

Monitoring 
Responsibilities DMS Waiver Compliance Unit 
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(Agency or entity 
that conducts  
discovery activities) 

Requirement Requirement 5: The SMA retains authority and responsibility for program authority 
and oversight. 

Frequency Annually 
Remediation 

Remediation 
Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation) 

DMS’s policy unit is responsible for compliance with Agency policy and with the 
APA. In cases where policy or procedures were not reviewed and approved 
according to DHS policy, remediation includes DHS review of the policy upon 
discovery, and approving or removing the policy. 

Frequency 
(of Analysis and 
Aggregation)

Each policy will be reviewed for compliance with applicable DHS policy and the 
APA. 

  Requirement 
Requirement 6: The SMA maintains financial accountability through payment of 
claims for services that are authorized and furnished to 1915(i) participants by 
qualified providers. 

Discovery 
Discovery 
Evidence One 
(Performance 
Measure) 

Number and percent of services delivered and paid for with the PMPM as specified 
by the individual’s PCSP. Numerator: Number of provider agencies reviewed or 
investigated who delivered and paid for services as specified in the PCSP. 
Denominator: Total number of provider agencies reviewed or investigated. 

Discovery 
Activity One 
(Source of Data & 
sample size) 

Utilization review of a random sampling of individual’s services will be conducted 
to compare services delivered to the individual’s PCSP. 
Sample will match sample pulled for PCSP review. 

Discovery 
Evidence Two 

Each PASSE meets its own established Medical Loss Ratio (MLR). Numerator: 
Number of PASSE’s that meet the MLR; Denominator: Total number of PASSE’s 

Discovery 
Activity Two 

The PASSE must report its MLR on the Benefits Expenditure Report required to be 
submitted to DMS on a quarterly basis. 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

 DAABHS, DMS or the EQRO 

Requirement Requirement 6: The SMA maintains financial accountability through payment of 
claims for services that are authorized and furnished to 1915(i) participants by 
qualified providers. 

Frequency Quarterly. 
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Remediation 

Remediation 
Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation) 

DHS’s PASSE Unit and its agents are responsible for oversight of the PASSE’s 
including review of the quarterly Beneficiary Expenditure Report, the MLR, and 
the utilization review. 

Frequency 
(of Analysis and 
Aggregation)

Data will be gathered quarterly. 

  Requirement 
Requirement 7: The state identifies, addresses, and seeks to prevent incidents of 
abuse, neglect, exploitation, and unexplained death, including the use of restraints. 

Discovery 
Discovery 
Evidence 
(Performance 
Measure) 

Number and percentage of HCBS Provider entities that meet criteria for abuse and 
neglect, including unexplained death, training for staff. Numerator: Number of 
provider agencies investigated who complied with required abuse and neglect 
training, including unexplained death set out in the Waiver and the PASSE 
provider agreement; Denominator: Total number of provider agencies reviewed or 
investigated. 

Discovery 
Activity 
(Source of Data & 
sample size) 

During the review or investigation of PASSE Providers, DPSQA  will ensure that 
appropriate training is in place regarding unexplained death, abuse, neglect, and 
exploitation for all PASSE Providers. 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DMS Waiver Compliance Unit 

Requirement Requirement 7: The state identifies, addresses, and seeks to prevent incidents of 
abuse, neglect, exploitation, and unexplained death, including the use of restraints. 

Frequency Annually, and continuously, as needed, when a complaint is received. 
Remediation 

Remediation 
Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation) 

DQPSA will investigate all complaints regarding unexplained death, abuse, 

neglect, and exploitation. 

Frequency 
(of Analysis and 
Aggregation)

Data will be gathered annually.  Individual Provider training records will be 
reviewed as necessary. 
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  Requirement 
Requirement 7: The state identifies, addresses, and seeks to prevent incidents of 
abuse, neglect, exploitation, and unexplained death, including the use of restraints. 

Discovery 
Discovery 
Evidence One 
(Performance 
Measure) 

Number and percentage of PASSE Care Coordinators and HCBS 
Providers who reported critical incidents to DMS or DDS within required time 
frames. 
Numerator: Number of critical incidents reported within required time frames; 
Denominator: Total number of critical incidents that occurred and were 
reviewed. 

Discovery 
Activity One 
(Source of Data & 
sample size) 

DMS and DDS will review all the critical incident reports they receive on a 
quarterly basis. 

Discovery 
Evidence Two 

Number and percentage of HCBS Providers who adhered to PASSE policies for the 
use of restrictive interventions. Numerator: Number of HCBS providers who 
adhered to PASSE policies for the use of restrictive interventions as documented 
on an incident report; Denominator: Number of individuals for whom the provider 
utilized restrictive intervention as documented on an incident report. 

Discovery 
Activity Two 

DMS, DPSQA and DDS will review the critical incident reports regarding the use 
of restrictive interventions and will ensure that PASSE policies were properly 
implemented when restrictive intervention was used. 

Discovery 
Evidence 
Three 

Number and percentage of PASSE Care Coordinators and HCBS Providers who 
took corrective actions regarding critical incidents to protect the health and welfare 
of the individual. Numerator: Number of PASSE Care Coordinators and HCBS 
Providers who took corrective actions; Denominator: Number of PASSE Care 
Coordinators and HCBS Providers required to take protective actions regarding 
critical incidents. 

Discovery 
Activity Three 

DMS, DPSQA and DDS will review the critical incident reports received to ensure 
that PASSE policies were adequately followed and steps were taken to ensure that 
the health and welfare of the individual was ensured. 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DMS or the EQRO 

System Improvement 
(Describe the process for systems improvement as a result of aggregated discovery and remediation activities.) 

1. Methods for Analyzing Data and Prioritizing Need for System Improvement
By using encounter data, the State will have the ability to measure the amount of services provided 
compared to what is described within the Person Centered Service Plan (PCSP) that is required for 
individuals receiving HCBS State Plan services. The state will utilize the encounter data to monitor 
services provided to determine a baseline, median and any statistical outliers for those service costs. 
Additionally, the state will monitor grievance and appeals filed with the PASSE regarding HCBS State 
Plan services under the broader Quality Improvement Strategy for the 1915(b) PASSE Waiver. 
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2. Roles and Responsibilities

The State will work with an External Quality Review Organization (EQRO) to assist with analyzing the 
encounter data and data provided by the PASSEs on their quarterly reports. 

The DHS PASSE unit will proactively monitor service provision for individuals who are receiving 
1915(i) services. Additionally, the team will review PASSE provider credentialing and network 
adequacy. 

3. Frequency
Encounter data will be analyzed quarterly by the DHS PASSE unit and annually by the EQRO. 

Network adequacy will be monitored quarterly. 

4. Method for Evaluating Effectiveness of System Changes
The DHS PASSE Unit will utilize multiple methods to evaluate the effectiveness of system changes. 
These may include site reviews, contract reviews, encounter data, complaints, and any other information 
that may provide a method for evaluating the effectiveness of system changes. 

Any issues with the provision of 1915(i) services that are continually uncovered may lead to sanctions 
against providers or the PASSE that is responsible for access to 1915(i) services. 

DAABHS or the EQRO will randomly audit each PCSP that is maintained by each PASSE to ensure 
compliance. 
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1915(i) State plan Home and Community-Based Services  

Administration and Operation 
The state implements the optional 1915(i) State plan Home and Community-Based Services (HCBS) benefit 
for elderly and disabled individuals as set forth below. 

1. Services.  (Specify the state’s service title(s) for the HCBS defined under “Services” and listed in 
Attachment 4.19-B): 

Partial Hospitalization; Adult Rehabilitative Day Service; Supported Employment; Supportive 
Housing; Adult  Life Skills Development; Therapeutic Communities; Peer Support; and Aftercare 
Recovery Support 

2. Concurrent Operation with Other Programs.  (Indicate whether this benefit will operate concurrently 
with another Medicaid authority):  

Select one:   
 Not applicable 
 Applicable 

 Check the applicable authority or authorities: 
  Services furnished under the provisions of §1915(a)(1)(a) of the Act. The State contracts 

with a Managed Care Organization(s) (MCOs) and/or prepaid inpatient health plan(s) (PIHP) 
or prepaid ambulatory health plan(s) (PAHP) under the provisions of §1915(a)(1) of the Act 
for the delivery of 1915(i) State plan HCBS.  Participants may voluntarily elect to receive 
waiver and other services through such MCOs or prepaid health plans.  Contracts with these 
health plans are on file at the State Medicaid agency.  Specify:  
(a) the MCOs and/or health plans that furnish services under the provisions of §1915(a)(1);  
(b) the geographic areas served by these plans;  
(c) the specific 1915(i) State plan HCBS furnished by these plans;  
(d) how payments are made to the health plans; and 
(e) whether the 1915(a) contract has been submitted or previously approved. 

   
  Waiver(s) authorized under §1915(b) of the Act.  

Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application has 
been submitted or previously approved: 

  
 

  Specify the §1915(b) authorities under which this program operates (check each that 
applies): 

  §1915(b)(1) (mandated enrollment to 
managed care) 

 §1915(b)(3) (employ cost savings 
to furnish additional services) 

  §1915(b)(2) (central broker)  §1915(b)(4) (selective 
contracting/limit number of 
providers) 
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  A program operated under §1932(a) of the Act.  
Specify the nature of the State Plan benefit and indicate whether the State Plan Amendment 
has been submitted or previously approved: 

   
  A program authorized under §1115 of the Act.   Specify the program: 
   

 
 
 

 

3. State Medicaid Agency (SMA) Line of Authority for Operating the State plan HCBS Benefit.  (Select 
one): 

 The State plan HCBS benefit is operated by the SMA.  Specify the SMA division/unit that has 
line authority for the operation of the program  (select one): 
 The Medical Assistance Unit (name of unit):  
 Another division/unit within the SMA that is separate from the Medical Assistance Unit 

 (name of division/unit) 
This includes 
administrations/divisions 
under the umbrella 
agency that have been 
identified as the Single 
State Medicaid Agency. 

 

 The State plan HCBS benefit is operated by (name of agency) 
Division of Aging, Adult and Behavioral Health Services (DAABHS) 
a separate agency of the state that is not a division/unit of the Medicaid agency.  In accordance 
with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the 
administration and supervision of the State plan HCBS benefit and issues policies, rules and 
regulations related to the State plan HCBS benefit. The interagency agreement or memorandum 
of understanding that sets forth the authority and arrangements for this delegation of authority is 
available through the Medicaid agency to CMS upon request.   
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4. Distribution of State plan HCBS Operational and Administrative Functions.   

    (By checking this box the state assures that):  When the Medicaid agency does not directly conduct an 
administrative function, it supervises the performance of the function and establishes and/or approves 
policies that affect the function. All functions not performed directly by the Medicaid agency must be 
delegated in writing and monitored by the Medicaid Agency.  When a function is performed by an 
agency/entity other than the Medicaid agency, the agency/entity performing that function does not substitute 
its own judgment for that of the Medicaid agency with respect to the application of policies, rules and 
regulations.  Furthermore, the Medicaid Agency assures that it maintains accountability for the performance 
of any operational, contractual, or local regional entities. In the following table, specify the entity or entities 
that have responsibility for conducting each of the operational and administrative functions listed (check 
each that applies): 

(Check all agencies and/or entities that perform each function): 

Function 
Medicaid 

Agency 

Other State 
Operating 

Agency 
Contracted 

Entity 
Local Non-

State Entity 
1. Individual State plan HCBS enrollment     

2. Eligibility evaluation      
3. Review of participant service plans      

4. Prior authorization of State plan HCBS     

5. Utilization management      

6. Qualified provider enrollment     

7. Execution of Medicaid provider agreement     

8. Establishment of a consistent rate 
methodology for each State plan HCBS     

9.  Rules, policies, procedures, and 
information development governing the State 
plan HCBS benefit 

    

10. Quality assurance and quality 
improvement activities     

 (Specify, as numbered above, the agencies/entities (other than the SMA) that perform each function): 

The state’s contracted vendor, Gainwell will assist with 1,6, and 7; Optum will assist with 2; Osource 
the state’s contracted External Quality Review Organization (EQRO) will assist with 3 and 10; Kepro 
will assist with 4 and 5; and Milliman, the state’s contracted actuary will assist with 8.  
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(By checking the following boxes the State assures that):   

5.     Conflict of Interest Standards.  The state assures the independence of persons performing 
evaluations, assessments, and plans of care.  Written conflict of interest standards ensure, at a minimum, 
that persons performing these functions are not: 

• related by blood or marriage to the individual, or any paid caregiver of the individual 
• financially responsible for the individual 
• empowered to make financial or health-related decisions on behalf of the individual 
• providers of State plan HCBS for the individual, or those who have interest in or are employed by 

a provider of State plan HCBS; except, at the option of the state, when providers are given 
responsibility to perform assessments and plans of care because such individuals are the only 
willing and qualified entity in a geographic area, and the state devises conflict of interest 
protections.  (If the state chooses this option, specify the conflict of interest protections the state 
will implement): 

6.     Fair Hearings and Appeals.  The state assures that individuals have opportunities for fair hearings 
and appeals in accordance with 42 CFR 431 Subpart E. 

7.  No FFP for Room and Board.  The state has methodology to prevent claims for Federal financial 
participation for room and board in State plan HCBS.   

8.     Non-duplication of services.  State plan HCBS will not be provided to an individual at the same 
time as another service that is the same in nature and scope regardless of source, including Federal, state, 
local, and private entities.  For habilitation services, the state includes within the record of each individual 
an explanation that these services do not include special education and related services defined in the 
Individuals with Disabilities Education Improvement Act of 2004 that otherwise are available to the 
individual through a local education agency, or vocational rehabilitation services that otherwise are 
available to the individual through a program funded under §110 of the Rehabilitation Act of 1973. 

Number Served 
1. Projected Number of Unduplicated Individuals To Be Served Annually.   

(Specify for year one.  Years 2-5 optional): 

Annual Period From To Projected 
  

 Year 1 March 1, 2024 February 28, 2025 150 

Year 2 March 1, 2025 February 28, 2026  

Year 3 March 1, 2026 February 28, 2027  

Year 4 March 1, 2027 February 29, 2028  

Year 5 March 1, 2028 February 28, 2029  

2.     Annual Reporting.  (By checking this box the state agrees to): annually report the actual number of 
unduplicated individuals served and the estimated number of individuals for the following year. 
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Financial Eligibility 
  
1.    Medicaid Eligible.  (By checking this box the state assures that):  Individuals receiving State plan 

HCBS are included in an eligibility group that is covered under the State’s Medicaid Plan and have 
income that does not exceed 150% of the Federal Poverty Line (FPL).  (This election does not include the 
optional categorically needy eligibility group specified at §1902(a)(10)(A)(ii)(XXII) of the Social 
Security Act.  States that want to adopt the §1902(a)(10)(A)(ii)(XXII) eligibility category make the 
election in Attachment 2.2-A of the state Medicaid plan.) 

 
2.    Medically Needy (Select one): 

   The State does not provide State plan HCBS to the medically needy. 

   The State provides State plan HCBS to the medically needy. (Select one): 

                The state elects to disregard the requirements section of 1902(a)(10)(C)(i)(III) of 
the Social Security Act relating to community income and resource rules for the medically 
needy.  When a state makes this election, individuals who qualify as medically needy on the 
basis of this election receive only 1915(i) services. 
                 The state does not elect to disregard the requirements at section 
1902(a)(10)(C)(i)(III) of the Social Security Act. 

 

Evaluation/Reevaluation of Eligibility 

1. Responsibility for Performing Evaluations / Reevaluations.  Eligibility for the State plan HCBS benefit 
must be determined through an independent evaluation of each individual).  Independent 
evaluations/reevaluations to determine whether applicants are eligible for the State plan HCBS benefit are 
performed (Select one): 

 Directly by the Medicaid agency 
 By Other (specify State agency or entity under contract with the State Medicaid agency): 

DHS’s contracted vendor, Optum. 

 

2.     Qualifications of Individuals Performing Evaluation/Reevaluation.  The independent evaluation is 
performed by an agent that is independent and qualified.  There are qualifications (that are reasonably 
related to performing evaluations) for the individual responsible for evaluation/reevaluation of needs-
based eligibility for State plan HCBS.  (Specify qualifications): 

For the behavioral health population, the assessor must have: 

a. Bachelor’s Degree (in any subject) or be a registered nurse, 
b. One (1) year of experience with mental health populations. 
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3. Process for Performing Evaluation/Reevaluation.  Describe the process for evaluating whether 
individuals meet the needs-based State plan HCBS eligibility criteria and any instrument(s) used to make 
this determination.  If the reevaluation process differs from the evaluation process, describe the differences: 

Eligibility is re-evaluated on an annual basis and all individuals who have an existing 
Tier 2 or above determination and meet Medicaid eligibility requirements are referred 
for annual evaluation. Reevaluations may be conducted in person or through the use of 
telehealth.  

 

 

After the independent assessment of functional need is completed, DHS’s contracted 
vendor, Optum determines whether an individual is eligible for 1915(i) through an 
evaluation of the client’s functional deficit through an evaluation of the client and 
caregiver report.  

 

 

 

 

4.   Reevaluation Schedule.  (By checking this box the state assures that): Needs-based eligibility 
reevaluations are conducted at least every twelve months. 

 
5.     Needs-based HCBS Eligibility Criteria.  (By checking this box the state assures that): Needs-based
 criteria are used to evaluate and reevaluate whether an individual is eligible for State plan HCBS.  

The criteria take into account the individual’s support needs, and may include other risk factors: (Specify 
the needs-based criteria): 

After medical eligibility has been determined through diagnosis, the following needs-based criteria is 
used: 
The beneficiary must receive a minimum of a Tier 2 on the Arkansas Independent Assessment 
(ARIA). To meet a Tier 2, the beneficiary must have the need for assistance because of certain 
behaviors that require non-residential services to help with functioning in home and community-
based settings and moving towards recovering and is not a harm to his or herself or others.  
The state utilizes the ARIA tool to determine needs-based eligibility based on the measurement of an 
individual’s needs as assessed under the following domains:  
 Adaptive, personal/social, communication, motor, and cognitive. The ARIA tool takes into account 
the individuals’ ability to provide his or her own support, as well as other natural support systems, as 
well as the level of need to accomplish ADLs and IADLs. Needs assessed are due to manic, 
psychotic, aggressive, destructive, and other socially unacceptable behaviors. 
 

 

6.   Needs-based Institutional and Waiver Criteria.  (By checking this box the state assures that): There 
are needs-based criteria for receipt of institutional services and participation in certain waivers that are 
more stringent than the criteria above for receipt of State plan HCBS.  If the state has revised institutional 
level of care to reflect more stringent needs-based criteria, individuals receiving institutional services and 
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participating in certain waivers on the date that more stringent criteria become effective are exempt from 
the new criteria until such time as they no longer require that level of care. (Complete chart below to 
summarize the needs-based criteria for State Plan HCBS and corresponding more-stringent criteria for 
each of the following institutions): 

 

 
State plan HCBS 
needs-based eligibility 
criteria 

NF (& NF LOC** 
waivers) 

ICF/IID (& ICF/IID 
LOC waivers) 

Applicable Hospital* (& 
Hospital LOC waivers) 

The beneficiary must 
receive a minimum of 
a Tier 2 functional 
assessment for HCBS 
behavioral health 
services. To meet a 
Tier 2, the beneficiary 
must have difficulties 
with certain behaviors 
that require a full 
array of services to 
help with functioning 
in home and 
community-based 
settings and moving 
towards recovering 
and is not a harm to 
his or herself or 
others. Behaviors 
assessed include 
manic, psychotic, 
aggressive, 
destructive, and other 
socially unacceptable 
behaviors. The state 
utilizes the Arkansas 
Independent 
Assessment (ARIA) 
tool to determine 
needs-based 
eligibility. 
 
 
 

Must meet at least one 
of the following three 
criteria as determined 
by a licensed medical 
professional: 

1. The client is unable 
to perform either of 
the following: A. At 
least one 
(1) of the three (3) 
activities of daily living 
(ADLs) of 
transferring/locomotion, 
eating or toileting 
without extensive 
assistance from or total 
dependence upon 
another person; or, 
 
B. At least two (2) of 
the three (3) activities 
of daily living (ADLs) 
of 
transferring/locomotion, 
eating or toileting 
without limited 
assistance from another 
person; or, 
 
2. The client has a 
primary or secondary 
diagnosis of 
Alzheimer's disease or 
related dementia and is 
cognitively impaired so 
as to require substantial 
supervision from 
another individual 
because he or she 

1) Diagnosis of 
developmental 
disability that 
originated prior to 
age of 22; 

2) The disability 
has continued or 
is expected to 
continue 
indefinitely; and 

3) The disability 
constitutes a 
substantial 
handicap to the 
person’s ability to 
function without 
appropriate 
support services, 
including but not 
limited to, daily 
living and social 
activities, medical 
services, physical 
therapy, speech 
therapy, 
occupational 
therapy, job 
training and 
employment. 
 

Must also be in need 
of and able to benefit 
from active treatment 
and unable to access 
appropriate services in 
a less restrictive 
setting. 
 

There must be a 
written certification of 
need (CON) that states 
that a client  is or was 
in need of inpatient 
psychiatric services. 
The certification must 
be made at the time of  
admission, or if a 
client applies for 
Medicaid while in the 
facility, the 
certification must be 
made before Medicaid 
authorizes payment. 
Tests and evaluations 
used to certify need 
cannot be more than 
one (1) year old. All 
histories and 
information used to 
certify need must have 
been compiled within 
the year prior to the 
CON. 

In compliance with 42 
CFR 441.152, the 
facility-based and 
independent CON 
teams must certify 
that: 
A. Ambulatory 

care resources 
available in the 
community do not 
meet the treatment 
needs of the client; 

B. Proper treatment of 
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engages in 
inappropriate behaviors 
which pose serious 
health or safety hazards 
to himself or others; or, 

3. The client has a 
diagnosed medical 
condition which 
requires monitoring or 
assessment at least once 
a day by a licensed 
medical professional 
and the condition, if 
untreated, would be 
life-threatening. 

4. No client who is 
otherwise eligible for 
waiver services shall 
have his or her 
eligibility denied or 
terminated solely as the 
result of a disqualifying 
episodic medical 
condition or 
disqualifying episodic 
change of medical 
condition which is 
temporary and expected 
to last no more than 
twenty-one (21) days. 
However, that client 
shall not receive waiver 
services or benefits 
when subject to a 
condition or change of 
condition which would 
render the client 
ineligible if expected to 
last more than twenty-
one (21) days. 

the client’s 
psychiatric 
condition requires 
inpatient services 
under the direction 
of a physician and 

C. The services 
can be reasonably 
expected to prevent 
further regression or 
to improve the client’s 
condition so that the 
services will no 
longer be needed. 

Specifically, a 
physician must make 
a medical necessity 
determination that 
services must be 
provided in a hospital 
setting because the 
client cannot safely 
remain in the 
community setting. 

 

*Long Term Care/Chronic Care Hospital 

          **LOC= level of care  
      

7.     Target Group(s). The state elects to target this 1915(i) State plan HCBS benefit to a specific 
population based on age, disability, diagnosis, and/or eligibility group.  With this election, the state will 
operate this program for a period of 5 years. At least 90 days prior to the end of this 5 year period, the 
state may request CMS renewal of this benefit for additional 5-year terms in accordance with 
1915(i)(7)(C) and 42 CFR 441.710(e)(2). (Specify target group(s)): 
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The State will target this 1915(i) State plan HCBS benefit to clients in the 
following eligibility groups: 

1.) Clients who qualify for Medicaid through spend-down eligibility. 

 

 

 Option for Phase-in of Services and Eligibility.  If the state elects to target this 1915(i) State plan 
HCBS benefit, it may limit the enrollment of individuals or the provision of services to enrolled individuals 
in accordance with 1915(i)(7)(B)(ii) and 42 CFR 441.745(a)(2)(ii) based upon criteria described in a phase-
in plan, subject to CMS approval.  At a minimum, the phase-in plan must describe: (1) the criteria used to 
limit enrollment or service delivery; (2) the rationale for phasing-in services and/or eligibility; and (3) 
timelines and benchmarks to ensure that the benefit is available statewide to all eligible individuals within 
the initial 5-year approval. (Specify the phase-in plan): 

 
 

    

(By checking the following box the State assures that):   

8.    Adjustment Authority.  The state will notify CMS and the public at least 60 days before exercising 
the option to modify needs-based eligibility criteria in accord with 1915(i)(1)(D)(ii). 

9.     Reasonable Indication of Need for Services.  In order for an individual to be determined to need the 
1915(i) State plan HCBS benefit, an individual must require: (a) the provision of at least one 1915(i) 
service, as documented in the person-centered service plan, and (b) the provision of 1915(i) services at 
least monthly or, if the need for services is less than monthly, the participant requires regular monthly 
monitoring which must be documented in the person-centered service plan.  Specify the state’s policies 
concerning the reasonable indication of the need for 1915(i) State plan HCBS: 

i. Minimum number of services. 
The minimum number of 1915(i) State plan services (one or more) that an individual must 
require in order to be determined to need the 1915(i) State plan HCBS benefit is: 
    One  

ii. Frequency of services.  The state requires (select one): 
  The provision of 1915(i) services at least monthly 

 Monthly monitoring of the individual when services are furnished on a less than monthly 
basis 
If the state also requires a minimum frequency for the provision of 1915(i) services other than 
monthly (e.g., quarterly), specify the frequency: 

 

Home and Community-Based Settings 

(By checking the following box the State assures that):   
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1.        Home and Community-Based Settings.    The State plan HCBS benefit will be furnished to 

individuals who reside and receive HCBS in their home or in the community, not in an institution.  
(Explain how residential and non-residential settings in this SPA comply with Federal home and 
community-based settings requirements at 42 CFR 441.710(a)(1)-(2) and associated CMS 
guidance.  Include a description of the settings where individuals will reside and where individuals will 
receive HCBS, and how these settings meet the Federal home and community-based settings 
requirements, at the time of submission and in the future): 

 
(Note: In the Quality Improvement Strategy (QIS) portion of this SPA, the state will be prompted to 
include how the state Medicaid agency will monitor to ensure that all settings meet federal home and 
community-based settings requirements, at the time of this submission and ongoing.) 

 
The 1915(i) service settings are fully compliant with the home and community-based 
settings.  

The process that the state Medicaid agency used to assess and determine that the new 
service settings meet the HCB settings requirements and that the new services continue to 
meet the HCB settings requirements is overseen by the Division of Provider Services and 
Quality Assurance (DPSQA). DPSQA reviews all provision of services to ensure they are 
performed in home and community settings and integrated in order to support full access of 
individuals receiving Medicaid HCBS to the greater community and in compliance with 42 
CFR §441.301(c)(4)(i) on an annual basis. 

 

 

Person-Centered Planning & Service Delivery 

(By checking the following boxes the state assures that):   
1.    There is an independent assessment of individuals determined to be eligible for the State plan HCBS 

benefit.  The assessment meets federal requirements at 42 CFR §441.720.  
 

2.    Based on the independent assessment, there is a person-centered service plan for each individual 
determined to be eligible for the State plan HCBS benefit. The person-centered service plan is developed 
using a person-centered service planning process in accordance with 42 CFR §441.725(a), and the written 
person-centered service plan meets federal requirements at 42 CFR §441.725(b). 

3.     The person-centered service plan is reviewed, and revised upon reassessment of functional need as 
required under 42 CFR §441.720, at least every 12 months, when the individual’s circumstances or needs 
change significantly, and at the request of the individual.  

4. Responsibility for Face-to-Face Assessment of an Individual’s Support Needs and Capabilities.  
There are educational/professional qualifications (that are reasonably related to performing assessments) of 
the individuals who will be responsible for conducting the independent assessment, including specific 
training in assessment of individuals with need for HCBS.  (Specify qualifications): 

For the behavioral health population, the assessor must have: 

a. Bachelor’s Degree (in any subject) or be a registered nurse, 
b. One (1) year of experience with mental health populations. 
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5. Responsibility for Development of Person-Centered Service Plan.  There are qualifications (that are 
reasonably related to developing service plans) for persons responsible for the development of the 
individualized, person-centered service plan.  (Specify qualifications): 

Allowable practitioners that can develop the PCSP are: 

 

• Independently Licensed Clinicians (Master’s/Doctoral) 
• Non-independently Licensed Clinicians (Master’s/Doctoral) 
• Advanced Practice Nurse (APN) 
• Physician 

 
Providers who complete the PCSP are not allowed to perform HCBS 
services allowed under this 1915(i) authority. Arkansas Medicaid requires 
that the performing provider (or individual who has clinical responsibility of 
the services provided) is indicated on claims when submitting billing. 

 

6. Supporting the Participant in Development of Person-Centered Service Plan.  Supports and 
information are made available to the participant (and/or the additional parties specified, as appropriate) to 
direct and be actively engaged in the person-centered service plan development process.  (Specify: (a) the 
supports and information made available, and (b) the participant’s authority to determine who is included 
in the process): 

During the development of the Person-Centered Service Plan for the individual, 
everyone in attendance is responsible for supporting and encouraging the client to 
express their wants and desires and to incorporate them into the PCSP when possible. 

The PCSP is a plan developed in cooperation with the client to deliver specific mental health 
services to restore, improve, or stabilize the client’s mental health condition. The Plan must be       
based on individualized service needs as identified in the ARIA results and service provider 
documentation. The Plan must include goals for the medically necessary treatment of identified 
problems, symptoms and mental health conditions. The Plan must identify, specific treatment 
modalities prescribed for the client, and time limitations for services. The plan must be congruent 
with the age and abilities of the client, person-centered and strength-based; with emphasis on needs 
as identified by the          client and demonstrate cultural competence.  

7. Informed Choice of Providers.  (Describe how participants are assisted in obtaining information about 
and selecting from among qualified providers of the 1915(i) services in the person-centered service plan): 

8. Process for Making Person-Centered Service Plan Subject to the Approval of the Medicaid Agency.  
(Describe the process by which the person-centered service plan is made subject to the approval of the 
Medicaid agency): 

Each participant has the option of choosing their 1915(i) State plan service provider. If, at any 
point during the course of treatment, the current provider cannot meet the needs of the participant, 
they must inform the participant as well as their Primary Care Physician / Person Centered Medical 
Home. 
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The PCSP is a plan developed in cooperation with the client (or parent or guardian if under 
18) to deliver specific mental health services to restore, improve, or stabilize the client’s 
mental health condition. The PCSP must be based on individualized service needs as 
identified in the completed  Mental Health Diagnosis, independent assessment, and 
independent care plan. PCSP will be signed by all individuals involved in the creation  of the 
treatment plan, the client (or signature of parent/guardian/custodian if under the age of 18), 
and the physician responsible for treating the mental health issue. Plans should be updated 
annually, when a significant change in circumstances or need occurs, and/or when the client 
requests, whichever is most frequent. 
 
PCSP’s will be completed by a vendor using a standard PCSP template. The Division of 
Medical Services (DMS) approves all contractual requirements and manages the contract to 
ensure compliance with federal regulations (including 42 CFR 441.725). Contract language 
for the process used to complete the PCSP, qualifications of the individual completing the 
PCSP as well as level of supervision of that staff member ensure that all beneficiaries 
receive the required individual attention that results in a PCSP prepared to meet their needs. 
DMS has ultimate authority and responsibility in the operation and oversight of the PCSP 
approval process.  Either DMS or the EQRO communicates the finding from the review and 
the state requires vendor remediation. 

9. Maintenance of Person-Centered Service Plan Forms.  Written copies or electronic facsimiles of service 
plans are maintained for a minimum period of 3 years as required by 45 CFR §74.53.  Service plans are 
maintained by the following (check each that applies): 

 Medicaid agency  Operating agency  Case manager 
 Other (specify):  

 

Services 

1. State plan HCBS.  (Complete the following table for each service.  Copy table as needed): 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title:  Supported Employment 
Service Definition (Scope): 
Supported Employment is designed to help beneficiaries acquire and keep meaningful jobs in a 
competitive job market. The service actively facilitates job acquisition by sending staff to accompany 
beneficiaries    on interviews and providing ongoing support and/or on-the-job training once the 
beneficiary is employed. This service replaces traditional vocational approaches that provide 
intermediate work experiences (prevocational work units, transitional employment, or sheltered 
workshops), which tend to isolate beneficiaries from mainstream society. 
 
Supported employment services are individualized and may include any combination of the 
following services: vocational/job-related discovery or assessment, person-centered employment 
planning, job placement, job development, negotiation with prospective employers, job analysis, job 
carving, training  and systematic instruction, job coaching, benefits and work-incentives planning and 
management, asset  development and career advancement services. Other workplace support services 
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including services not  specifically related to job skill training that enable the beneficiary to be 
successful in integrating into the job setting. 
Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

 
 Medically needy (specify limits): 

 Service authorized based on client need 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Behavioral 
Health  Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A Certified by the 
Arkansas 
Department of 
Human 
Services, 
Division of 
Provider 
Services and 
Quality 
Assurances 

• Enrolled as a Behavioral Health 
Agency in Arkansas Medicaid 

• Cannot be on the National or State 
Excluded Provider List. 

 
Individuals who perform 1915(i) Adult 
Behavioral Health Services for 
Community Independence Behavioral 
Health Services must work under the 
direct supervision of a mental health 
professional. 
 
Allowable performing providers of 
1915(i) Adult Behavioral Health 
Services for Community Independence 
are the following: 
 
1. Qualified Behavioral Health Provider 
– non-degreed 
 
2. Qualified Behavioral Health Provider 
– Bachelors 
 
3. Registered Nurse – (Must be licensed 
as an RN in the State of Arkansas) 

 
All performing providers must have 
successfully complete and document 
courses of initial training and annual re-
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training sufficient to perform all tasks 
assigned by the mental health 
professional 

  
 
 
 

    
Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification  
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health  Agency 
Or 
Community 
Support System 
Provider (CSSP) 

Department of Human Services, Division of       
Medical Services 
 

Behavioral Health 
Agencies must be re-
certified every 3 years as 
well as maintain national 
accreditation.  Behavioral 
Health Agencies are 
required to have yearly on-
site inspections of care 
(IOCs). 

   
Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 

 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title:  Adult Rehabilitative Day Service 
Service Definition (Scope): 
A continuum of care provided to recovering clients living in the community based on their level of 
need. This service includes educating and assisting the clients with accessing supports and services 
needed. The service assists recovering clients to direct their resources and support systems. 
 
Activities include training to assist the clients to improve learn, retain or improve specific job skills 
and to successfully adapt and adjust to a particular work environment. This service includes training 
and assistance to live in and maintain a household of their choosing in the community. In additional, 
transitional services to assist beneficiaries in stepping down after receiving a higher level of care. The 
goal of this service is to promote and maintain community integration. 
 
This service includes an array of face-to-face rehabilitative day activities providing a preplanned and 
structured group program for identified clients that are aimed at long-term recovery and 
maximization of self-sufficiency, as distinguished from the symptom stabilization function of acute 
day treatment. These rehabilitative day activities are person and family centered, recovery based, 
culturally competent, and provide needed accommodation for any disability and must have 
measurable outcomes. These activities assist the beneficiary with compensating for or eliminating 
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functional deficits and interpersonal and/or environmental barriers associated with their chronic 
mental illness. 
 
The intent of these services is to restore the fullest possible integration of the client as an active and 
productive member of his or her family, social and work community and/or culture with the least 
amount of ongoing professional intervention. Skills addressed may include: emotional skills, such as 
coping with stress, anxiety or anger; behavioral skills, such as proper use of medications, appropriate 
social interactions and managing overt expression of symptoms like delusions or hallucinations; 
daily living and self-care skills, such as personal care and hygiene, money management, and daily 
structure/use of time; cognitive skills, such as problem solving, understanding illness and symptoms 
and reframing; community integration skills and any similar skills required to implement the client’s  
behavioral health treatment plan.  
Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

 
 Medically needy (specify limits): 

 Staff to client ratio: 1:15  

 Daily Maximum of Units: 6 

Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Behavioral 
Health  Agency 
Or 
Community 
Support System 
Provider (CSSP) 
(enhanced level) 

N/A Certified by the 
Arkansas 
Department of 
Human 
Services, 
Division of 
Provider 
Services  and 
Quality 
Assurance 

• Enrolled as a Behavioral Health 
Agency in Arkansas Medicaid 

• Cannot be on the National or State 
Excluded Provider List. 

 
Individuals who perform 1915(i) Adult 
Behavioral Health Services for 
Community Independence Behavioral 
Health Services must work under the 
direct supervision of a mental health 
professional. 
 
Allowable performing providers of 
1915(i) Adult Behavioral Health 
Services for Community Independence 
are the following: 
 



State: AR  §1915(i) State plan HCBS State plan Attachment 3.1–i:    
TN: 23-0022 Page 62 
Effective: 03-01-24 Approved: 02-27-24 Supersedes: 18-0016 
 

  

1. Qualified Behavioral Health Provider 
– non-degreed 
 
2. Qualified Behavioral Health Provider 
– Bachelors 
 
3. Registered Nurse – (Must be licensed 
as an RN in the State of Arkansas) 

 
All performing providers must have 
successfully complete and document 
courses of initial training and annual re-
training sufficient to perform all tasks 
assigned by the mental health 
professional 

 
    
Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification  
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health  Agency 
Or 
Community 
Support System 
Provider (CSSP) 

Department of Human Services, Division of    
Medical Services 

Behavioral Health 
Agencies must be re-
certified every 3 years as 
well as maintain national 
accreditation.  Behavioral 
Health Agencies are 
required to have yearly on-
site inspections of care 
(IOCs). 

   
Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 

 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title:  Adult Life Skills Development 
Service Definition (Scope): 
A service that provides support and training for adults on a one-on-one or group basis. This service 
should be a strength-based, culturally appropriate process that integrates the client into their 
community as they develop their recovery plan or habilitation plan. This service is designed to assist 
clients in acquiring the skills needed to support as independent a lifestyle as possible, enable them to 
reside in their community (in their own home, with family, or in an alternative living setting), and 
promote a strong sense of self-worth. In addition, it aims to assist clients in setting and achieving 
goals, learning independent life skills, demonstrating accountability, and making goal-oriented 
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decisions related to independent living. Services are intended to foster independence in the 
community setting and may include training in menu planning, food preparation, housekeeping and 
laundry, money management, budgeting, following a medication regimen, and interacting with the 
criminal justice system. 
 
Other topics may include: educational or vocational training, employment, resource and medication 
management, self-care, household maintenance, health, socialization, community integration, 
wellness, and nutrition. 
 
The PCSP should address the recovery or habilitation objective of each activity performed under 
Supportive Life Skills Development. 
 
In a group setting, the provider must maintain a beneficiary to staff ratio of 10:1 
Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

 
 Medically needy (specify limits): 

 Daily Maximum of Units: 8 
 

Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Behavioral 
Health  Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A Certified by the 
Arkansas 
Department of 
Human 
Services, 
Division of 
Provider 
Services and 
Quality 
Assurance 

 
• Enrolled as a Behavioral Health 

Agency in Arkansas Medicaid 
• Cannot be on the National or State 

Excluded Provider List. 
 

Individuals who perform 1915(i) Adult 
Behavioral Health Services for 
Community Independence Behavioral 
Health Services must work under the 
direct supervision of a mental health 
professional. 
 
Allowable performing providers of 
1915(i) Adult Behavioral Health 
Services for Community Independence 
are the following: 
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1. Qualified Behavioral Health Provider 
– non-degreed 
 
2. Qualified Behavioral Health Provider 
– Bachelors 
 
3. Registered Nurse – (Must be licensed 
as an RN in the State of Arkansas) 

 
All performing providers must have 
successfully complete and document 
courses of initial training and annual re-
training sufficient to perform all tasks 
assigned by the mental health 
professional 
  

    
Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification  
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health  Agency 
Or 
Community 
Support System 
Provider (CSSP) 

Department of Human Services, Division Medical 
Services 

Behavioral Health 
Agencies must be re-
certified every 3 years as 
well as maintain national 
accreditation.  Behavioral 
Health Agencies are 
required to have yearly on-
site inspections of care 
(IOCs). 

   
Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 
Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title:  Partial Hospitalization 
Service Definition (Scope): 
Partial Hospitalization is an intensive nonresidential, therapeutic treatment program delivered in a 
community-based clinic setting. It can be used as an alternative to and/or a step-down service from 
inpatient residential treatment or to stabilize a deteriorating condition and avert hospitalization. The 
program provides clinical treatment services in a stable environment on a level equal to an inpatient 
program, but on a less than 24-hour basis. The environment at this level of treatment is highly 
structured and should maintain a staff-to- beneficiary ratio sufficient to ensure necessary therapeutic 
services. Partial Hospitalization may be appropriate as a time-limited response to stabilize acute 
symptoms, transition (an inpatient setting), or as a stand-alone service to stabilize a deteriorating 
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condition and avert hospitalization. 
Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

 
 Medically needy (specify limits): 

A provider may not bill for any other services on the same date of service. 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Behavioral 
Health  Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A Certified by the 
Arkansas 
Department of 
Human 
Services, 
Division of 
Provider 
Services and 
Quality 
Assurance 

• Enrolled as a Behavioral Health 
Agency in Arkansas Medicaid 

• Cannot be on the National or State 
Excluded Provider List. 

 
Individuals who perform 1915(i) Adult 
Behavioral Health Services for 
Community Independence Behavioral 
Health Services must work under the 
direct supervision of a mental health 
professional. 
 
Allowable performing providers of 
1915(i) Adult Behavioral Health 
Services for Community Independence 
are the following: 
 
1. Qualified Behavioral Health Provider 
– non-degreed 
 
2. Qualified Behavioral Health Provider 
– Bachelors 
 
3. Registered Nurse – (Must be licensed 
as an RN in the State of Arkansas) 

 
All performing providers must have 
successfully complete and document 
courses of initial training and annual re-
training sufficient to perform all tasks 
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assigned by the mental health 
professional 

  
 

    
Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification  
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health  Agency 
Or 
Community 
Support System 
Provider (CSSP) 

Department of Human Services, Division of  
Medical Services 

Behavioral Health 
Agencies must be re-
certified every 3 years as 
well as maintain national 
accreditation.  Behavioral 
Health Agencies are 
required to have yearly on-
site inspections of care 
(IOCs). 

   
Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 

 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title:  Therapeutic Communities 
Service Definition (Scope): 
A setting that emphasizes the integration of the client within his or her community; progress is 
measured within the context of that community’s expectation. Therapeutic Communities are highly 
structured environments or continuums of care in which the primary goals are the treatment of 
behavioral health needs and the fostering of personal growth leading to personal accountability. 
Services address the broad range of needs identified by the client on their PCSP. Therapeutic 
Communities employ community-imposed consequences and earned privileges as part of the 
recovery and growth process. These consequences and privileges are decided upon by the individual  
clients living in the community. In addition to daily seminars, group counseling, and individual 
activities, the persons served are assigned responsibilities within the community setting. Participants 
and staff clients act as facilitators, emphasizing self-improvement. These activities must also have 
measurable outcomes directly related to the beneficiary’s PCSP. 
 
Therapeutic Communities services may be provided in a provider-owned apartment or home, or 
in a  provider-owned facility with fewer than 16 beds. 
 
All medically necessary 1905(a) services are covered for EPSDT eligible individuals in accordance 
with 1905(r) of the Social Security Act. 
Additional needs-based criteria for receiving the service, if applicable (specify): 
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Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

 
 Medically needy (specify limits): 

 None 
A provider may not bill for any other services on the same date of service. 

Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Behavioral 
Health  Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A Certified by the 
Arkansas 
Department of 
Human 
Services, 
Division of 
Provider 
Services  and 
Quality 
Assurance 

• Enrolled as a Behavioral Health 
Agency in Arkansas Medicaid 

• Cannot be on the National or State 
Excluded Provider List. 

 
Individuals who perform 1915(i) Adult 
Behavioral Health Services for 
Community Independence Behavioral 
Health Services must work under the 
direct supervision of a mental health 
professional. 
 
Allowable performing providers of 
1915(i) Adult Behavioral Health 
Services for Community Independence 
are the following: 
 
1. Qualified Behavioral Health Provider 
– non-degreed 
 
2. Qualified Behavioral Health Provider 
– Bachelors 
 
3. Registered Nurse – (Must be licensed 
as an RN in the State of Arkansas) 

 
All performing providers must have 
successfully complete and document 
courses of initial training and annual re-
training sufficient to perform all tasks 
assigned by the mental health 
professional 
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Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification  
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health  Agency 
Or 
Community 
Support System 
Provider (CSSP) 

Department of Human Services, Division of  
Medical Services 

Behavioral Health 
Agencies must be re-
certified every 3 years as 
well as maintain national 
accreditation.  Behavioral 
Health Agencies are 
required to have yearly 
on-site inspections of care 
(IOCs). 

   
Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 

 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title:  Supportive Housing 
Service Definition (Scope): 
Supportive Housing is designed to ensure that clients have a choice of permanent, safe, and 
affordable housing. An emphasis is placed on the development and strengthening of natural supports 
in  the community. This service assists clients in locating, selecting, and sustaining housing, including 
transitional housing and chemical free living; provides opportunities for involvement in community 
life; and facilitates the individual’s recovery journey. 
 
Supportive Housing includes assessing the client’s individual housing needs and presenting options, 
assisting in securing housing, including the completion of housing applications and securing required 
documentation (e.g., Social Security card, birth certificate, prior rental history), searching for 
housing, communicating with landlords, coordinating the move, providing training in how to be a 
good tenant, and establishing procedures and contacts to retain housing. 
 
Supportive Housing can occur in following: 

• The individual’s home; 
• In community settings such as school, work, church, stores, or parks; and 
• In a variety of clinical settings for adults, similar to adult day cares or adult day clinics. 

Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
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than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

 
 Medically needy (specify limits): 

 Services authorized based on client need 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Behavioral 
Health  Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A Certified by the 
Arkansas 
Department of 
Human 
Services, 
Division of 
Provider 
Services  and 
Quality 
Assurance 

• Enrolled as a Behavioral Health 
Agency in Arkansas Medicaid 

• Cannot be on the National or State 
Excluded Provider List. 

 
Individuals who perform 1915(i) Adult 
Behavioral Health Services for 
Community Independence Behavioral 
Health Services must work under the 
direct supervision of a mental health 
professional. 
 
Allowable performing providers of 
1915(i) Adult Behavioral Health 
Services for Community Independence 
are the following: 
 
1. Qualified Behavioral Health Provider 
– non-degreed 
 
2. Qualified Behavioral Health Provider 
– Bachelors 
 
3. Registered Nurse – (Must be licensed 
as an RN in the State of Arkansas) 

 
All performing providers must have 
successfully complete and document 
courses of initial training and annual re-
training sufficient to perform all tasks 
assigned by the mental health 
professional 

 
    
Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 
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Provider Type 
(Specify): 

Entity Responsible for Verification  
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health  Agency 
Or 
Community 
Support System 
Provider (CSSP) 

Department of Human Services, Division of  
Medical Services 

Behavioral Health 
Agencies must be re-
certified every 3 years as 
well as maintain national 
accreditation.  Behavioral 
Health Agencies are 
required to have yearly on-
site inspections of care 
(IOCs). 

   
Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 

 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title:  Peer Support 
Service Definition (Scope): 
A person-centered service where adult peers provide expertise not replicated by professional training. 
Peer support providers are trained peer specialists who work with clients to provide education, hope, 
healing, advocacy, self-responsibility, a meaningful role in life, and empowerment to reach his or her 
fullest potential. Peer specialists may assist with navigation of multiple systems (housing, supported 
employment, supplemental benefits, building/rebuilding natural supports, etc.) which improve the 
client’s functional ability. Services are provided on an individual or group basis and may be provided 
in the home or the community. 
Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

 
 Medically needy (specify limits): 

 Service authorized based on client need 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 
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Behavioral 
Health  Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A Certified by the 
Arkansas 
Department of 
Human 
Services, 
Division of 
Provider 
Services  and 
Quality 
Assurance 

• Enrolled as a Behavioral Health 
Agency in Arkansas Medicaid 

• Cannot be on the National or State 
Excluded Provider List. 

 
Individuals who perform 1915(i) Adult 
Behavioral Health Services for 
Community Independence Behavioral 
Health Services must work under the 
direct supervision of a mental health 
professional. 
 
Allowable performing providers of 
1915(i) Adult Behavioral Health 
Services for Community Independence 
are the following: 
 
1. Qualified Behavioral Health Provider 
– non-degreed 
 
2. Qualified Behavioral Health Provider 
– Bachelors 
 
3. Registered Nurse – (Must be licensed 
as an RN in the State of Arkansas) 

 
All performing providers must have 
successfully complete and document 
courses of initial training and annual re-
training sufficient to perform all tasks 
assigned by the mental health 
professional 

 
    
Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification  
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health Agency 
Or 
Community 
Support System 
Provider (CSSP) 

Department of Human Services, Division of  
Medical Services 

Behavioral Health 
Agencies must be re-
certified every 3 years as 
well as maintain national 
accreditation.  Behavioral 
Health Agencies are 
required to have yearly on-
site inspections of care 
(IOCs). 
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Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 

 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title:  Aftercare Recovery Support (for Substance Abuse) 
Service Definition (Scope): 
A continuum of care provided to recovering clients living in the community based on their level of  
need. This service includes educating, face-to-face monitoring, and supporting the beneficiary with 
accessing supports and services  needed. The service assists the recovering beneficiary to direct their 
resources and support systems and provide face-to-face supportive services including monitoring of 
symptoms, assessment of relapse factors and referral when appropriate. In addition, transitional 
services to assist individuals adjust after receiving a higher level of care. The goal              of this service is to 
promote and maintain community integration. 

 Aftercare Recovery Support can occur in following: 
• The individual’s home; 
• In community settings such as school, work, church, stores, or parks; and 
• In a variety of clinical settings for adults, similar to adult day cares or adult day clinics. 

 
All medically necessary 1905(a) services are covered for EPSDT eligible clients in accordance  with 
1905(r) of the Social Security Act. 
Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

 
 Medically needy (specify limits): 

 Service authorized based on client need 
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Behavioral 
Health  Agency 
Or 
Community 
Support System 
Provider (CSSP) 

N/A Certified by the 
Arkansas 
Department of 
Human 
Services, 
Division of 

• Enrolled as a Behavioral Health 
Agency in Arkansas Medicaid 

• Cannot be on the National or State 
Excluded Provider List. 

 
Individuals who perform 1915(i) Adult 
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Provider 
Services  and 
Quality 
Assurance 

Behavioral Health Services for 
Community Independence Behavioral 
Health Services must work under the 
direct supervision of a mental health 
professional. 
 
Allowable performing providers of 
1915(i) Adult Behavioral Health 
Services for Community Independence 
are the following: 
 
1. Qualified Behavioral Health Provider 
– non-degreed 
 
2. Qualified Behavioral Health Provider 
– Bachelors 
 
3. Registered Nurse – (Must be licensed 
as an RN in the State of Arkansas) 

 
All performing providers must have 
successfully complete and document 
courses of initial training and annual re-
training sufficient to perform all tasks 
assigned by the mental health 
professional 

 
    
Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification  
(Specify): 

Frequency of Verification 
(Specify): 

Behavioral 
Health  Agency 
Or 
Community 
Support System 
Provider (CSSP) 

Department of Human Services, Division of  
Medical Services 

Behavioral Health 
Agencies must be re-
certified every 3 years as 
well as maintain national 
accreditation.  Behavioral 
Health Agencies are 
required to have yearly 
on-site inspections of care 
(IOCs). 

   
Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 
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2.    Policies Concerning Payment for State plan HCBS Furnished by Relatives, Legally Responsible 
Individuals, and Legal Guardians.  (By checking this box the state assures that):  There are policies 
pertaining to payment the state makes to qualified persons furnishing State plan HCBS, who are relatives 
of the individual.  There are additional policies and controls if the state makes payment to qualified 
legally responsible individuals or legal guardians who provide State Plan HCBS.  (Specify (a) who may be 
paid to provide State plan HCBS; (b) the specific State plan HCBS that can be provided; (c) how the state 
ensures that the provision of services by such persons is in the best interest of the individual; (d) the 
state’s strategies for ongoing monitoring of services provided by such persons; (e) the controls to ensure 
that payments are made only for services rendered; and (f) if legally responsible individuals may provide 
personal care or similar services, the policies to determine and ensure that the services are extraordinary 
(over and above that which would ordinarily be provided by a legally responsible individual):  

a) Medicaid Enrolled Behavioral Health Agencies and Community Support System 
Providers are able to provide State Plan HCBS under authority of this 1915(i). Relatives 
of clients who are employed by a Behavioral Health Agency or Community Support 
System Providers as a Qualified Behavioral Health Provider or Registered Nurse may be 
paid to provide HCBS services, provided they are not  the parent, legally responsible 
individual, or legal guardian of the client. 

b) The HCBS services that relatives may provide are: supportive housing, supported 
employment, adult rehabilitative day treatment, therapeutic communities, partial 
hospitalization and life skills development. 

c) All relatives who are paid to provide the services must meet the minimum 
qualifications set forth in this 1915(i) and may not be involved in the development 
of the PCSP. 

d) All services are retrospectively/retroactively reviewed for medical necessity. Each 
Behavioral Health Agency or Community Support System Provider           is subject to 
Inspections of Care (IOCs) as well as monitoring by the Office of Medicaid Inspector 
General. 

 

 
 

Participant-Direction of Services 

Definition: Participant-direction means self-direction of services per §1915(i)(1)(G)(iii). 

1. Election of Participant-Direction.  (Select one): 

 The state does not offer opportunity for participant-direction of State plan HCBS.   
 Every participant in State plan HCBS (or the participant’s representative) is afforded the 

opportunity to elect to direct services.  Alternate service delivery methods are available for 
participants who decide not to direct their services. 

 Participants in State plan HCBS (or the participant’s representative) are afforded the opportunity 
to direct some or all of their services, subject to criteria specified by the state.  (Specify criteria): 
 

2. Description of Participant-Direction.  (Provide an overview of the opportunities for participant-
direction under the State plan HCBS, including: (a) the nature of the opportunities afforded; (b) how 
participants may take advantage of these opportunities; (c) the entities that support individuals who direct 
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their services and the supports that they provide; and, (d) other relevant information about the approach 
to participant-direction): 

 

3. Limited Implementation of Participant-Direction.  (Participant direction is a mode of service delivery, 
not a Medicaid service, and so is not subject to statewideness requirements.  Select one): 

 Participant direction is available in all geographic areas in which State plan HCBS are available. 

 Participant-direction is available only to individuals who reside in the following geographic areas 
or political subdivisions of the state.  Individuals who reside in these areas may elect self-directed 
service delivery options offered by the state, or may choose instead to receive comparable 
services through the benefit’s standard service delivery methods that are in effect in all 
geographic areas in which State plan HCBS are available.  (Specify the areas of the state affected 
by this option): 
 

4. Participant-Directed Services.  (Indicate the State plan HCBS that may be participant-directed and the 
authority offered for each.  Add lines as required): 

Participant-Directed Service Employer 
Authority 

Budget 
Authority 

   
   

5. Financial Management.  (Select one) : 

 Financial Management is not furnished.  Standard Medicaid payment mechanisms are used.   
 Financial Management is furnished as a Medicaid administrative activity necessary for 

administration of the Medicaid State plan.   

6.     Participant–Directed Person-Centered Service Plan.  (By checking this box the state assures that):  
Based on the independent assessment required under 42 CFR §441.720, the individualized person-centered 
service plan is developed jointly with the individual, meets federal requirements at 42 CFR §441.725, and: 
• Specifies the State plan HCBS that the individual will be responsible for directing; 
• Identifies the methods by which the individual will plan, direct or control services, including whether 

the individual will exercise authority over the employment of service providers and/or authority over 
expenditures from the individualized budget; 

• Includes appropriate risk management techniques that explicitly recognize the roles and sharing of 
responsibilities in obtaining services in a self-directed manner and assures the appropriateness of this 
plan based upon the resources and support needs of the individual; 

• Describes the process for facilitating voluntary and involuntary transition from self-direction including 
any circumstances under which transition out of self-direction is involuntary.  There must be state 
procedures to ensure the continuity of services during the transition from self-direction to other service 
delivery methods; and 

• Specifies the financial management supports to be provided.  
 

7. Voluntary and Involuntary Termination of Participant-Direction.  (Describe how the state facilitates 
an individual’s transition from participant-direction, and specify any circumstances when transition is 
involuntary): 
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8. Opportunities for Participant-Direction 
a.  Participant–Employer Authority (individual can select, manage, and dismiss State plan HCBS 

providers).  (Select one): 
 The state does not offer opportunity for participant-employer authority. 
 
 

Participants may elect participant-employer Authority (Check each that applies): 
 
 

Participant/Co-Employer.  The participant (or the participant’s representative) functions as 
the co-employer (managing employer) of workers who provide waiver services.  An agency is 
the common law employer of participant-selected/recruited staff and performs necessary 
payroll and human resources functions.  Supports are available to assist the participant in 
conducting employer-related functions. 

 
 

Participant/Common Law Employer.  The participant (or the participant’s representative) is 
the common law employer of workers who provide waiver services.  An IRS-approved 
Fiscal/Employer Agent functions as the participant’s agent in performing payroll and other 
employer responsibilities that are required by federal and state law.  Supports are available to 
assist the participant in conducting employer-related functions.   

b. Participant–Budget Authority (individual directs a budget that does not result in payment for medical 
assistance to the individual).  (Select one): 
 The state does not offer opportunity for participants to direct a budget. 
 
 

Participants may elect Participant–Budget Authority.   
Participant-Directed Budget.  (Describe in detail the method(s) that are used to establish the 
amount of the budget over which the participant has authority, including the method for 
calculating the dollar values in the budget based on reliable costs and service utilization, is 
applied consistently to each participant, and is adjusted to reflect changes in individual 
assessments and service plans.  Information about these method(s) must be made publicly 
available and included in the person-centered service plan.): 
 
Expenditure Safeguards.  (Describe the safeguards that have been established for the timely 
prevention of the premature depletion of the participant-directed budget or to address potential 
service delivery problems that may be associated with budget underutilization and the entity (or 
entities) responsible for implementing these safeguards.  
 

 

Quality Improvement Strategy 

Quality Measures 

 (Describe the state’s quality improvement strategy.  For each requirement, and lettered sub-requirement, 
complete the table below): 

1. Service plans a) address assessed needs of 1915(i) participants; b) are updated annually; and (c 
document choice of services and providers. 
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2. Eligibility Requirements: (a) an evaluation for 1915(i) State plan HCBS eligibility is provided to 
all applicants for whom there is reasonable indication that 1915(i) services may be needed in the 
future; (b) the processes and instruments described in the approved state plan for determining 
1915(i) eligibility are applied appropriately; and (c) the 1915(i) benefit eligibility of enrolled 
individuals is reevaluated at least annually or if more frequent, as specified in the approved state 
plan for 1915(i) HCBS. 

 

3. Providers meet required qualifications. 
 

4. Settings meet the home and community-based setting requirements as specified in this SPA and 
in accordance with 42 CFR 441.710(a)(1) and (2).  

 

5. The SMA retains authority and responsibility for program operations and oversight. 
 

6. The SMA maintains financial accountability through payment of claims for services that are 
authorized and furnished to 1915(i) participants by qualified providers. 

 
7. The state identifies, addresses, and seeks to prevent incidents of abuse, neglect, and exploitation, 

including the use of restraints. 

 (Table repeats for each measure for each requirement and lettered sub-requirement above.) 

  Requirement 
Requirement 1, A: Service Plans Address Needs of Participants are reviewed 
annually and document choice of services and providers. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of PCSPs developed by the state’s contracted vendor which 
provide 1915(i) State Plan HCBS that meet the requirements of 42 CFR §441.725. 
Numerator: Number of PCSPs that adequately and appropriately address the      
client’s needs. 

Denominator: Total Number of PCSPs reviewed. 
Discovery  
Activity  
(Source of Data & 
sample size) 

A statistically valid sample utilizing a confidence interval with at least a 95 
percent confidence level and +/- 5 percent margin of error of PCSPs are 
retrospectively/retroactively reviewed as well as all HCBS provided to eligible 
clients. 
Retrospective/retroactive reviews of services will occur at least annually for 
all  services provided. 

The data will be produced by the Behavioral Health Agencies or Community 
Support System Providers and must remain in the      medical record of the client. 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DAABHS and EQRO 

Requirement Requirement 1, B: Service Plans 
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Frequency  
 Sample will be selected and reviewed annually. 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

The state’s contracted vendor will be responsible for remediating deficiencies in 
the clients’ PCSPs. If there is a pattern of deficiencies noticed, action may be taken 
against the vendor. 

Frequency 
(of Analysis and 
Aggregation) 

Findings will be reported to the vendor on a quarterly basis. If a pattern  of 
deficiency is noted, this may be made public. 

 

  Requirement 

Requirement 2: Eligibility Requirements: (a) an evaluation for 1915(i) State 
plan HCBS eligibility is provided to all applicants for whom there is reasonable 
indication that 1915(i) services may be needed in the future; (b) the processes 
and instruments described in the approved state plan for determining 1915(i) 
eligibility are applied appropriately; and (c) the 1915(i) benefit eligibility of 
enrolled individuals is reevaluated at least annually or if more frequent, as 
specified in the approved state plan for 1915(i) HCBS. 

Discovery  
 Discovery 

Evidence One 
(Performance 
Measure) 

1. The number and percent of beneficiaries who are independently assessed and 
evaluated for eligibility within 14 days of successful contact with the 
beneficiary.  
 
Numerator: The number of beneficiaries who are evaluated and assessed for 
eligibility within 14 days after the date of successful contact. 
 
Denominator: The total number of beneficiaries who are referred for the 
1915(i) HCBS State Plan Services and who are successfully contacted by the 
Independent Assessment vendor. 

 

 
Discovery  
Activity One 
(Source of Data & 
sample size) 

A statistically valid sample utilizing a confidence interval with at least a 95 
percent confidence level and +/- 5 percent margin of error of 100% of the 
application packets for beneficiaries who undergo the eligibility process will be 
reviewed for compliance with the timeliness standards. 

The data will be collected from the Independent Assessment Vendor. 
 
 

Monitoring 
Responsibilities The Independent Assessment Vendor, EQRO, DAABHS, and DMS. 
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(Agency or entity 
that conducts  
discovery activities) 

Frequency Quarterly 
Remediation   
Remediation 
Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

For Independent Functional Assessments: The Independent Assessment Vendor 
is responsible for developing and implementing a quality assurance process, 
which includes monitoring for accuracy, data consistency, integrity, and 
completeness of assessments, and the performance of staff. This must include a 
desk review of assessments with a statistically significant sample size. Of the 
reviewed assessments, 95% must be accurate. The Independent Assessment 
Vendor submits monthly reports to DMS. When deficiencies are noted, a 
corrective action plan will be implemented with the Vendor. 

Frequency 
(of Analysis and 
Aggregation) 

Data will be aggregated and reported quarterly. 

Discovery 
Evidence Two  The number and percent of beneficiaries for whom the appropriate eligibility 

process and instruments were used to determine initial eligibility for HCBS 
State Plan Services. 

Numerator: Number of beneficiaries’ application packets that reflect appropriate 
processes and instruments were used. 
Denominator: Total Number of application packets reviewed 

Discovery 
Activity Two 

A statistically valid sample utilizing a confidence interval with at least a 95 
percent confidence level and +/- 5 percent margin of error  of 100% of the 
application packets for clients  who went through  the eligibility 
determination process will be reviewed. 

 
The data will be collected from the Independent Assessment Vendor. 

Monitoring 
Responsibility 

The Independent Assessment Vendor, EQRO, DAABHS, and DMS 

Discovery 
Evidence Three The number and percent of beneficiaries who are re-determined eligible for 

HCBS State Plan Services prior to the expiration of the current IA. 

Numerator: The number of beneficiaries who are re-determined eligible for 
HCBS State Plan Services prior to the expiration of the current IA. 
Denominator: The total number of beneficiaries whose IA is set to expire 
during the specific year. 

Discovery 
Activity Three 

A statistically valid sample utilizing a confidence interval with at least a 95 
percent confidence level and +/- 5 percent margin of error of a 100% of the 
application packets for clients who went through the  eligibility re-
determination process will be reviewed. 

 
The data will be collected from the Independent Assessment Vendor. 

Monitoring 
Responsibilities 

The Independent Assessment Vendor, EQRO, DAABHS, and DMS 

Frequency  Sample will be selected and reviewed quarterly. 
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Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

For Independent Functional Assessments: The Independent Assessment Vendor 
is responsible for developing and implementing a quality assurance process, 
which includes monitoring for accuracy, data consistency, integrity, and 
completeness of assessments, and the performance of staff. This must include a 
desk review of assessments with a statistically significant sample size. Of the 
reviewed assessments, 95% must be accurate. The Independent Assessment 
Vendor submits monthly reports to DHS’s Independent Assessment Contract 
Manager. When deficiencies are noted, a corrective action plan will be 
implemented with the vendor. 

Frequency 
(of Analysis and 
Aggregation) 

Data will be aggregated and reported quarterly. 

Remediation  
Remediation 
Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

For Independent Functional Assessments: The Independent Assessment Vendor is 
responsible for developing and implementing a quality assurance process, which 
includes monitoring for accuracy, data consistency, integrity, and completeness of 
assessments, and the performance of staff. This must include a desk review of 
assessments with a statistically significant sample size. Of the reviewed 
assessments, 95% must be accurate. The Independent Assessment Vendor submits 
monthly reports to DHS’s Independent Assessment Contract Manager. When 
deficiencies are noted, a corrective action plan will be implemented with the 
vendor. 

Frequency 
(of Analysis and 
Aggregation) 

Data will be aggregated and reported quarterly. 

 

  Requirement Requirement 3: Providers meet required qualifications. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of Behavioral Health Agencies and Community Support 
System providers certified and credentialed by DPSQA. Numerator: Number of 
Behavioral Health Agencies and Community Support System providers that 
obtained annual certification in accordance with DPSQA's standards.  

Denominator: Number of Behavioral Health Agencies and Community Support 
System providers reviewed. 

Discovery  
Activity  
(Source of Data & 
sample size) 

A statistically valid sample utilizing a confidence interval with at least a 95 
percent confidence level and +/- 5 percent margin of error of 100% of 
Behavioral Health Agencies and Community Support System Providers certified 
by DPSQA will be reviewed.  

Data will be collected from DMS’s Provider Enrollment Unit and DPSQA. 
Monitoring 
Responsibilities DPSQA, DAABHS, DMS, and EQRO 
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(Agency or entity 
that conducts  
discovery activities) 

 Frequency Annually 
Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

Remediation for the provider who does not meet the certification requirements 
is disenrollment from the Arkansas Medicaid Program.  

Remediation associated with provider certification that is not current would 
include an examination of the communication and processes between DPSQA 
and the provider enrollment contractor payments. 

Requirement Requirement 3: Providers meet required qualifications. 
Frequency 
(of Analysis and 
Aggregation) 

Data will be aggregated and reported annually. 

 

  Requirement 
Requirement 4, A: Settings that meet the home and community-based setting 
requirements as specified in this SPA and in accordance with 42 CFR 
441.710(a)(1) and (2). 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of provider owned apartments/homes reviewed that meet 
the home and community-based setting requirements as specified 42 CF 
441.710(a)(1) & (2).  Numerator: Number of provider owned apartments/homes 
reviewed that meet the home and community-based setting requirements as 
specified in specified 42 CF 441.710(a)(1) & (2).  Denominator: Total number 
of provider owned apartment/home settings reviewed. 

 
Discovery  
Activity  
(Source of Data & 
sample size) 

Review of the Settings Review Report sent to DMS. The  reviewed providers 
will be randomly selected. A typical review will consist of at least 10% of 
applicable providers each year. 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DPSQA and DMS 

Frequency  
 Annually 

Remediation  
 Remediation 

Responsibilities The Behavioral Health Agencies or CSSP providers will be responsible for 
ensuring compliance with HCBS Settings requirements. If there is a pattern of 
deficiencies noticed by DPSQA DMS, action will be taken against the 
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(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  

Behavioral Health Agency or CSSP provider, up to and including, instituting a 
corrective action plan or sanctions pursuant to the Provider Agreement. 

Frequency 

(of Analysis and 
Aggregation) 

Annually. 

 

 

  Requirement 
Requirement 5: The SMA retains authority and responsibility for program 
operations and oversight. 

Discovery  
 Discovery 

Evidence 

(Performance 
Measure) 

Number and percent of rules developed by DAABHS must be reviewed and 
approved by DMS and promulgated in accordance with the DHS agency review 
process and the Arkansas Administrative Procedures Act (APA). 
 
Numerator: Number of rules appropriately promulgated in accordance with agency 
policy and the Arkansas Administrative Procedures Act (APA). 
 
Denominator: Number of rules promulgated.  

Discovery  
Activity  

(Source of Data 
& sample size) 

100% of rules developed must be reviewed for compliance with the agency                 policy 
and the APA. 

Monitoring 
Responsibilities 

(Agency or 
entity that 
conducts  
discovery 
activities) 

DMS Waiver Compliance Unit or its agents 

Requirement Requirement 5: The SMA retains authority and responsibility for program 

authority and oversight 
Frequency  
 Annually 

Remediation  
 Remediation 

Responsibilities 

(Who corrects, 
analyzes, and 
aggregates 

DMS is responsible for compliance with Agency policy and with the APA. In cases 
where policy or procedures were not reviewed and approved according to DHS 
policy, remediation includes DHS review of the policy upon discovery, and 
approving or removing the policy. 
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remediation 
activities; 
required 
timeframes for 
remediation)  

Frequency 

(of Analysis and 
Aggregation) 

Each policy will be reviewed for compliance with applicable DHS policy and the 
APA. 

 

  Requirement 
Requirement 6: The SMA maintains financial accountability 
through payment of claims for services that are authorized and furnished to 
1915(i) clients by qualified providers. 

Discovery  
 Discovery Evidence 

(Performance 
Measure) 

Number and percent of claims reviewed that are coded and paid in 
accordance with the reimbursement methodology specified and only for 
services rendered.  
Numerator: Number of encounter claims reviewed that are coded and 
paid in accordance with the reimbursement methodology specified and 
only for services rendered. 
 
Denominator:  Number of claims reviewed. 

Discovery  
Activity  

(Source of Data & 
sample size) 

Utilization review of a statistically valid sample of claims to validate 
services were rendered by an enrolled Medicaid HCBS provider and paid in 
accordance with program requirements. 

 

Monitoring 
Responsibilities 

(Agency or entity that 
conducts  discovery 
activities) 

DAABHS, DMS or the EQRO 

 Frequency Annually 
 Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates remediation 
activities; required 
timeframes for 
remediation) 

Action will be taken against the provider up to and including, instituting a 
corrective action plan or sanctions. 

 Frequency 
(of Analysis and 
Aggregation) 

Annually 
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  Requirement 
Requirement 7: The state identifies, addresses, and seeks to prevent incidents of 
abuse, neglect, exploitation, and unexplained death, including the use of restraints. 

 Discovery 
Evidence One 
(Performance 
Measure) 

Number and percent of Behavioral Health Agencies or Community Support System 
Provider who reported critical incidents to DMS or DAABHS within required time 
frames. 
 
Numerator: Number of critical incidents reported within required time frames; 
 
Denominator: Total number of critical incidents that occurred and were reviewed. 

 
Discovery  
Activity One 
(Source of Data & 
sample size) 

DPSQA and DAABHS will review all the critical incident reports they receive on a 
quarterly basis. 

Discovery 
Evidence Two 

Number and percent of Behavioral Health Agencies or Community Support System 
Provider Providers who adhered to Provider policies for the use 
of restrictive interventions. 
  
Numerator: Number of incident reports reviewed where the Provider adhered to 
policies for the use of restrictive interventions;  
 
Denominator: Number of individuals for whom the provider utilized restrictive 
intervention as documented on an incident report. 

Discovery 
Activity Two 

DMS will review the critical incident reports regarding the use of restrictive 
interventions and will ensure that Provider policies were properly implemented 
when restrictive intervention was used. 

Discovery 
Evidence 
Three 

Number and percent of Behavioral Health Agencies or Community Support System 
Providers who took corrective actions regarding critical incidents to protect the 
health and welfare of the client. Numerator: Number of critical incidents reported 
when Behavioral Health Agencies or Community Support System Provider took 
protective action in accordance with State Medicaid requirements and policies; 
Denominator: Number of critical incidents reported. 

Discovery 
Activity Three 

DPSQA and DAABHS will review the critical incident reports received to ensure 
that Provider policies were adequately followed and steps were taken to ensure that 
the health and welfare of the client was ensured. 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DAABHS and DPSQA 

Remediation  
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System Improvement 
(Describe the process for systems improvement as a result of aggregated discovery and remediation activities.) 

1. Methods for Analyzing Data and Prioritizing Need for System Improvement
The State will work with a contracted vendor to develop PCSP with client and identified service 
provider will begin providing HCBS and mental health professional services.  The service 
provider will use the PCSP and develop a treatment plan identifying all treatment services they 
are providing with goals and objectives.  

Through Medicaid claims data the State will have the ability to measure the amount of services 
provided compared to what is described within the Person Centered Service Plan (PCSP) that is 
required for clients receiving HCBS State Plan services. 

The State will work with an External Quality Review Organization (EQRO) to assist with 
comparison of service indicated on PCSP and claims submitted for those same services. 

The State will investigate and monitor any complaints about agencies certified to provide 
1915(i) services. 

2. Roles and Responsibilities
The State (including DAABHS, DMS, DPSQA, and its agents) will be responsible for oversight 
of Behavioral                Health Agencies and Community Support System Providers providing 1915(i) FFS 
services. 

3. Frequency
On-going monitoring will occur.  Quarterly and annual reports will be analyzed and reviewed by 
the appropriate AR DHS divisions. 
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4. Method for Evaluating Effectiveness of System Changes

The State will utilize multiple methods to evaluate the effectiveness of system changes. 
These may include site reviews, contract reviews, claims data, complaints, and any other 
information that may provide a method for evaluating the effectiveness of system changes. 

Any issues with the provision of 1915(i) services that are continually uncovered may lead to 
sanctions against providers or the Behavioral Health Agencies that are responsible for access to 
1915(i) services. 
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Revision:  July 1, 2013         State Arkansas  

SECTION 4 – GENERAL PROGRAM ADMINISTRATION 

4.5  Medicaid Recovery Audit Contractor Program 

Citation 

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

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

 X 
 
 
 
 
 
  X   
 
 
 
 
 
 
 __     
 
 
 __ 

The State established a program under which it contracts with 
one or more recovery audit contractors (RACs) for the purpose 
of identifying underpayments and overpayments of Medicaid 
claims under the State plan and under any waiver of the State 
plan. 
 
The State/Medicaid agency contracts the type(s) listed in 
section 1902(a)(42)(B)(ii)(I) of the Act.  All contracts meet the 
requirements of the statute.  RACs are consistent with the 
statute. 
 
Place a check mark to provide assurance of the following: 

The State will make payments to the RAC(s) only from 
amounts recovered. 

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

The State is seeking an exception to the contingency fee 
methodology described in Section 1902(a)(42)(B)(ii)(I) of 
the Act.  (See attached Arkansas legislation.) 

 
Section 1902   The following payment methodology shall be used to determine State 
(a)(42)(B)(ii)(II)(aa)   payments to Medicaid RACs for identification and recovery of  
of the Act   overpayments (percentage has not been determined): 
 

__ 
 
 
 
__  
 
 
 
 
 
__ 
 

The State attests that the contingency fee rate paid to the 
Medicaid RAC will not exceed the highest rate paid to Medicare 
RACs, as published in the Federal Register. 
 
The State attests that the contingency fee rate paid to the 
Medicaid RAC will exceed the highest rate paid to Medicare 
RACs, as published in the Federal Register.  The State will only 
submit for FFP up to the amount equivalent to that published 
rate. 
 
The contingency fee rate paid to the Medicaid RAC that will 
exceed the highest rate paid to Medicare RACs, as published in 
the Federal Register.  The State will submit a justification for 
that rate and will submit for FFP for the full amount of the 
contingency fee. 
 
The State will develop a Request for Proposal in order to 
secure a recovery audit contractor through the procurement 
process.  The RFP will include a fixed fee reimbursement 
methodology rather than the contingency fee methodology. 
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SECTION 4 – GENERAL PROGRAM ADMINISTRATION 

4.5  Medicaid Recovery Audit Contractor Program (continued) 

Section 1902 
(a)(42)(B)(ii)(II)(bb)  
of the Act 
 
 
 
 
 
 
 
Section 1902 
(a)(42)(B)(ii)(III) 
of the Act 
 
 
Section 1902 
(a)(42)(B)(ii)(IV)(aa) 
of the Act 
 
 
Section 1902 
(a)(42)(B)(ii)(IV)(bb) 
of the Act 
 
Section1902 
(a)(42)(B)(ii)(IV)(cc) 
of the Act 

 _  

 

 
 
 
 
 
 
 X 
 
 
 
 
 X 
 
 
 
 
 X 
 
 
 
 X 
 
  

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

The State is seeking an exception to the contingency fee 
methodology described in Section 1902(a)(42)(B)(ii)(I) of the 
Act.  (See attached Arkansas legislation.) 

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

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

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

Efforts of the Medicaid RAC(s) will be coordinated with other 
contractors or entities performing audits of entities receiving 
payments under the State plan or waiver in the State, and/or 
State and Federal law enforcement entities and the CMS 
Medicaid Integrity Program. 

 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 

State/Territory: ARKANSAS 

 

4.46  Provider Screening and Enrollment 

 
Citation  

1902(a)(77) 

1902(a)(39)  

1902(kk); 

P.L. 111-148 and 

P.L. 111-152 

 

42 CFR 455 

Subpart E 

 

 

 

42 CFR 455.410 

 

 

 

 

 

 

 

42 CFR 455.412 

 

 

 

 

42 CFR 455.414 

 

 

 

42 CFR 455.416 

 

 

 

 

42 CFR 455.420 

 

 

 

42 CFR 455.422 

 

 

The State Medicaid agency gives the following assurances: 

 

 

 

 

 

 

PROVIDER SCREENING 

    X    Assures that the State Medicaid agency complies with the process for 

screening providers under section 1902(a)(39), 1902(a)(77) and 1902(kk) of the 

Act. 

 

ENROLLMENT AND SCREENING OF PROVIDERS 

    X    Assures enrolled providers will be screened in accordance with 42 CFR 

455.400 et seq. 

 

    X    Assures that the State Medicaid agency requires all ordering or referring 

physicians or other professionals to be enrolled under the State plan or under a 

waiver of the Plan as a participating provider. 

 

VERIFICATION OF PROVIDER LICENSES 

     X    Assures that the State Medicaid agency has a method for verifying 

providers licensed by a State and that such providers licenses have not expired or 

have no current limitations. 

 

REVALIDATION OF ENROLLMENT 

     X    Assures that providers will be revalidated regardless of provider type at 

least every 5 years. 

 

TERMINATION OR DENIAL OF ENROLLMENT 

     X    Assures that the State Medicaid agency will comply with section 

1902(a)(39) of the Act and with the requirements outlined in 42 CFR 455.416 for 

all terminations or denials of provider enrollment. 

 

REACTIVATION OF PROVIDER ENROLLMENT 

     X    Assures that any reactivation of a provider will include re-screening and 

payment of application fees as required by 42 CFR 455.460. 

 

APPEAL RIGHTS 

     X    Assures that all terminated providers and providers denied enrollment as a 

result of the requirements of 42 CFR 455.416 will have appeal rights available 

under procedures established by State law or regulation. 

 

 

 

 

 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 

State/Territory: ARKANSAS 

 

4.46  Provider Screening and Enrollment 

 

 
 

42 CFR 455.432 

 

 

 

42 CFR 455.434 

 

 

 

 

 

42 CFR 455.436 

 

 

 

 

42 CFR 455.440 

 

 

 

 

 

42 CFR 455.450 

 

 

 

 

 

42 CFR 455.460 

 

 

 

 

42 CFR 455.470 

 

SITE VISITS 

    X    Assures that pre-enrollment and post-enrollment site visits of 

providers who are in “moderate” or “high” risk categories will occur. 

 

CRIMINAL BACKGROUND CHECKS 

    X    Assures that providers, as a condition of enrollment, will be required 

to consent to criminal background checks including fingerprints, if required 

to do so under State law, or by the level of screening based on risk of fraud, 

waste or abuse for that category of provider. 

 

FEDERAL DATABASE CHECKS 

     X    Assures that the State Medicaid agency will perform Federal 

database checks on all providers or any person with an ownership or 

controlling interest or who is an agent or managing employee of the 

provider. 

 

NATIONAL PROVIDER IDENTIFIER 

     X    Assures that the State Medicaid agency requires that National 

Provider Identifier of any ordering or referring physician or other 

professional to be specified on any claim for payment that is based on an 

order or referral of the physician or other professional. 

 

SCREENING LEVELS FOR MEDICAID PROVIDERS 

     X   Assures that the State Medicaid agency complies with 1902(a)(77) 

and 1902(kk) of the Act and with the requirements outlined in 42 CFR 

455.450 for screening levels based upon the categorical risk level 

determined for a provider. 

 

APPLICATION FEE 

     X    Assures that the State Medicaid agency complies with the 

requirements for collection of the application fee set forth in section 

1866(j)(2)(C) of the Act and 42 CFR 455.460. 

 

TEMPORARY MORATORIUM ON ENROLLMENT OF NEW 

PROVIDERS OR SUPPLIERS 

     X    Assures that the State Medicaid agency complies with any 

temporary moratorium on the enrollment of new providers or provider 

types imposed by the Secretary under section 1866(j)(7) and 1902(kk)(4) 

of the Act, subject to any determination by the State and written notice to 

the Secretary that such a temporary moratorium would not adversely 

impact beneficiaries’ access to medical assistance. 
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42 CFR43l.5l
AT-78-90
46 FR 48524
48FR23212
re02 (a) (23)
of the Act
P.L. r00-93
(section 8(f;)
P.L. 100-203
(Sect ion 4113)

(3)

Section r9o2(a)(23) (4)
of the Social Security Act
P.L.  105-33

(c)

A'fd;;
3-/{-  rc
/ -2 -  oD-/- 

r- ae
fu- tq

4.10 Free Choice of Providers

(a) Except as provided in paragraph (b), the Medicaid aggngy assures
that an individual elieible under the plan may obtaln Medlcald
services from any inititution, agency, pharmacy, .persorL .or..
organization tha[ is qualified to perform.the seruces, tnclucltng.
an orqaruzation that brovides thbse services or arranges for their
availa-bility on a prepayment basis.

(b) qar.9g51n\ (a) does not apply to services furnished to an
individual--

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

Under a waiver approved under 42 CFR 431.55,
subject to the limit'ations in paragraph (c), or

Bv an individual or entitv excluded from
pirticipation in accordarice with section
isozlpl of the Act, or

Bv individuals or entities who have been convicted
of'a felonv under Federal or State law and for which
the State'determines that the offense is inconsistent
with the best interests of the individual eligible to
obtain Medicaid services.

Enrollment of an individual eligible for medical assistance
in a orimarv care case manaqeirent system described in
section l9f5(bxl), a health-maintenance organizatio$ 9r a
similar entity'shalinot restrict the choice of the qualified
person from whom theindividual ry3yl,.qgive emergency
seruces or seruces under section 1905(aXaXc).

( l )

(2)

I

I
I
I
I
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{2 cPR Part 483
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Act

{2  CFR Par t  {83 ,
Subplrt D
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TN No.
Supe
TN No.
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{.13 Rcculrod Provldar Acncrat

lflth rcepcct to agr.a..nt! bctrtccn the lldlctld agancy
tnd €ach provldcr-turnlrhlng aarvlcer under tha plans

For all provlderr, thc regulrenent! of, {2 CfR
{31.10? lnd {2 cFR Part  l {2,  sutrpartr  A and B (t f
appllcable) are net.

For provldere of NF aervlcee, th€ requlrerntt
ot 12 cFR Part f83, Subpart B, and lectlon
1919 of the Act are al lo net.

For provldcre of ICPlltR serrrlceer the
regutrenentr of partlelpatlon ln a2 CFR Part {83,
Subpart D are allo net.

For each provlder that ls el lg lble under
the plan to furnleh anbuLatory prenatal
care to pregnant women durlng a presunPtlv€
eltglbl l t ty per lod, al l  the regulrementl  of
s e c t l o n  1 9 2 0 ( b ) ( 2 )  a n d  ( c )  a r e  m e t .

/- /  rot  appl lcable. AmbulatorY pr€natal  care ls
not provlded to pregnant ttomen durlng a
preaumpt lve  e l lg lb l l l t y  per lod .

( a l

( b )

( c )

( d )
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September 30,2003

a5(a)

iARKANSASIState/Territory:

Citation
1e02 (aX58)
1902(w) 4.r3 (e) For each pror-ider receiling fi.rnds under

the plan, all the requirements for
advance directives of section 1902(w) are
met:

(l) Hospitals,nr:rsingfacilities,
proriden of home health care or
personal care sereices, hospice
Prograrns, managed care organi zations, prepaid inpatient
health plans, prepaid ambulatory health plans (unless the
PAHP excludes providers in 42 CFR 489.102), and health
insr:ring organizations are required to do the
following:

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

(b)

(c)

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

Documeat in the individual's
medical records whethEr or not the
individual has executed an advance
directive;

Not condition the provision of
care or othenvise discriminate
against an individual based on
whether or not the individual has
executed an advance directive:

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

EffectiveDate 8-l i-O3
Approvai Date lZ - 22 - O?

(d)
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Revised: September 30, 2003

State/Territory: |--UUL,\]{SASI

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

(l) Proride (individually or with
others) for education for staff
and the community on issues
conceming advance directives.

Providers *ill furnish the written
information described in paragraph
(1)(a) to all adult individuals at
the time specified below:

Hospitals at the time an
individual is admitted as an
rnpatient.

Nursing facilities when the
individual is admitted as a
resident.

Providers of home health care or
personal care services before the
rndiridual comes under the care of
the provider;

Hospice program at the nme of
initial receipt of hospice care by
the individual from the program;
and

(2)

(a)

(b)

(c)

(d)

(3)

(e) Ivfanaged care organizations, health insr:ring
organizations, prepaid rrpatiant health plans, and prepaid
ambulatory health plans (as applicable) at the time of
enrollment of the indivrdual with the oreanization.

Attachment 4.344 describes law of the
State (whether statutory or as
Recognized by the courts of the
State) concerning advance directives.

TN# Effective
Approval

Not applicable. No State law
Or court decision exist regarding
advance direcril'es.

Dare E' 13 -O3
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State/terrltoryr

C$a t l on  4 .14
Tffi-?sr.oo
42 CFR 456.2
50 FR 15312
1 9 0 2 ( a f  ( 3 0 1  ( c l  a n d
19O2(d )  o f  t he
A c t s ,  P . L . 9 9 - 5 0 9
(Sec t l on  9431 )

1 e o 2 ( a )  ( 3 0 l  ( c )
and  19O2(d |  o f  t he
A c t ,  P . L . 9 9 - 5 0 9
(seet lon 9431)

(uB)

ARKAT{SAS

Utsl,l lzatLon/Qualitv Control

(a) A Statewide progran of eurveil lance and
utll lzatlon control has been implenented that
eafeguards agai-nst unnecesaary or inappropriate
uge of Hedicaid eerviceg available under thle
plan and against excesa paymenta, and that
aaseaaea the guality of eerviceg. The
requlrements of 42 cFR Part 456 are met!

X DlrectLy

X By undertaking medical and utl l izatLon
review requirements through a contract with
a Ut l l izat ion and Qual i ty  contro l  Peer
Review organizatlon (PRo) deaignated under
42 cFR ParE 462. The contract wlth the
PRO--

(1 )  Mee tE  the  requ i remen ta  o f  5434 .6 (a ) ;

( 2 1 Includee a monltoring and evaluatlon
plan to ensure eatlafactory
performance;

(3) Identlfteg the services and providera
aubject to PRo revlew;

(4) EnsureE that PRo review actlvlt lee
are not lnconeietent with the PRO
review of Medicare eerviceai and

(s ) Inc ludes a deecr ipt lon of  the extent
to whlch PRo determlnattons are
considered conclugive for Palrment
PurPoses.

Quality review reguirementE deecrlbed ln
i ec t t o i r  1902 (a ) (3o i ( c )  o f  t he  Ac t  re la tLng
to eervicee furnished by tlMOe under contract
are undertaken through contract with the
PRO dealgned under 42 cFR Part 462.

By undertaking quality review of eervices
firnlehed und6r-each lontract wLth an ltrto

DATE RTC D

DATE ni'PV',O FFR 0 5 isg',>
DNTE $F

HCFA I79

Sup€r A;4Eoval D"r" jgqjE-Igge Effectlve Date
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Bevlelon: HCFA-P!|-85-3
lrAr 1985

(BBRC)

ARKANSAS Revised:

onB tro. 0938-0193

(b) ?tre Hedlcald agency meets the requlrernantr
oE 12 CFR Parb 456, SubPart G' for
control of the utl l lzatlon of. lngatlenb
hospltal senrlcee.

fV utfftzatlon end nedlcal revler aist
performed by a Utillzatlon and Quallty
Control Peer Revier organlzatlon deelgnated -
under 42 CFR Part 462 that has a contcaet
ultb the atency Lo perforrt those revleus.

21 vtitizatlon revlew ls perforned ln
accordance ri th 42 CFR Part 456' Subpart H,
that speclfles the condltlons of a. salver
of the requlrements of Subparb C for:

tJ nt hospltals (other than oental
hospi ta ls) .

i7 rr,o"" specified ln the walver.

1U xo ralvers have been granted.

tq s '
State:

Ci  ta t ion
42 CPR 156.2
50 FR 15312

l . l a

(

cIATE -"-'or", 
R"'c'0

"^tt 
nttn'o

Ut.T-E F'i ?

HCFA ""15

rN No. _{}4.q
Ef fec t ive  DabaiiJ;,::"u:15'-a/Approval D't. lL${ 0 -

HCFA fD: 0048P/0002P
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Rcvlaion: l{CFA-Plt-S5-7
JLLT 1985

Strta/IcrritorT:

48

(BEBC)

ARIONSAS

OllB IO.: 0938-O193

a.I4 (c) Thc lledicaid agcncy mrtr tbl rcquiFcn ntg
of J2 C?8 Psrt rf56, SuDprrt D, for coatrol
of utlltzation ol lnplticnt rcsrl,ccr ln arotrl-
hotgiLels.

4]/ uuffizrtion rnd rrdicel srvirr an
pcrfonrd Dy c Ullltzrtion rnd Sattly
Control Pecr Seviev ot3anization deciBnrted
undrr 12 CgR Part. a62 thst har a contrect
vilh thc ltGnct to pcrfora thosc ravisrr.

4Juufffzttion rcvier-is prrfoncd ln
sceordancc vith .f2 C?R Paet f56 ' Subtrrrt tl'
that spcciflcs thc condltLonr of e rricrr"
of the rcquirenrnts of Subpart D for:

f] Alr ucatat hospitels.

!-1 rno"" apreificd in tho niYcr.

!2U Eo vtivcrs hevc bacn grentcd-

-/TVot applieable. fnpaticnt scnriccs ln rucntll
hospitats cre no! providcd urder thls plen.

t . ' ' j : j :  :c::. iDio

:icv ? 1EA5

T: ,:.;::1.,;.ii, ' '- l.!.i: - -85-a I

Cltatl  on
12 CyB a56.2
50 PR 15312

TII Uo.
Effeetive Dste l'tAY 1 1995

HCF-{ ID: OO48P/0002P

Supor redes_ A
TJ Ho.  

-1 r * t Approval Date
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49

(BU8C)

ARKAIISAS

0[a- to:- 09384193=

(d) The Uedicaid aeeocy nrcts thc raquircorntt of
|2-CEB Part 456, Subprst B, fortb. controlof:
utttlzr,tlon of slillad nurriat; factltty -
rtwiceg.

4-l Utilization and ardtc'r trlYicr tra
pcrforaed by a Utlll,zetlon end Qualltt-
Conlrol Pecr Revier orianization derignrtcd.
under 42 CFR Part 462 that has a contracl
vith thr at.Bcy to pecforo'tbosr revicr:--.

/j&/- Utlllzatlon revicu-is perfotrrd ln:.
accordaacr rilh 42 CFB'Ptrt 456' Subtrg.FH'-
that specifies the condiLions of a uriu*
of ttre requireacnts of Subtrart E for:

!-l ALL skitled nursing facillt'ies.

/j7'rto"" specified in tlrc reivcr.

l l llo vaivers have becn granted.

Revision: HCFA-PII-85-3
ltll 1gg5

Stete:

Citatloa
42 cF8, a56.2.
5C Pn $312

4 . 1 4

j 7r.lC.;-:l) 
1.,, D,:;:_ i3iF.C?,:.,r)D3

Dr:.i:i: li0v Z lgAS 
' v

? F r . . -  
-f .1^f. r5i.. i;?7rr.,,. 

lr,C): fST

TS lio.
Supersedes
TlJ Uo . '1 S'22-

zffective o"t" -l/l[!_!!p5

IICFA fD: OO48P/0OO2P

ApSrroval Date
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Revision: '  HCPA-PI|-85-3
lrAY 1985

Strts:

(BE.RC)

ARKAI{SAS

oErso=093H193;

l.M E(e) Tlre Hcdicaid atency neots thr requLrcarats:
of 42 CFR Parb a56, Subprrt-F' for control--
of -thr ubilizatioa 'of :lntcrurdlatr cen-*' '''

facitlty sarnrlces. Utlllzatlon revicr .1,s.
facilities is provided through:

4-7 raeifity-based revier.

4;7 oirect rcvier by peraonnel of thc aadi,crl--
asgistancc unit of the Stata atsrcy.

I f Pecsonnel undor contract to thr urdlc.l
aniatance unit of -thr.St8ta agtucy.

Utilizatton and Quallty Control Pc.r BcYlcr
OrBanizationg.

Another method as describad in AtTAClgfgff-
4 .14-A.

!_l l\ro or nore of tha ebovc netbods.
AtTAClCEtlt? 4.14-8 deseriber thc .
clrcungtances under rhicb each actbod ts-
usrd.

Uot applicable. fnberaediate eare facl,lltt
ecntices ara not providcd undgr this plan.,

' , t. 
.-: ' .. j ,\ ' ; i

Ci ta t ion
42 CFR 156.2
50 FR 15312

t t

l l

t t

, \ '  i , l  i l - i  l , : t lCFr".- ' :  rO

i;0v ? l!35

Ti,'.: : il,::lr.' : I lcz - -?s--A I

Approval Date ;, -' ', 7 i .  . a
Ttl Eo. ,5.: I
SuperseCes
rll llo . 151tJ

t'AY I i985Ef .Eec t ive  Date tL

llC9.l ID: 0048P/O0O2P



Revieion: HcFA_pH_ 9l_10 (MB)

5Oa

ARKAIISAS

utll lzatlon/Qualltv control (Contlnued)

(f) Th€ Medlcatd agency meeta the requlrements of
s e c t l o n  f 9 O 2 ( a ) ( 3 0 l  o f  e e c t l o n  1 9 0 2 ( a ) ( 3 0 l  o f
the Act for control of the aaeurance of guallty
furnlehed by each health maintenance
organlzatlon under contract wlth the Hedlcald
agency. Independent, external quallty reviewe
are perforrned annually byt

A Utlltzatlon and Quallty control Peer
Review organlzatlon deetgnated under 42
eFR Part 462 that hae a contract with the
agency to perform thoee reviewa.

DECB{BER 1991

state/Terrltory:

4 . L 4cltatlon

1 9 0 2 ( a |  ( 3 0 )
and  1902 (d )  o f
the Act ,
P . L . 9 9 - 5 0 9
(sec t l on  9431 )
P . L . 9 9 - 2 0 3
(sec t i on  4113 )

A private accredltation bodY.

An entlty that meete the reguirements of
the Act, ae determlned by the secretary.

The Medicaid agency certif lee that the entity
ln  the preeeding eubcategory under 4.14( f )  le
not an agency of the State.

C T A T E

T!! No.
Approval Dar€ FEB 0 5 lgg2 Effecrtve Date 01 igut
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Revis ion:  HCFA-PM-92- 2 (HSQB)
l,tARCH L992

State/Terr i tory: ARKATISAS

citat,i,on 4 .  1 5 ion of Care :.n Intermediate t iea
ent
:n-na

f
s Prov

Mental

42 CFR Part
455 Subpart
I ,  a n d
1 9 0 2  ( a )  (  3 1  )
a n d  1 9 0 3 ( g )
of the Act

The State has contracted with a Peer
Review Organization (PRO) to perform
inepect ion of  care for :

ICFE/!lR,

Inpat ient  peychiat r ic  fac i l i t iee for
recipients under aqe 2li and

Mental  HoEpi ta ls .

42 cFR Part X
455 Subpart
A and
1 9 o 2 ( a )  ( 3 0 )
of the Act

AI I  appl icable requi rements of  42 cFR Part
456,  Subpart  I ,  are met  wi th respect  to
periodic inspectiong of care and serviceg.

f. lot applicable with respect to intermediate care
facil i t ies for the mentally retarded Eerviceei euch
eervices are not provided under this plan.

Not applicable with reepect to eervicee for
individuals age 55 or over in ingtitutione for mental
diseaEei guch Eerviceg are not provided under thLg
p lan .

Not applicable with reepect to inpatient peychiatric
Eervicee for lndividuale under age 2Ii such gervicee
are not provided under this plan.

x

DATE APPV'D

DATE :FF

HCFA I79

Super Ef fecrive D.€E€$.LI991
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nevial6: m:A-a8-80-38(BPP)
t'lay 22' 1!)80

52:

AT|I!C$|ENT 4.16:A deicrlbes the

Cltatlcn
ffiRfB1.6ui(cl
A6-78-90

l.16

ltr tldlcald ageney tras cocperatlve
arsalgment!' $lth state heallh ard
vetisraf rehablLltatlcn agencies and
wttb tttle V grantcer' that nect the
reqrilraurts of 42 CER {31.515-

ffietEnEs wlEr-r -sr-r? .-reda-.
ardl rrocactqral rehabilttattcn agelrl,es.

(

Sulnrsedes
lN l

Asprorar ^*1tgy'!- Errective **:/g/l/
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Revislon: HCFA-PM-9s-3 (MB)
l.{AY 1gg5

STAIE PI.AII T'NDERTITLE XIX OF. THE SOCIAI SECURITY ACT

ARKANSASstate/terrS.tory:

Citation
freF-T33.36(c)
1902(a )  (18 )  and
1917 (a )  and  (b )  o f
the Act

4.L7 Liene and Adjuetments or Recoverieg

(a)  L iene

The State impoeee lienE agatnet an
Lndividualre real property on account of
medical aeetetance paid or to be patd.

The State complles with the regulremente
of  eect ion 1917(a)  of  the Act  and
regulat ionE at  42 cFR 433.35(c)- (g)  wl th
reapect to any lien tmpoaed against the
property of any lndtvidual prlor to hla
or her death on account of medical.
agaietance paid or to be pald on hie or
her behalf.

The State inpoeee lienE on real proPerty
on account oi benefitg incorrectly iald.

The State tmposes TEFRA lieng
1917(a)(1)(BJ on real .  prop€rty  of  an
indLvidual who is an Lnpatient of, a
nursing facllity, IcFlltR' or other
medical institution, where the
individual ls required to contribute
toward the cost of inetitutional care
all but a minirnal anount of income
required for personal needs.

The procedureg by the State for
determlning that an lnEtltutionalized
individual cannot reasonabLy be exPected
to be discharged are specif,led ln
Attachment 4.17-A. (NOTE: If the State
indicateg tn its state plan that j,t lE

-. lmposing TEFRA liens, then the State i5
required to determine whether an
institutionalized individual ie
permanently inEtitutlonalized and afford
thege individuals nottce, hearing
procedures, and due proceee
regui.rements. )

The State irnpoees lieng on both real and
pereonal property of an individual after
the individual' g death.

STATE

DATE

DATE

DAIE

HCFA

RI(] 'D

D"dl|L 2 5 1995 Errective Dat
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Revision: HCFA-PM-95-3        (MB) 
  May 1995 
Revised:  June 1, 2010 
   

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State/Territory:   
 

  ARKANSAS                                                                    

     (b)    
     

Adjustments or Recoveries 

  The State complies with the requirements of section 1917(b) 
of the Act and regulations at 42 CFR 433.36(h) – (i). 
 
Adjustments or recoveries for Medicaid claims correctly paid 
are as follows: 
 
(1) For permanently institutionalized individuals, 

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

 

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

  X 
   

 
(2) The State determines “permanent institutional 

status” of individuals under the age of 55 other 
than those with respect to whom it imposes liens 
on real property under §1917(a)(1)(B) (even if it 
does not impose those liens). 

  X 

 
(3) For any individual who received medical assistance at 

age 55 or older, adjustments or recoveries of payments 
are made from the individual’s estate for nursing 
facility services, home and community-based services, 
and related hospital and prescription drug services. 
 

In addition to adjustment or recovery of 
payments for services listed above, payments are 
adjusted or recovered for other services under 
the State plan as listed below: 

__ 
   

 
None 
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Revision: HCFA-PM-95-3        (MB) 
  June 1, 2010 
 
   

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State/Territory:   
 

  ARKANSAS                                                                    

      4.17(b)        Adjustments or Recoveries 
 
             (3)       (Continued) 
   

  Limitations on Estate Recovery – Medicare Cost Sharing: 
 
 (i) Medical assistance for Medicare cost sharing is 

protected from estate recovery for the following 
categories of dual eligibles: QMB, SLMB, QI, 
QDWI, QMB+, SLMB+.  This protection extends 
to medical assistance for four Medicare cost 
sharing benefits:  (Part A and B premiums, 
deductibles, coinsurance, co-payments) with dates 
of service on or after January 1, 2010.  The date of 
service for deductibles, coinsurance, and co-
payments is the date the request for payment is 
received by the State Medicaid Agency.  The date 
of service for premiums is the date the State 
Medicaid Agency paid the premium. 
 
(ii) In addition to being a qualified dual eligible 
the individual must also be age 55 or over.  The 
above protection from estate recovery for 
Medicare cost sharing benefits (premiums, 
deductibles, coinsurance, co-payments) applies to 
approved mandatory (i.e., nursing facility, home 
and community-based services, and related 
prescription drugs and hospital services) as well as 
optional Medicaid services identified in the State 
plan, which are applicable to the categories of 
duals referenced above. 

 
 

   
   
  

  
 
 

 



**ffir*l
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Revision:

relT(b)l(c)

TN No. O7 - iq
Supersedes
rNNo. 9S- n

HCFABPM-95-3 (MB)
May 1995
July l,2008

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Tenitory: ARKANSAS

(4) _

DATE EFT 2,.J -O!__

HCFA 17s-%.t3----
- . b l i - 6 - r - €

The State disregards assets or resources for individuals
who receive or are entitled to receive benefits under a
long term care insurance policy as provided for in
Attachment 2.6- A, Supplement 8b.

The State adjusts or recovers from the individual's
estate on account of all medical assistance paid for
nursing facility and other long term care services
provided on behalf of the individual. (States other
than Califomia, Connecticut, Indiana, Iowa, and New
York which provide long term care insurance policy-
based asset or resource disregard must select this entry.
These five States may either check this entry or one of
the following entries.)

The State does not adjust or recover from the
individual's estate on account of any medical
assistance paid for nursing facility or other long term
care services provided on behalf of the individual.

The State adjusts or recovers from the assets or
resources on account of medical assistance paid for
nursing facility or other long term care services
provided on behalf of the individual to the extent
described below:

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

x

Approval Date J *2l- Og Effective Date 1- t-09
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53c

(!{B)

TITLE XIX OF THE

ARKANSAS

SOCIAL SECURITY ACT

( c ) Adiuetnents or Egcoveries! Lfunilat!

( 3 )

patd.

STAIE PI.AI{ UNDER

State./lerritorY:

The state cornplies with the reguLreroents of

ae" t i "n 1917(B)(2)  of  the Act  and regiu lat ions
a t  4 2  c F R  5 4 3 3 . 3 5 ( h ) - ( i ) .

(1) Adjustment or recovery 9{ medical
aeiigtance correctly paii l wil l be nade
only after the death of ttre individual'g
suriiving EPouEe, and only when the
tndividuil 

-hae 
no surviving chLJ'd who ie

either under age 2L, b1ind, or dieabled'

(2) t{ith respect to l ienE on the home of.any
indivtdull who the state determtnee is

Permanently lnatitutionalized and who
muEt aa a conditlon of receivtng eerviceg
in the inetitution apply their incone to
the cost of care, the state wil l not geek

adjustnent or recoverY of nedical
aelietance correctly patd on behalf of
the individual unti-I luch tirne ag none of
the following lndividuale are reElding in
the individualrg home:

(a) a sibling of the individual (who wae
residins-in the individual'g home
for at leagt one Year funnediately
before the date that the individua!
waE institutionalized), or

(b) a chtld of the lndividual (who was
residing in the individualrs home
for at ieagt t$to yeara innediately-
before the date that the individual
waa lnetitutionalized) who
eetablishes to the Eatisfaction of
the State that the care the chlld
provided perraitted the tndividual to
iestde at-home rather than become
ingtitutionalized.

No nroney palments under another progralB
are rediced-ae a meanE of, adjustlng or
recovering Medlcaid ctaimg incorrectJ'y

STATE

DA.TE

DATE

DAT;

HCFA

R. !C 'D.

AI:V'D

.r o.t"JUL 2 5 ive Dare IIIAY-!II!9!
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RevlEton: HCFA-P!.!-95-3 (uB)
MAY 1995

STATE PI.AN UNDER

State/TerrLtory:

TIILE XIX OF IHE SOCIAL SECURITY ACT

ARKANSAS

(d) ATTACHMENT 4.17-A

(1) Specifiee the Brocedureg for determining
tlat an institutionallzed lndividual
cannot reaaonably be expected to be
diecharged f,rom Lhe medj.cal lngtltutton
and return home. the deaerlPtion of the
procedure meetg the reguirements of 42
c F R  4 3 3 . 3 6 ( d ) .

(21 SpecLfiee the criterla by which a Bon or
a daughter can egtablieh that he or ghe
hae been providing care, aa epeclfled
unde r  42  cFR 433 .36 ( f ! .

(3) Definee the following terms:

o egtate (at a mininum, eatate aa
deflned under State probate law).
Except for the grandfathered Statea
t i e t e a  i n  e e c t i o n  4 . 1 7 ( b ) ( 3 ) ,  l f  t h e
State provides a disregard for aasetE
or reeources for any lndividual who
received or ig entitled to receive
beneflte under a long term care
ineurance policy, the definit ion of
eEtate louel lnclude all real, peraonal
property, and asgete of an Lndivtdual
(tnctualng any PEoP€rty or agseta in
which the-Lndividual had any legal
title or interest at the tlme of death
to the extent of the intereEt and ateo
inctuding the aEEetE conveyed through
devLcee euch ae Jolnt tenancy, l i fe
eEtate, l lving truat, or other
arrangement),

o indiv idual 'e  home,

o equlty lntereet tn the hone,

o reetdlng ln the home for at leaEt 1 or
2 yeata,

o on a continuous bagtg'

o diecharge from the medical inetitution
and return home, and

o tawfully residing.
STATE
DATE Ii:,: i

DATE l.r ' ' iv 3

DA;E EFi:

HCFA t79

"r o"tJllL 2 5 E r rect ive o.."lflAlll-Ll99i-
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lrAY 1995

53e

TITLE XIX OF THE SOCIAI. SECURII! ACT

ARKANSAS
STATE PLAN I'NDER

State/Territory:

(4) Deecribeg the gtandardg and procedures
for walving eEtate recovery when t.t would
cauEe undue hardahip.

(5) Definea when adjugtment or recovery 18
not coat-effective. Definee cost-
effective and Lncludee methodology or
thregholda used to deterotne coet-
effectlveneEa.

(5) Degcrlbee collectlon procedures.
IncludeE advance notice regutrements,
apecif!.ea the srethod for aBplying for a
walver, hearing and apSnala procedurea,
and the tlrne franee involved.

STATE

DATE F.:.:'D

DATE A.iiV '

DAi ' ;  i f ;

HCFA I i 9

Ef,fectlve Datfl



Rev ls lon :  HCFA-PU-91 -  4  (BpD)
aucust l99l

56a

Ol,lB llo. : 0938-

(C)  Anount(a)  of  and basts for  d€t ,era ln lng
the  cha rge (s )  t

(D)  U€thod uged to col lect  the charge( l l ,

(E)  Bagle for  determln lng whether  an
lndlvtdual ls unable to pay the charge
and the m€ana by whlch auch an Lndlvldual
le  ldent .Lf led to prov lders;

(F) Procedures for lmplenentlng and enforclng
the exclus lone f rom cost  shar tng
c o n t a t n e d  L n  4 2  C F R  { { 7 . 5 3 ( b ) i  a n d

(G) Cunulat lve maxlmum that  appl les to a l l
deductlble, colnBuranca or copalment
chargea lmposed on a ap€clfled tlne
pe r l od .

N Not appllcable. There te no
maxtmum.

Ef fect lve Date

Rev ' ised :  March  l .  . |993
state/Teirltory: ARKAI{SAS

{ .  r 8 ( b )  (  3 )  ( c o n t t n u e d )

fl1l) For th€ categorlcally needy and qualtfled
Medlcare benellclarLes, ATTACHUEIIr {. 18-t
apecl f lea the:

(A )  Se rv l ce (a )  f o r whlch a charge(g)  l r
appl led;

(B)  Nature of
servtce i

the charge lupoaed on each

C l t a t  l o n
{ 2  C F R  { { 7 . 5 1
t h r o u g h  { { 7 . 5 9

TN No.
Supers
TN No.

aI  Da

HCFA ID: 7992E,

J i 1 1  l L

n ^ T r :  F C a  n

in, i^.nultWl A
DrrTE Ei-F

f  l c i : , \  i 7?
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Revtrlonr tlClt-Pll-91- 4 (BPD,
AF!u3I rt91

ODIB io.: 0933-

rilrc

Cltatlon
1 9 1 5 ( c )  o l
the Act

1 9 0 2 ( a t  ( 5 2 1
anc l  1925(b)
of the Act

1 9 r 5 ( d )  o f
the Act

No.

No.

strt./!r.r8lcor7r

E2'

{.lS(b} lll E A uonthly prcllur la lnpoeed on Prlrgrtnt
rc.n ani lnlantl who arc cov€rcd under
t . c t l o n  1 9 0 2 ( a l ( 1 0 1 ( A ) ( 1 r ) ( I x )  o l  t h '  A c t
and whoac tniolr eiriair or exceedt 150 perccnt
ol thc Federal povert'y level apptlcabl' to a
taltly of thc rl'zc lnvolved' lhc r'$rlrcrcntt
ol  ecct lon 1916(cl  ol  the Act arc lct '
ftrecnrZrr l.tg-o apecif,lee th€ !'thd th? ---
Statc tllel for detenlnlng the Pa"lEr tnd tne
cr l te r la fo rde termln lng iha teonr t l tu t . 'unduc
hardrhlp for ralvlng payucnt of pr'durr bV
r.ciPl.ntt.

1.fg(b) ltl La For faltll 'er rccel'vlng e:tandad bcnllltl
durlng a cecond 6-nonth perlod under
Eect l5n 1925 of the Act,  a monthly prenlun
la lmpoaed ln accordance with sect lon!
1 9 2 5 ( b ) ( { )  a n d  ( 5 )  o f  t h e  A c t '

{ .18(b}  (  6  )  t - t  a '  tnonth ly  p remlum,  Eet  on-  a  s l ld lng  gca le '
lrnpoaed 6n- quallfled dlsabled and worklng
lndlvtduals who are covered
u n d e r  a e c t l ' o n  1 9 0 2 ( a ) ( 1 0 ) ( E ) ( l l )  o f  t h e  A c t  a n d
whoae Lncome exceeda 150 percent (but does not
exceed 200 percent) of the Federal poverty
leve l  app l t -ab le  to  a  faml ly  o f  ths  t l ze
Lnvo lved.  The requ l re rnents  o f  sec t lon  1916(d)
of the Act are met.  ATTACHT'tEtf t  4 '18-E
speclf lea the method and standardt the State
uges for deter:nlnlng the Premlum'

TN
Su
TN

Ef fec t l ve  Da te OcT -
HCFA ID I 79828

STAT E

DNIE R[C' t )

DAIE NPPV'D

DAl i :  E tF

F l c F n  l i ?
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Revlrtonr RCll-PX-9t- 4 (BPD,
1gs61 l99l

OllB llo. s 093t-

Cltatton

{2  CrR  aa7 .5 l
through a{7.58

447.51  th rough
{ t 7 . 3 8

Strt /!.El.toryr rnnrsx;
{.r8(ct N tna*tdualr aa. covcrcd aa ncdtcally needy undcr

thc plan.

$tn tn enrolhont fo.' 9rc!ltt! or shtlar chargc le
tapoecd. ATIAclqlfrT a.18-8 lttccltl.. tho
anount of anC ttibfffty pcrtod tor luch charger
lubj.ct to thc rarlnul allorablr ch.rgtrt-ln {2
CIR-{{?.52(bl  and dcf lnct thc gtt t . ' t  pol lcy
regardlng ihi eftact on reelplcntr ot
non-payn-nt o! the anrollncnt tcc, prclt'u[, or
slallar chargc.

No dcductible, colnlurancc, coPay!.ntt
or tlallar chargc 1l lapoacd undcr thc plan for
the fol lowlng:

Servlcee to lndlvlduale under agc 18, or
under--

L- Age 19

D Ase 2o

D Ase 21

Reaeonable categor les of  lnd lv lduale etho
are age 18,  but  under age 21 '  to  whom
charg6s aPPIY are l l 'g ted below, l f
app l l cab le :

( 2 )

( t )

r oatJlEC 13 Effect lve Date nnr - 1 1991
HCFA ID: 79828

STATE

t )AIE REC'D

L)AI  E APPV'D

D,^iE Ef-l-

HCf-n l7e

A
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Rcvlrlonr HClt-Pll-gI- 4 (BPD,
ascu51 1991

418 tro.: 093t-

Stetr/TcrrltorTr rfiffixi

Cltatlon

12 crn l f7 .3 l
through
{ {7  .58

1916  o f  t he  Ac t ,
P . L . 9 9 - 2 7 2
( S e c t t o n  9 5 0 5 )

4 {7 .51  th rough
{ { 7  . 5 8

{ .18  (c l (2 )  (Cont lnuod}

( r l )

( r111

(  rv)

( v )

( v l )

( v 1 1 )

(  v t l l  )

Approval Dat€

!l.rytc.. to grrgrnant ro!.n rclatrd'to the
pr.gntnctz or !nt7 oth.r acdlcal condlClon
thag lay corgltcat. thc Pa.(mancy.

All eorvlccr furnlehcd to Prcgnant srilllo

D l{ot appllcablc. Chargee apgly lor
cerrtliie to Pacgnant wouen uu.ltt.d to
the PrcAmanclz.

Scrlc.r lurnlrhed to any t'ndlvldurt rho 1r an
lnpatlcnt tn a hoepltal, 1o99-tatl clr.
tailllty, oa oth.r acdlcal lnetltutloa, t'f the
fndlvlduil le requlredr aa a condltlon of
receivlng servlcec ln the lnltltutlonr to spend
for rnedlial care costa all but a alnhal amount
of hle lncone regulred for personal necds.

En€rgency aervlcea lf th€ gervlcea Dcct th€
r e g u l r e n e n t e  l n  { 2  c F R  4 4 7 . 3 3 ( b ) ( { ) .

Famlly ptannlng gervlces and suppl lea furnlshed
to tndlvlduala of chlldbearlng aE€.

Servlcee furnlghed to an lndlvldual
rece lv tng  hosp lce  care '  ag  de f lned ln
aec t lon  19O5(o)  o f  th€  Ac t .

Servlces provlded by a health mat'nten.nc€
organlzatlon. ltttlo) to enrolled lndlvlduala.

D Not aPpltcable. No auch chargc! are
tnrpoaed.

Su
Ttl No.

Effect lv€ Date

HCFA ID z 79828

STATE

DATF REC'D

DAI E N PPV

D/rTE EFF

HCFA I79

A
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Revtalon:  HCtA-Pl{ -91-q (BPDI
. Aucusl 1991

Ol{B l fo . :  0938-

Revised: S;pidnber t, lggz
State/Tsrrltoryr ARKATISAS

{ .18(c ) (3 )  Un lera  a  ua lvc r  undr r  {2  CfR {31 .55(g)  app l l r r r
noolnal deducttbla, colnluranco, copaliBsnt, or
glsllar charger are lnpoeed on eenrtces thrt aro
not ercluded troa auch chargeo under ftel (b)(2)
above.

lJ Not appllcable.
lnpored.

No such chargea are

(1) For any E€rvlce, no mors thrn on€ type of,
charge la Lnpoaed.

(11) Charger apply to aervlcea furnlshed to the
fol lowlng age group:

N t8 or older

D 19 or  o lder

D 20 or  o ldar

n  2L  or  o lder

Reaeonable categorlee of lndlvldualg who are
years of age, but under 21, to whom charg€a
app ly  a re  I le ted  be low,  1 f  app l l cab le .

Cl ta t , l on

l 8

SEPOl
HCFA ID:  79828

S T ^ T E

DATE

DAI I

D A I E

HCFA

9 F a  n

APPV D

EFF

t79



Rev le lon :  HCtA Hec lon  V l
Septclber lgg2

REVISED:  March  1 .  1993
r i' 

3t.t./tGrltorT;

Crl..t 'ro

alt.tl tbscorb

aa?.t l

a.lf(e, l ! l  (coo3tt l | | .al

5 6 t

ARKANSAS

(c ,

(D l

( r ,

( r ,

(el

447 .57 { -18 (d )

tl lc.

(lrr, ?or 3h. ..!l:ll-!Lood!, end oGDr: qtloarl
9asFr IFICE! ..ra-e .F€ttt-- i fr

(f, torrt€.(rl tos ritai
.gtrlt.d,

(!t Lrrre of tho chrrlr
aas?tca,

rDuot(rl ot td brrtr ior tb:Grlrlrl3h. ch.rl.(ftt

Lrh(^t urd tc coltrct tD. of.dDlrt,

lmtr tot d.t.nlatng riotlrr o
ldlvldutl lt rrDlo-to D.r ab alrartt
.rta cD. ru. bt ritet rici o fffrldl
rr l(f.3t(t.a tc jcorlr-trf

trocrOrlr tor tqrlnttn rd ctaslf
3h. .rclulcar trc caC rlrrtn
cor3.ln.d tn fl Crl alt.tt(fll i-

Guh3tvr rrtrr rh.t rtr)ur t. rtl
CrlrcttDl., colilta.r., li clortci.sff, tTolec ol r trtf1l -ifif r-
.D.€tlld- 3Lr gaalod.

lc3 .DtltclDlt. g'lt3r la E nl-.

ltre lledlcald aBcDcy dorr not
lncroacc tho payaonb tt nrleg to
any provldor to offrt  uncollcctcd
a.munts for deductlblct, co-
l,nturancc, copaynents or lLrlla8
chargoa that the providcn hae
walved or  are uncol lectable,  excopt
as peroitted under 42 CgR
447  .57 (  b )  -

tttro3lvo

tlCtt lDt

0 1 lgs?
7)aar

TOTRI- P.Sz

ct sfrlrl l.

frFa.C co orcl

l>trTi: ..r;,:'r,.1-W I A
t ) ' \ :  [ -  i : : ; :  -

i l l i :n 179



Revtrlonr llClt-Ptl-g1- 4
Apctsr l99t

Strtr/Trrrltoryr

Cltat lon

f2  cFR 117.232
1 9 0 2 ( a l  (  1 3 )
and t92t ot
tha Act
tq oLLdQ)tl
z|-g- d4f '

TN NO.

57

(EPD'

Anttr$!;

o|IB l lo. :  09tt-

t#u

{ . f9 Prtr .nt  lor g.nt lc.r

(ai Thr llrdlcald agrnclz rc.t. the rogulnlrntr ot
12 c?R Part ll i, gubPart C, and t'ctlon'
1902(a) (13)  and l92 t -o l  th r  l c t  t ' t th  r t 'P 'c t  to
payninl ' to i  tnpat l .nt  borpl tal ' l rvtc" '

ArTlcHrltrT l.l9-A dolcrtbcr th. Lthodr and
rtandtrd. urffi dctorrtnc ratol tor payrent tor
lnpatlont horPltal rervlcre.

n Inapproprtato lovel of caro dayl arr covord and
iri ' i,afi undcr th€ gtat. plan-it loror-rator than
othci tnpatient holpttal lcrwlccl, rltlectlng the
level of-care actuat ly recetved'  ln a annnor
c o n a t a t e n t  w l t h  a e c t t o n  f S 6 f ( v ) ( f ) ( C l  o l  t h o  A c t '

Super!
TN  NO.

/3 Inapproprtate level of  care daye are not covered'

val  Date E f l ec t l ve  Da te

HCFA ID :  79828

STATE

t)N TE R[C'D _

L)ATT

TIAIE I t :F _

A

l l c t :A  t / e
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Rev la lon :  HCFA-P i l -93-
Augusc  1993

( l lB l

ARKANSAS

oHB No . :  0938 -

State/Terr l tory s

Cl tat lon
Ili-CFFfl?.2o1
{ 2  C F R  4 4 7 . 3 0 2
52 FR 286' t8
l 9 o 2 ( a f  ( r 3 l  ( E t
r 9 O 3 ( a f ( 1 1  a n d
( n l ,  1 9 2 0 ,  a n d
1926  o f  t he  Ac t

r 9 O 2 ( a )  ( r 0 f  a n d
r 9 o 2 ( e l  ( 3 0 )  o f
the Act

4 .  r 9  ( b l In  addt t lon to the serv lces epecl f led ln
g a r e g r a p h e  r 0 . 1 9 { a f  ,  ( d l ,  ( k l ,  ( l l ,  a n d  ( m f  , t h e
lledlcatd agency mect! the followlng
rcqulrernenta:

( f l  S e c t t o n  f 9 O 2 ( a l ( l 3 r ( E l  o f  t h e  A c t  r e g a r d l n g
pryoent for rcrvlcer turntahed by Federally
quellt led health centers (f$tcsl under aectton
l9o5 (e l (2 r ( c l  o f  t he  Ac t .  The  agency  mee ta
tha rcgulrem€nt! of aectlon 63O3 of the strte
l lcd lceld t lanual  (HCFA-Pub. '15-61 reqarding
PetoGnt for IQHC acrvlce.. f!:tACHlfENt 4. f 9-B
iricrruer cnJ n€snod of paymeffi
.g.ncy dctcrrnlne. tht relroneble coltt of the
tcrvlcaa (for exanple, coat-rePorcr, colt or
budgct rsvlant, or rarnple lurvcy!l

( 2 1  s e c t t o n r  f 9 O 2 ( a l ( t 3 t ( E )  a n d  1 9 2 5  o f  t h e  A c t ,
and {2 CFR Part t0tl7, Subpart D, wlth reapect
to pryocnt for all other tyP€t of ambulatory
lorvlcer provtded by rurel health cllnlca
under the plan.

ATlAclll{llfl {. 19-E detcrlbes the methoda ani
ff i tho ptynent of each of theee
aarvlca. except for lnpetlent hoapltal, nurelng
lecll l ty lcrvtcet and.ervlce. ln lntermedlate care
tecll l ttct Cot th. ncntelly retarded that are
dorcrlbad ln other attachments.

SUPPLEI{EN! t to ATTACH}IENT {.19-B deecribee
d for

crtabllghtng palment for Hedlcare Part A and B
dcduct tb Ie/co lnsurance.

D^TE REC'D
DAIE APPV'D

DAI E EFf

HCFA I '9

Etfect lve
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ARKAI{SAS

Revlgl,cn: EEDrA$-80-38(EFF)

- 
- !|lr 22. L98O

State

Cltatlcn-
{2 CEA t{?.{0
t[r-78-90

{.19(cl Pqnrrrts:fs D#-to Eese.rue a bed Arfng
a rcclplentts tccpcary aEgca -fton: st'
fugntlent-fallltlz.

fr zf',. IIE state's gnllcy ls
dFatbd.,ln lf,Egl'Elr l. 19.C.

E No.

(

( ntr ?'1-/1 t^t--
Supersedes Approval DaEeJJJL{ /'11
T N f

EErecrive Date /oJf/s/h7

I



Rev i s l on :  HCFA -  Reg ion  V I .
November 1.990

State/Tera l tor l r :

ffio7.2sz
47  FR  47964
48  FR  55046
42  cFR  44? .290
47  FR  31518
52  FR  28141
-s3 : l 1on  1902 (a )
(  13  )  1ay  o f  Acc
(Sec r l on  42L I  ( h )
(2 ) (a )  o f  p .L .
100 -203  )  .

4 . l g  ( d )

( f ) The Medtcal_d 
!99ncy meers theregulrem€nrs ot-42 Cin part 447,subpart, c.1_ *ru, 

-itrp"". 
ropalzmenra for nurslrif faetlltvservlces and tnte_riirfi i._;;:

11crrf lv servrcJ ror rhementally retarded.

W-p descr lbes themerhods 
-anoE-iia".a" used todetermlne- rai_€s rJi-p:u]vrenr f ornurslnq 
,fac_lfltV ""?-*rr.." andlnrern;dlare d"r. 

- 
facll l tyservlces for tniretarded. 

, 
tentallY

(21 The Medlc-a1d agency provtdespayment f or ,oltrrr." nurslnqfacl J. lty :?rytces 
-iur"r"il; ';;

a swlng_bed trosprtii l..

E ia al._ arrerage rate perpatlenr day pala Eo NFsfor  
. rout ine serv lcesfurnlshed durlng theprevlous calendar year.

l-l ag, a rate e.lrt,ablished bythe state, whlch ,""1-" tn"reguirementg of lZ iin-parte47, suujari 
-- 

E;.. asappJ.lcable.

I J-J Not appllcable. The a-oency
does not ptovlde !.y'.""t,for NF servlces to j  srrrng_
bed hosplral

50

ARKANSAS

;i,'?,::72;12 Elrectlve oare 0CT - 1 1gg0
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R e v i s i o n :  H C F A - R e g i o n  V I
l t a r c h  t 9 9 l

4 . 1 9 ( e ) T h e  t " l e d i c a i d  a g e n c y  m e e t s
a I l  r e q u i r e m e n t . s  o f  4 2  C F R
4 4 7  . 1  5  f o r  t i m e l y  p a y m e n t
o f  c l a i m s .

A T T A C H I 4 E N T  - l  . 1 9 - E  s p e c i f i e s ,
r o r  e a c h  t y p e  o f  s e r v i c e ,  t , h e
d e f i . n i r i o n  o f  a  c l a i m  f o r
p u r p o s e s  o f  m e e t i n g  t h e s e
r e q u r r e m e n t s .

STA

U l  r l  t r

. )A IE

L\,,\ I E

; C D

E;F

t 1 9

A  P P V ' D

Sbace ARKANSA.S -

C i t a t r o n
1 2  c F R  4 4 7  . 4 5
A T - 7  9  - 5 0
S e c .  l 9 l s ( b ) ( 4 ) ,
(  S e c .  1 7  4 2  o f
P.L .  r0 t -s0B)

"rn*z-/? Approval
Supersedes
rN# 771

Ef fect iv 
" 

out" . ,1 / ,  (7
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Revlrlon: HCFA-ptf-37-a
xtncH 198t

Cltetlon.
42 CF8 4at. l5
at-t8-90 .
A3-80-!l
4E ?B 5t30

(BE8C) OHE fo.: O93g-O193

Strtc/lerrltotT: NfKANST{S

l.l9 (f, ttc' ltcdlceld e3cacy- ltnttr prrtlclprtlon to.--
provldcrr rho lrtt thr.rrqulmorntr of
42 CFR a4r. l5;

tro grovider pertlelpttlng undr thb plrn ary deny
rrrwleer to rnt lndlcldurl.elt3tblo undrr=thr.1llrl;
on lccount of thc lndlvldutlfr lnrblttty to Drt r
cott sharfuU laount l4orcd by thr ?trn ia:
rceordancc rlth aZ gFB a31.S5(a) rnd lfl.53. ltrlr
rnlcc auerrntrc dou not rpgly to m tadlrldurt-
rho lr eble to pry, nor dors ta lndlnldurlrr
lneblllty to pry cllalnrtc hlr or hcr llrblllty for
tha cost sherlng ctrrtBo.

t 1987
30 i9E7 

-

Bffecttve DateSupcracdga
? !  l l o .  K3 - {

Approval Datc JUL 5 0 1987

HCFA rD: 1010P/0012P
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Bantslcnc ' Ere-F-8(F38 (gEtr)
l'tttr 22t 1!180

ARKAI{SAS

Cltatlcn
Tf6:tlz.2or.
{2 CFR 4t7.29i2
r$-?H0

a.llr(g, lttt r,bdl€td aFrlr,r;rl tsnrrelt. agprcprtatr
adtt of, rcsds rtren gayutt ls bas.d qt
coGtr of scrvlceg oE on a fec plls
qeof uatlrlalg..-.

(

(

S# F45,rova1 D^t"J*/-*g- Erreccive **4!h7
l N S



C
Renisicrr: - HCFA-AT-8O-6O (Bpp)

Jurgust 12, 1980

' 
State ARKANSAS

42 CER 447.20L
42 CER-4n "?a3ef,L794|o

4'lsl(h) rhe r'tedicaid ageDqr neets-the. requtrenents
of 42 CER A47.ZO3 for docr.urentaH:on aDA.
aat I abttitSof gnlmelrts-raEs.

(

(
IN * fl-s- -5r4)erseoes
$r *  ??- tL

ASproval Date APR : '- :--. EffecLive Date4y6 1'2 13';'r-;



f
Revlslcn:- EH-XII-BO-38 (BF)

ltry 22, l9B0

stat!* ARr$rsAt;

Cltatlcrr
TiTFilflz.201
42 CEt-447.20{
rr78{0 _

a.I!' (tl I'tt tldt€ald EaEyrs Er\rD.nt! aB!
arfflcf€nt u inffit, 6cngb ptrnlders oibaF-seryter urfs tla pia-are
g6trrhrla to{Gcfp&ntl it;tcart to-tJrc -
qtlnt'that th.E servicnr are amllable to
tlr gerrrat Ip[rrlatlon.

(

y* 71-/L t |  ^ t /
iff- 

t**r^l-:l t" tr/lq/rt_ eEfective D"E"J*/77



Revlrl.onr HCFA-pt-91-
_ ISGUBE t99t

6 6

(BPDI

rnnrsrs
OXB fo.: 0931-

cltltlon

{2 CFR
r { 7 . 2 0 1
a n d  { f 7 . 2 0 3

1 9 0 3 ( v )  o f  t h e
Act

TN No.

Statrt

{ . l e ( J '

( k t

The llcdlcald agency neet! th. r€qulreoqrtr
ot 12 CFR 4{7.205 for gubllc notlce ot arry changer ln
Statcrld. D.thod or atandardr for aetting palp€nt
ratet.

The Hedtcald agency n€et! the regulr€Eentt
ol eectlon 1903(v) of the Act wlth r€rp.ct to palm€nt
f,or nedlctl asrlstance furnlahed to an rllcn who la
not larfully adnltted for perrlrncnt rc.ld.nc. or
othcnlt. p€nrnently rerldlng ln the Unttrd State!
undcr color of law. Pal'nont lg rnadc only tor care
and aervlce! that ar€ necelearT for thc tSattnent of
an energency medlcal condltlon, as defl.ned ln eectlon
f 9 0 3 ( v )  o f  t h e  A c t .

proval o... DEGf l Effectlve o.." @

STATE

HCFA ID:  79828



_ 5 5 ( a )

Revision: HCFA-P!{- 92-7
October 1992

State/t€rrltory s

Cttation

1 e 0 3 ( i )  ( 1 4 )
of the Act

(r{B}

ARIGTISAs

4.19(1) The Uedicaid ageney meets the reguircntr
of  gect ion l9o3( t ) (14)  of  che Acr  wi th r | . . t  e t
to paynent for phyaician gervices furnlrbrd to
chlldren under 21 and pregnant rromen. palrmnt
for phyai.cian EerviceE furnighed by a phy-lcen
to a child or a pregnant woman !e madc only to
phyeiciane who meet one of the requircmntr
l ig ted under th ia Eect ion of  the Act .

Dat
'(-'a/f

IEC 2 3 1992 Errective Date



Revision:

state/Terr i tory:

6 6  ( b )

ARKANSAS

HCFA-PU-94-8 (l{B}
ocroBER 1994

Cltation

4 .  1 9  ( n )

1 e 2 8 ( c )  { 2  )  ( t )
( c )  ( r i l  o f
the Act

( i i )

Medtcald BgrytbulEement fQr Adminiatration of Vaccines under
the Psdlatric Immunization Prograln

^ t"."ta.t ttt **ae a charge f,or the adminiEtration
of-a qualtfied peaiatric vacilne as gtated in
1928(;)  (2) (c) ( i . i )  or the Act.  l r t thin thie overal l
protri"iin,'U6dfcifd relmbursement to provldere wlll be
adruinletered aa followa.

The states

aeta a pavment rat€ at the level of the regional- 
maxlmun-eitaullghed by the DHHS secretary'

ie a univerEal Purchage state and aets a payment rate
- 

;a tne rever of the regional maximum establlEhed in
accordance with State law.

X eete a payment rate below the level of th€ regional
- 

maxirnum-eetabliehed by the DHHS Secretary'

ig a unlvergal Purchase stat€ and seta a Palment rate
- 

u.r"*-ih"-i;;;t-oi ttre regional maximum establighed by
the Univereal Purchaae State.

lhe state PayE the following rate for the
admi.nletratton of a vaccine:

$8.6e

Medicaid beneficiary accees to lrnmunizatione tg
asgured through the following methodology:

0ther -  (Tne method to assure Medicaid benef ic iary access
to immunizat ions is pending subject  to fur ther guidance by
the Federal Government. )

L926 ot
the Act

Super

( i r r )

SIA

DAIE REC'D
DI.TE APPV'D
D A l t  f r  F

HCFA I  i9

TN NO.
I Date Bf,fectlve Date



6 I -

Reelstcn: EFrS(F3S(Bpp)
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State ARKJA}ISAS

{2 CR {47.5(b'
tf,r-?H0

Dtrcet-Pal'crts are Eds b certaln reciplents
as. sPcclfld bf, ard fn accordare wlth, tbe
rcquir..Ftcl 6, -lZ CEI& {{? .25 - .

O Ya, fe' fi- phystciansr servlces

O dentlstsr servlces

.lgIPCElEIYt 4.20-A speclfies the
@sucbgulments are
Elde.

E'tloL 4ptlcrblr. No direct paj'Ents are
Eti.. to reci,pients.-

(

mr 'l-/--/L | / / / -
Stperseoes Agproval Date_ loJjLZj_ Effectite aace__t_/L-O7
lNs  V



L
I
I

F.az i . s i on :  HCFA-AT-81 -34

State

r t 7

(BPP)  3  6

ARKA}ISAS
10-81

Ci  ta t ion

42 CFR 447. I0  (c)
Ar-78-90
46 rR 42599

4.2L  Proh ib i t ion  Aga ins t  Reass ignment  o f  . .

Pqldrent for Medicaid aer!ices
furnished by any provider under this
plan is made only- in accordance with
the requirements of  42 CfR 442.10.

rN + gi-l?
Sl roe r  sec ' l  es
rN- * 7t:14

Approve r  Da te  D t71  z - l  / f  6 /  E f fec t i i , , - .  Da te  
6cT  /  / 7 ' 8 /
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( M B )

State/Terr i tory:

4 2  c F R  4 3 3 . 1 3 7

1 9 0 2 ( a )  ( 2 5 )  ( H )  a n d  ( I )
A c t .
o f  the  Ac t

4 2  c F R  4 3 3 .  1 3 8  (  f  )

4 2  c F R  4 3 3 . 1 3 8 ( s )  ( 1 )  ( i i )  ( 2 )
a n d  ( 2 )  ( i i )

4 2  c F R  4 3 3 . 1 3 8 t S )  ( 3 )  ( i )  ( 3 )
a n d  ( i i i )

4 2  c F R  4 3 3 . 1 3 8 ( 9 )  ( 4 )  ( i )  ( 4 )
l h v a r r a h  ,  i  i  i  \e . r - v g Y . .  \  r - 3 ,

Super

4 .22  Th i rd  Pa r t v  L iab i l i t v

(a)  The Medicai -d agency meeEs a l l  regui rementa of :

( 1 )  4 2  c F R  4 3 3 . 1 3 8  a n d  4 3 3 . 1 3 9 .
( 2 1  4 2  c F R  4 3 3 . 1 4 5  t h r o u g h  4 3 3 . 1 . 4 8 .
( 3 )  4 2  c F R  4 3 3 . 1 5 1  r h r o u g h  4 3 3 . 1 5 4 .
( 4 )  s e c t i o n s  1 9 0 2 ( a )  ( 2 5 )  ( H )  a n d  ( I )  o f  t h e

(b )  ATTACHMENT 4 .22-A - -

Spec i f iee  the  f reguency  w i th  wh ich  the
d a t , a  e x c h a n g e s  r e q u r r e d  i n  5 4 3 3 . 1 3 8 ( d )  ( 1 )  '
( d )  ( 3 )  a n d  ( d )  ( 4 )  a n d  t h e  d i a g n o s l s  a n d
t r a u m a  c o d e  e d i t s  r e g u l r e d  i n  5 4 3 3 . 1 3 8 ( e )
are  conducted ;

Deecr ibee the  methods  the  agency  ueee f ,o r
meeting the fol lowup requirements
c o n t a i n e d  i n  5 4 3 3 . L 3 8 ( 9 )  ( 1 )  ( i )  a n d
( s )  ( 2 )  ( i ) ;

Descr ibes  the  methods  the  agency  ueee fo r
fo l low ing  up  on  in fo rmat ion  ob ta ined
through the  Sta te  motor  veh lc le  acc ident
report f i le data exchange requlred under
5 4 3 3 . 1 3 8 ( d )  ( 4 )  ( i i )  a n d  s p e c l f i e e  t h e  t i m e
frames for j-ncorporatlon into the
e l ig ib i l i t y  case f i le  and in to  i te  th i rd
parEy da ta  base and th i rd  par ty  recovery
un i t ,  o f  a l l  in fo rmaEion ob ta ined th rough
the  fo l lowup tha t  i cen t i f j -ee  lega l l y
I iab le  th i rd  par t ,y  resourceB;  and

De8cr ibes  the  methoc is  the  agency  usee fo r
fo l low ing  up  on  pa id  c la img ident , i f ied
u n d e r  5 4 3 3 . 1 3 8 ( e )  ( m e t h o d s  i n c l u d e  a
procedure  fo r  per iod ica i l y  iden t i f y ing
thoEe t rauma codes tha t  y ie ld  the  h igheet
th i rd  par ty  co l lec t iong and g iv ing
pr io r i t y  ro  fo l low ing  up  on  thoae codea)
and spec i f ies  the  t ime f ra$ea fo r
incorporation into the el igibt l i ty caee
f i le  and ln to  i t s  th i rd  par ty  da ta  base
and third party recovery unit of al l
information obtained through the folLorrup
tha t  iden t i f iee  lega l l y  l iab le  th i rd  par ty
reaourceB.

ARKANSAS

( 1 )

A,t.PV'D
I L ;

C,TAT !

^  A T F

n 6 T:--

D A T E

fN  No .
Approval Date Effect ive Dat,e



state/Terr ! tory:

c i ta t ion

4 2  c F R  4 3 3 . 1 3 9 ( b )  ( 3 )
( i i )  ( A )

Rev ie ion :  HCFA-PM-94-1  tMB)
FEBRUARY 1994

b v a

ARKANSAS

(c )  Prov idere  are  requ i red  to  b iL l  l i ab le  th i rd
part ies when services covered under the plan
are furnished to an individual on whoee behalf
chi ld support enforcement is being carr ied out
by  the  s ta te  rv -D agency .

AITACHMENT 4 .22-B spec i f ies  the  fo l low ing :

(1 )  The method used in  de termin ing  a
prov ider 's  compl iance w i th  the  th i rd
par ty  b iJ . l ing  requ i rementE a t
5 4 3 3 , 1 3 e ( b )  ( 3 )  ( i i )  ( c ) .

(21  The th resho ld  amount  o r  o ther  gu lde l ine
used in  oe termin ing  whether  to  seek
recovery of reimbursement from a l iable
th i rd  par ty ,  o r  the  process  by  wh ich  the
agency determinee that 6eeking recovery of
reimbursement would not be coEt effect ive.

( e )

(3 )  The do l la r  amount  o r  t ime per iod  the  Sta te
usee to  accumula te  b i l l i nge  f rom a
par t i cu la r  l iab le  th i rd  par ty  in  mak ing
the declsion to seek recovery of
reimbursement.

The Medicaid agency ensures that the provider
fu rn ish ing  a  serv ice  fo r  wh j -ch  a  th i rd  par ty  i s
l iab le  fo l lows the  res t r i c t ions  spec i f ied  in
4 2  C F R  4 4 7 . 2 0 .

( d )

4 2  c F R  4 3 3 .  1 3 9  ( b )  (  3  )  (  i i )  ( c )

4 2  c F R  4 3 3 . 1 3 9 ( f )  ( 2 )

4 2  c F R  4 3 3 . 1 3 9 ( f )  ( 3 )

42  CFR 447 .20

T N  N o .
Super
TN No.

a I  Date Ef fec t i ve  Date
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State. /Terr i tory:

c i ta t ion

4 2  c F R  4 3 3 . 1 5 1 ( a )

1 9 0 2 ( a )  ( 5 0 )  o f  t h e  A c t

1906 of  the Act

STATE

D A T E  F .

L \ A l !  i ;  r

HCF.A t ?v

Super

The Secretary 's  method as provided in the
s ta te  Med ica id  Manua l ,  sec t l on  3910 .

X The state provides methodg for determining
coet  ef fect , iveness on ATTACHMENT 4.22-C.

( M B )

ARKANSAS

4 . 2 2  ( c o n t i n u e d )

( f )  The Medicaid agency haE wr i t ten cooperat ive
agreemenEs for the enforcement of rights to and
col fect ion of  th i rd par ty  benef i ts  aeeigned to
the State as a condi t ion of  e l ig ib i l i ty  for
medical  asEiEtance wl th the fo l lowing:  (Check
as appropr iate.  )

X state t i t le  rv-D agency.  The regui remente
o t  4 2  C F R  4 3 3 . 1 5 2 ( b )  a r e  m e t .

Other  appropr iate State agency(s)- -

Other  appropr lat .e agency(E) of  another
St,ate--

Courts  and law enforcement  of f ic ia le.

(g)  The Medlcaid agency assures that  the State hae
in ef fect  the lawe re latJ-ng to medical  ch i ld
Eupport  under eect ion 1908 of  the Act .

(h)  The Medicaid agency Epeci f , iee the guidel inee
ueed in determining the cost effectiveness of
an employer-based group heal th p lan by
select , ing one of  t .he fo lLowing.

TN No.
Approval Date Ef fect ive Date
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Revised: September 30, 2003

Citation

42 CFR P^rt 434
48 FR 54013

State/Territory:

4.23 Use of Contracts

The Medicaid agancy has contacts of the
!pe(s) listed in 42 CFR Part 434. AU
contracts meet the requirements of 42 CFR Part
434.

Not applicable. The State has no zuch
contracts.

l

]L,PERSTDES;ni- --a+-ob
i

I

Effect iveOate 8 ' t3-d3
Approval Date lZ- 2Z -oa

: :.- : -. _Ar!4haa_s ._-__ _
: . " - i :  : '  -3 : .&- . - -9-3- - . - -
l:.;; -,- :-J?:-149-?-

al

D.:.;= : ----il:[3 --6-E-- 1
;-:,:F.j ;; --o3 -u- i

I-,r--:--.-

TN#
Supersedes

03-t  t
ni * ? 406__
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Rev i s i on :  HCFA-pM-94 -2
APRIL  1994

State/Terr i rory:

C i t a E i o n  4 . 2 4
42  CFR 442 .L0
a n d  4 4 2 . 1 0 0
AT-  78  -  90
AT-  ?9  -  18
AT-  80  -  25
AT-  80  -  34
52 FR 32544
P . L  1 0 0 - 2 0 3
( S e c .  4 2 1 1 )
5 4  F R  5 3 1 5
55 FR 48826

No .
Supers
TN No.

ARKANSAS

Stendarde fgf pavments for Nursinq Facil icv
anl trltEnnedf?re ca
Retarded ServiceE

with respect ,  t ,o  nurs ing fac i l i t iee and
int,ermediat,e care facil i tsiee for t.he mencally
retarded, all applicable reguiremencs of
42 CFR Part 442. Suhpart,a B and C are mec.

_ Not applica.ble to int,ernediat,e care
fac i l i t iee for  rhe mental ly  recarded;
such geri\ricee are noE provided under this
p lan .

(BPD)

DATE REC'D
DATE APFV'D

DATE EFF

HCFA 179

"w" Effective Dat,e



Tr-

Rerrlsicn: EEeFA!-80-38(mt
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Cltatisr
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4.8

lItF Etltl.lras a Prgran thaCr ee--pt vlttt
telPcct b Cbtlsttsr Sctcre 3ana@lar. lallcs
tb-;equftc of 12 .CER-ParL {31r Strbprt
n' - fG- tt! llccnslrg 'of nursltp tEF
'aabl,nLst'rators.
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STATE
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Revi-sion: HCFA-pH-

Sta te /?er r i to ry :

C i t a t  i o n

1 9 2 7  ( 9 )
4 2  c F R  4 5 6 . 7 0 0

L e 2 7  l g ' t  (  1 )  ( A )

\ - 4 2 7 ( g ' t ( 1 ) ( a l
4 2  c F R  4 5 6 . 7 0 5 ( b )  a n d
4 5 6 . 7 0 9 ( b )

I e 2 7 ( 9 1 ( 1 ) ( B )
4 2  c F R  4 5 6 . 7 0 3
( d ) a n d ( f )

ARIGI{SAS

Uti l izat ion Review program

The Medicaid agency meets the regul rements of
Sect ion 1927 (g)  of  Che AcC for  a drug use
revlew (DUR) program for  outpat ient  drug
c l a i m s .

The DUR program assures that  prescr ipc ione
fo r  ou tpa t i en t  d rugs  a re :

-Appropr iate
-Medj .caI ly  necessary
-Are not  l ike ly  to resul t  j_n adveree medical

r e s u l t s

The DUR prograrn !s designed to educate
physic ians and pharmacists  to j -dent , i fy  and
reduce the f leguency of  pat terns of  f raud,
abuse,  groas overuge,  or  inappropr iat ,e or
medical ly  unnecessary care . rmong phyeic ians,
pharmacists ,  and pat lentE or  aaaociated hr i th
speci f  !c  drugs aE r . re l l  as:

-Potent ia l  and actual  adverse drug
react ions

-Therapeut ic appropriatenesE
-Overut i l izat ion and underut i l izat ion
-Appropriate use of generic producte
-Therapeut ie dupl icat ion
-Drug d isease contra indicat ions
-Drug-drug interact ionE
-fncorrect  drug dosage or  durat ion of  drug

i,reatment
-Drug-aI Iergy in teraet ions
-Cl in ica l  abuae/misuae

The DUR progran shall aaseaa data ua€ against
predetermined etandards whose aource
materials for their development are
consistent wit,h peer-reviewed medical
l lterature which hag been crit ically reviewed
by unbiased independent e4nrte and the
following compendia!

-Anerican Hoepital Formulary Service Drug
Informat ion

-United Stetes Pharnacopeia-Drug
lnfgrmati.on

. . 
-rSmeriea-n J.ledical Aesociation Drug,' Ev{luatidns

( H B )

4 . 2 6  D r u g

A . 1 .

tr

c .

No.
Super
TN No .

pproval Da



Rev is ion :  HCFA-pM-
7 4 a

ARKAI{SAS

( M B  )

State, /Terr  i tory :

Ci ta t  ion

I e 2 7 ( s l ( 1 ) ( D )
4 2  C F R  4 5 6 . 7 0 3 ( b )

1 s 2 7 ( 9 ) ( 2 ) ( A )
4 2  c F R  4 s 6 .  7 0 5  (  b  )

! e 2 7 ( q ) ( 2 ) ( A ) ( i )
4 2  c F R  4 5 6 .  7 0 5  (  b  )  ,
( 1 ) - ( 7 ) )

1 e 2 7 ( s l  ( 2 )  ( A )  ( i i )
4 2  c F R  4 5 6 . 7 0 5  ( c )
a n d  ( d )

1 e 2 7  ( g )  ( 2  )  ( B )
4 2  c F R  4 s 6 . 7 O 9 ( a )

TN No.
Supers
TN No .

DUR is  not  regui red for  drugs d ispensed to
res idents of  nurs ing fac i l i t ies t ,hat  are in
compliance with drug regimen revi.ew
procedures set  for th Ln 42 cFR 483.60.  The
State has never- the-Less chosen to inc lude
nurs ing home drugs in :

_ Prospect ive DUR
X Retrospect ive DUR.

E . 1 .  T h e  D U R  p r o g r a m  i n c l u d e s  p r o s p e c t i v e  r e v i e w
of  d rug  therapy  a t  the  po in t  o f  sa le  o r  po ln t
o f  d i s r - r : b r . l : i o n  b e f o r e  e a c h  p r e s c r i p t i o n  i s
f  i l i ec i  o r  de l i verec i  t c  :he  Med ica id
r e c i p i e n t .

2 .  P r o s p e c t l v e  D U R  i n c l u d e s  s c r e e n i n g  e a c h
p r e s c r i p t i o n  f i l l e d  o r  c i e l i v e r e d  t o  a n
ind iv idua l  rece i .v ing  benef i t s  fo r  po ten t ia l
d rug  therapy  prob lems due to :

-Therapeut ic  dup l i ca t ion
-Drug-d isease cont ra ind ica t  !ons
-Drug-drug  in te rac t ions
-Drug- ln te rac t ions  w i th  non-prescr iP t ion  or

over - the-counter  d rugs
- Incor rec t  d rug  dosage or  dura t ion  o f  d rug

treatment,
-Drug a l le rgy  in te rac t ions
- C l i n i c a l  a b u s e / m i s u s e

3.  Prospec t . i ve  DUR inc luc ies  counse l ing  fo r
Med ica id  rec ip ien ts  based on  s tandards
es tab l i shed by  Sta te  iaw and main tenance o f
p a t i e n t  p r o f i l e s .

F .1 .  The DUR program inc ludes  re t rospec t ive  DUR
through i t s  mechan ized drug  c la ims process ing
and in fo rmat ion  re t r ieva l  sys tem or  o thergr ise
which undertakes ongoing periodic examination
of  c la ims da ta  and o ther  records  to  ident i f y :

-Pat te rns  o f  f raud and abuse
-Gross  overuse
- Inappropr la te  o r  med ica l l y  unnecesEary  care

among phys ic ians ,  pharmac is ts ,  Med ica id
rec ip ien ts '  o r  assoc ia ted '  w i th  spec i f i c

.  d rugs  o ts :g rouPs o f  d rugs .

Approvar o..J[rll014lg] Errecrive Da
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Citation 
 
1927(g)(2)(C) 
42 CFR 456.709(b) 
 
 
 
 
 
 
 
 
 
 
 
1927(g)(2)(D) 
42 CFR 456.711 
 
 
 
 
1927(g)(3)(A) 
42 CFR 456.716(a) 
 
 
 
 
1927(g)(3)(B) 
42 FR 456.716 
(A) and (B) 
 
 
 
 
 
 
 
 
 
 
1927(g)(3)(C) 
42 CFR 456.716(d) 

  
 
F.2.   The DUR program assesses data on drug use against 

explicit predetermined standards including but not limited 
to monitoring for: 

 
         -Therapeutic appropriateness 
         -Overutilization and underutilization 
         -Appropriate use of generic products 
         -Therapeutic duplication 
         -Drug-disease contraindications 
         -Drug-drug interactions 
         -Incorrect drug dosage/duration of drug treatment 
         -Clinical abuse/misuse 
           
    3.  The DUR program through its State DUR Board, using data 

provided by the Board, provides active and ongoing 
educational outreach programs to educate practitioners on 
common drug therapy problems to improve prescribing and 
dispensing practices. 

 
G.1.  The DUR program has established a State DUR Board 

either: 
 
            X    Directly, or 
                   Under contract with a private organization 
 
     2.  The DUR Board membership includes health professionals 

(at least 1/3 but no more than fifty-one percent (51%) 
licensed and actively practicing physicians and at least 
1/3 licensed and actively practicing pharmacists) with 
knowledge and experience in one or more of the following: 

 
         -Clinically appropriate prescribing of covered outpatient  
           drugs. 
         -Clinically appropriate dispensing and monitoring of 
           covered outpatient drugs. 
         -Drug use review, evaluation and intervention. 
         -Medical quality assurance. 
          
    3.  The activities of the DUR Board include: 
 
         -Retrospective DUR, 
         -Application of Standards as defined in section 

1927(g)(2)(C), and 
         -Ongoing interventions for physicians and pharmacists 

targeted toward therapy problems or individuals identified 
in the course of retrospective DUR. 
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Citation 
 
1927(g)(3)(C) 
42 CFR 456.711 
(a)-(d) 
 
 
 
 

 
P.L. 115-271 
Section 1004 of the 
SUPPORT Act 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
           
 
 
 
 
 
 
 
 
 
 
 

 
 
G.4.  The interventions include in appropriate instances: 
         -Information dissemination 
         -Written, oral, and electronic reminders 
         -Face-to-Face discussions 
         -Intensified monitoring/review of prescribers/dispensers 

H.1.  The DUR program meets the requirements of Section 
1004 of the SUPPORT Act for substance use-disorder 
prevention that promotes opioid recovery and 
treatment. Opioid claim review limitations for initial 
and subsequent refills require prospective safety edits 
and comprehensive retrospective claims review 
processes. 

a)  Prospective point-of-sale safety edits 
• Therapeutic duplication edit 
• Maximum daily quantity edit 
• Maximum monthly quantity edit 
• Morphine Milligram Equivalent edit 
• Refill too soon logic 
• Age edit 
• Maximum days’ supply edits for treatment 

naïve and treatment experienced 
b) Retrospective claims review 

• Morphine Milligram Equivalent review per 
recipient and prescriber 

• Concurrent opioid and benzodiazepine usage 
prompts prescriber or pharmacy provider 
notification by letter 

• Concurrent opioid and antipsychotic 
medication usage prompts prescriber or 
pharmacy provider notification by letter 

• Review opioid use in adolescents 
• Review prescribing and dispensing patterns on 

opioid claims 
• Retrospective reviews on opioid prescriptions 

exceeding these above limitations on an 
ongoing basis 
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1927(g)(3)(D) 
42 CFR 456.712 
(A) and (B) 
 
 
 
1927(h)(1) 
42 CFR 456.722 
 
 
 
 
1927(g)(2)(A)(i) 
42 FR 456.705(b) 
 
1927(j)(2) 
42 CFR 456.703(c) 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
   
 
 
 
 
 
 
 
 
 

X 
 
 
 
 
 
 
 
 
 
 
 
 
 
__ 

H.2. Program to monitor antipsychotic medication use by 
children 

a) Prospective point-of-sale edits 
• Age edits for recipients < 18 years old 
• Therapeutic duplication edit 
• Maximum dose edit 
• Antipsychotic medication usage in children 

including those in foster care are monitored in 
monthly reports by a staff psychiatrist  

• Routine metabolic labs required 
b) Retrospective claims review 

• Monitor antipsychotic use patterns in children 
including foster care 

• Doses of antipsychotic medications monitored 
H.3.  Fraud and Abuse Identification 

a) Lock-in program for recipients identified by 
Retrospective DUR for possible abuse or misuse of 
controlled substances 

b) Prescriber and pharmacy provider patterns of 
misuse/overprescribing 

• Identified by Retrospective DUR 
• Identified by contracted auditor(s) 

c) Prescription Drug Monitoring programs enable 
prescribers and pharmacy providers to search the 
PDMP for monitoring narcotic use behavior including 
access to other states 

I.     The State assures that it will prepare and submit an 
annual report to the Secretary, which incorporates a 
report from the State DUR Board, and that the State will 
adhere to the plans, steps, procedures as described in the 
report. 

J.1.   The State establishes, as its principal means of 
processing claims for covered outpatient drugs under 
this title, a point-of-sale electronic claims management 
system to perform on-line: 

         -real time eligibility verification 
         -claims data capture 
         -adjudication of claims 
         -assistance to pharmacists, etc. applying for and 

receiving payment. 
     2.  Prospective DUR is performed using an electronic point 

of sale drug claims processing system. 
 K.     Hospitals which dispense covered outpatient drugs are 

exempted from the drug utilization review 
requirements of this section when facilities use drug 
formulary systems and bill the Medicaid program no 
more than the hospital’s purchasing cost for such 
covered outpatient drugs. 
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Revised: September 30, 2003

Citation

1902(a)(a)(C) of the
Social Security Act
P.L. 105-33

1902(a)(a)@) of the
Social Secr:rity Act
P.L. 105-33
1e32(dX3)
42 CFR438.58

TN#  6a - t f
Supersedes TN #__QO --O*_

lArkansasl

4.29 Conflict of Interest Provisions

The Medicaid agency meets the requirements of
Section 1902(aXaXC) of the Act concerning the
Prohibition against acts, with respect to any activity
Under the plan, that is prohibited by section 207
or 208 of title 18, United States Code.

The Medicaid agency meets the requirements of
1902(a)(a)@) of the Act concerning the safeguards
against conflicts ofinterest that are at least as
stringent as the safeguards that apply rmder section
27 of the Office of Federal Procurement Policy Act
(41 U.S.C.423).

State:
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Revised: September 30, 2003

Citation

1902(p) of the Act

42 CFR 438.808

re32(dxi)
42 CFR 438.610

TN # O? - I I
Supersedes TN #_OO -Ol_

(A) At the State's discretion, any individual or entity for any
reason for which the Secretary could exclude the
individual or entity fromparticipation in a program
tmder title XVItr in accordance with sections 1128.
1128A, or 1866(bX2).

(B) An MCO-(as defined in section 1903(m) of the Act), or
an entity furnishing services tmder a waiver approved
rmder section 1915(bX1) of the Act, that -

(i) Could be excluded under section 1128(bX8)
relating to owners and managing employees who
have been convicted of certain crimes or
received other sanctions. or

(iD Has, directly or indirectly, a substantial
contractual relationship (as defined by the
Secretary) with an individual or entity that is
described in section I128(bX8XB) of the Act.

(2) An MCO. PHP, PAI{P, or PCCNI may not have
prohibited affiliations with individuals (as defined
in 42 CFR 438,610(b) suspanded or otherwise excluded
from participating in procuranent activities under the
Federal Acquisition Regulation or from participating in non-
procurement activities rmder regulations issued r-rnder
Executive Order No.12549 or under guidelines
inplementing Executive Order No. 12549. If the State frnds
that an MCO, PCCM, PIPH, or PAHP is not in compliance
the State will cornply with the requirements of 42 CFR
438.610(c)

E f f ec t i veOa te  8 -13 -O"
Approrral Date l?- 2z-O3

State/Territorv: i-{rkansasl

The Medicaid agency meets the requirements of -

(1) Section 1902(p) of the Act by excluding from
participation-

(b)
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(2) Sect ion l9o2(a)(39) of thc Act by--
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Secretary to do so in accordance ritb
seetions 1128 or fl28A of tha lct; and

(B) Providing that no payment rtll be nade riLh
respeet to any iten or serrrice furnished by
en Indivldual. or entity during thls period.

(c) The Hedlceid atency nects the requirenents of--

(1) sect ion 1902(a)(A1) of the AcL sl th respcct to-.
prorpt notlflcation to HCFA uhenevec a provider-.
ls terminated, suspended, sanetloned, or
othemise excluded from participating under
this State plan; and

(2) Sect ion 1902(a)(49) of tha Ac! r l tb respect to
provldlng inforrnatlon and access to lnformaE!,oa.-
regarding sanetions taken against trealth care
pcactitioners and grovlders by State licensing,
authocitles in accordance rrith sectton 1921 of
the Act.
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      REGION VI 
Revised:  July 1, 2010 
 
  State/Territory:   
 

[Arkansas]       

Citation
455.103           4.31     

    

44 FR 41644                                                   The Medicaid agency has established procedures for the  
Disclosure of Information by Providers and Fiscal Agents 

1902(a)(38)                                                     disclosure of information by providers and fiscal 
of the Act                                                         agents as specified in 42 CFR 455.104 through 455.106 
P.L. 100-93                                                      and sections 1128(b)(9) and 1902(a)(38) of the Act. 
(sec. 8(f)) 
 
435.940           4.32     
through 435.960                                                 

Income and Eligibility Verification System 

52 FR 5967                                                     (a) The Medicaid agency has established a system for  
P.L. 100-360                                                          income and eligibility verification in accordance                                                      
(Sec. 411(k)(15))                                                   with the requirements of 42 CFR 435.940 through  
      435.960. 
 
            (b) ATTACHMENT 4.32-A

 

 describes, in accordance with 
42 CFR 435.948(a)(6), the information that will be 
requested in order to verify eligibility or the correct 
payment amount and the agencies and the State(s) from 
which that information will be requested. 

            (c) The State has an eligibility determination system that 
provides for data matching through the Public 
Assistance Reporting Information System (PARIS), 
or any successor system including matching with 
medical assistance programs operated by other 
States.  The information that is requested will be 
exchanged with States and other entities legally 
entitled to verify title XIX applicants and individuals 
eligible for covered title XIX services consistent with 
applicable PARIS agreements.  
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Superse
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The State considers additional factors.
At tachment  4.35-A descr ibes the State '6
other  facEors.

(HSQB)

Stat ,e/Terr i tory: I}.I'.ANSAS

4.35  Enforcement  o f  Comol iance fo r  Nurs ino  Fae i l i t ies

(a)  Not , i f icat ion of  Enforcement  Remedies

When taking an enforcement acEion against a non-
St.ate operat,ed NF, Ehe StaEe provides
notif icat,ion in accordance with 42 CFR
4 8 8 . 4 0 2  ( f  )  .

( i )  The not i .ce (excepc for  c iv i l  money penale ies
and St ,ate moni tor ing)  speci f ies the:

(1) nature of noncompliance,
(21 which remedy is imposed,
{3) effective daEe of the remedy, and
(4 ) right co appeal t.he detenninacion

leading to the remedy.

( i i )  The not ice for  c iv i l  money penal t ies is  in
writ, ing and coneains the information
spec i f i ed  i n  42  CFR 488  .434 .

(j. i i) Except for civil money penalties and
SEaEe monit,oring, notice is given at leasc 2
calendar days before Ehe effective date of
the enforcement, remedy for inrmediat,e jeopardy
eituaEions and at. Ieast 15 calendar days
before Ehe effecEive date of the enforcement
remedy when innnediate jeopardy doee not,
ex ie t .

(iv) Notif ication of termination is given to che
facil ity and t,o the public at lea6c 2
calendar daye before Ehe remedy's effeccive
date if the noncompliance con6ticuce6
inrnediaae jeopardy and at least 15 calendar
days before the remedy's effective dace if
the noncompLiance does not constiEuge
inunediate jeopardy. The SEate mu6t, terminate
the provider agreement of an NF in accordance
wi t ,h procedures in  par ts  431 and 442.

(b)  Factors to be Considered in Select inq Remedies

(i) rn det,ermining the seriousnees of
deficiencies, the St,aEe conaiders the faccors
s p e c i f i e d  i n  q 2  C F R  4 8 8 . 4 0 4 ( b )  ( 1 )  &  ( 2 ) .

C T A T ;

l ' r  n  T- -
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- A5lprova1 Date: Ef fect . ive DaEe:
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42 CFR
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of  the Act .

42 CFR
s 4 8 8 . 4 L 2  ( a )

42 CFR
s 4 8 8  . 4 0 6  ( b )
s 1 9 1 e  ( h )  ( 2 )  ( A )
of  the Act-

1 q F  a

(HSQB)

T,RIIANSAS

c)  Appl icat ion of  Remedies

(i) ff there is inunediate jeopardy to resident
health or safety, Ehe SEatse t,erminat,es the
NF's provider agreemenE within 23 calendar
days from t.he dat,e of the lasc survey or
imrnediately imposes temporary mErnagement. to
remove the threat within 23 days.

(i i) The St,aEe imposee the denial of payment,
(or its approved alt,ernacive) with respect
to any individual a&nit,ted t,o an NF that
has not. come into substantial compliance
within 3 monehe after the laEt day of the
Eurvey.

( i i i )  The State imposes the denia l  of  payment  for
new admissions remedy ae specified in
5488.417 (or  i ts  approved a lEernat ive)  and
a  S ta te  mon i to r  ae  spec i f i ed  a t  5488 .422 ,
when a r-acil i ty has been found to have
provided subst,andard gualitsy of care on the
last Ehree conaecut.ive st.andard su:i\reys.

( iv)  The St ,ate fo l lows the cr i ter ia  speci f ied at
4 2  C F R  5 4 8 8 . a 0 8 ( c )  ( 2 ) ,  5 4 8 8 . 4 0 8 ( d )  ( 2 ) ,  a n d
5488 .408 (e )  (2 ) ,  when  i t s  imposes  remed ies  i n
place of  or  in  addi t ion to terminat ion.

(v) When irunediat,e jeopardy doe6 not exist, the
State cermi-nates an Np's provider agreement
no laeer than 6 months from che finding of
nonconrpliance, if the conditions of 42 CFR
4 8 8 . 4 1 2 ( a )  a r e  n o t  m e t .

(d) Available Rernediee

(i) ' I 'he State haa eacablished Ehe remedies
d e f i n e d  i n  4 2  C F R  4 8 8 . 4 0 6 ( b ) .

L (1)  Terminat , ion
4- Ql Temporary l{anagements
3- (3) Denial of Payment for New AdmisEions
I (4) civil Money Penaltiee
X. (5) Transfer oi Residentg; Transfer of

Residents with Closure of Facil iEy
X (6) State Monitoring

At,EachmenCs 4
for applying

.35-B through 4.35-G descr ibe the cr i ter ia
che above remedj.€6

rggS

TN No.
Supers
TN No.

Approval

u , A 1 c

Ef fect.ive
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o f  the Act .

A,RKANSAS

r l  r  I

4 2  C F R
s 4 8 8  . 3 0 3  ( b )
1 e 1 0  ( h )  ( 2 )  ( F )  ( 1 )
of the Act.  _ (2' t

The SE.ate uses a lEenraEive remedies.
The Scat,e ha6 escablished alternative
remedies chat the St,ate wil l impose in
place of a remedy specified in 42 CFR
4 8 8  . 4 0 5  ( b )  .

Temporary Management
Denial of Payrnent for New .Admissions
Civil Money Penalt, ies
Transfer of Reeidentg; Transfer of
Reeidents wi th Closure of  Faci l i tv
SEaEe Moni tor ing.

Public Recognit, ion
Incentive Palmenta

A tCachmen ts  4 .35 -B  th rough  4 .35 -G  desc r i be  t he
alternative remediee and Ehe critseria for applying them.

(e)  _ State fncent ive Proqramg

TN No.
Super
TN No.

Ef fect . ive Date:
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rctcrral to rfrc ln iccordancc nltf, aecrlon 1902(a)(53)
of thc Act.
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Revision: HCFA-PM-91- 10 
DECEMBER 1991 

State/Territory: 

Citation 
42 CFR 483.75; 42 
CFR 483 Subpart D; 
secs. 1902(a)(28), 
1919 ( e) ( 1) and ( 2) , 
and 1919(f)(2), 
P.L. 100-203 (Sec. 
4211(a)(3)); P.L. 
101-239 (Secs. 
690l(b)(3) and 
(4)); P.L. 101-508 
(Sec. 480l(a)). 

4.38 

X 

X 

X 

79n 

(BPD) 

ARKANSAS 

Nurse Aide Training and Com1etency 
Evaluation for Nursing Fae! itlee 

(a) The State assures that the 

(b) 

requirements of 42 CFR 
483.150(a), which relate to 
individuals deemed to meet the 
nurse aide training and 
competency evaluation 
requirements, are met. 

The State waives the competency 
evaluation requirements for 
individuals who meet the 
requirements of 42 CFR 
4&3.150(b)(l) if NA fails evaluation 3 
t1mes. 

(c) 

(d) 

The State deems individuals who 
meet the requirements of 42 CFR 
483.150(b)(2) to have met the 
nurse aide training and 
competency evaluation 
requirements. 

The State specifies any nurse 
aide training and competency 
evaluation programs it approves 
as meeting the requirements of 
42 CFR 483.152 and competency 
evaluation programs it approves 
as meeting the requirements of 
42 CFR 483.154. 

(e) The State offers a nurse aide 
training and competency 
evaluation program that meets 
the requirements of 42 CFR 
483.152. 

( f) The State offers a nurse aide 
competency evaluation program 
that meets ~;ments of 

42 ,c~;:::,~c~~,i2! ____ 
1 

A Df,TE /\P~v''D FEB O 5 1992 

DATE EFF OEU~ 1:'? 
HCFA I 7'i' ___ S4--.1/-,,_ _ __,,~..,___ .... ,:;_,._____ 
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Revision: HCFA-PM-91- 10 
DECEMBER 1991 

790 
(BPD) 

State/Territory: ARKANSAS 

Citation 
42 CFR 483.75; 42 
CFR 483 Subpart D; 
Secs. 1902(a)(28), 
1919(e)(l) and (2), 
and 1919(f)(2), 
P.L. 100-203 (Sec. 
421l(a)(3)); P.L. 
101-239 (Secs. 
690l(b)(3) and 
(4)); P.L. 101-508 
(Sec. 480l(a)). 

(g) 

( h) 

If the State does not choose to 
offer a nurse aide training and 
competency evaluation program or 
nurse aide competency evaluation 
program, the State reviews all 
nurse aide training and 
competency evaluation programs 
and competency evaluation 
programs upon request. 

The State survey agency 
determines, during the course of 
all surveys, whether the 
requirements of 483.75(e) are 
met. 

(i) Before approving a nurse aide 
training and competency 
evaluation program, the State 
determines whether the 
requirements of 42 CFR 483.152 
are met. 

( j) Before approving a nurse aide 
competency evaluation program, 
the State determines whether the 
requirements of 42 CFR 483.154 
are met. 

(k) For program reviews other than 
the initial review, the State 
visits the entity providing the 
program. 

(1) The State does not approve a 
nurse aide training and 
competency evaluation program or 
competency evaluation program 
offered by or in certain 
facilities as described in 42 
CFR 483.15l(b)(2) and (3). 

_ _ _,__.,.._,,...~- -- --•-·,··-·1 

rSTATE~'#~Q.-.C~~..::JEC--- il' ; 

DATE REC'D D -- t 

~ OAT[ MPV'D FEB u 5 1892 /\ 

1. '~~:~ ::_: DEW~ _l __ ·- --
1 Date FEB I.J 5 ·1992 
(_ 

Effective Date DEC O l b;,l 



Revision: HCFA-PM-91-10 
DECEMBER 1991 

State/Territory: 

Citation 
42 CFR 483.75; 42 
CFR 483 Subpart D; 
Secs. 1902(a)(28), 
1919(e)(l) and (2), 
and 1919(f~(2), 
P.L. 100-203 (Sec. 
4211 (a) ( 3) ) ; P. L. 
101-239 (Secs. 
6901(b) (3) and 
(4)); P.L. 101-508 
(Sec. 4801 (a) ) • 

(m) 

( n) 

79p 
(BPD) 

ARKANSAS 

The State, within 90 days of 
receiving a request for approval 
of a nurse aide training and 
competency evaluation program or 
competency evaluation program, 
either advises the requester 
whether or not the program has 
been approved or requests 
additional information from the 
requester. 

The State does not grant 
approval of a nurse aide 
training and competency 
evaluation program for a period 
longer than 2 years. 

(o) The State reviews programs when 
notified of substantive changes 
(e.g., extensive curriculum 
modification). 

(p) 

(q) 

(r) 

The State withdraws approval 
from nurse aide training and 
competency evaluation programs 
and competency evaluation 
programs when the program is 
described in 42 CFR 
483.151(b)(2) or (3). 

The State withdraws approval of 
nurse aide training and 
competency evaluation programs 
that cease to meet the 
requirements of 42 CFR 483.152 
and competency evaluation 
programs that cease to meet the 
requirements of 42 CFR 483.154. 

The State withdraws approval of 
nurse aide training and 
competency evaluation programs 
and competency evaluation 
programs that do not permit 
unannounced visits by the State. 

FEB O 5 1992 Effective Date DEC O l 19~1 



Revision: HCFA-PM-91-10 
DECEMBER 1991 

State/Territory: 

Citation 
42 CFR 483.75; 42 
CFR 483 Subpart D; 
Secs. 1902(a)(28), 
1919(e)(l) and (2), 
and 1919(f)(2), 
P.L. 100-203 (Sec. 
421l(a)(3)); P.L. 
101-239 (Secs. 
690l(b) (3) and 
(4)); P.L. 101-508 
(Sec. 4801(a)). 

(s) 

(t) 

79q 
(BPD) 

ARKANSAS 

When the State withdraws 
approval from a nurse aide 
training and competency 
evaluation program or competency 
evaluation program, the State 
notifies the program in writing, 
indicating the reasons for 
withdrawal of approval. 

The State permits students who 
have started a training and 
competency evaluation program 
from which approval is withdrawn 
to finish the program. 

(u) The State provides for the 
reimbursement of costs incurred 
in completing a nurse aide 
training and competency 
evaluation program or competency 
evaluation program for nurse 
aides who become employed by or 
who obtain an offer of 
employment from a facility 
within 12 months of completing 
such program. 

(v) The State provides advance 
notice that a record of 
successful completion of 
competency evaluation will be 
included in the State's nurse 
aide registry. 

(w) Competency evaluation programs 
are administered by the State or 
by a State-approved entity which 
is neither a skilled nursing 
facility participating in 
Medicare nor a nursing facility 
participating in Medicaid. 

X (x) The State permits proctoring of 
the competency evaluation in 
accordance with 42 CFR 
483.154(d). 

TN No. 
Supeva~,,., 
TN N .,_.,,:...:,;_--

The State has a standard for 
successful completion of 
competency evaluation programs. 

FEB O 5 1992 Effective Date DEC O 1 l8::i , 



Revision: HCFA-PM-91- 10 
DECEMBER 1991 

State/Territory: 

Citation 
42 CFR 483.75; 42 
CFR 483 Subpart D; 
Secs. 1902(a)(28), 
1919(e)(l) and (2), 
and 1919(f)(2), 
P.L. 100-203 (Sec. 
4211(a)(3)); P.L. 
101-239 (Secs. 
6901 (b) (3) and 
(4)); P.L. 101-508 
(Sec. 4801 (a)). 

X 

79r 
(BPD) 

ARKANSAS 

(z) The State includes a record of 
successful completion of a 
competency evaluation within 30 
days of the date an individual 
is found competent. 

(aa) The State imposes a maximum upon 
the number of times an 
individual may take a competency 
evaluation program (any maximum 
imposed is not lees than 3). 

(bb) The State maintains a nurse aide 
registry that meets the 
requirements in 42 CFR 483.156. 

X (cc) The State includes home health 
aides on the registry. 

(dd) The State contracts the 
operation of the registry to a 
non State entity. 

(ee) ATTACHMENT 4.38 contains the 
State's description of registry 
information to be disclosed in 
addition to that required in 42 
CFR 483.156(c)(l)(iii) and (iv). 

(ff) ATTACHMENT 4.38-A contains the 
State's description of 
information included on the 
registry in addition to the 
information required by 42 CFR 
483.156(c). 

FEB O 5 1992 Effective Date DEC O 1 19,,, 
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J a n u a r y  i 9 9 3

\ D L ' U  )

Sta te /Te r r i t o r y : A p t { A N C A q

4 . 3 9  P r e a d m i s s i o n  S c r e e n i n s  a n d  A n n u a l
t  i e s

(a)  The Med ica id  agency  has  in  e f fec t  a
ur i t ten  agreement  w i th  the  Sta te  menta l
h e a l t h  a n d  m e n t a l  r e t a r d a t i o n  a u t h o r i t i e s
tha t  meet  the  requ i rements  o f  42  (cFR)
4 3 1 . 5 2 1 ( c ) .

( b )  T h e  s t a t e  o p e r a t e s  a  p r e a d m i s s i o n  a n d
annua l  res ldent  rev iew program tha t  meets
t h e  r e g u i r e m e n t s  o f  4 2  c F R  4 8 3 . 1 0 0 - 1 3 8 .

( c )  T h e  S t a t e  d o e s  n o t  c l a i m  a s  " m e d i c a l
a s s i s t a n c e  u n d e r  t h e  S t a t e .  ? I a n "  t h e  c o s t
o f  s e r v i c e s  t o  i n d i v i d u a l s  w h o  s h o u l d
r e c e i v e  p r e a d 5 r i s s i o n  s c l e e n i n g  o r  a n n u a l
r e s i d e n t  r e v i e w  u n t i l  s u c h  i n d i v i d u a l s  a r e
scree ; red  c r  rev  !e r^ 'ec i .

( d )  ' v r ' i t h  t h e  e x c e p t i o n  o f  N F  s e r v i c e s
f u r n i s h e d  t o  c e r t a i n  r ' * F  r e s i d e n t s  d e f  i n e d
L n  4 2  C F R  4 8 3 . 1 1 8 ( c )  ( 1 )  '  t h e  S t a t e  d o e s
n o t  c l a i m  a s  " m e d i c a l  a s s i s t a n c e  u n d e r  t h e
s t a t e  p l a n "  t h e  c o s t  o f  N F  s e r v i c e s  t o
i n d i v i d u a l s  u h o  a r e  f o u n d  n o t  t o  r e q u i r e
] i F  s e r v i c e s .

X  ( e )  A T T A C I ' : M E N T  4 . 3 9  s p e c i f  i e s  t h e  s t a t e ' s
c e f i n i t i o n  o f  s D e c i a l i z e d  s e r v i c e s .

C ! t a t  i o n
S e c s .
1 e 0 2 ( a )  ( 2 s )  ( D )  ( i )
a n d  1 9 1 9 ( e ) ( 7 )  o f
t h e  A c t ;
P . L . 1 0 0 - 2 0 3
( S e c .  4 2 1 1 ( c ) ) ;
P .  L .  1 0 1 - 5 0 8
( S e c .  4 8 0 1  ( b )  )  .

r

gTATE
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R e v i s i o n :  I I C F A - p l . j - 9 3 -  i  ( B p D )
J a n u a r y  1 9 9 3

S t a t e / T e r r i t o r y :  A R K A N C A q

4 . 3 9  ( C o n t i n u e d )

( f )  E z c e p !  f o r  r e s i d e n t s  i d e n t i f i e d  i n  4 2  C F R
4 8 3 .  1 1 8  ( c )  (  1 )  ,  t h e  S t a t e  m e n t a l  h e a l t h  o r
rnenta l  re ta rda t ion  au thor i ty  makes
categor ica l  c ie te rmina t j -ons  tha t
i n d i v i d u a l s  w i t h  c e r t a i n  m e n t a l  c o n d i t i o n s
o r  l e v e l s  o f  s e v e r i t y  o f  m e n t a L  i l ] n e s s
wou ld  normal ly  requ i re  spec ia l i zed
s e r v i c e s  o f  s u c h  a n  i n t e n s i t y  t h a t  a
spec ia l i zed  serv ices  program couLd no t  be
i e l i v e r e d  b y  t h e  S t a t e  i n  m o s t ,  i f  n o t
a l l ,  I ' lFs  and tha t  a  more  appropr ia te
p l a c e m e n t  s h o u l d  b e  u t i l i z e d .

(s ) T h e  S t a t e
r i c f  o r q  i  n : f

4 .  3 9 - A .

d e s c r i b e s  a n y  c a t e g o r i c a l
i n - c  i f  : n r l i e q  i r  i T i l . . - M F I " ' T

S u p e  r  s e

D")
/4/e

-7rrZ lf+ill|AYl.s!993 
E r rect ive Date
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Revision: HCFA-PM-92-3 (HSQB) 0MB No.: 
APRIL 1992 

State/Territory: Arkansas 

Citation 
Sections 
1919(g) (1) 
thru (2) and 
1919(g)(4) 
thru (5) of 
the Act P.L. 
100-203 
(Sec. 
4212(a)) 

4.40 Survey & Certification Process 

1919(g) (1) 
(B) of the 
Act 

1919(g)(l) 
(C) of the 
Act 

1919(g) (1) 
(C) of the 
Act 

1919(g)(l) 
(C) of the 
Act 

A 

(a) The State assures that the requirements of 
1919(g)(l)(A) through (C) and section 
1919(g)(2)(A) through (E)(iii) of the Act 
which relate to the survey and 
certification of non-State owned 
facilities based on the requirements of 
section 1919(b), (c) and (d) of the Act, 
are met. 

(b) 

(c) 

(d) 

(e) 

(f) 

The State conducts periodic education 
programs for staff and residents (and 
their representatives). Attachment 4.40-A 
describes the survey and certification 
educational program. 

The State provides for a process for the 
receipt and timely review ..and . 
investigation of allegations of neglect 
and abuse and misappropriation of resident 
property by a nurse aide of a resident in 
a nursing facility or by another 
individual used by the facility. 
Attachment 4.40-B describes the State's 
process. 

The State agency responsible for surveys 
and certification of nursing facilities or 
an agency delegated by the State survey 
agency conducts the process for the 
receipt and timely review and 
investigation of allegations of neglect 
and abuse and misappropriation of resident 
property. If not the State survey agency, 
what agency? 

The State assures that a nurse aide, found 
to have neglected or abused a resident or 
misappropriated resident property in a 
facility, is notified of the finding. The 
name and finding is placed on the nurse 
aide registry. 

The State notifies the appropriate 
licensure authority of any licensed 
individual found to have neglected or 
abused a resident or misappropriated 
resident property in a facility. 

Approval Da 1992 Effective DateO CJ O 1 1990 

"J-'- HCFA ID: 
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~evision: HCFA-PM-92-3 
APRIL 1992 

State/Territory: 

1919(g) (2) 
(A) (i) of 
the Act 

1919(g) (2) 
(A) ( ii) of 
the Act 

1919(g)(2) 
(A) (iii) (I) 
of the Act 

1919(g) (2) 
(A) (iii) (II) 
of the Act 

1919(g)(2) 
(B) of the 
Act 

1919(g) (2) 
(C) of the 
A 

·;T .'\ TE ~~~¥.LJ.~L:::~~==-

A TE REC'lftol~Pri~,.._..~~,-,-
.~A TE APPV'D -s-..-..,-...___.,.__.___,..,__ 

(g) 

(h) 

( i) 

( j) 

( k) 

( l) 

A 

79v 

(HSQB) 

Arkansas 

0MB No: 

The State has procedures, as provided for at 
section 1919(g)(2)(A)(i), for the scheduling and 
conduct of standard surveys to assure that the 
State has taken all reasonable steps to avoid 
giving notice through the scheduling procedures 
and the conduct of the surveys themselves. 
Attachment 4.40-C describes the State's 
procedures. 

The State assures that each facility shall have 
a standard survey which includes (for a case-mix 
stratified sample of residents) a survey of the 
quality of care furnished, as measured by 
indicators of medical, nursing and 
rehabilitative care, dietary and nutritional 
services, activities and social participation, 
and sanitation, infection contrcft,-and the 
physical environment, written plans of care and 
audit of resident's assessments, and a review of 
compliance with resident's rights not later than 
15 months after the date of the previous 
standard survey. 

The State assures that the Statewide average 
interval between standard surveys of nursing 
facilities does not exceed 12 months. 

The State may conduct a special standard or 
special abbreviated standard survey within 2 
months of any change of ownership, 
administration, management, or director of 
nursing of the nursing facility to determine 
whether the change has resulted in any decline 
in the quality of care furnished in the 
facility. 

The State conducts extended surveys immediately 
or, if not practicable, not later that 2 weeks 
following a completed standard survey in a 
nursing facility which is found to have provided 
substandard care or in any other facility at the 
Secretary's or State's discretion. 

The State conducts standard and extended surveys 
based upon a protocol, i.e., survey forms, 
methods, procedures and guidelines developed by 
HCFA, using individuals in the survey team who 
meet minimum qualifications established by the 
secretary. 

TN No. '--Z:;.L....-~ 

Supers 
TN No. 

Approval oaJUL 2 8 1992 Effective DateOCJ O 11990 
0£- HCFA ID: 
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wision: HCFA-PM-92- 3 

APRIL 1992 

State/Territory: 

1919(g)(2) 
(D) of the 
Act 

1919(g)(2) 
(E) (i) of 
the Act 

1919(g)(2) 
(E) (ii) of 
the Act 

1919(g) (2) 
(E) ( iii) of 
the Act 

1919(g)(4) 
of the Act 

1919(g)(S) 
(A) of the 
Act 

1919(g) (5) 
(B) of the 
Act 

1919(g)(S) 
(C) of the 
Act 

1919(g) (5) 
(D) of the 
Act 

( m) 

( n) 

(o) 

(p) 

(q) 

(r) 

( s) 

{t) 

(u) 

79w 

(HSQB) 

Arkansas 
DATE EFF---Y-1~1-:,,t,-,y.r.;W'-
HCFA 179 __ ..;;.c----"r.....,.q..a&.. __ 

The State provides for programs to measure and 
reduce inconsistency in the application of 
survey results among surveyors. Attachment 
4.40-D describes the State's programs. 

The State uses a multidisciplinary team of 
prof~ssionals including a registered 
professional nurse. 

The State assures that members of a survey team 
do not serve (or have not served within the 
previous two years) as a member of the staff or 
consultant to the nursing facility or has no 
personal or familial financial interest in the 
facility being surveyed. c--- . 

The State assures that no individual shall serve 
as a member of any survey team unless the 
individual has successfully completed a training 
and test program in survey and certification 
techniques approved by the Secretary. 

The State maintains procedures and adequate 
staff to investigate complaints of violations of 
requirements by nursing facilities and onsite 
monitoring. Attachment 4.40- E describes the 
State's complaint procedures. 

The State makes available to the public 
information respecting surveys and certification 
of nursing facilities including statements of 
deficiencies, plans of correction, copies of 
cost reports, statements of ownership and the 
information disclosed under section 1126 of the 
Act. 

The State notifies the State long-term care 
ombudsman of the State's finding of non
compliance with any of the requirements of 
subsection (b), {c), and (d) or of any adverse 
actions taken against a nursing facility. 

If the State finds substandard quality of care 
in a facility, the State notifies the attending 
physician of each resident with respect to which 
such finding is made and the nursing facility 
administrator licensing board. 

The State provides the State Medicaid fraud and 
abuse agency access to all information 
concerning survey and certification actions. 

Approval rJUL 2 8 1992 Effective Date OCT O 11990 
HCFA ID: 
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(HSQB) 

State/Territory: --------------------ARKANSAS 

Citation 

sections 
1919(b)(3) 
and 1919 
(e) (5) of 
the Act 

1919(e) (5) 
(A) of the 
Act 

1919(e) (5) 
(B) of the 
Act 

4.41 Resident Assessment for Nursing Facilities 

(a) 

( b) 

The State specifies the instrument to be used by 
nursing facilities for conducting a 
comprehensive, accurate, standardized, 
reproducible assessment of each resident's 
functional capacity as required in 
S1919(b)(3)(A) of the Act. 

The State is using: 

_X_ the resident assessment instrument 
designated by the Health Care Financing 
Administration (see Transmittal 1241 of 
the State Oferations Manual) 
[Sl9l9(e)(5 (A)); or 

a resident assessment instrument 
that the Secretary has approved as being 
consistent with the minimum data set of 
core elements, common definitions, and 
utilization guidelines as specified by the 
Secretary (see Section 4470 of the State 
Medicaid Manual for the Secretary's __ _ 
approval criteria) [Sl919(e)(S)(B)J. 

STATE 

DATE -

DATE APPV'Q~~~~~~~

DA TE EFF ~iLI,jw....,,,.._,,,,,.fU'7t--:J,-.....--
A 
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STATE PLAN T]I\DER TITLE )(D( OF TIIE SOCIAL SECT'RITY ACT
. MEDICAL ASSISTAIICE PROGRAIII

STATE ARI(!\[SAS

STANDARDS FOR NSTITUTIONS Revised:

ATTACHMENT 4.II.A
Page I

August 1,2m4

l . The health related standards setting authority, Arkansas Department of Health (in cooperation

with the Arkansas Division of Medical Services), shail be responsible for:

a. Establishing and maintaining health standards for private or public institutions in which

recipients of medical assistance under the State Plan receive care of services;

b- Establishing a plan for review by professional health personnel for appropriateness and

quality of care and services furnished to recipients and where applicable, for providing

guidance to Arkansas Division of lvledical Services.

c. Performing the function of determining whether institutions and agencies meet the

requirements for participation under Title XIX;

d. Cooperating in full with Arkansas Division of Medical Services in application of provider

standards;

e. Promptll'taking steps to insure full compliance with federal/state laws, rules and regulations

and shall report the results of these efforts to the Arkansas Division of Medical Sen-ices; and

f. Licensingrehabilitativehospitals.

2. The non-heakh related standard setting authority Arkansas Division of Medical Serv'ices (in

cooperation with the Arkansas Department of Health), shall be responsible for:

s-,nre A rltan g
DATEREC' | ;  6_ /+__o+
DATEAPP., i

HCFA 179 64 - I OSbPLRSEDET iir-



STATE PLAII I.INDER TITLE )ilX OF TIIE SOCIAL SECT]RITY ACT
MEDICAL ASSISTA}ICE PROGRAM
STATE ARKANSAS

STANDARDS FOR INSTITUTIONS

ATTACHMENT4.ll-A
Page2

JuIy 1,2005

b.

c .

Revised:

Establishing and maintaining standards and procedures for all Long Term Care Facilities

participating in the Medicaid Program (Title XX); procedures shall be developed as follows:

1. Establishing procedures for Utilization Control for Title XIX facilities;

2. Establishing procedures for management of personal allowance funds for Title XD(

recipients;

3. Establishing procedures for Reasonable Cost-Related Reimbursement to Title XD( Long

Term Care Facilities

Providing consultation to institution providers to enable them to qualiff for payments under

Title XIX

Recording and reporting evidence of non-compliance with federaVstate laws. Repeat

deficiencies will be subject to the sanctions listed in Arkansas Division of Medical Serviies

Administrative Remedies and Sanctions (including the withholding of all or part of the

monthly vendor payment). The withheld vendor payment(s) may be returned to the provider

if so determined as a result of the appropriate appeal procedures specified in said regulations

The Division of Medical Services' Office of Long Term Care is responsible for validation

and complaint surveys of Psychiatric Residential Treatment Facilities (PRTFs) to establish

whether the facilities are in compliance with federal regulations regarding the use of restraint

and seclusions.
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STATE PLAIT TJIYDERTITLE )(D( OFTEE SOCIAL SECIIRITYACT
MEDICAL ASSISTAITCE PROGRADT
STATE ARKAFISAS

COOPERATI\/E .ARRANGEMENTS WITE STATE IIEALTH AGENCIES
Ai\D STATE VOCATIONAL REHABILTTATION AGENCIES AITD
WITII TITLE V GRANTEES Revised: Februaryl,2003

Arkansas Division of Medical Services has written agreements with the Arkansas Deparrnent of Health and rhe

Arl€nsas Dvision of Rehabilitation Services which clearly establish the working relationship between the agencies

involved. Both the Title )fiX Program and the Children's Medical Services Program under Title V of the

Social Security Act are organizationally located vifhin the Department of Human Services. The following is

a description of the cooperative iurangements with &e State Health Agencies, State Rehabilitation Agency, State

Services for the Blind and Title V Grantees by means of which the senrices administered or superviied by those

agencies will be utilized to the maximum degree and will be coordinated with the medical care and services provided

by the Arkansas Division of Medical Services under the plan:

a- The cooperative arrangement with these agencies includes the following methods by which these

services administered by these agencies are utilized to the maximum degree and are coordinated with

the medical care and services provided by Arkansas Division of Medical Services under the plan for

medical assistance:

(l) Reciprocal ret-erral services:

(2) Exchange of reports or service:

(3) Coordination of plan for the individual;

(4) Joint evaluation of policies that affect the cooperative work of the agencies;

(5) Joint planning for changes that may be needed to achieve the joint goals;

(6) Continuous liaison;

(7) Designation of staff responsible for carrying out liaison activities of state and local levels;
and

(8) lvfutually agreeable arangement for reimbursement.

ATTACEMENT 4.1GA
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I
srATE PLAI\I TJNDER TrrLE xD( oF Tm socIAL sEcIruTy Acr

MEDICAL ASSISTAT{CE PROCRAM
STATE ARKAIYSAS

COOPERATTVE ARRANGEMENTS WTTH STATE MALTII AGENCIES
AI\D STATE VOCATIONAL REEABILITATION AGENCIES AIYD
WITE TITLE VGRAIITEES

ATTACHMENT 4.16A
Ptge2

Revised: Februaryl,2003

The Title XD( Program shall refer all children with the kinds of medical conditions for which

the Children's Medical Senices can provide serwices and the Children's Medical Services

Program shall accept such children to the extent its services allow. Payment for treatment shall

be made by the Title XD( Program for those eligible under the Title XD( Plan within thE limis of

the Program. This same plan applies to otherTitle V Grantees.
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Attachment {.17-A
Page 1

SOCIAL SECI'RIIY ACI

State./Territory: ARKANSAS

LIENS ATD ADWSll.lENTS OR RECOVENIES

1. The State uBeE the following proceaE for determining that an
instltutionall,zed individual cannot reaEonably be exp,ected to be diacharged
from the medical lnetitution and return home:

A phys ic ian ts  s ta tement  w i l l  be  ob ta ined pr io r  to  in i t ia l  cer t i f i ca t ion
and at  annual  reviews thereafter for  indiv iduals under age 55.

2, Tho followlng-criterta are used for eatabltshtng that a
lnetitutionalLzed Lndivldualrg gon or daughter frovided
under regulat lonE at 42 CFR S433.35(f) :  

-

N/A

Pernanently
care aE apeeifLed

3. The State definee the terms below

o eEtate

A1 I real and personal property

ag fol lowgc

owned by an indiv idual  at  death.

o lndlvidual'e home

The pr incipal  p lace of  residence where the indiv idual  resided pr ior  to
ins t i tu t iona l i za t ion  and in  wh ich  the  ind iv idua ' l  had ownersh ip  in te res t .

equlty intereEt ln the home

The market value of  the home less the debt against  the home.

residing in the home for at leaet one or two years on a continuoug bagig,
and

N/A

Lawfully residing.

N/A
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Attachnent 4.17-A
Page 2

STATE PIAII UNDER

State,/Territory:

TITLE XTX OF THE SOCIAL SECURIIY ACI

ARKANSAS

4. lhe State defines undue hardahip ag followe:

Undue hardship exists when the survivors rely on assets of  the estate
as their  sole source of  income, when the income producing asset is the
so le  asset  o f  the  surv ivors ,  and when income is  l im i ted .

5. The following etandards and procedureg are ueed by the State for walvtng
eEtate recoveries when recovery would cauEe an undue hardahlp, and when
recovery is not coet-effectivel
(l) The Executor gives the state agency notice of.probate.
(2) Tne state agency gives the Executor notice that tJe may recover and procedures to apply

for a hardship waiver along with the requirement to provide the va'lue of the estate.
(3) The Executor wi ' l l  make appl icat ion and'furnish the state agency proof of-hardship,
(4) The Department of Human Servlces, Centra'l 0fficc Comnittee makes a decision regarding

undue hardship_and whether col lect ion is cost ef fect ive.
6. The State definee cogt-effective ae followe (lnclude nethodology/threeholde

uaed to determine coEt-effectiveneae) :

Cost ef fect iveness wi ' l l  exist  when the est ' imated amount to be recovered
from an estate wi l l  be greater than the est imated costs of  recovery.

7. lhe state uEes the followtng collectlon proceduree (include epeeific
elementg contained in the advance notLce-requlremeni, the method for
appJ'ying for a waiver, heartng and appeala procedureE, and tlne framee
involved) 3

Notice wi l l  include intent to recover Medicaid payments,  procedures forf i l ins hardsh' ip. ! . ,a iver-appl icat ion wi th i ;  a0 daia;  i is [ i  [o- i  neai ing-i f  appea l  i s  made in  30  i i ys .

I f  hardship waiver is requested, Agency commit tee wi l l  make determinat ion.

I f  ind iv idua l  d isagrees ,  he /she may

If  no hardship lvaiver is requested
proceed with recovery.

A  c la im w i l l  be  f i l ed  in  the  es ta te .

appea l  dec is ion  w i th in  30  days .

w i th in  30  days ,  the  s ta te  w i l l

STATE

DATE

DATE

DATE
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Medicaid Premiums and Cost Sharing

State Name: Arkansas OMB Control Number: 09381148

Transmittal Number: AR - 22 - 0008

Cost Sharing Requirements G1

1916
1916A
42 CFR 447.50 through 447.57 (excluding 447.55)

The state charges cost sharing (deductibles, co-insurance or co-payments) to individuals covered under Medicaid. Yes

The state assures that it administers cost sharing in accordance with sections 1916 and 1916A of the Social Security Act and 42
CFR 447.50 through 447.57.

General Provisions

The cost sharing amounts established by the state for services are always less than the amount the agency pays for the
service.

No provider may deny services to an eligible individual on account of the individual's inability to pay cost sharing, except as
elected by the state in accordance with 42 CFR 447.52(e)(1).

The process used by the state to inform providers whether cost sharing for a specific item or service may be imposed on a
beneficiary and whether the provider may require the beneficiary to pay the cost sharing charge, as a condition for receiving
the item or service, is (check all that apply):

The state includes an indicator in the Medicaid Management Information System (MMIS)

The state includes an indicator in the Eligibility and Enrollment System

The state includes an indicator in the Eligibility Verification System

The state includes an indicator on the Medicaid card, which the beneficiary presents to the provider

Other process

Contracts with managed care organizations (MCOs) provide that any cost-sharing charges the MCO imposes on Medicaid
enrollees are in accordance with the cost sharing specified in the state plan and the requirements set forth in 42 CFR 447.50
through 447.57.

Cost Sharing for Non-Emergency Services Provided in a Hospital Emergency Department

The state imposes cost sharing for non-emergency services provided in a hospital emergency department. Yes

The state ensures that before providing non-emergency services and imposing cost sharing for such services, that the
hospitals providing care:

Conduct an appropriate medical screening under 42 CFR 489.24, subpart G to determine that the individual does
not need emergency services;

Inform the individual of the amount of his or her cost sharing obligation for non-emergency services provided in
the emergency department;

Provide the individual with the name and location of an available and accessible alternative non-emergency
services provider;

Transmittal Number: AR-22-0008 
Supersedes Transmittal Number: NEW

Approval Date: February 8, 2023 Effective Date: January 1, 2023
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Medicaid Premiums and Cost Sharing

Determine that the alternative provider can provide services to the individual in a timely manner with the
imposition of a lesser cost sharing amount or no cost sharing if the individual is otherwise exempt from cost
sharing; and

Provide a referral to coordinate scheduling for treatment by the alternative provider.

The state assures that it has a process in place to identify hospital emergency department services as non-emergency for
purposes of imposing cost sharing. This process does not limit a hospital's obligations for screening and stabilizing
treatment of an emergency medical condition under section 1867 of the Act; or modify any obligations under either
state or federal standards relating to the application of a prudent-layperson standard for payment or coverage of
emergency medical services by any managed care organization.

The process for identifying emergency department services as non-emergency for purposes of imposing cost sharing is:

The state relies on monographs developed by its designated utilization management contractor to assess whether a
hospital's triage protocols are sufficiently effective to ensure the correct level of treatment is determined. Because
emergency department services are part of the overall retrospective review process, if non-emergency services are billed at
the higher emergency level incorrectly, the entire service would be recouped and the emergency department could bill
Medicaid for the non-emergency level and be paid the amount minus the cost share. They would not be allowed to charge
the beneficiary for the cost share because the hospital is responsible for the error in claims processing.

Cost Sharing for Drugs

The state charges cost sharing for drugs. Yes

The state has established differential cost sharing for preferred and non-preferred drugs. Yes

The state identifies which drugs are considered to be non-preferred.

The state assures that it has a timely process in place to limit cost sharing to the amount imposed for a preferred
drug in the case of a non-preferred drug within a therapeutically equivalent or similar class of drugs, if the
individual's prescribing provider determines that a preferred drug for treatment of the same condition either will be
less effective for the individual, will have adverse effects for the individual, or both.  In such cases, reimbursement
to the pharmacy is based on the appropriate cost sharing amount.

Beneficiary and Public Notice Requirements

Consistent with 42 CFR 447.57, the state makes available a public schedule describing current cost sharing
requirements in a manner that ensures that affected applicants, beneficiaries and providers are likely to have access to
the notice.  Prior to submitting a SPA which establishes or substantially modifies existing cost sharing amounts or
policies, the state provides the public with advance notice of the SPA, specifying the amount of cost sharing and who is
subject to the charges, and provides reasonable opportunity for stakeholder comment. Documentation demonstrating
that the notice requirements have been met are submitted with the SPA.  The state also provides opportunity for
additional public notice if cost sharing is substantially modified during the SPA approval process.

Other Relevant Information

Cost sharing requirements are published in the provider manuals and a hyperlink is used to send the provider to the
coinciding table housing the amount of the cost share, which is also published on the Arkansas Medicaid Website. Division
of Provider Services and Quality Assurance (DPSQA) maintains the Choices in
Living Resource Center, where Arkansas citizens can call for assistance, including telephone information and brochures for
the Workers with Disabilities program. Various brochures are available at the DHS website:
https://humanservices.arkansas.gov/, and are distributed throughout the state in the county offices where the

Transmittal Number: AR-22-0008 
Supersedes Transmittal Number: NEW
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Medicaid Premiums and Cost Sharing
Division of County Operations are housed.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 09381148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C42605, Baltimore, Maryland 212441850.

V.20160722
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Medicaid Premiums and Cost Sharing

State Name: Arkansas OMB Control Number: 09381148

Transmittal Number: AR - 22 - 0008

Cost Sharing Amounts - Categorically Needy Individuals G2a

1916
1916A
42 CFR 447.52 through 54

The state charges cost sharing to all categorically needy (Mandatory Coverage and Options for Coverage) individuals. No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 09381148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C42605, Baltimore, Maryland 212441850.

V.20181119
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Medicaid Premiums and Cost Sharing

State Name: Arkansas OMB Control Number: 09381148

Transmittal Number: AR - 22 - 0008

Cost Sharing Amounts - Medically Needy Individuals G2b

1916
1916A
42 CFR 447.52 through 54

The state charges cost sharing to all medically needy individuals. No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 09381148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C42605, Baltimore, Maryland 212441850.

V.20181119

Transmittal Number: AR-22-0008 
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Medicaid Premiums and Cost Sharing

State Name: Arkansas OMB Control Number: 09381148

Transmittal Number: AR - 22 - 0008

Cost Sharing Amounts - Targeting G2c

1916
1916A
42 CFR 447.52 through 54

The state targets cost sharing to a specific group or groups of individuals. Yes

Population Name (optional): Workers with Disabilities, Interim Alternative Benefits Plan, and Transitional Medicaid

Eligibility Group(s) Included: 1902(a)(10)(A)(ii)(XV); 1902(a)(10)(A)(i)(VIII); and 408(a)(11)(A), 1902(a)(52), 1902(e)(1), 1925,
1931(c)(2)

Incomes Greater than 20% TO Incomes Less than or Equal to

Add Service Amount
Dollars or
Percentage Unit Explanation Remove

Add

Physician visit (including
PCP/specialist/audiologist/podiatri
st visit, excluding preventive
service

4.70

$ Visit

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Other Practitioner Office Visit
(Nurse, Physician Assistant)

4.70

$ Visit

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Federally Qualified Health Center
(FQHC)

4.70

$ Encounter

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Rural Health Clinic 4.70

$ Encounter

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Ambulatory Surgical Center 4.70

$ Visit

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Transmittal Number: AR-22-0008 
Supersedes Transmittal Number: NEW

Approval Date: February 8, 2023 Effective Date: January 1, 2023
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Medicaid Premiums and Cost Sharing

Add Service Amount
Dollars or
Percentage Unit Explanation Remove

Add

Chiropractor 4.70

$ Visit

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Pharmacy/Generics 4.70

$ Prescription

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Pharmacy/Preferred Brand Drugs 4.70

$ Prescription

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Pharmacy/Non-Preferred Brand
Drugs

9.40

$ Prescription

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Pharmacy/Specialty Drugs (i.e.,
High-Cost)

9.40

$ Prescription

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

X-rays and Diagnostic Imaging 4.70

$ Visit

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Imaging (CT/Pet Scans, MRIs) 4.70

$ Visit

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Laboratory Outpatient and
Professional Services

4.70

$ Visit

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Transmittal Number: AR-22-0008 
Supersedes Transmittal Number: NEW
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Medicaid Premiums and Cost Sharing

Add Service Amount
Dollars or
Percentage Unit Explanation Remove

Add

Allergy Testing 4.70

$ Visit

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Non-Emergency Use of the
Emergency Department

9.40

$ Visit

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Urgent Care Centers or Facilities 4.70

$ Visit

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Durable Medical Equipment 4.70

$ Item

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Prosthetic Devices 4.70

$ Item

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Orthotic Appliances 4.70

$ Item

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Mental/Behavioral Health and
SUD Outpatient Services

4.70

$ Visit

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Rehabilitative Occupational
Therapy

4.70

$ Visit

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add Rehabilitative Speech Therapy 4.70 $ Visit Remove

Transmittal Number: AR-22-0008 
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Medicaid Premiums and Cost Sharing

Add Service Amount
Dollars or
Percentage Unit Explanation Remove

Add

Rehabilitative Physical Therapy 4.70

$ Visit

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Outpatient Rehabilitation Services 4.70

$ Visit

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Habilitation Services 4.70

$ Visit

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Outpatient Surgery
Physician/Surgical Services

4.70

$ Procedure

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Chemotherapy 4.70

$ Procedure

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Radiation 4.70

$ Procedure

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Infusion Therapy 4.70

$ Procedure

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Add

Accidental Dental 4.70

$ Visit

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

Transmittal Number: AR-22-0008 
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Add Service Amount
Dollars or
Percentage Unit Explanation Remove

Add

Home health Care Services 4.70

$ Visit

The state has aligned cost sharing for
Workers with Disabilities,
Transitional Medicaid and Interim
Alternative Benefit Program with the
copays calculated for Alternative
Benefit Plan members.

Remove

The state permits providers to require individuals to pay cost sharing as a condition for receiving items or services, subject to
the conditions specified at 42 CFR 447.52(e)(1). This is only permitted for non-exempt individuals with family income above
100% FPL.

No

Cost Sharing for Non-preferred Drugs Charged to Otherwise Exempt Individuals

If the state targets cost sharing for non-preferred drugs to specific groups of individuals (entered above), answer the following
question:

The state charges cost sharing for non-preferred drugs to otherwise exempt individuals. No

Cost Sharing for Non-emergency Services Provided in the Hospital Emergency Department Charged to Otherwise Exempt
Individuals

If the state charges cost sharing for non-emergency services provided in the hospital emergency department to specific individuals
(entered above), answer the following question:

The state charges cost sharing for non-emergency services provided in the hospital emergency department to otherwise
exempt individuals. No

Remove Population

Add Population

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 09381148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C42605, Baltimore, Maryland 212441850.

V.20181119
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Medicaid Premiums and Cost Sharing

State Name: Arkansas OMB Control Number: 09381148

Transmittal Number: AR - 22 - 0008

Cost Sharing Limitations G3

42 CFR 447.56
1916
1916A

The state administers cost sharing in accordance with the limitations described at 42 CFR 447.56, and 1916(a)(2) and (j) and
1916A(b) of the Social Security Act, as follows:

Exemptions

Groups of Individuals - Mandatory Exemptions

The state may not impose cost sharing upon the following groups of individuals:

Individuals ages 1 and older, and under age 18 eligible under the Infants and Children under Age 18 eligibility group (42
CFR 435.118).

Infants under age 1 eligible under the Infants and Children under Age 18 eligibility group (42 CFR 435.118), whose income
does not exceed the higher of:

133% FPL; and

If applicable, the percent FPL described in section 1902(l)(2)(A)(iv) of the Act, up to 185 percent.

Disabled or blind individuals under age 18 eligible for the following eligibility groups:

SSI Beneficiaries (42 CFR 435.120).

Blind and Disabled Individuals in 209(b) States (42 CFR 435.121).

Individuals Receiving Mandatory State Supplements (42 CFR 435.130).

Children for whom child welfare services are made available under Part B of title IV of the Act on the basis of being a child
in foster care and individuals receiving benefits under Part E of that title, without regard to age.

Disabled children eligible for Medicaid under the Family Opportunity Act (1902(a)(10)(A)(ii)(XIX) and 1902(cc) of the
Act).

Pregnant women, during pregnancy and through the postpartum period which begins on the last day of pregnancy and
extends through the end of the month in which the 60-day period following termination of pregnancy ends, except for cost
sharing for services specified in the state plan as not pregnancy-related.

Any individual whose medical assistance for services furnished in an institution is reduced by amounts reflecting available
income other than required for personal needs.

An individual receiving hospice care, as defined in section 1905(o) of the Act.

Indians who are currently receiving or have ever received an item or service furnished by an Indian health care provider or
through referral under contract health services.

Individuals who are receiving Medicaid because of the state's election to extend coverage to the Certain Individuals Needing
Treatment for Breast or Cervical Cancer eligibility group (42 CFR 435.213).

Groups of Individuals - Optional Exemptions
Transmittal Number: AR-22-0008 
Supersedes Transmittal Number: NEW
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Medicaid Premiums and Cost Sharing

The state may elect to exempt the following groups of individuals from cost sharing:

The state elects to exempt individuals under age 19, 20 or 21, or any reasonable category of individuals 18 years of age
or over. Yes

Indicate below the age of the exemption:

Under age 19

Under age 20

Under age 21

Other reasonable category

The state elects to exempt individuals whose medical assistance for services furnished in a home and community-based
setting is reduced by amounts reflecting available income other than required for personal needs. No

Services - Mandatory Exemptions

The state may not impose cost sharing for the following services:

Emergency services as defined at section 1932(b)(2) of the Act and 42 CFR 438.114(a).

Family planning services and supplies described in section 1905(a)(4)(C) of the Act, including contraceptives and
pharmaceuticals for which the state claims or could claim federal match at the enhanced rate under section 1903(a)(5) of the
Act for family planning services and supplies.

Preventive services, at a minimum the services specified at 42 CFR 457.520, provided to children under 18 years of age
regardless of family income, which reflect the well-baby and well child care and immunizations in the Bright Futures
guidelines issued by the American Academy of Pediatrics.

Pregnancy-related services, including those defined at 42 CFR 440.210(a)(2) and 440.250(p), and counseling and drugs for
cessation of tobacco use.  All services provided to pregnant women will be considered pregnancy-related, except those
services specificially identified in the state plan as not being related to pregnancy.

Provider-preventable services as defined in 42 CFR 447.26(b).

Enforceability of Exemptions

The procedures for implementing and enforcing the exemptions from cost sharing contained in 42 CFR 447.56 are (check all that
apply):

To identify that American Indians/Alaskan Natives (AI/AN) are currently receiving or have ever received an item or service
furnished by an Indian health care provider or through referral under contract health services in accordance with 42 CFR
447.56(a)(1)(x), the state uses the following procedures:

The state accepts self-attestation

The state runs periodic claims reviews

The state obtains an Active or Previous User Letter or other Indian Health Services (IHS) document

The Eligibility and Enrollment and MMIS systems flag exempt recipients

Other procedure

Transmittal Number: AR-22-0008 
Supersedes Transmittal Number: NEW

Approval Date: February 8, 2023 Effective Date: January 1, 2023
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Medicaid Premiums and Cost Sharing

Additional description of procedures used is provided below (optional):

To identify all other individuals exempt from cost sharing, the state uses the following procedures (check all that apply):

The MMIS system flags recipients who are exempt

The Eligibility and Enrollment System flags recipients who are exempt

The Medicaid card indicates if beneficiary is exempt

The Eligibility Verification System notifies providers when a beneficiary is exempt

Other procedure

Additional description of procedures used is provided below (optional):

Payments to Providers

The state reduces the payment it makes to a provider by the amount of a beneficiary's cost sharing obligation, regardless of
whether the provider has collected the payment or waived the cost sharing, except as provided under 42 CFR 447.56(c).

Payments to Managed Care Organizations

The state contracts with one or more managed care organizations to deliver services under Medicaid. Yes

The state calculates its payments to managed care organizations to include cost sharing established under the state plan for
beneficiaries not exempt from cost sharing, regardless of whether the organization imposes the cost sharing on its recipient
members or the cost sharing is collected.

Aggregate Limits

Medicaid premiums and cost sharing incurred by all individuals in the Medicaid household do not exceed an aggregate limit of 5
percent of the family's income applied on a quarterly or monthly basis.

The percentage of family income used for the aggregate limit is:

5%

4%

3%

2%

1%

Other: %

Transmittal Number: AR-22-0008 
Supersedes Transmittal Number: NEW

Approval Date: February 8, 2023 Effective Date: January 1, 2023
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Medicaid Premiums and Cost Sharing

The state calculates family income for the purpose of the aggregate limit on the following basis:

Quarterly

Monthly

The state has a process to track each family's incurred premiums and cost sharing through a mechanism that does not
rely on beneficiary documentation. Yes

Describe the mechanism by which the state tracks each family's incurred premiums and cost sharing (check all that
apply):

As claims are submitted for dates of services within the family's current monthly or quarterly cap period, the state
applies the incurred cost sharing for that service to the family's aggregate limit. Once the family reaches the
aggregate limit, based on incurred cost sharing and any applicable premiums, the state notifies the family and
providers that the family has reached their aggregate limit for the current monthly or quarterly cap period, and are
no longer subject to premiums or cost sharing.

Managed care organization(s) track each family's incurred cost sharing, as follows:

Other process:

Describe how the state informs beneficiaries and providers of the beneficiaries' aggregate family limit and notifies
beneficiaries and providers when a beneficiary has incurred premiums and cost sharing up to the aggregate family limit
and individual family members are no longer subject to premiums or cost sharing for the remainder of the family's
current monthly or quarterly cap period:

The DHS eligibility system identifies and sends notice to beneficiaries of the initial aggregate family limit when
applicable. The MMIS system sends beneficiary letters regarding incurred cost sharing and when the family limit has
been met. The provider is notified via the eligibility verification system and upon explanation of benefits when limit
has been met.

The state has a documented appeals process for families that believe they have incurred premiums or cost sharing over
the aggregate limit for the current monthly or quarterly cap period. Yes

Describe the appeals process used:

The state uses its standard Medicaid fair hearing process.

Describe the process used to reimburse beneficiaries and/or providers if the family is identified as paying over the aggregate
limit for the month/quarter:

The MMIS system stops deducting the cost sharing amount once met. The provider is required to refund any cost sharing it
has collected upon notification via MMIS that cost sharing was met.

Describe the process for beneficiaries to request a reassessment of their family aggregate limit if they have a change in
circumstances or if they are being terminated for failure to pay a premium:

Beneficiaries may notify their local eligibility office of changes in circumstances adversely affecting their family aggregate
limit.

Transmittal Number: AR-22-0008 
Supersedes Transmittal Number: NEW
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Medicaid Premiums and Cost Sharing

The state imposes additional aggregate limits, consistent with 42 CFR 447.56(f)(5). No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 09381148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C42605, Baltimore, Maryland 212441850.

V.20160722
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT    ATTACHMENT 4.19-A 
MEDICAL ASSISTANCE PROGRAM      Page 1 
STATE ARKANSAS 

 
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
INPATIENT HOSPITAL SERVICES               Revised:  October 1, 2014 
______________________________________________________________________________________________________ 
 
1. Inpatient Hospital Services 
 

The State has in place a public process, which complies with the requirements of Section 1902(a)(13)(A) of the 
Social Security Act. 

 
In accordance with Section 1902(s) of the Social Security Act, we do not impose dollar limits on any inpatient 
hospital services for children under age one (or children that are hospitalized on their first birthday).  This 
includes the $850.00 per diem cost limit, the TEFRA rate of increase limit, the customary charge upper limit or 
the $150,000 bone marrow transplant limit.  This applies to all inpatient hospitals. 

 
Effective for claims with dates of service on or after January 1, 2007, all acute care hospitals with the exception 
of Pediatric Hospitals, Border City University-Affiliated Pediatric Teaching Hospitals, Arkansas State 
Operated Teaching Hospitals, Rehabilitative Hospitals, Inpatient Psychiatric Hospitals, Out-Of-State Hospitals 
and Critical Access Hospitals will be reimbursed based on reasonable cost with interim per diem rates and 
year-end cost settlements, with a cost limit of $850 per day.  
 
Effective for dates of services October 1, 2014 and after for recipients age 21 and older, all acute care, 
Pediatric, Border-City University-affiliated Pediatric Teaching Hospitals, Arkansas State Operated 
Teaching Hospitals will be reimbursed a $400 prospective per diem rate with no cost settlement for 
hospital days beyond 24 during the State Fiscal Year.  The $400 prospective per diem rate does not 
apply to beneficiaries age 21 and older who receive inpatient services in accordance with special 
diagnosis criteria identified in Attachment 3.1-A Page 1a, Section1. 
 
Arkansas Medicaid will use the lesser of cost or charges or the $850 per diem cost limit multiplied by total 
hospital Medicaid days 24 and under to establish cost settlements.  Except for malpractice insurance, graduate 
medical education costs and the base period for determining the TEFRA target limits, the interim per diem 
rates and the cost settlements are calculated in a manner consistent with the method used by the Medicare 
Program.  The definition of allowable costs to be used is as follows: 

 
(a) The State will use the Medicare allowable costs as stated in the HIM-15/PRM-15. 

 
The State will use the criteria referenced in 42 CFR, Section 413.89(e) - Criteria for allowable bad 
debt, to determine allowable bad debt. 

 
(b) Physicians/Administrative/Teachers will be included in costs as recognized by Medicare 

reimbursement principles. 
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MEDICAL ASSISTANCE PROGRAM      Page 1a 
STATE ARKANSAS 

 
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
INPATIENT HOSPITAL SERVICES                  October 1, 2014 
______________________________________________________________________________________________________ 
 
1. Inpatient Hospital Services (continued) 

 
At cost settlement, Arkansas Medicaid will limit reimbursement to the lowest of the following: 

 
(a) Allowable costs after application of the TEFRA rate of increase limit.  The TEFRA rate of increase 

limit is the hospital's TEFRA target rate multiplied by its total number of Medicaid discharges. 
 

Effective for cost reporting periods ending on or after June 30, 2000, the TEFRA rate of increase limit 
will no longer be applied to Arkansas State Operated Teaching Hospitals. 

 
(b) The hospital's customary charges to the general public for the services.  (This will be applied on an 

annual basis at cost settlement.) 
 

(c) A maximum limit per Medicaid days.  The maximum limit is the total number of Medicaid inpatient 
days during the cost reporting period multiplied by the $850.00 per diem cost limit.   
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l. Inpatient Hospital Serrrices (Continucd)

Arkansas' method of reimbrrrsing malpractice inqr1z1ss will be a sirrple calculatisr made outside the cost

report and the result added back on to the Medicaid sealernetr page of the report. The calculation would

apply a Medicaid utiiization factor based on cost to the porhon of total rnalpracticc ocpense (91.5%) which

is reimbursed for Medicare on workheet D8 of thc cost reporl The rernainin g 8.S%remairs on wff]a5hsg1

A of thc cost report and flo',rs through to be reimbursed like any othcr administative cost The final result

*'ould be to reimburse malp,racticc for Medicaid as though all malpnctice expense remaincd on workshcer

A and srrnply flow.ed through the cost reporl

For those hospiais determined as nral hospi.als as of January l, 1989, the base pcf;io,l for dcterrninarion of

TEFRA limirs will be the firsi full cost rspo'rtrng penod beginning on or afrer Janvary l, 1989 - inrlation

index based on Medicare principles (the C.\{S Market Basket Indcx or the C,ongressional Set Iniiation

Factor).

For all other Arkansx acute care hospialg with the exception of Pediatric Hospitals and Arkansas Stare

Operated Teaching Hospials, the base period for deternrinatim of TEFRA limits *'ill be the first full cost

rcponing period beginnrng on or after July l, 1991. The inflation rndex bascd on lvfedicare principles (rhe

CMS Market Basket lndex or the Congressional Set Inflation Factor) B'ill be applied beglnmng &c hrst ycar

after the base year. Thereafter, the TEFRA, limit wrll be updated annually using the CMS Markct Baskct

Index or the Congressional Set Inflation Facror.
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STATE ARKANSAS

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -INPATIENT HOSPITAL SERVICES 
-- ..

ATTACHMENT 4.I9-A
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Revised: December 3, 2004

l . Inpatient Hospital Services (Continued)

Direct medical education costs' including graduate medical education costs, are reimbursed based on Medicarereasonable cost rules in effect prior to ttie-effective date of the september 29, l9g9 rule.
TRANSPLANT SERVICES

A' In-state Acute care/General Hospitals, All Bordering city Hospitals and All out-of-stateHospitals

l .

7

Inpatient hospital r.* _A
reimbursed in the same manner as other inpatient hospital

pancreas/kidney transp lants are
services.

Bong Marrow Transolants
lnterrm reimbursement for bone marrow transplants will be 80% of billed charges, subject tosubsequent review to.d^etermine that only covered charges are reimbursed. Reimbursementwi l l  not exceed s150,000. Reimbursement includes al l  medical  services relat ing to thetransplant procedure from the date of admission for the bone marrow transplant procedure tothe date of discharge' Both the hospital and physician claims will be manually pricedsimultaneously' If the combined total exceeds the 

-$ 
I 50,000 ma.rimum, reimbursement foreach provider type will be decreased by an equal percentage resulting in an amount rvhichdoes not exceed the maximum donar l i ; i t .  

-  rv 'yy"!$Ev r lJur ' ' rs rrr . .rr  (urruutlr  v

3.
Hospital serwices (does not include organ acquisifion) retating to other coveredtransplant procedures (does not include corneal, renal, pancreas/kidney and bonemarrow) are reimbursed at 15oh ofsubmitted charges. R.;;";il1"1"il.,Li* 

",,allowable medical senices relating to the covered transplant from the date of thetransplant procedure to the date of discharge. Transplant hospitalization days in excessof transplant length of stay averages must be approved through medical review.Transplant length of stayaverages u] each transplant type will be determined from themost current written Medicare National Coverale Decisions.

In-patient hospital days prior to the transplant date will be reimbursed in accordancewith the appticable State Plan methodology for the hospital type in rvhich the transptantis performed.

Readmissions to the same hospital due to complications arising from the originaltransplant are reimbulsed the same as the original transplant service ^t 45o/o ofsubmitted charges. Ail excesi reugth of stay approvat requirements also appry.

stsu*A.fu\l* 5
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Page 3a

September l,2006

t . Inpatient Hospital Services (Continued)

In-State Acute Care/General Hospitals, All Bordering City Flospitals and All Out-of-State Hospitals (Continued)

Other Covered Transplants (Continued)
Reintbursentent lbr the actual organ to be transplanted (organ acquisition) will be at (a) 100% of tlre
submitted organ invoice amourlt from an outside organ provider organization or (b) reasonable cost
with interim reilnbursenrent and year-end cost settlement. The hospital has the choice of using either
method. lf (a) is used, lhe provider will submit a copy of the invoice for the organ acquired and
Medicaid will reirnburse l00% of the invoiie amount and no additional amounls will be reimbursed to
the hospital. If (b) is used, an interim amount will be reimbursed to the hospital and a year-end cost
settlement will be calculated. The interim arnount reimbursed and the year-end cost settlement will be
calculated in a tnanner consistent with the method used by the Medicare Program fororgan acquisition
costs.

B. In-State Pediatric Hospitals and Arkansas State Operated Teaching Hospitals

l Conreal. Renal and Pancreas/Kidney Transplants
lnpatient hospital services required for corneal, renal and pancreas/kidney transplants are reirnbursed
in the sarne manner as other inpatient hospital services.

Bone Marrow Transolants
lnteritn reimbursetnent for bone marrow tran$plants will be 80% of billed charges, subject to
subsequent review to determine that only covered charges are reilnbursed. Reimbursement will not
exceed $ 150,000. Reimbursenent includes all medical services relating to the transplant procedure
from the dats of admission for the bone narrow transplant procedure to the date of discharge. Both
the hospital and physician claims will be manually priced simultaneously. If the combined total
exceeds the $150,000 maxirnum, reimbursement fbr each provider type will be decreased by an equal
percentage resulting in an aurount which does uot sxceed the maximurn dollar limit.

Other Covered'l'ransolants

Hospital senices provided by In-State Pediatric Hospitals and Arkansas State Operated Teaching
Hospitals relating to other covered transplant procedures (does not include comeal, renal,
pancreas/kidney and bone marrow) are reimbursed in the sanre nanner as other inpatient hospital
services with interim reinrbursement and final cost settlement. Reinrbursement includes all allowable
medical services relating to the covered transplant'from the date of the transplant procedure to the date
of disclrarge. Trarrsplant hospitalization days in excess of transplant length of stay averages must be
approved through rnedical review. Transplant length of stay averages by eaclr transplant type will be
determined fronr the mosl current u,ritten Medicare National Coverage Decisions.

Effective for discharge dates occurring on or after September 1, 2006, the TEFRA rate of
increase linft wilt no longer be applied to in-state Pediatric Hospitals for other covered
transplant procedures (does not include corneal, renal, pancreaVkidney and bone marrow).

Inpatient hospitat days prior to the transplant date will be reimbursed in accordance with the applicable
State Plan methodology tbr the hospital type in which rhe transplant is perfonned.

Readmissions to the same hospital due to complications arising fronr the original transplant are
reimbursed the sarne as the original transplant sen ice. All excess length ofstay approval requirements
also apply.

Recipient Financial Services
The recipient nray not be billed lbr Medicaid covered charges in excess ol'the State's reimbursernent.
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MEDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

METIIODS AIID STAI\DARDS FOR ESTABLISIIING PAYMENT RATES.
II{PATIENT HOSPITAL SERVICES

ATTACHMENT 4.19-A
Page 3b

t .

Revised: July l,2006

Inpatient Hospital Services (Continued)

Effective for claims with dates of servic'e on or after July l, 1994, hospitals in bordering cities will be
reimbursed based on rgasonable costs with interim per diem rates and year-end cost settlements, with the same
per diem cost limit as is relmbursed to in-state hospitals.

The following cifies are considered bordering cities: Poplar Blufi, Missouri; Greorville, Mississippi; poteau,
Oklahoma; Memphis, Tennessee and Texarkana, Texai.

EffectiveforclaimswithdatesofserviceonorafterMarch l,lggg,hospitalslocatedinSpringfield,Missouri
witl quatify to be designated as a bordering city hospital.

All other reimbursement information contained in Attachment 4. l9-A Pages I through 3, pertains to bordering
city hospitals.

The TEFRA base year will be the first fulI cost reporting period beginning on or after July l, 1991.
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES .
INPATIENT HOSPTTAL SERVTCES Revised:

ATTACHMENT 4.19.A
Page 4

July 1, 1993

1 . Inpatient Hospital SeMces (Continued)

Pediatric Hospitals

Pediatric hospitals are classified as a separate class group. The Medicaid definition of a

pediatric hospital is: A hospital is a pediatric hospital if it has in etfect an agreement to

participate as a hospital and the majority of its patients are individuals under the age of 21.

Pediatric hospitals are reimbursed based on interim per diem rates with year end cost

settlement for cost reporting periods ending on or after June 30, 1988. Arkansas Medicaid will

use the lesser of cost or charges to establish cost settlements. Except for malpractice

insurance, the gross receipts tax and graduate medical education costs, the interim per diem

rates and cost settlements are calculated in a manner consistent with the method used by the

Medicare Program. The definition of allowable costs to be used is as follows:
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t . Inpatlent Hospital Servlces (Contlnued)

Pedlatrlc Hospitals (Contlnued)

1.a. An exception or exemptlon may be granted by the State in the lollowing

clrcumstances:

(ll Fxemptlons - New Hospitals

A new hospital may be either a hospital currently enrolled in Arkansas

Medlcaid which has changed its subspeciality to a pediatric hospital for

reimbursement purposes only or a new pediatric hospital which has

n€ver been enrolled as a provider.

New hospitals that request and receive an exemption from the State are

not subject to the rate of Increase ceiling. A new pediatric hospital is a

provider of inpatient hospital services for which the. State has granted

approval to participate in the Medicaid Program as a subspeciality

pediatrlc hospital within the past three years. The lirst cost reporting

period, beglnning at least two years after the State granted approval for

the hospital to operate under Medicaid as this type of hospital, will be the

hospital's base year.

(21 Exceptions

The State may adjust a hospital's operatlng costs upward or downward,

as approprlate under circumstances listed below. The State makes an

adlustment only to the extent that the hospital's costs are reasonable,

attrlbutable to the clrcumstances

' ,  [.^.Ti:
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Inpatient Hogital Smrices (Continued) 
r:

Pcdiatric Hosoials (Continued)

(a) Exlraotdinary Circumstances. The hospital mrut demonstzte to the Sate
rh:t it incured increased costs (il either a cost reporting p€riod subject ro
the cciling or the hospital's base period) due ro extaordinary
circurctances beyond its control- Thesc eircrmrstances includc, but arc
not limited to strikes, fire, earthquakes, floods or similar r:nus.nl
occurrfices with substantial cost effects. For the above circ.tlrnsances, the
TEFRA limit would be wahrcd for the cost reporting perid in which thc
e$raordinary circumstances occurrcd. Ths TEERA limit *ould bc applied
for tlc ne?(t cost reporting p€rid with the cltrrent inflation fictor and the
prcccding 1aat's inflation factor applied.

6) Chz:rgcs in Case !Iix. The hos.oial has added or discontinued senices in
a ]'ear after its base period or has experienced a change in case mix. Also,
the additim or discontjnuatiqr of a new hospital unjt(s) such as, but nor
Iimired to, a ncw bum writ or psychiacic rsrit could result in a change in
case rnix. The hospital must demonstrate to the Srate tbat tlre change in
cce mix resulted in a distortion in the rate of cost increase and tlre hospitai
mux submit data to the Statc sunrnrarizing thc casc mix changcs and thc
rcsuiting changes in costs. The TEFITA limit will be adjusted to reflect the
rnciease il cost for the year thar the change in case mix occrrrred.

l.b. The Medrcaid per Ccm wili bc sub;ect to raie of increase granted r.nrder Medicare to PPS
exernpt hospitals.

1-c- If the prornder does not qualiry or apply tsr thc cxccption, thc basc pcriod (TEFRA Ycar)
will be ttr initial cost rcportirg period when the hospital enrolled as a pediaric hospital ia
the Arkansas Medicaid Prograrn The inflation index based on Medicare principles (the
C1VIS rVarl:et Barket Index or tbe Congressional set inflation factor) *'ould be applicd
bcginnirg thc first y:ar aftcr the base year.

l.d. PhysiomVAdminis=atirrc/Teachers will be included in co$s as recognized by Medicarc
rcimburccmeo t pri nci p I es.
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t . lnpatient Hospital Services (Continued)

Ped iatric Hospitals (,Continued)

Refer to Atkchment 4.l9-A, Page 3, 3a end 3b, for the reimbursement methodolory for transplant services.

Arkansas' method of reimbursing matpractice insurance for pediatric hospitals will be a simple calculation
made outside the cost report and the result added back on to the Medicaid settlement page of the report. The
calcutation would apply a Medicaid utilization factor based on cost to the portion of total malpractice
expense (91.5%) which is rcimbursed for Medicare on worksheet D-8 of the cost report. The remaining
8.57o remains on worksheet A of the cost report and flows through to be reimbursed like any other
administiative cost. The final result would be to reimburse malpractice for Medicaid as though all
malpractice expense remained on worksheet A and simply flowed through the cost report.

Direct medical education costs, including graduarc medical education costs, are reimburced based on
Medicare reasonable cost rules in effect prior to the effective date of the September 29, 1989 rule.

Border Citv Universitv-Atlilirted Pediatric Teachinc Hosnital.s

Special consideration ls given to bolder city university-afliliated pediatric teaching hospitnls due to
thc higher costs typically associated with such hospitals. Arkansas Medicaid cost-settles with
enrolled Medicaid providers for inpatient seryiccs provided to patients age I to 2l by border city
university-affiliated pediatric teaching hospitals on a per diem basis. The per diem is the
provider's actual allowable Mediceid per diem coet for all the inpatient Medicaid days for persons
over age one that were furnished by the enrolled provider within the most recent completed cost
reporting period. As e condition of the cost settlement, the provider shall certify the number of
patient days for patients age I to 2l provided by the border city university-affiliated pediatric
teaching hospital during thc cost scttlement period.

A border city university-affiliated pedirtric teaching hospital is delined as a hospital located within
a bordering city (see Attachment 4-.19-A page 3b) that submits to the Arkansas Medicaid Program
a copy of e current and effective rlfiliation rgreement witb an accredited university' and
documentation establishing that the hospital is university-affiliated, is licensed and designated ss a
pediatric hospital or pediatric primary hospital within its home state, maintains at least live
different intern pediatric specialty training pnoglrrms, and maintains at leest one-hundred (100)
operated beds dedicated exctusively for the trertmcnt of patients under the age of 21.
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InPaient Hospital Services (Continued)

Ar*ansas State Ooerated Teachino Hosoitals

Ad€nsas State Operated Teaching Hospitals are classilied as a separate class group. The Medicaid

delinition ol a state operated teaching hospital is: A hospital is a state operated teaching hospital it it

fias in eflect an agreement to participate in Medicaid as a hospital, is operated by the State of Arkansas

and has curent accreditation from the North CentralAssociation of Colleges and Schools.

Ar|trpas State Operated Teaching Hospitals are reimbursed based on interim per diem rates urith year

end cost senbment for cost reporting periods ending on or after July 1, 1989. Arkansas Medicaid will

use the lesser of cost or charges to establish cost sentements.- Except for malpraaice insurance, the

gtcss receipts ta( and graduate medical education costs, the interim per diem rates and the final cost

seulements are calculated in a manner consistent with the merhod used byr.the Medicare Program. The

deFrition of allowable costs to be used is as foltows:

The State will use the Medicare allowable costs as stated in the HIM-15 including the

cost limitations with the exception of malpractice insurance and the gross receipls ta(

For malpractice insurance, a simple calculation willbe made outside the cost report and

the resutt added back on to the Medicaid settlement page of the report. The calculation

would apply a Medicaid utilization factor based on cost to the portion of totalmalpractice

expense (91.5%) which is reimbursed for Medicare on worksheet D-8 ol lhe cost report.

The remaining 8.5% remains on worksheet A of the cost report and llows through to be

reimbursed tike any other administrative cost. The linal result would be to reimburse

malpractice for Medicaid as though all malpractice expense remained on worksheet A

and simply flowed through the cost report. The gross receiPts tar( is not an allowable
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1. Inpatient Hospital Services (Continued) 
 

Arkansas State Operated Teaching Hospitals (Continued)  
 

(b) Effective with cost reporting periods beginning on or after July 1, 1993, direct medical 
education costs, including graduate medical education, will be reimbursed using the Medicare 
rules published in the Federal Register dated September 29, 1989.  The only exception to the 
above Medicare rule will be the inclusion of nursery cost in the calculation of the cost per 
resident for Medicaid and the State will include nursery days for the allocation of cost to 
Medicaid.  The State will use the Medicare base year for the purpose of calculating the State 
Operated Teaching Hospitals direct graduate medical education payments. 

 
Effective for cost reporting periods beginning on or after January 1, 1997 and for dates of 
service up through December 31, 2013, Arkansas Medicaid will begin excluding graduate 
medical education (GME) cost from the interim rate.  A separate payment for GME 
reimbursement will be made quarterly and will be calculated based on the number of paid 
days for that quarter, arrived from the Medicaid Management Information System, multiplied 
by the GME reimbursement per day determined by the previous cost reporting period.  A 
reimbursement settlement for GME will be made at the time the cost settlements are 
processed.  The GME reimbursement will be calculated using the Medicare rules published in 
the Federal Register dated September 29, 1989.  The only exception to the above Medicare 
rules will be the inclusion of nursery cost in the calculation of the cost per resident for 
Medicaid and the State will include nursery days for the allocation of cost to Medicaid.  The 
State will use the Medicare base year for the purpose of calculating the State Operated 
Teaching Hospitals direct graduate medical education payments.  GME payments will not be 
subject to the upper limit. 
 
Effective for dates of service beginning on or after January 1, 2014, Arkansas Medicaid 
will make a separate payment for GME costs on a quarterly basis.  The payments will 
be equal to the product of (i) the  direct GME costs as reported on the State Operated 
Teaching Hospital’s Medicare cost report , and  (ii)the Medicaid Ratio.  The Medicaid 
Ratio is the total of Medicaid patient days for traditional Medicaid beneficiaries plus 
patient days for Medicaid Private Option beneficiaries divided by total hospital patient 
days.  The quarterly payments will be made on an interim basis, estimated using prior 
year data trended forward to the current year or, where prior year Private Option data 
is not available, another appropriate proxy.  Payments will be subject to an annual 
settlement to actual costs based on the filed cost report.    
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1. Inpatient Hospital Services (Continued) 
 

Arkansas State Operated Teaching Hospitals (Continued)  
 

 
(c) The base period for the determination of the TEFRA limit will be current year which is the 

fiscal year ending immediately prior to the first period this change goes into effect.  
EXAMPLE:  The University of Arkansas for Medical Sciences' (UAMS) base period for 
determination of TEFRA limits will be fiscal year ending June 30, 1989.  Only inpatient 
operating costs are subject to the limit. 

 
Arkansas Medicaid will use the CMS Market Basket Index or the Congressional Set Inflation 
Factor for hospitals not subject to the Medicare prospective payment system. 

 
Effective for cost reporting periods ending on or after June 30, 2000, the TEFRA rate of 
increase limit will no longer be applied to Arkansas State Operated Teaching Hospitals. 
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1. Inpatient Hospital Services (Continued) 
 

Arkansas State Operated Teaching Hospitals (Continued) 
 

(d) Physicians/Administrative/Teachers will be included in costs as recognized by Medicare 
HIM-15 reimbursement principles. 

 
(e) Arkansas State Operated Teaching Hospital Adjustment: Effective May 9, 2000, Arkansas 

State Operated Teaching Hospitals shall qualify for an inpatient rate adjustment.  The 
adjustment shall result in total payments to the hospitals that are equal to but not in excess of 
the individual facility’s Medicare-related upper payment limit.  The adjustment shall be 
calculated as follows: 

 
1. Using the most current audited data, Arkansas shall determine each State 

Operated Teaching Hospital’s base Medicare per discharge rate and base 
Medicaid per discharge rate. 

2. The base per discharge rates shall be trended forward to the current fiscal 
year using an annual Consumer Price Index inflation factor. 

3. Once the per discharge rates have been trended forward, the Medicare per 
discharge rate will be divided by the Medicare case mix index and the 
Medicaid per discharge rate will be divided by the Medicaid case mix index. 
 The Medicare case mix index reflects the hospital’s average diagnosis 
related group (DRG) weight for Medicare patients.  The Medicaid case mix 
index reflects the hospital’s average DRG weight for Medicaid patients 
using the Medicare DRGs. 

4. The base Medicaid per discharge rate shall be subtracted from the base 
Medicare per discharge rate. 

5. The difference shall be multiplied by the hospital’s Medicaid case mix 
index.  

6. The adjusted difference shall be multiplied by the number of Medicaid 
discharges at the hospital for the most recent fiscal year.  The result shall be 
the amount of the annual State Operated Teaching Hospital Adjustment. 

7. Payment shall be made on an annual basis before the end of the state fiscal 
year. 

 
Effective August 1, 2015, and forward, if an audited cost report is more than 2 years old, the State will elect to 
use the most recent cost report available as of June 30. 
 
Any costs associated with heart, liver, non-experimental bone marrow, lung and skin transplants will not be reimbursed 
through a cost settlement.  Refer to Attachment 4.19-A, Page 3, for the reimbursement methodology for these 
procedures.  
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1. Inpatient Hospital Services (Continued) 
 
 Rehabilitative Hospitals 
 
 Effective for dates of service on or after August 1, 1991, rehabilitative hospitals are reimbursed hospital-

specific prospective per diem rates, subject to an upper limit, with no cost settlement.  Rates will be 
effective July 1 of each year.  The rate year is the State fiscal year, July 1 through June 30. 

  
 Effective October 1, 2014 for recipients age 21 and older, all in-state and out-of-state rehabilitative 

hospitals will be reimbursed a $400 prospective per diem rate for hospital days beyond 24 during the 
State Fiscal Year.  

 
 The prospective per diem rates are established using total reimbursable costs under Medicare principles of 

reasonable cost reimbursement, except that the gross receipts tax is not an allowable cost.  The initial per 
diem rate is calculated from the hospital's most recent unaudited cost report submitted to Medicare prior to 
July 1, 1991, trended forward for inflation.  Arkansas Medicaid will calculate a new per diem rate annually, 
based on the provider's most recent unaudited cost report, and adjust the per diem rate for inflation.   

 
 The inflation factor used will be the Consumer Price Index for all urban consumers (CPI-U), U.S. city 

average for all items.  We will use the change in the CPI-U during the calendar year before the start of the 
rate year.  For example, we will use the 12-month change in the CPI-U as of December 31, 1991, to set the 
rates that will be effective July 1, 1992.  The inflation adjustment will be made at the beginning of each rate 
year. 

 
 The upper limit is set annually at the 70th percentile of all rehabilitative hospitals' inflation-adjusted 

Medicaid per diem rate.  Arkansas Medicaid will negotiate with the Arkansas Hospital Association annually 
(State fiscal year July 1 through June 30) regarding adjustment of the 70th percentile upper limit. 
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1. Inpatient Hospital Services (Continued)

Inpatient Psychiatric Services For Individuals Under 21 Years of Age

Private and Public Providers Excluding Arkansas State Operated Psychiatric Hospitals

Effective for dates of service on or after August 8, 1991, inpatient psychiatric hospitals are reimbursed for
services provided to individuals under 21 years of age using hospital-specific prospective per diem rates.
Pprospective per diem rates are established using Medicare �inciples of Reasonable �ost Reimbursement fil
CFR Part 413) to determine allowable costs.

The ra.tes for inpatient psychiatric hospitals are calculated utilizing the lesser of the hospital=s per diem
allowable cost inflated by the consumer price index for all urban consumers (CPI-U), U.S. city average for all
items, plus a $69 professional component or the maximum per diem limit. The $69 professional component
is the average of the rates for the individual psychotherapy procedure codes as of August 8, 1991. Effective for
claims with dates of service on or after February 1, 1994, the maximum per diem limit is established
annually at the 60th percentile of all in-state inpatient psychiatric hospitals= inflation adjusted per diem costs
plus the $69 professional component. The calculation of the maximum per diem limit is rounded up (0.5000
or greater) or down (0.4999 or less) if the 60th percentile is not a whole number. This is a prospective rate with
no cost settlement.

Rates are calculated annually and are effective for dates of service occurring during the next State Fiscal Year
(July 1st through June 30th

). Per diem costs and the maximum per diem limit are calculated from the most
recent submitted hospital cost reports with ending dates occurring in the previous calendar year. Less than full
year cost reports and out-of-state provider cost reports will not be included when calculating the 60th percentile.
For hospitals with a cost report period of less than a full six months, the new State Fiscal Year per diem rate is
calculated by inflating the previous State Fiscal Y ear=s per diem rate by the CPI-U. The maximum per diem
limit will not be adjusted after being set should new providers enter the program or late cost reports be
received.

New providers are required to submit a full year=s annual budget for the current State Fiscal Year (July I st 

through June 30th
) at the time of enrollment if no cost report is available. This annual budget is used to set

their interim rate at the lesser of the budgeted allowable cost per day or the maximum per diem limit in
effect as of the first day of their enrollment. The interim rate for new providers will be retroactively adjusted to
the allowable per diem cost as calculated from the provider=s first submitted cost report for a period of at least

· a full six months.
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Inpatient Hospital Services (Continued)

Inpatient Psychiatric Hospital Services For Individuals Under 2l Years of Age (Continued)

Residential Treatment Units Within Private and Public Providers Excluding Arkansas State ODeratd
Psvchiatric Hosoitals

Effective for dates of service on or after July l, 1993, Residential Treatment Units located within an
inpatient psychiatric hospital will be reimbursed based on reasonable cost with interim per diem rates
and year-end cost settlements. . The State will reimburse the lesser of audited cost or a maximum per diem
limit of $31 6.00 per day. Medicare Principles of Reasonable Cost Reimbursement (42 CFR Part 413) will be
used to determine allowable costs, subject to cost settlement.

Allowable costs will include the professional component costs. The professional component cost included in
the allowable cost is capped at $69.00 per day which is the average of the rates for the individual
psychotherapy procedure codes as of August 8, | 99 I .

The initial maximum per diem limit of $316.00 represents the average budgeted cost per day of the in-state
freestanding residential treatment centers for State Fiscal Year 1994. The State will review the maximum per

diem limit annually (July I through June 30). The budgeted data for the upcoming State Fiscal Year
submitted by the instate freestanding residential treatment centers prior to the end of the State Fiscal Year will

be used to determine the new maximum per diem limit for each new State Fiscal Year. The new maximum
per diem timit will be effective for dates of service on or after July I of the new State Fiscal year. For each
State Fiscal Year after the initial year, the State will set the maximum per diem limit at the average budgeted
cost per day (mean) for instate freestanding residential treatment centers (RTCs). If the average budgeted cost
per day for the in-state freestanding RTCs changes at all, the State will calculate a new maximum per diem
limit, and the new limit will be equal to the average of instate freestanding RTCs. The maximum per diem
limit will not be adjusted after being set should new Residential Treatment Centers enter the program or late
budgets be received.

Interim reimbursement rates are implemented at the lesser of the per diem cost as calculated from the most
recent submifted unaudited cost report (including the allowable professional component cost) or the
maxirnum per diem limit in effect as of the first day after the cost report ending date.

New providers are required to submit a full year=s annual budget for the current State Fiscal Year (July l'l
through June 30tr') at the time of enrollment if no cost report is available. This annual budget is used to set
their interim rate of the lesser of the budgeted allowable cost per day or the maximum per diem limit in effect
as of the first day of their enrollment.

DArr EFF* JUL- - 1 -ii l i- *
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I Inpatient Hospital Services (Continued)

Inpatient Psvchiatric Hospital Services For Individuals Under 21 Years of Age (Continued)

Private and Public Providers Excludins Arksnsas and State Operated Psvchiatric IfosDitals

Sexual Offender Programs

Sexual Offender Programs are designed specifically for the treatment of those patients designated as sexual
offenders who cannot be treated with other mental health patients. These services are provided in separate
units in the psychiafic hospital. These units meet all the requirements of Subpart D of 42 CFR Part 44I fot
inpatient psychiatric services for individuals under 21. In addition, they must meet any certification
requirements of the Division of Behavioral Health Services.

Effective for cost reporting periods beginning on or after September l, 1995, Sexual Offender Program
providers will be reimbursed based on reasonable cost with interim per diem rates and year-end cost

settlements. Medicare Principles of Reasonable Cost Reimbursement (42 CFR Part 413) will be used to

determine allowable costs, subject to cost settleme,nt. The initial interim rates for these programs will use

reasonable budgeted cost reports. Once audited cost reports are available the most recent audited cost report
will be used to set the interim rate. lnterim rates will be adjusted every six months if costs increase more than
lAYo.

New providers are required to submit a full year=s annual budget for the current State Fiscal Year (July I't

through June 30th) at the time of enrollment if no cost report is available. This annual budget is used to set

their interim rate at the lesser of the budgeted allowable cost per day or the maximum per diem limit in effect
as of the first day of their enrollment.

Year end cost reports must be submitted and wilt be audited in the same manner as audits for Residential
Treatment Units (RTUs) and will be cost settled.

lnterim rates and cost settlements are calculated using the same methodology as Residential Treatrnent Units
with the same professional component cap and the same annual State Fiscal Year maximum per diem limit.

Arkansas State Ope{qted Psvchiatric llosnitsls

Arkansas State Operated Psychiatric Hospitals ire classified as a separate class group. A hospital is

an Aykusas State Operated Psychiatric Hospital if it has in effect an agreement to participate in
the Arkansas Medicaid Program as a psychiatric hospital and is operated by the State of Arkansas.

Effective for dates of service occurring on and after July lr200T rArkansas State Operated
Psychiatric Hospitals are reinbursed based on interim per diem rates with year end cost settlements
and no per diem cost limits. Arkansas Medicaid will use the lesser of cost or charges to establish
cost settlements. Services to be reimbursed at cost are (l) inpatient psychiatric services, (2)

residential treatment unit services and (3) sexual offender program services.

Cost settlements and interim per diem rates will be determined using the same criteria and
requirements as are used for Arkansas State Operated Teaching Hospitals except GME costs will

not be reimbursed separately.
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lnpatient Hospital Servicss (Continued)

Annual Cost Report

Each hospital participating in tho Arkanrar Medicaid Program shall submit an rnnull cort roport

following Medicare'r principler of cort reimbursement. Said Gost report shall be rubminod within fivs

{5) montht after the closs of tho fiscal year end. Failuro to file the cort report within the prorcribed

period, oxcept ar expresrly sltonded by tha State Medicrid agency, shsll rs:ult in ruryension of

rsimbursement until ths cost raport ir filed.

Accass to Subcontractor's Rscords

fThen ths facility has a contract with a subcontractor. s.g., pharmacy, doctor, hospital, ete, for senicss costing

or valued at $10,000 or moro over a l2-month period, ths contract must contain a clauso giving the Oepartment

accs.ls to ths subcontractor's books. Accsss must also be allowsd for any subcontraet bstwoen the

subcontractor and an organization related to the subcontrsctor. The contract shall contain r proyision allowing

8ccsss until three years have axpired after the services hava been furnished.
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l . lnpatient Hospital Services (Continuedl

Audit Function

Under a common audit agreement, the Medicare intermediary performs any audit required for both Title XVlll and

XIX purposes. Howsver, the Medicaid Program may choose to audit even though Medicare does not.

Rata Ap$eal andlor Gost Settlemsnt Procssr

A msdical focility administrator may lequsst raconsideration of a Program decision by writing to ths

Assistant Oirsctor, Division of Medical Services. This request must be received within 20 calsndar

dayr following the application of policy andlor procedure or the notification of tho facility of its rate.

Upon raceipt of the rsqusst for review, the Assistsnt Director will determine tho noed for a

ProgramlProvider conference and will contact the facility to arrsngo a conference if needed.

Regardlesr of the Program decision, the provider will bs afforded the opportunity for a confsrence it

helshe so wishes for a full explanation of the factors involved and the Program decision. Following

review of the matter, the Assistant Director will notify tha facility of tha action to bo taksn by the

Division within 20 calendar days of receipt of the rsqu$t for review or tho drto df the

Programf Provider conference.

lf the Assistant Oirsctor's, Division of Msdical Ssrvicer, decirion is unratisfactory, tho facility mry

then appeal the question to a standing Rate Reviaw Panel ertablished by tha Director of the 0ivision

of Medical Sen ices which will includo ono momber of tha 0ivirion of Medical Ssrvicer. a

representative of the Arkansar Hospital Arsociation rnd a membsr of the DHS Managsment Staff who

A

will serve as chairman.

hr  t l
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t . Inpatient Hospital Ssrvicer (Continuod)

Bate Appsal Procesr (Continued)

The request for revisw by the Bate Beview Prnel must be portmarksd within 15 calendar days

following tho notification of the initial dscirion by the A*istant 0irector, Division of Modical Servicor.

The Rate Beview Panel will msst to conrider the question(:l within 15 calendar dayt after recaipt of

I lsquost for ruch appeal. The question(rl will be hoard by the panal and r recommondation will be

submitted to the Director of ths Oivirion of Medical Services.
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STATE PLAN TJNDER TITLE XIX OF THE SOCIAL SECT'RITY ACT
MEDICAL ASSISTANCE PROGRAJIT
STATE ARKANSAS

IIIETHODS AIYD STANDARDS FOR ESTABLISHNG PAYOTENT RATES -
INPATIENT HOSPITAL SERVICES Revised: July 15, 1998

1. Inpatient Hospital Services (Continued)

Out-of-State Hospital Reimbursement

Reimbursement.. rates for out-of-state hospital inpatient services (except bordering cities - see
Attachment 4.19-A page 3a) rvill be calculated/adjusted annually. The rate year is the calendar year.
The in-state hospital cost reports received by the Division of llledical Services (DMS) during a
calendar year rvill be used to calculate reimbursement rates effective for the follorving calendar year.
For Example:

Effective 517198, all audited cost repbrts received by DNIS as of 9/30/97 rvill be used to calculate
the reimburiement rates for the next calendar year (1998).

In order to determine reimbursement rates for out-of-state hospital inpatient services, except bordering cities
(see Attachment 4.19-A, Page 3a), out-of-state hospitals will be class-grouped according to bed size. The
class groups are as follows:

ATTACH}IENT 4.I9-A
Page l0

Group Number
I
2
a
J

4
5

Bed-Size
Over 300
t5 l  -  300
101  -  150
5 l  -  100
0 -50

Reimbursement by' Class Group

Reimbursement rates for all class groups are set at the 40'h percentile of all in-state hospitals' ihterim
per diem rates rvith the same bed size group, rvith no cost settlement.

The rates and illedicaid days associated rvith in-state university-affiliated teaching hospitals are
e.xcluded ryhen calculating the base rate for Out-of-State hospitals.

SIAIE
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October t, 2002

1 Inpatient Hospial Services (Continued)

Out-of-Sate Hcrspital Rcimhursanent (Contiaued)

Universiw-affi liated Teaching Hosoitals

Spccial consideration is given to iniversiry-affrliated teaching hoqpitats duc to tbe higher cosrs 'esociald
with such hospitals. The rates for Out-of-State rmiversity-affiliated teaching hospitals are established at 105
Pcrc{nt of the 406 percendle rate of all in*tatc hospitals'pcr clicru ratcs within the sarrr bed size group, with
no cost settlement

In crrdcr to quaitry as a tmivetsity-af,rliatcd teaching hospital, a hospital must submit docusienation to the
Arkansas Medicaid hograln zubstantiating that the hospial is universit5r-affiliatcd and rr'"inains at least
tbree different intere speciality tra:aing progralas.

Flosoitals Servine a DiTnoportionate Nu,r,h€r of Medicaid Flia1rles

Specid consideration is given for hospitals scru:Dg a disproponionarc nurnber of Medicaid eligrbles. Ra:es
forhospitals senring a disproportionate nurnber of Medicaid eligibles a..e establishecl ar 150 pacenr of rhe
406 percentile rate of all in-state bospitals' interhn per diem raies within the same bed size g'oup, with r:o
cost settlement.

In order to qualify as a hospiul sening a disproportiooate number of Medicaid eligibles, a hospital musl
subrni: documentation (i.c. cos: re:ort daa) verifring that Mcdicaid dala exceed 20 percent of the toal
hospital days.

Indian Health Senices and Tritral 638 Flealth Facilities

Effective for dates of service on or after October L,2OO2, inpatient services provicled by Indian Ilealth
Serviccs' (Iadian Eealth Services) and Tribal 638 llealth facilities rvill be reimbursed the IHS
inpatient ddly rate published by thc Offrcc of Managcmcut and Budget (OlttB) ia the Fcderat
Register. This rate is an all-inctusive rate with no ycar-end cost settlemeat. The initial rate is thc
published IIIS inpstient rate for calendar yeer 2002. The rete wilt be adjusted to the OMB putrlished
rate trnnudly or for any other period identified by OMts.
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November 1.2004

l . Inpatient Hospital Services (Continued)

Non-State Public Hospital Inr:atient Adiustment

Effective April 19, 2001 through June 30, 2fi)5, all Arkansas non-state govemment-owned or operated acute
care and critical access hospitals (that is, all acute care and critical access government hospitals within the state
of Arkansas that are neither owned nor openltd by the state of Arkansas) shall qualify for a public hospital
inpatient rate adjustment. Effective November 1r2004 through June 30, 2005, Arkansas may provide a
public inpatient rate adjustment to non-state government owned or operated acute care regional
medical center hospitals located outside of Arkansas (that is, acute care hospitals outside of Arkansas
that are neither owned nor operated by any state) that - a) provide level I trauma and burn care
services; b) provide level 3 neonatal care services; c) are obligated to serve all patients, regardlss of
State of origin; d) are located within a Standard Metropolitan Statistical Area (SMSA) that includes at
least 3 States, including Arkansas; e) serve as a tertiary care provider for patients residing within a 125
mile radius; and f) meet the criteria for disproportionate share hospital under Section 1923 of the Social
Security Act in at least one State other than the one in which the hospital is located. The adjustnent shall
result in total payments to each hospital that ae equal to but not in excess of the individual facility's Medicare-
related upper payment limit, as prescribed in 42 C.F.R. S 447.272. The adjustment shall be calculated as
follows:

1 . Using data from the hospital's most recently audited cost report, Arkansas shall determine each
eligible non-state public hospital's base Medicare per discharge rate and base Medicaid per discharge
rate. Base Medicare and Medicaid per discharge rates will include respective Case Mi-r hdex (CMI)
adjustments in order to neutralize the impact of the difFerential between Medicare and Medicaid case
mixes.

For hospitals who, for the most recently audited cost report year filed a partial year cost report, such
partial year cost report data shall be mnualized to determine theirrate adjustment; provided that such
hospital was licensed and providing services throughout the entire cost report year. Hospitals with
partial year cost reports who were not licensed and providing services throughout the entire cost report
year shall receive pro-rated adjustments based on the partial year data.

The base Medicare per discharge rate shall be multiplied by the applicabie upper payment limit
(percentage) specified in 42 C.F.R. 5 +47 .272 for non-state govemment owned or operated hospitals.
For example, to the extent that such iederal regulation permits Medicaid payments up to 150 percent
of the amount that rvould be paid under Medicare reimbursement principles, the base Medicare per
discharge rate shall be multiplied b-".- 150 percent. The result shall be the adjusted Medicare per
discharge rate.

The base Medicaid per discharge rate shall be subtracted from the adjusted Vledicare per discharge
rate determined pursuant to step 2.

2 .
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 4.19-A 
  MEDICAL ASSISTANCE PROGRAM      Page 11aa 

STATE 
 

ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
INPATIENT HOSPITAL SERVICES               Revised: April 1, 2009 
____________________________________________________________________________________________________  
 
1. Inpatient Hospital Services (Continued) 
 

 
Non-State Public Hospital Inpatient Adjustment (continued) 

4. The difference shall be multiplied by the number of Medicaid discharges at the hospital for the 
most recent audited fiscal year. The result shall be the amount of the annual Non-State Public 
Hospital Adjustment.  

 
5. Payment shall be made on a quarterly basis within 15 days after the end of the quarter for the 

previous quarter.  Payment for SFY 2001 shall be prorated proportional to the number of days 
between April 19, 2001 and June 30, 2001 to the total number of days in SFY 2001. 

 
Effective July 1, 2005, all Arkansas non-state government-owned or operated acute care and critical access 
hospitals (that is, all acute care and critical access government hospitals within the state of Arkansas that are 
neither owned nor operated by the state of Arkansas) shall qualify for a public hospital inpatient rate 
adjustment.  Effective April 1, 2009, Arkansas may provide a public inpatient rate adjustment to non-state 
government owned or operated acute care regional medical center hospitals located outside of Arkansas (that 
is, acute care hospitals outside of Arkansas that are neither owned nor operated by any state) that - a) provide 
level 1 trauma and burn care services; b) provide level 3 neonatal care services; c) are obligated to serve all 
patients, regardless of State of origin and ability to pay; d) are located within a Standard Metropolitan 
Statistical Area (SMSA) that includes at least 3 States, including Arkansas; e) serve as a tertiary care provider 
for patients residing within a 125 mile radius; and f) meet the criteria for disproportionate share hospital under 
Section 1923 of the Social Security Act in at least one State other than the one in which the hospital is located. 
 The adjustment shall result in total payments to each hospital that are equal to but not in excess of the 
individual facility’s Medicare-related upper payment limit, as prescribed in 42 C.F.R. §447.272.  The 
adjustment shall be calculated as follows:  

 
1. Using data from the hospital’s most recently audited cost report, Arkansas shall determine each 

eligible non-state public hospital’s base Medicare per discharge rate and base Medicaid per discharge 
rate.  Base Medicare and Medicaid per discharge rates will include respective Case Mix Index (CMI) 
adjustments in order to neutralize the impact of the differential between Medicare and Medicaid case 
mixes. 

 
For hospitals who, for the most recently audited cost report year filed a partial year cost report, such 
partial year cost report data shall be annualized to determine their rate adjustment; provided that such 
hospital was licensed and providing services throughout the entire cost report year.  Hospitals with 
partial year cost reports who were not licensed and providing services throughout the entire cost report 
year shall receive pro-rated adjustments based on the partial year data. 

 
2. The base Medicare per discharge rate shall be multiplied by the applicable upper payment limit 

(percentage) specified in 42 C.F.R. §447.272 for non-state government owned or operated hospitals.  
For example, to the extent that such federal regulation permits Medicaid payments up to 150 percent 
of the amount that would be paid under Medicare reimbursement principles, the base Medicare per 
discharge rate shall be multiplied by 150 percent.  The result shall be the adjusted Medicare per 
discharge rate. 
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1. Inpatient Hospital Services (Continued) 
 

Non-State Public Hospital Inpatient Adjustment (continued) 
 

3. The base Medicaid per discharge rate shall be subtracted from the adjusted Medicare per discharge 
rate determined pursuant to step 2.  

 
4. The difference shall be multiplied by the number of Medicaid discharges at the hospital for the 

most recent audited fiscal year. The result shall be the amount of the annual Non-State Public 
Hospital Adjustment.  

 
5. Payment shall be made on a quarterly basis within 15 days after the end of the quarter for the 

previous quarter. 
   
Effective August 1, 2015, and forward, if an audited cost report is more than 2 years old, the State will elect to 
use the most recent cost report available as of June 30, for Non-State Public Hospital Adjustment.  Most 
recently submitted partial year cost report data will be annualized in the same matter as was used for audited 
cost report periods as described above. 
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____________________________________________________________________________________________________  
1. Inpatient Hospital Services (Continued) 
 
 Limited Acute Care Hospital Inpatient Quality Incentive Payment 
 

Effective for claims with dates of service on or after January 1, 2007, all acute care hospitals with the exception 
of Pediatric Hospitals, Border City University-Affiliated Pediatric Teaching Hospitals, Arkansas State 
Operated Teaching Hospitals, Rehabilitative Hospitals, Inpatient Psychiatric Hospitals, Critical Access 
Hospitals, and Out-of-State Hospitals may qualify for an Inpatient Quality Incentive Payment.  The Inpatient 
Quality Incentive Payment shall be a per diem amount reimbursed in addition to the hospital’s cost-based 
interim per diem rate and shall be payable for beneficiaries ages 1 and above only (does not include children 
hospitalized on their first birthday).  The Inpatient Quality Incentive Payment shall equal $50 or 5.9% of the 
interim per diem rate, whichever is lower.  The Inpatient Quality Incentive Payment reimbursement amounts 
shall not be included when calculating hospital year-end cost settlements. 

 
The State Agency will determine which quality measures will be designated for the Inpatient Quality Incentive 
Payment for the upcoming year and the required compliance rate for each measure.  The State Agency will 
utilize quality measures which are reported by hospitals under the Medicare program.  In order to qualify for an 
Inpatient Quality Incentive Payment, a hospital must meet or exceed the compliance rate on two-thirds of the 
designated quality measures designated by the State Agency for the most recently completed reporting period. 
A hospital that meets or exceeds the compliance rate on two-thirds of the designated quality measures shall 
receive an Inpatient Quality Incentive Payment for that year. 
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1. Inpatient Hospital Services (Continued) 
 

Private Pediatric Hospital Inpatient Adjustment 
 

Effective April 19, 2001, all private pediatric hospitals within the state of Arkansas as previously defined in 
this section of Attachment 4.19-A shall qualify for a pediatric hospital inpatient rate adjustment.  The amount 
of the adjustment shall be determined annually by Arkansas Medicaid based on available funding.  Each 
qualifying hospital’s adjustment amount shall be equal to their pro rata share of the total adjustment based on 
the hospital’s Medicaid discharges for the most recent audited fiscal year.  In no case shall the pediatric 
hospital adjustment be in an amount that results in aggregate Medicaid inpatient payments to all private 
hospitals (including the private hospital inpatient rate adjustment) that are in excess of the applicable Medicare 
related upper payment limit specified in 42 C.F.R. 447.272.   

 
Payment shall be made on a quarterly basis within 15 days after the end of the quarter for the previous quarter. 
Payment for SFY 2001 shall be prorated proportional to the number of days between April 19, 2001 and June 
30, 2001 to the total number of days in SFY 2001. 

 
Effective August 1, 2015, and forward, if an audited cost report is more than 2 years old, the State will elect to 
use the most recent cost report available as of June 30. 
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1. Inpatient Hospital Services (continued) 
 
Inpatient Hospital Access Payments 
 
Effective for services provided on or after July 1, 2009 all privately operated hospitals within the State of Arkansas 
except for rehabilitative hospitals and specialty hospitals as defined in Arkansas Code Ann. § 20-77-1901(7)(D) and (E) 
shall be eligible to receive inpatient hospital access payments.  The inpatient hospital access payments are considered 
supplemental payments and do not replace any currently authorized Medicaid inpatient hospital payments.   
  

1. For each rate year, the state shall determine for each hospital and in total the number of Medicaid inpatient 
discharges for private hospitals eligible for this supplemental payment. 

2. For each rate year, the state shall identify, on the basis of paid inpatient discharge claims adjudicated through 
the State’s MMIS, reimbursement for inpatient hospital services that were delivered by the private hospitals 
identified in step one.  

3. The state shall estimate the amount that would have been paid for the services identified in step two using 
Medicare principles consistent with the upper payment limit (UPL) requirements set forth in 42 CFR 447.272.  
 Respective Case Mix Indexes (CMI) shall be applied to both the base Medicare per discharge rates and base 
Medicaid per discharge rates for comparison to the Medicare-related UPL.   

4. The maximum allowable aggregate Medicaid inpatient hospital access payment for private hospitals shall not 
exceed 97% of the difference between the results of step three (Medicare UPL) and results of step two 
(Medicaid based payment).  

5. Using discharge data identified in step one, the state shall determine each eligible hospital’s pro rata percentage 
which shall be a fraction equal to the number of the hospital’s Medicaid discharges divided by the total number 
of Medicaid discharges for all eligible hospitals. This percentage will be calculated annually. 

6. Each eligible hospital’s inpatient hospital access payment shall be determined by multiplying the aggregate 
inpatient access payment identified in step 4 by the pro rata percentage identified in step 5.  The current year’s 
adjustment will be based on discharge data from the most recently audited fiscal year for which there is 
complete data.  In this manner, the State will make supplemental payment to eligible hospitals for current year 
Medicaid utilization. 

 
Inpatient hospital access payments shall be paid on a quarterly basis. 
 
For hospitals that, for the most recently audited cost report period filed a partial year cost report, such partial year 
cost report data shall be annualized to determine their inpatient access payment; provided that such hospital was 
licensed and providing services throughout the entire cost report period.  Hospitals with partial year cost reports 
that were not licensed and providing services throughout the entire cost report period shall receive pro-rated 
adjustments based on the partial year data. 
 
Effective August 1, 2015, and forward, if an audited cost report is more than 2 years old, the State will elect to 
use the most recent cost report available as of June 30 for Inpatient Hospital Access Payments.  Most recently 
submitted partial year cost report data will be annualized in the same matter as was used for audited cost 
report periods as described above. 
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1. Inpatient Hospital Services (continued)

Citation
42 CFR 447, 434, 438, and 1902(a)(4), 1902(a)(6), and 1903

Payment Adjustment for Provider Preventable Conditions
The Medicaid agency meets the requirements of 42 CFR Part 447, Subpart A, and sections
1902(a)(4),1902(a)(6), and 1903 with respect to non-payment for provider-preventable conditions.

Health Care-Acquired Conditions
The State identifies the following Health Care-Acquired Conditions for non-payment under
Section 4.19 (A) of this State plan.

X Hospital-Acquired Conditions as identified by Medicare other than Deep Vein Thrombosis
(DVT)/Pulmonary Embolism (PE) following total knee replacement or hip replacement surgery in
pediatric and obstetric patients.

Other Provider-Preventable Conditions
The State identifies the following Other Provider-Preventable Conditions for non-payment under
Section 4.19 (A) of this State plan.

X Wrong surgical or other invasive procedure performed on a patient; surgical or other
invasive procedure performed on the wrong body part; surgical or other invasive procedure
performed on the wrong patient.
____ Additional Other Provider-Preventable Conditions identified below:

For per diem payments or cost-based reimbursement, the number of covered days shall be reduced by the
number of days associated with the diagnosis not present on admission for any HAC.

No payment shall be made for inpatient services for Hospital Acquired conditions defined to include the full
list of Medicare’s previous inpatient “hospital-acquired conditions” (HAC) and for Other Preventable
Conditions (OPPCs). OPPCs include the three Medicare National Coverage Determinations; wrong
surgical or other invasive procedure performed on a patient; surgical or other invasive procedure
performed on the wrong body part; and surgical or other invasive procedure performed on the wrong
patient.

No reduction in payment for a provider-preventable condition will be imposed on a provider when the
condition defined as a PPC for a particular patient existed prior to the initiation of treatment for that
patient by that provider.

Reductions in provider payment may be limited to the extent that the following apply:

i. The identified provider-preventable conditions would otherwise result in an increase in

payment.

ii. The State can reasonably isolate for nonpayment the portion of the payment directly related

to treatment for, and related to, the provider-preventable conditions.

Non-payment of provider-preventable conditions shall not prevent access to services for Medicaid
beneficiaries.
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1. Inpatient Hospital Services (continued)

Long-Acting Reversible Contraceptives (LARC)

Effective for claims with dates of service on or after January 1, 2024, all acute care
hospitals will be reimbursed in addition to the per diem rates for Food and Drug
Administration approved Long-Acting Reversible Contraceptives (LARCs) to include the
IUD and contraceptive implants, and insertion and removal. LARC reimbursement will be
the same as found in Attachment 4.19-B page 1v.

November 29, 2023
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        STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
INPATIENT HOSPITAL SERVICES        Revised: October 1, 2020 
_______________________________________________________________________________________________ 

The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated as provided in the chart. 

Episodes of Care 

Final 
Reconciliation 

Episode Report 
Date 

CORONARY ARTERIAL BYPASS GRAFT (CABG) 7/31/2020 

ASTHMA 10/31/2020 

UPPER RESPIRATORY INFECTION - NON SPRECIFIC, 
SINUSITIS, PHARYNGITIRS (URINS, URIS, URIP) 1/31/2021 

CHOLECYSTECTOMY (CHOLE) 1/31/2021 

PERINATAL 1/31/2021 

CHRONIC OBSTRUCTIVE PULMONARY DISEASE (COPD) 4/30/2021 

CONGESTSIVE HEART FAILURE (CHF) 4/30/2021 

COLONOSCOPY (COLON) 4/30/2021 

TONSILLECTOMY (TONSIL) 4/30/2021 

TOTAL JOINT REPLACEMENT (TJR) 4/30/2021 

1. Inpatient Hospital Services (continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY

I. PURPOSE: In order to assure that Medicaid funds are used to purchase medical assistance efficiently and
economically (quality services of the right kind and mix), Medicaid has established a payment improvement
initiative (“Payment Improvement Program,” or “Program”).  The Program:

1. Establishes Principle Accountable Providers (“PAPs”) for defined episodes of care;
2. Uses episode-based data to evaluate the quality, efficiency and economy of care delivered in the

course of the episode of care, and to apply incentive adjustments;
3. Incentivizes improved care quality, efficiency and economy by rewarding high-quality care and

outcomes;
4. Encourages clinical effectiveness;
5. Promotes early intervention and coordination to reduce complications and associated costs; and
6. When provider referrals are necessary, encourages referral to efficient and economic providers

who furnish high-quality care.

Complete details including technical information regarding specific quality and reporting metrics, performance 
thresholds and incentive adjustments are available in the Episodes of Care Medicaid Manual available at 
https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx and also at the Arkansas Health Care 
Payment Improvement Initiative website at http://www.paymentinitiative.org/Pages/default.aspx.   

8/31/20

https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx
http://www.paymentinitiative.org/Pages/default.aspx
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The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

1. Inpatient Hospital Services (continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY (CONTINUED)

II. NOTICE and AMENDMENTS: The Program and Program amendments are subject to review and approval by
the Centers for Medicare and Medicaid Services (CMS).   Rules establishing the Program are adopted in
compliance with the Arkansas Administrative Procedure Act, Ark. Code Ann. § 25-15-204.  Except in cases of
emergency as defined in Ark. Code Ann. § 25-15-204(e)(2)(A), providers will receive at least 30-days written
notice of any and all changes to the Episodes of Care Medicaid Manual and State Plan pages.

III. MEDICAID PAYMENTS: Subject to the incentive adjustments described below, providers, including PAPs,
furnish medically necessary care to eligible beneficiaries and are paid in accordance with the published Medicaid
reimbursement methodology in effect on the date of service.

2. Negative Incentive Adjustments: If the average adjusted episode of care paid claims are higher than
the acceptable threshold, the PAP will remit to Medicaid the difference between the acceptable threshold
and the average adjusted episode reimbursement, multiplied by the number of episodes included in the
calculation, multiplied by fifty percent (50%) or the risk sharing percentage specified for the episode of
care.  Unless provided otherwise for a specific episode of care, a provider’s net negative incentive
adjustment (total positive adjustments minus total negative adjustments) for all episode of care
adjustments made during any calendar year shall not exceed ten percent (10%) of the provider’s gross
Medicaid reimbursements received by the provider during that calendar year.

8/31/20
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
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The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

1. Inpatient Hospital Services (continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY (CONTINUED)

V. APPLICATION: Complete details including technical information regarding specific quality and reporting metrics,
performance thresholds and incentive adjustments are available in the Episodes of Care Medicaid Manual available at
https://medicaid.mmis.arkansas.gov/provider/docs/docs.aspx and also at the Arkansas Health Care Payment Improvement
Initiative website at http://www.paymentinitiative.org/Pages/default.aspx.

Effective for dates of service on or after October 1, 2012, the defined scope of services within the following 
episode(s) of care are subject to incentive adjustments: 

(1) Perinatal Care Episodes - Sunset date for final reconciliation report 1/31/2021

Effective for dates of service on or after February 1, 2013, the defined scope of services within the following 
episode(s) of care are subject to incentive adjustments: 

(1) Congestive Heart Failure (CHF) Episodes - Sunset date for final reconciliation report 4/30/2021
(2) Total Joint Replacement Episodes - Sunset date for final reconciliation report 4/30/2021

8/31/20
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2. Oisproportionate Shara Payment

Hospitals eligible for disproportionate shars payment ars scuts care, inpatient psychiatric 8nd rshsbilitative

hospitals in Arkansas or commonly used out-of-state hospitals (border city hospitalsl. Eligibility will be dstomined

annually by tha 0epartment of Human Services andlor the State Medicare intermediary. The disproportionate

share payment will be effective July 1, 1988.

Hospital cost rsports and questionnaires will be ussd to determine disproportionate share p8ymsnt eligibility in

tha first year. Subsequent yoars' qusstionnaire information regarding inpatient rsvsnuss, care subsidios from

state and local governments, charges directly attributable to charity cars and obstetrical staffing informrtion,

cost of ssruicss to Medicaid patients and cost of servicss to uninsursd patients to establash the disproportionate

share limit, stc., will be includsd with the cost rsport when submitted by the hospitals to tho Stats Modic8id

0ffice. Tha 0epartment of Human Ssrvices will davelop a standardized worksheet requesting this rdditional

information which will be includsd with tho c0st report.

Hospitd c03t roportr anding in ths previour rtate fircrl yoar rnd correrponding rmnur rnd chrrger

informrtion will be used to detsrmino dirproportionrto rharo plymont eligibility for thc nrtc fircd ycrr

ending Juns 30th.

EXAMPTE

Disproportionate Shara Payment 0etermined From 12 Month
Hospitrl Cost Beport EndingFor Stata Fiscal Year

hetween 7-l-94 - 0-30-95

.3 |

I
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METHODS At'10 STAIIIOARDS fOR ESTAB|tsHilt lc pAyMEtT RATES -
II1l PATIEI'IT HOSPITAT S ERVICES Bevised: April l , 1998

2. Oisproport ionateSharePayment(Continuedl

Oisproportionats share settlsment paymsnt to eligible hospitals will be mada when the cost report is desk

reviswed. This ssttlemont psym€nt will be calculated bassd on desk rsviewsd cost roport infomution and

statistics. This desk reviewed paymsnt is considered to bs final and no further adiustmonts will ba made.

The four minimum criteria that a hotpital mu3t moot rnnually in ordar to qurlify for dirproportionrtr

share paymentt sra listed below. These criteria must bo met during tho cort roport pcriod rnding in

the previour rtate fiscal year. A hospitat must m6ct all four criteria to bo oligibh to rocsiva

di:proportionato :hrre psymont

l. A full twelyc month cost roport period ending in thc proyiour stlts fiscll yua Hospitds with

cost report periods of less than one year witl under no circumstances be eligible for dsproportionate

share payment. Hospital statistical information from cost report periods of less then one year will not

be included in determining the Medicaid inpatient utiliration rate critsria describsd in #2 on pages t4

and 15. 0ut'of'state hospitals with 850 or less Medicaid paid days by the Arkansrs Oepartmont of

Human Services for dates of seryice during the hospkal's cdst rsport period will not be eligible to

rsceive disproportionate share paymsnt.

ATTACHMEilT 4.I9.A
Prgc t3
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2. 0isproportionate Share Payment {Continuedl

Rural Hosoitals - A Modicoid inpatient utilization r8ts at least ona-hslf standard dsviation abova ths maan

Medicaid inpatient utilization rats for all in.state hospitals (Sea A), or a low income utiliration rate (Sss

Bl erceeding 25%. Ses #3 definition of Rural Hospital.

Urban Hosoitals - A Medicaid inpatient utilization rste at least one standard deviation abovo the mean

Medicaid inpatiant utilization rate for all in.stata hospitals (Sea Al, or a low income utilization rata (See

Bl exceeding 25%. SeE #3 definition of Urban Hospital. 
'

0nly hospitals physically locsted in the State of Arkansas, cost roport inpatient ststistics will be used

to determine the mean Medicsid inpatient utilization rate.

2.

(At For a hospital, the Medicaid inpatient utilization rate is the total number of its Medicaid covered

inpatient days in I cost reporting period divided by the total number of ths hospilal's inpatient

days in that sams period. This information will be taken from thE hospital's cost rEport.

Medicaid utilization rate (MURI formula is specified in 51923(bl(21 of ths Social Security

Thi: formula ir generelly computed ar followt:

MUR%=100xM lT

ffi = Horpital's number of inpatient days attributable to p8tientt who for there dayr
were eligible for Medical Assistance under the State Plan

f = Hospital's total inpatient dsys

The

Act.

I
ll:t
ctt
€rt

rf:r,
RI

:
o'r
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l i lPATlEilT HOSPITAI SERVICES Revirod: April I, 1998

Bisproportionata Share Payment {Continuedl

ln calculating the Medicaid inpatient utilization ratg, ths Statuts requires States to include newborn days. days

in specialized wards, and administratively nocsnsary days. States, in computing the Medicaid utilization rate for

a particular hospital, ars elso t0 sccount for days attributable to individuals eligible for Madicaid in another Stats.

It is important t0 nots that the numsrator of ths MUR formula does not includa days attributabte to Medicaid

patients bstween 21 and 65 years of age in institutions for Mental 0isease (lMDsl. Ihesa patients aro ngt

eligible for Medical Assistancs under the State Plan for the days in which they are inpatients of lMgt and may

not bo counted as Medicaid days in computing the Medicaid utilization rate.

The now limitrtion on qurlification doer not require that dirproportionrta rharc frciliti.r ncrt thr onc

Psrcsnt threrhold in the payment year. Rather. they muit moot the one percent limit in thr cort t3port

pariod onding in the previous rtato fiscal year for which ths State'r Medicrid Phn detcrminor

diryroportioncte shars qualifieation.

ATTACHI,IEilT 4:19-A
Pago l4r
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -

INPATIENT HoSPITAL sERVlcEs 
rAE Lrenrrr\r rn "''-'n;;i;;'at July t ' tggl

Dlsproporllonate Share Payment (Contlnued)

(B) For a hospital, the low Income utllizatlon rate ls the sum (expressed as a

percentage) of the lractlon calculated as follows:

o Total Medlcald Inpatlent revenues pald to the hospital' plus the qm.ounl

ol the cash subsldtes received 
-Jirt"tf' 

.ltof. 
'tlP 

itate and local

governments In e cost reportlng p.rioJ, d',lv6ed.by. th.e totat amounts of

revenues of the 663pldi[* ini"ii.lii tLti""t 6n6tuoing. the amount ol

lrtn 
"asft 

iuUslOtesi In the sarire cost reporting period; plus.

o Si#,':1,?i:':L:l$""1,T?::f ;15'iP'?"'?:'fr'1J''Jll"F"fi8' ;:#Ti
source of payment, thlrd p"tty 

-oi - 
f-rsonat resources), less cash

subsldies recelved from state anO focaitovernme.nts.in a cost reporting

;;;1il;dilO"a OV the total amount;iini notpit"l's chatges.for inpatient

servlces in the n6spital in the same perlod. The total inpatient charges

attrlbuted to charity care shall noi thauOe contractual iltowances and

dlscounts (other than for indigent p"ti*tt not eLioible lor medical

asststance unOei 
"n'"ppiou.a 

lrr".ir."ii diaiJ pian), thit is. reductions in

charges given io otn6i thlrd party payers such as HMOs, Medicare or

Blue Cross.

,#slA'tE
DAIE RI':C'D

DNE I'T'PV'D

DAIE EFT

HCTA I
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2. Disproportionate Share Payment (Continuedl

3. The hospital must have at least two obstetricians with staff privileges at ths hospital who have agreed

to provide obstetdc seryices to individuals sntitled to such sgruices undEr a Medicaid State Plan. ln the

case of a hospital locrted in a rural area, (that is, an area outside of 8 Motronolitan Ststistical Arsa

as definsd by the Executive Office of Manaosment and Budoetsl, the term "obststrician" includes any

physician with staff privileges at ths hospitat to perform non-omorgsncy obstatric proceduras. An

obstetrician in an urban setting is defined as a board csrtified obstetdcian with staff privileges at the

urban hospital who performs non-emorgsncy obstetric procedures.

The above section does not apply to a hospital which:

o The inpatients are predominantly individuals under 18 years of age; or,

o Does not offer non-smsrgsncy obstatric services as of Dscember 21, 1987.

Hospitals must notify the Arkansas Medicaid Program immadiately of obstetrical physician staffing changes that

affsct thsir disproportionats share eligibility according to ths above criteria. Hospitals will not receive

disproportionate share payments for any period of time in which the hospital does not mest ths ohstetrical

physician criteria. Ths StatE Medicaid Program will verifylaudit for any changes in the above obstetrical

physician status.

4. Effective July I, 1995, the hospital must have, at a

s'i/,'l i
3a l  i
l - , a l r

D A I i

HCFA

,,rrrrw

of one percent.
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Disproportionate Share Payment (Continued)

Rural area hospitals arE defined as all hospitals that ars not in a lletronolitan Statistical Area (MSA). The

following list includes ail of the currently identified Arkansas MSA counties and some of the currently identified

border state MSA counties. Hospitals located in a MSA are dEfined as urban area hospitals.

l .
2.
3.
4.
5.
6.
7.
8.

Crawford County, AR
Crittenden County, AR
Faulkner County, AR
Jefferson County, AR
Lonoke County, AR
Miller County, AR
Pulaski County, AR
Saline County, AR

Standard Deviation
Above the Mean

At least .5 and less than I
At lEast I and less than 2
At least 2 and less than 3
At least 3 or greater

Sebastion GountY, AR
Washington CountY, AR
Oesota CountY, MS
Sequoyah County, 0K
Shelby CountY, TN
Tipton County, TN
Bowie CountY, TX

9.
10.
11 .
12.
13.
14.
15.

Calculation of the Disproportionate Share Pavment Adiustments

Rural acute care hosoitats qualitving under the Medicaid inoatient utilization rate.

Each rural hospital's disproportionate share payment adiustment will be based on standard deviation increments

abovE the mean Medicaid inpatient utilization iate for hospitals receiving Mediceid Payments in the State'

Effectivs July 1, lgg5, each rural ho4itat's lnnual disproportionats sharo payment adiustment is

calculated 0n thg following formula, bui witl not exceed ih, ditproportionate ehare hospital linit'

A S1,000 minimum psyment amount, plus

A year end cost settlement based on Medicaid paid days for that period using the following percentages:

Year End Cost
Settlement

STAT E

DA.' lE F. i t l ' t )

)A.iE ^.PIV D
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DisproportionatE ShEre Payment (Continued)

Urban acute care hosoitals oualitving under the Medicaid inoatient utilization rate.

Each hospital's disproportionato shars paymsnt adjustment will be based on tha percentage by which its Medicaid

inpatient utilization rate exceods ons standard deviation above the mean Medicaid inpatient utilization rate for

hospitals receiving Medicaid payments in ths State.

Effective July 1. 1995, each hospital's rnnual disproportionate share payment adiustment is calculated

on the foltowing formula, but will not exceed the disproportionato share hospitrl limit.

A $1,000 minimum payment amount, plus

l0 percent (X) [individual hospital's Medicaid inpatient utilization rate minus ons standard deviation above
the mean Medicaid inpatient utilization ratsl (X) [the hospital's fiscal year Medicaid per diem
reimbursementl.

The fiscal year Medicaid per diem reimbursement is the allowsble costs from each provider's cost report and not

the intedm per diem payments made during the year.

D^T! f i lc.  D

Dr TE r . i iv  ?
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.ETATE 
PIAII UilDER TITTE XIX OF THE SOCIAT SECURITY ACT
MEDTCAT ASSISTATICE PROGRAM
STATE ARKAIISAS

METHODS At{D STAITDARDS TOB ESTABLISHII{G PAYMEiIT RATES .

lilPATtEt{T H0SPITAI SERVICES Bevised: July l, 1995

2. DisproportionateSharePayment(Continued)

Acuta care hospitals oualifving undsr the low'income utilization rate.

Each hospitat's disproportionate shars paymsnt adiustment will he based on the hospital's low'income utilization

rats.

Effectivo Juty 1,1995, each hospital'r rnnual dirproportionato rhare payment b oalculatsd on tho

following formuta, but will not excssd tho dirproportionate rhare hospital limit.

A $1,000 minimum payment amount, plus

4 percent (X) [individual hospital's low-income utilization rate minus 25 percentl m lthe hospital's fiscal
year Medicaid per diem reimbursementl.

The fiscal year Medicaid per diem reimbursement is the atlowable cost from eactr provider's cost report and not

the interim per diem payments made during the year.

lf an acute care hospital qualifies as a disproportionate share hospital under both the Medicaid inpatient utilization

rate and low-income utitization rate, Arkansas Medicaid will only makE a disproportionato share payment under

one method. For those hospitals that quality for disproportionate share payment under the Medicaid inpatient

utilization rate and also under the low.income utilization rate, Arkansas Medicaid will use the method which gives

the hospital the larger payment.

DAI'G Lri

HCFA I79
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STATE ARKAIISAS
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Disproportionats Share Payment {Continuedl

Inoatient osychiatric and rehabilitativs hosoitals.

Inpatient psychiatric and rehabilitative hospitals meeting disproportionate share payment eligibility criteria will

receiva a disproportionato shars paymsnt year end cost settlement equal to ths rate which is paid to ths urban

acute caro hospitals.

For inpatient psychiatric and rshrbilitatiye hospital: (!oth urban rnd rurall that qualify under the

Medicaid inpatient utilization rats, tho disproportionate share hospital payment adjustment will be

determined uring the methodology for urban acuto care hospitab qualifying under tha Medicaid

inpatient utilization rate. lt ir importont to noto that ths numerator of ths MUB formule doec not

include dayr attributabls to Msdicrid patientr between 2l and 65 yearr of age in Institutions for

Mental 0isesse (lMDrl. Thsrs pationtr aro not aligible for Medical Assistance under the State Plan

for the days in which they rre inpatientr of IMD's and may not bo counted ac Medicaid dryr in

computing the Medimid utilization rate. For inpatient prychiatric and rehabilitative hospitals ftoth

urban and rurall that qualify undsr the low-income utilization rate, ths disproportionats rhare hospital

payment odjustment will be determined uring the nethodology for acute care hospitals qualifying under

the low-income utilization rrto.

ATTACHMETTT 4.I9.A
Page l9r
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Disproportionats Shsro Pryment (Continuod)

Gsneral DSH Payment Provisions Applicable to all DSH Providsrr

All disproportionate rhare paymentr will bo brsed on derk reviewed cost leport information and
rtatistics.

The rnnual disproportionata rhare psymont adjurtment to srch dirproportionato rhare hospital shall
not exceed the limit for thrt horpital.

The calculation of the limit ir as follows:

The limit opplicable to disproportionate share payment adjustments is composed of two Parts. The first
part of the limit is the Medicaid "shortfall." The "shortfall" is the cost of services furnished to
Medicaid patients, less ths amount paid under the non-disproportionate share payment method under
ths stato Plan.

The second part of the formula ir the cost of mrvicsr provided to patientr who have no health
insurance 01 sourco of third party payment for rervicer provided during the year, less the amount of
payments made by these patients.

= M+U

tfl = Coet of Servicer to Medicaid patients, lesr the amount
paid by the Stats under ths non'disproportionate shars
psymont provirionr of the Stato Plan

[ = Cost of Services to Uninrured Patientr, less any cash
paymants made bY them

Cost of Services

The definition of tha cost of tervices includsr all inpatiant costs dlowablo under tha Medicare
principle: of reasonable cost reimbursement.

Uninsured Patients

Uninsured patients ir definsd ar patients who do not porsesr health insurance or do not have r 8ourco
of third party paymsnt lor rervicer provided, including individuals who do not pos8833 health insurance
which applies to reryicer for which ths individual rought troatment.

sI]PERSEDES: !'roNE 'NEw PAGE
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ATTACHMENT 4.T9.A
Prge 20e

Mey l,2004

2. DisproportionateSharcPaymcnt(Continued)

If the total of all disproportiorate share paymcnt amourts for all disproportionate share hospitals (acute

care, inpatient psychiatric, rehabilitati',ae hospitals and border city bospitals) exceed in any given year the

federally determined dispropcticrate share dlotment for Arkansas, the disproportionate share paynrns

will be reduced proportionately among disproportionate share hospirals to a level in conpliance ,*i& the

federal disproportiooarc share allotment. Cities which are located ririthin a fifty (50) mle trade area are

considered bordering cities. See list of bordering ci6es in .Attachment 4.19-A, Page 3e.

Rate Aooeal Process

Participatrng hospials are provided the following mechanism to appeal their disproportionate share

eligibiliry and/or rate.

A. All hospitals wili be notified of their etigbiliry status for the disproportionate share paymcnt and of

this disproportionate rale, by certified mail. A hosprtal administrator may request reconsiCeration

of a program decision by nriting to the Assistant Director, Dinsion of Medical Services.

DATE REC'D

DATE AFPV'A Tu xtezl a'{
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ATTACHMEilT 4.Ig.A
Prgo 21

lllovombor l, lg95

2. Disproportionats Sharo Payment (Continuedl

Thir request must bo recoived within 20 calandar dayr following receipt of the csrtifiod lettor

which notifiss the horpital of their dirproportionate eligibility statur andlor rata. Upon receipt

of tho rsquost for rsviow, the Asrirtant Diroctor will dstsrmino the need for r

ProgramlProvidar conforenco if naoded. Regardler of the program decision. the prouider will

bo rffordsd the opportunity for r confersnce if he wirher for r full explanrtion of the factor:

involved in ths progrtm decision. Following revisw of ths appeal tequott, tha Arsirtant

Dirsctor will notify the horpital of ths action to be takon by tha Division within 20 calendrr

dayr of receipt of the roqusst for review or tho dats of the ProgramlProvider confgrencs.

lf the Assistant Dirsctor's, Division of Medical Ssrvicar, decision is unsatisfactoly, the facility

mry then appeal tha quertion to a rtanding Bate Ravisw Pansl established by tho Dirsctor of

tho Division of Medical Ssrvicer which will includs ono msmber of the Divirion of Medical

Servicer, s roprs3sntrtivo of tho Arkannr Horpital Armciation and a mombsr of thi OttS

Management Staff who will 30rvo rr chrirman.

Tho raquert for review by the Rate Bovisw Ponel must be postmarked within l5 calendar dayt

following ths notification of the initial dscirion by the Assistant Oirector, Divirion of Modical

Ssrvicel. The Rate Bsview Panol will msst t0 conrider tho quertion within t5 calendar dayr

after receipt of a request for such appeat. The quertion will be heard by the panel rnd r

recommendotion will bs submittsd to tho Director of the Division of Medical Servicgr for

approval.

l l l
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ATTAC}LVEI\T 4.I9.A
P^ge ZZ

May l ,2004

) . Additicnal Disproporrionate Share Payment

Effective April 5, 2001, the total arurual Disproportionatc Share Hospital (DSH) paymenB to all qualiffing
hospials (acute care, inpatient psychiatric, rehabilitatirrc and border ciry), as calculatcd pcr Section #2 of
Attachment 4.19-A" is capped at a marimum annual tonl of $2,745,367. This maximum annual DSH total
docs not include the additional DSH amounts palable to Arkansas State Operated Psychiatric l{ospials and
Arkansas Statc Operated Teaching Hospitals as idcntifial in thrs Section. The DSH paymcnt to each
qualifring hospital will be reduced proportionately if the total of the indiridual hospital DSH papbie amounts
exceeds the annual 52,745,367 nnaximurn.

Effective April 5, 2001, the Arkansas Statc Operatcd Psychiatric Hospitals shall quali& to receive an
additimal DSH amount. Arkansas State Operated Psychiatric Hospials are classified as a separate class grotp
for DSH purposes. The Medicaid DSH definition of a State Operated Psychiatric Hospial is a psychia,ric
hospital that has in efrect an agreemeil to panicipate in Medicaid as an inpatient psychiatric hospital and is
operated by the Statc of Arkansas. The additional papblc amount is the difference bet*'een the aanual Sate
DSH maximum amount for psychiatric hospitals Federal plus State Share) and the DSII payable amounts to
all pqchiat-ic hospitals as calculated per Section #2 of Anachment 4.19-A. The State Operated Psychiatric
Hospitals must qualify under e'ither the lvledicaid inpatient utilizztion rate or low-rncome utillatiorn rate
methods and must meet all other rcquiremenls of Section #2 in ordet to rcccrl'e the additrmal DSH
reimbursemqtt. The State DSH ma;cimum amount for psychiatric hosprtals is idcntificd annually by the
Centers for Medicrre cnd Medicaid Services (CIIS) and is included in the federally (CMS) determincd
annual Statc DSH allotrnent. ii qualitied, the Srate Opcrated Psychiatric Hospitals are reimbursed both the
DSH amount as calculated per Section *2 pius the additional DSH amount. Arkansas Staie Op€rated
Psychiarric Hospitals are prorncied the s"eme mecbaoism to appeai their additional DSH payment cligbility
and/or rate as is identified in Section #2.

Effectirre Aprii 5, 2001 , the Arkansas State Operated Teaching Hosprtais shall quahfy to:eceive an addinonal
DSH amount. Arkansas Stete Operated Teaching Hospitals are classifieci as a separate class group for DSH
purposes. The additional palzable amount is the difference bet*een the annual DSH alloment amou.nt fFederal
plus State Share) and the total other DSH payable amounts, including all anror:nts payable to the State
Operated Psychiaeic Hospitals. The State Opcrated Tcaching Hospitals must qualiS under either the
Medicaid inpatient utilizrtir.n rate or low-incorne utilization rate metlods and must meet all othsr rcquiremcnts
of Section #2 in order to receive the additic'nal DSI{ reimbursemcnt. The State DSH ailotment is identified
annually by the Centers lbr lledicare and lvledicaid Services (CI!IS). If qualined. the State Operated
Teaching Hoqpitals are reirnbursed both rre DSH amount as calculated pc Scction #2 plus the additional DSII
amount. Arkansas State Opera:ed Teaching l{ospitals are provided the sanne mechanism to appeel *rcir
additional DSFi payment eliEbiiiry anCror ratc is identit'ied in Section #2.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-A 
MEDICAL ASSISTANCE PROGRAM Page 22a 
STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
INPATIENT HOSPITAL SERVICES   Revised: 12-18-2023 
____________________________________________________________________________________ 

3a. Annual Disproportionate Share Hospital (DSH) Audit 

In addition to any other audits which may occur, independent certified audits of the DSH payments 
shall be conducted annually in accordance with 42 CFR 455.301 and 42 CFR 455.304. Reporting of 
the audit shall follow the guidelines stated in 42 CFR 447.299. In accordance with 42 CFR 
455.304(e), any overpayments of DSH funds shall be redistributed to other eligible hospitals within 
the state, provided each acute care hospital remains below their hospital specific DSH limit in the 
following manner:  

(a) The amount of the DSH payment made to the acute care hospital will be recouped by the
State of Arkansas to the extent necessary to reduce the DSH payment to an allowable
amount.

(b) Amounts recouped from acute care hospitals with payments in excess of the audited hospital
specific DSH limits, will be placed into an acute care hospital redistribution pool.
Redistribution will be made to remaining acute care hospitals that do not exceed their
hospital specific DSH limit. The allocation will be made based on these remaining acute care 
hospitals available uncompensated care. No acute care hospital shall exceed its hospital
specific DSH limit after redistribution.

(c) Additionally, DSH funds not otherwise paid to qualifying acute hospitals shall be paid,
subject to the uncompensated care cost limits and annual DSH allotment, to the Arkansas
State Operated Teaching Hospital.

January 17, 2024



STATE PLAN UNDER TTTLE )(D( OF TEE SOCTAL SECURITY ACT
MEDICAL ASSISTANCE PRO GRAM
STATE ARKANSAS.

METHODS AIYD STAI\DARDS FoR ESTABLISEING PAYMENT RATES -
Ii\TPATIENT EOSPITAL SER\TICES

ATTACEMENT 4.19-A
Page 23

Revised: December3,2004

4.

Medically necessary inpatient hospital sernices furdshed to children under age one (or childrren that are

hospitalized on their first birthday) will be exempt from any dollr limits on anv inpatient hospital service.

InPatient hospital senrices (exclurling other covered transplant services for In-State Acute Care/General

Hospitals, all Bordering City Hospitals and aII Out-of-State Hospitrts) for these individuals will be cost

settled separately from all other Medicaid recipients and no dollr limits will be applied.

Arkansas Medicaid will not consider these costs in the Medicare TEFRA rate of increase limit computation.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-A 
MEDICAL ASSISTANCE PROGRAM Page 24 
STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
INPATIENT HOSPITAL SERVICES                  July 1, 2021 
______________________________________________________________________________________________________ 

5. Alternative Benefit Plan (ABP)

Effective for dates of service on or after January 1, 2014, the Arkansas Medicaid program will cover inpatient 
acute hospital days in excess of twenty-four days (during a state fiscal year) for those beneficiaries covered
under the Alternative Benefit Plan (APB).  The per diem rate for ABP inpatient acute hospital days twenty-five
and above will be 400 dollars per day.  The intent of the policy change is to increase access to care in all
hospitals in the state of Arkansas. Inpatient Acute hospital days under twenty-five will be reimbursed in
accordance with the methodology set forth in Attachment 4.19A page 1.  Except as otherwise noted in the
Plan, this rate is the same for both governmental and private providers of inpatient acute hospital services.

Effective for dates of service on or after January 1, 2014, the Arkansas Medicaid program will cover inpatient 
rehabilitation hospital days in excess of twenty-four days (during a state fiscal year) for those beneficiaries
covered under the Alternative Benefit Plan (ABP). The per diem rate for ABP inpatient rehabilitation hospital 
days twenty–five and above will be 400 dollars per day. The intent of the policy change is to increase access to 
care in all hospitals in the state of Arkansas. Inpatient rehabilitation hospital days under twenty-five will be
reimbursed in accordance with the methodology set forth in Attachment 4.19A page 9a. Except as otherwise
noted in the State Plan, this rate is the same for both government and private providers of inpatient
rehabilitation hospital services.

6. Reimbursement for Acute Crisis Units

Acute Crisis Units provide acute care hospital diversion and step-down services to Medicaid clients
experiencing psychiatric or substance use disorder related distress in a safe environment with
psychiatry and substance use disorder services available on-site, as well as on-call psychiatry available
24 hours per day. Effective for dates of service on or after July 1, 2021, reimbursement for Acute Crisis 
Units is based on 80% of the current (7/1/2021) daily rate for the Arkansas State Hospital. No room and 
board costs, or other unallowable facility costs, are built into the daily rate. State developed fee schedule 
rates are the same for both governmental and private providers. The fee schedule can be accessed at Fee
Schedules - Arkansas Department of Human Services.

3/1/2022

https://humanservices.arkansas.gov/divisions-shared-services/medical-services/helpful-information-for-providers/fee-schedules/
https://humanservices.arkansas.gov/divisions-shared-services/medical-services/helpful-information-for-providers/fee-schedules/


STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -
OTHER TYPES OF CARE Revised:

ATTACHMENT 4.I9-B
Page I

Apri l  l ,  2003

2.a. Outpatient Hospital Services

( l)  AcuteCare/General

Reimbursement is based on the lesser of the amount billed or the maximum Title XIX (Medicaid)
charge allowed. The Title XIX (Medicaid) maximum was established utilizine 80% of the Blue
cross/Blue shield customary as reflected in their l0/90 publication.

For those procedures which Blue Shield did not have a comparable code, the rates were increased by
350h. The 350% represents the average overall increase for all services.

Effect iveforclaimswithdatesofserviceonorafterJuly l , lggz,theTit leXlXmaximurnrateswere
decreased by 20%.

Effective April l, 2003, all Arkansas non-state government-owned or operated acute care/
general hospitals (that is, all acute care goyernment hospitals within the State of Arkansas that
are neither owned nor operated by the State of Arkansas) shatl quatify for an annual upper
payment limit (UPL) reimbursement adjustment. Psychiatric hospitals, pediatric hospitals,
rehabilitative hospitals and critical access hospitals are not eligible for an adjustment. Payment
shall be made before the end of the State Fiscal Year (SFY). The adjustmentwill be calculated
and based on each hospital's previous SFYoutpatient Medicarerelated upper payment limit
(UPL as specified in 42 CFR 447.321) for Medicaid reimbursed outpatientservices. The
adjustments will be calculated as follows:

1 . For each qualifying hospital, Arkansas Medicaid will annually identify the total
Medicaid outpatient expenditures during the most recent completed SFy.

For each qualifying hospital, the total Medicaid expenditures,as determined in step 1,
are divided by 80% to estimate the amount that would have been paid using Medicare
reimbursement principles.

The difference between step I identified Medicaid expenditures and step 2 estimated
Medicare amounts is the UPL annual adjustment amount that will be reimbursed.

Eligible hospitals that were not licensed and providing services throughout the most
recent completed SFY shall receive a pro-rated adjustment based on the partial year
data.

Payment for SFY 2003 shall be prorated proportional to the number of days between
April 1,2003 and June 30,2003 to the total number of days in SFY 2003.

* Ce:/c- -
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 4.19-B 
MEDICAL ASSISTANCE PROGRAM      Page 1a 
STATE ARKANSAS 

 
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE             Revised: August 1, 2015 
____________________________________________________________________________________________________  
2.a. Outpatient Hospital Services (continued) 
 
Outpatient Hospital Access Payments 
 
Effective for services provided on or after July 1, 2009, all privately operated hospitals within the State of Arkansas except for 
rehabilitative hospitals and specialty hospitals as defined in Arkansas Code Ann. § 20-77-1901 (7) (D) and (E) shall be  eligible to 
receive outpatient hospital access payments.  The outpatient hospital access payments are considered supplemental payments and 
do not replace any currently authorized Medicaid outpatient hospital payments. The outpatient hospital access payments shall be 
determined on the basis of cost and calculated as follows: 
  

1. For each rate year the state shall identify, on the basis of paid claims adjudicated through the State’s MMIS, 
reimbursement for outpatient hospital services that were delivered by the private hospitals eligible for this supplemental 
payment.   

2. The state shall estimate the amount of cost for the same dates of service identified in step one using Medicare cost 
principles consistent with the upper payment limit (UPL) requirements set forth in 42 CFR 447.321. The State will utilize 
cost data in a manner approved by CMS.   

3. The maximum allowable aggregate Medicaid outpatient hospital access payment for private hospitals shall not exceed the 
difference between the results of step one (Medicaid based payment) and results of step two (Medicaid outpatient hospital 
services cost). 

4. The maximum allowable aggregate Medicaid outpatient hospital access payment for private hospitals identified in step 
three shall be divided by the total Medicaid outpatient hospital services base payment for eligible hospitals identified in 
step one to arrive at an adjustment percentage. This percentage will be calculated annually.   

5. Each eligible hospital’s outpatient hospital access payment shall be determined by multiplying the Medicaid outpatient 
hospital services payment identified in step one by the adjustment factor determined in step four. The current year’s 
adjustment will be based on cost data from the most recently audited fiscal year for which there is complete data.  In this 
manner, the State will make supplemental payment to eligible hospitals for current year Medicaid utilization.   

  
Outpatient hospital access payments shall be paid on a quarterly basis. 
 
For hospitals that, for the most recently audited cost report period filed a partial year cost report, such partial year cost report 
data shall be annualized to determine their outpatient access payment;  provided that such hospital was licensed and providing 
services throughout the entire cost report period.  Hospitals with partial year cost reports that were not licensed and providing 
services throughout the entire cost report period shall receive pro-rated adjustments based on the partial year data. 
 
Effective August 1, 2015, and forward, if an audited cost report is more than 2 years old, the State will elect to use the most 
recent cost report available as of June 30 for Outpatient Hospital Access Payments.  Most recently submitted partial year 
cost report data will be annualized in the same matter as was used for audited cost report periods as described above. 
 
 

(2) Pediatric Hospitals 

Effective for claims with dates of service on or after April 1, 1992, outpatient hospital facility services provided 
at a pediatric hospital will be reimbursed based on reasonable costs with interim payments and a year-end cost 
settlement.  The State will utilize cost data in a manner approved by CMS consistent with the method used for 
identifying cost for the private hospital access payments. 
 
Arkansas Medicaid will use the lesser of the reasonable costs or customary charges to establish cost settlements. 
 Except for graduate medical education costs, the cost settlements will be calculated using the methods and 
standards used by the Medicare Program.  Graduate medical education costs are reimbursed based on Medicare 
cost rules in effect prior to the September 29, 1989, rule change. 



TN:20-0021 Approval: Effective Date:1-1-2021 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-B 
MEDICAL ASSISTANCE PROGRAM Page 1aa 
STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE Revised: January 1, 2021 

2.a. Outpatient Hospital Services (continued)

(3) Arkansas State Operated Teaching Hospitals

Effective for cost reporting periods ending June 30, 2000 or after, outpatient hospital 
services provided at an Arkansas State Operated Teaching Hospital will be reimbursed 
based on reasonable costs with interim payments in accordance with 2.a.(1) and a year-
end cost settlement. 

Arkansas Medicaid will use the lesser of the reasonable costs or customary charges to 
establish cost settlements. Except for graduate medical education costs, the cost 
settlements will be calculated using the methods and standards used by the Medicare 
Program. Graduate medical education costs are reimbursed as described in Attachment 
4.19-A, Page 8a for inpatient hospital services. 

(4) Speech Generating Device Evaluation

Effective for dates of service on or after September 1, 1999, reimbursement for a Speech 
Generating Device (SGD) Evaluation is based on the lesser of the provider’s actual 
charge for the service or the Title XIX (Medicaid) maximum. The XIX (Medicaid) 
maximum is based on the current hourly rate for both disciplines of therapy involved in 
the evaluation process. The Medicaid maximum for speech-language therapy is $25.36 
per (20 mins.) unit x’s 3 units per date of service (DOS) and occupational therapy is 
$18.22 per (15 mins.) unit x’s 4 units per DOS equals a total of $148.96 per hour. Two 
(2) hours per DOS is allowed. This would provide a maximum reimbursement rate per
DOS of $297.92.

(5) Outpatient/Clinic-Indian Health Services

Effective for dates of service on or after November 1, 2002, covered outpatient/clinic 
services provided by Indian Health Services (IHS) and Tribal 638 Health Facilities 
will be reimbursed the IHS outpatient/clinic rate published by the Office of 
Management and Budget (OMB). Covered IHS outpatient/clinic services include 
only those services that are covered under other Arkansas Medicaid programs. This 
rate is an all-inclusive rate with no year-end cost settlement. The initial rate is the 
published IHS outpatient rate for calendar year 2002. The rate will be adjusted to the 
OMB published rate annually or for any other period identified by OMB. 

S2U7
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-B 
MEDICAL ASSISTANCE PROGRAM Page 1aa(1) 
STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE  June 1, 2022 

2.a.  Outpatient Hospital Services (continued)

(6) Border City University-Affiliated Pediatric Teaching Hospitals

Special consideration is given to border city university-affiliated pediatric teaching hospitals
due to the higher costs typically associated with such hospitals. Effective for claims with
dates of service on or after January 1, 2018, outpatient hospital facility services provided to
patients under the age of 21 at border city university-affiliated pediatric teaching hospitals
will be reimbursed based on reasonable costs with interim payments and a year-end cost
settlement. The State will utilize cost data in a manner approved by CMS consistent with the
method used for identifying cost for the private hospital access payments as outlined in this
Attachment 4.19-B, Page 1a.

Arkansas Medicaid will use the lesser of the reasonable costs or customary charges to
establish cost settlements. The cost settlements will be calculated using the methods and
standards used by the Medicare Program.

A border city university-affiliated pediatric teaching hospital is defined as a hospital located
within a bordering city (see Attachment 4.19-A page 3b) that submits to the Arkansas
Medicaid Program a copy of a current and effective affiliation agreement with an accredited
university, and documentation establishing that the hospital is university-affiliated, is licensed
and designated as a pediatric hospital or pediatric primary hospital within its home state,
maintains at least five different intern pediatric specialty training programs, and maintains at
least one-hundred (100) operated beds dedicated exclusively for the treatment of patients
under the age of 21.

(7) Effective for claims with dates of service on or after June 1, 2022, all Arkansas hospitals
shall be paid based on 100% of the Medicare average comprehensive payment rate as of
June 1, 2022 for the vagus nerve stimulation therapy, device and procedure.  All rates are
published on the agency’s website. Except as otherwise noted in the plan, state developed
fee schedules are the same for both governmental and private providers.

April 8, 2022

https://humanservices.arkansas.gov/divisions-shared-services/medical-services/helpful-information-for-providers/fee-schedules/
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE         Revised:  October 1, 2020 
________________________________________________________________________________________________ 

The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

2.a. Outpatient Hospital Services (continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY

I. PURPOSE: In order to assure that Medicaid funds are used to purchase medical assistance efficiently and
economically (quality services of the right kind and mix), Medicaid has established a payment improvement
initiative (“Payment Improvement Program,” or “Program”).  The Program:

1. Establishes Principle Accountable Providers (“PAPs”) for defined episodes of care;
2. Uses episode-based data to evaluate the quality, efficiency and economy of care delivered in the

course of the episode of care, and to apply incentive adjustments;
3. Incentivizes improved care quality, efficiency and economy by rewarding high-quality care and

outcomes;
4. Encourages clinical effectiveness;
5. Promotes early intervention and coordination to reduce complications and associated costs; and
6. When provider referrals are necessary, encourages referral to efficient and economic providers

who furnish high-quality care.

Complete details including technical information regarding specific quality and reporting metrics, performance 
thresholds and incentive adjustments are available in the Episodes of Care Medicaid Manual available at 
https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx and also at the Arkansas Health Care 
Payment Improvement Initiative website at http://www.paymentinitiative.org/Pages/default.aspx.   

II. NOTICE and AMENDMENTS: The Program and Program amendments are subject to review and approval by
the Centers for Medicare and Medicaid Services (CMS).   Rules establishing the Program are adopted in
compliance with the Arkansas Administrative Procedure Act, Ark. Code Ann. § 25-15-204.  Except in cases of
emergency as defined in Ark. Code Ann. § 25-15-204(e)(2)(A), providers will receive at least 30-days written
notice of any and all changes to the Episodes of Care Medicaid Manual and State Plan pages.

III. MEDICAID PAYMENTS: Subject to the incentive adjustments described below, providers, including PAPs,
furnish medically necessary care to eligible beneficiaries and are paid in accordance with the published Medicaid
reimbursement methodology in effect on the date of service.

8/31/20

https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx
http://www.paymentinitiative.org/Pages/default.aspx
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE          Revised: October 1, 2020 
________________________________________________________________________________________________ 

The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

2.a. Outpatient Hospital Services (continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY (CONTINUED)

2. Negative Incentive Adjustments: If the average adjusted episode of care paid claims are higher than
the acceptable threshold, the PAP will remit to Medicaid the difference between the acceptable threshold
and the average adjusted episode reimbursement, multiplied by the number of episodes included in the
calculation, multiplied by fifty percent (50%) or the risk sharing percentage specified for the episode of
care.  Unless provided otherwise for a specific episode of care, a provider’s net negative incentive
adjustment (total positive adjustments minus total negative adjustments) for all episode of care
adjustments made during any calendar year shall not exceed ten percent (10%) of the provider’s gross
Medicaid reimbursements received by the provider during that calendar year.

8/31/20
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         STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE          Revised: October 1, 2020 
________________________________________________________________________________________________ 

The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

2.a. Outpatient Hospital Services (continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY (CONTINUED)

V. APPLICATION: Complete details including technical information regarding specific quality and reporting
metrics, performance thresholds and incentive adjustments are available in the Episodes of Care Medicaid Manual
available at https://medicaid.mmis.arkansas.gov/provider/docs/docs.aspx and also at the Arkansas Health Care
Payment Improvement Initiative website at http://www.paymentinitiative.org/Pages/default.aspx.

Effective for dates of service on or after October 1, 2012, the defined scope of services within the following 
episode(s) of care are subject to incentive adjustments: 

(1) Perinatal Care Episodes - Sunset date for final reconciliation report 1/31/2021

Effective for dates of service on or after February 1, 2013, the defined scope of services within the following 
episode(s) of care are subject to incentive adjustments: 

(1) Congestive Heart Failure (CHF) Episodes - Sunset date for final reconciliation report 4/30/2021
(2) Total Joint Replacement Episodes - Sunset date for final reconciliation report 4/30/2021

8/31/20

https://medicaid.mmis.arkansas.gov/provider/docs/docs.aspx
http://www.paymentinitiative.org/Pages/default.aspx
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t . b Rural gealth Clrn:c Ser ' ices anLl other ambuleror) sen' ices that are co\ered under the plan and turnished

b.v 'a  ru ra l  hee l th  c l rn ic .

In  accordance rv i th  Sec t ion  1902(aa)  o f  the  Soc ia l  Secur i t l 'Ac t  as  amended b1 ' the  Benet - t ts

Inrprovement and protect ion Act (BIpA) of 2000, effect ive for dates of sen' ice occurr ing Januarl '  l ,
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"n 
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same health professional,  that take place on the same dal 'and at a single locat ion const i tute a single

visi t ,  except rvhen the pat ient,  af ter the l i rst  encounter,  suffers i l lness or injury requir ing addit ional

diagnosis or treatment.

The ppS per vis i t  rate for each faci l i ty rv i l l  be calculated based on 100 percent of the al 'erage of the

faci l i ty,s reasonable costs for providing Nledicaid covered services as determined from audited

Nledicare cost reports rvi th ending datesfn calendar y 'ear 1999 and calendar verr 2000' Reasonable

costs are defined as those costs rvhich are allorvable under Nledicare cost principles outlined in 42 CFR

413 rvith no lesser of costs or charges timits and no per visit pa]'ment limit' Cost reports used for rate
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one cost report  per iod ending in the same calendar year '  Arkansas Nledicaid rvi l l  use the most recent

cost report to calculate rates. Adjustments to the Nledicare RHC Program allorvable costs per the cost

report  may be necessary due to di f terences rvi th Nledicaid Program col 'ered sen' ices'

ppS per  y is i t  ra t ts  rv i l lbc  ca lcu le tec t  b1 'add ing  the  to te l  aud i tcd  a l lowabtc  cos ts  as  de tc rmined f ronr
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. Ienuery  1 ,2001 l t  the  averxgc  cos t  per  I i s i t  as  de ternr ined l ' ron t  t l t c  t } lo  l t los t  recent  J l ro l ' i dc r  cos t

rcpor ts .  I r r tc r in r  ra tcs  l , i l l  bc  c l l cu t : r tcd  b , l 'add ing  thc  two J rc r iod 's  l l c r  v is i t  cos ts : r t t t i  d i l ' i d ing  t l t c

to t r l  by  t rvo .  I ' t c r i r r r  r : r t cs  u i l l  bc  rc t ro . rc t i i ' c . l l  ad jus tcd  to . l lnuur l '  1 ,2001.  $ l tc t t  aud i tcd  cos t  rcpor t

in lb rnr l t ion  bcconrcs  ava i l : r l l l c  : rnd  l in l t  r l t cs  l rc  c l l cu l l t c t l .

I i a c h  l ' e c i l i t l  , s  I r l r s  l l c r  r i s i t  r l r t c  $ i l l  b c  a r l j u s t c t t  t 0 : r c c ( ' u r r t  l j l r  i t t c r c l s c s  o r  t t c c r c : t s c s  i t t  s c r l l t e  o l '

s c r r . i c c s .  S c , ' c  ' l ' s c r r i c c s  c l l r r r g c s : r r c  r t c l l n c t t  l s  l )  a n  l r r l , t i t i o t r  o r  t l c l c t i o t t  t ) l ' l t t  l i l l ( ' c o l ' e r c r l

s c r ' i c c , 2 )  u  c l r l l r g c  i .  t l r c  r r r : r g r r i l r r r t c .  i r r t c r r r i t r ,  o r  e l t : t r : t c t c r  r t l ' c t t r r e t t t l - t  o l ' l ' c r c t l  l l l l ( l  c o r c r e r l

s c r ' i c c s , 3 ;  u  c t r : r r g c  i r r  r c g r r l r r t o r r  l t , r l u i r e  r r r c r r t r . l )  l t  r : l t : t t r g e  t l t t c  t o  r c l r l e : t t i r l t t .  r c t t r r l r l c l i r t g '  o p c t r i t r g

: r , c l \  c l i r r i c  s i t c , r . c l , l r i . g  a '  r r i r l i r r g  c l i r r i c  r i t c .  5 ;  l r  c l r : r n g c  i n  : r 1 t l t l i c : t l t t e  l e c l r l t r t l r ) g i t " r  i r l l ( l  t r t c t l i c l r l

P l . : t c r i e e s , 0 r . ( r )  : r  c l l l r r r g c  t t r r e  t ( )  r ' e c r r r t ' i r r g  t : r r e ; ,  t t | l t l P r : r c t i c c  i t t r t t r u t t c c  l l r e  t t t i t t t t t s  t l r  $ t l r k t l t c t t \  c o t r l l ] '

i r r r r r r . : ' r e c  l l r . t , r r r i r r r t t r  l l r : r r  r r ( , ! . c  n r ) l  r c c o g r t i z e r t  l u r r l  i r r c l r r r t c t l  i r r  t l r c  l r : t r c  \ c l t r ' s  r : t l c  c : t l e t r l r t t i r t t t '  \ \  r i t t e r r

t . e r l r r r s l r  I r l r -  l r , ( l r  c ' r l  i r r t r . e  : r r c , ,  l r r r t l  r o r l  t l ee  t  c : r r t . s  r l r r e  l o  r co I c  t t l  r e  t ' r  i c c . '  c l t l t t r gc5  l l t i r \ (  l r c  s t r l r r t t i t t t ' t l

l r _ t  t l r t , ; l r , r i r l t . r . .  
' l  

l r t , r . t r l r r r , r l  r r r r r r l  l r r  s r r l r r r r i l t e r l  ( p o r t n r r r r k t ' r l ;  r r i l l r i r r  5  t t t r t t t l l r r  l t l l c t . t l r c  c t r r l  o l  t l l t '

; r r . ' r i r l t , r ' s  l i r r . r r l  1 l t , r . i , r l : r r r r l  l l r c  r . c r p r t . r l  r r r r r r l  i r t e l r l i l " r  t l r c  l r c g i r r r r i r r g  t l : r t e  t l r l r t  l l r e  c l t l t t t g t ' t t e e t t t ' r c t l  l t t t r l

i n c l r r r l t , r l t . l l r i l t , r l  r l t , r e r . i p l i o r r r ,  r l o r . r r r r r t ' r r l ; r r i o r r  l r r r r l  c : r l t ' r r l . r l i o t t r  o l  l l r e  c l t : t t t g t ' r : l t l t l  t o r l r  t l i l l e t e l t r ' t ' s
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P l g e  l r l l r

J r n u r r l '  1 . 2 0 0 1

i . o Rural Flealth clrnic Serr. ices anci other ambulator l 'serr ices that ar" 'covcred under the plan and turnished

by'a rural  health cl in ic (Cont inued)

In order to qual i l i  tbr a PPS rate change, the scope of services changes must equl l  to at least a 5'7b

total difference in the allorvable per visitiost as determined for the fiscal period and the changes must

har.e existed during the last ful l6 monttrper iod of the t iscal  per ioO:^^,t*"n-tasi \ Iedicaid rvi l l  revie$

the submitted documentat ion and * ' i l l  no, i ry '  the provide, ' i i t t t in 90 da1's as to r 'hether a PPS rate

change rvi l l  be implemented. I f  implementei ,  t f ru PPS rate change rvi l l  ref lect the cost di f ference of

the scope of service change and be ef lect ive as of the later of the-f i rst  date that the scope of service

changed or the beginning date of ,n.  nr." t  per iod. PPS rate changes rvi l l  a lso be made due to scope

of service changes ident i f ied through on oud' i t  or re ' ierv process'  I f  this occurs'  the ef l 'ect ive date of

the PPS rate change rvi l l  be the later of the f i rst  date that the scope of services changed or the

beginning date of the cost report  per iod for rvhich the changes should have been reported'

Independent (Freestanding) RHCs that do not have minimal 1999 and 2000 cost report  per iods (at

least 6 months) or rvho enrol l  in i l ledicaid after 2000, rvi l l  have their  in i t ia l  PPS per vis i t  rate

establ ished at the average of the current rates of the three nearest independent RHCs rvi th simi lar

caseloads. Nearest rvill be determined p;; ;;t -ileage' A final PPS per iisit rate shall be estrblished

using the facilit-v-,s allorvable costs as determlned from the provider's fi1-s! trvo audited cost reports

rvith reporting periods of at reast a fuil six months. The finai ppS rate rvilr be made effective as of the

f i rst  day after the provider 's second f iscal  cost report  per iod used lbr rate sett ing'

Provider based RHCs that do not have minimal 1999 ancl 2000 cost report  per iods (et leest s ix months)

or rvho enrol l  in l tedicaid after 2000 rvi l l  have their  in i t ie l  PPS per vis i t  rate es-tabl ished at the lveragt '

o f  the  cur ren t  ra tcs  o f  thc  p rov i t te ' r  hosp i t i r l ' s  o t l t c r  enro t tcA nUCs rv i th  s in r i le r  case loeds '  Shou ld  a

ner r ly  e r r ro i l cd  p rov ider  baset l  l t t l c  be ' t t t c  o r t l -v  c l in ic  opcra tcd  b1 ' the  hosp i te l '  thc  in i t i x l  I 'PS ra tc

s la l l  bc  es tab l i shed a t  thc  avcragc  o f  thc .u . . "n i ra tcs  o f  the  t l r rcc  ne , r r . ' s t  p rov ider  b lsed  Rt ICs  r r i th

s i ' r i l a r  casc l 'ads .  Ncar .s t  rv i l l  bc  4 r . tc rn r inc r t  pc r  n r lp  n r i t cage.  A  l ine t  P l 'S  per  v is i t  ra te -sha l l  bc

establ ishet l  using the faci l i t l - 's al lorvlblc costs rs t tetcrrnined t ' rolur the providc'r 's l - t rst  t l to ludi tcd cost

rc l )o r ts  rv i th  repor t ing  pcr iods  o [ : r t  le ls t  a  fu t l  s i r  n to t t t l t s .  The t lne t  I 'PS ra tc  r r i l l  b r - ' t r t lde  e f l cc t i t c

ls  o f  t l c  l l r s t  t t : ry  a l ' t c r  t5c  l l rov i t t c r ' s  sec t l t l t l  l l sca t  c r l s t  rc l )o r t  J lc r io t l  t t scd  l i r r  r t t c  sc t t i l l g '

l l e g i n n i n g . l u l r '  1 , 2 ( ) ( ) 1 ,  i r t f  c r i r t t  r r t t c s ,  i r l i t i : t l  t ' l ' S  r : r t e r : r n t t  l i r t r r l  l ' l ' ' \  r a t c r  r v i t l  a t t r t t t l l l ' r  l l c

i r r l j r rs tc t t  us  ' l ' . f  u t '  l ' ,  ' l '  c : rch  1 .c l r  l r v  t l r c  rcg i rn : r l  N lc r t i c : t rc  l ' . t r t t to t t t i c  l t r t t cx  ( \ l f ' l )  l i t r  l t r i t t t : t r r

c : u . c  s c r . \  i e  c s .  l ( : r t e  u r l . j  r r s t r r r c t | 1 , ,  r r i l l  l r c  
" , 1 , , , i l  

t 0  t l r e  p r c r i 0 t t r  c : t l e  l t t t l t r  ] c x r ' s  i l t t l u r  l ) c l ' c c t l t x g c

c  l r : r  r t  g e  .
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SUPERSEDES TN: 13-25 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-B 
MEDICAL ASSISTANCE PROGRAM Page 1aaaaa 

         STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE          Revised: October 1, 2020 
________________________________________________________________________________________________ 

The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

2.b. Rural Health Clinic Services and other ambulatory services that are covered under the plan and furnished by a rural health
clinic (continued) 

A. ALTERNATE PAYMENT METHODOLOGY TO INCENTIVES TO IMPROVE CARE QUALITY,
EFFICIENCY, AND ECONOMY

I. PURPOSE: In order to assure that Medicaid funds are used to purchase medical assistance efficiently and
economically (quality services of the right kind and mix), Medicaid has established a payment improvement
initiative (“Payment Improvement Program,” or “Program”).  The Program:

1. Establishes Principle Accountable Providers (“PAPs”) for defined episodes of care;
2. Uses episode-based data to evaluate the quality, efficiency and economy of care delivered in the

course of the episode of care, and to apply incentive adjustments;
3. Incentivizes improved care quality, efficiency and economy by rewarding high-quality care and

outcomes;
4. Encourages clinical effectiveness;
5. Promotes early intervention and coordination to reduce complications and associated costs; and
6. When provider referrals are necessary, encourages referral to efficient and economic providers

who furnish high-quality care.

Complete details including technical information regarding specific quality and reporting metrics, performance 
thresholds and incentive adjustments are available in the Episodes of Care Medicaid Manual available at 
https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx and also at the Arkansas Health Care 
Payment Improvement Initiative website at http://www.paymentinitiative.org/Pages/default.aspx.   

II. NOTICE and AMENDMENTS: The Program and Program amendments are subject to review and approval by
the Centers for Medicare and Medicaid Services (CMS).   Rules establishing the Program are adopted in
compliance with the Arkansas Administrative Procedure Act, Ark. Code Ann. § 25-15-204.  Except in cases of
emergency as defined in Ark. Code Ann. § 25-15-204(e)(2)(A), providers will receive at least 30-days written
notice of any and all changes to the Episodes of Care Medicaid Manual and State Plan pages.

III. MEDICAID PAYMENTS: Subject to the incentive adjustments described below, providers, including PAPs,
furnish medically necessary care to eligible beneficiaries and are paid in accordance with the published Medicaid
reimbursement methodology in effect on the date of service.

8/31/20
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         STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE           Revised: October 1, 2020 
________________________________________________________________________________________________ 

The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

2.b. Rural Health Clinic Services and other ambulatory services that are covered under the plan and furnished by a rural health
clinic (continued) 

A. ALTERNATE PAYMENT METHODOLOGY TO INCENTIVES TO IMPROVE CARE QUALITY,
EFFICIENCY, AND ECONOMY (CONTINUED)

IV. INCENTIVE ADJUSTMENTS: The Program promotes efficient and economic care utilization by making
incentive adjustments based on the aggregate valid and paid claims (“paid claims”) across a PAP’s episodes of care
ending during the twelve (12) month performance period specified for the episode.  Unless provided otherwise for
a specific episode of care, incentive adjustments are made annually in the form of gain sharing (positive incentive
adjustments) or provider risk sharing payments to Medicaid (negative incentive adjustments), and equal fifty
percent (50%) of the difference between the average adjusted episode expenditures and the applicable threshold as
described below.  Incentive adjustments will occur no later than ninety (90) days after the end of the performance
period.  Because the incentive adjustments are based on aggregated and averaged claims data for a particular
performance period, adjustments cannot be apportioned to specific provider claims.

1. Positive Incentive Adjustments: If the PAP’s average adjusted episode paid claims are lower than the
commendable threshold and the PAP meets the quality requirements established by Medicaid for each
episode type, Medicaid will remit an incentive adjustment to the PAP equal to the difference between the
average adjusted episode reimbursement and the commendable threshold, multiplied by the number of
episodes included in the calculation, multiplied by fifty percent (50%) or the gain sharing percentage
specified for the episode of care.  To avoid incentivizing underutilization, Medicaid may establish a gain
sharing limit.  PAPs with average adjusted episode expenditures lower than the gain sharing limit will receive
an incentive adjustment calculated as though the PAP’s average adjusted episode of care paid claims equal
the gain sharing limit.

2. Negative Incentive Adjustments: If the average adjusted episode of care paid claims are higher than the
acceptable threshold, the PAP will remit to Medicaid the difference between the acceptable threshold and the
average adjusted episode reimbursement, multiplied by the number of episodes included in the calculation,
multiplied by fifty percent (50%) or the risk sharing percentage specified for the episode of care.  Unless
provided otherwise for a specific episode of care, a provider’s net negative incentive adjustment (total
positive adjustments minus total negative adjustments) for all episodes of care during any performance period
shall not exceed ten percent (10%) of the provider’s gross Medicaid reimbursements during that performance
period.

For Rural Health Centers (RHCs), the negative incentive adjustment will not result in payment at less than the rate 
required under the PPS methodology, but Medicaid reserves the right to adjust total reimbursements to RHCs 
based on appropriate utilization under our utilization control responsibility to safeguard against unnecessary or 
inappropriate use of Medicaid services and against excess payments consistent with regulations at 42 CFR Part 
456.

8/31/20
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         STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE          Revised: October 1,2020 
________________________________________________________________________________________________ 

The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

2.b. Rural Health Clinic Services and other ambulatory services that are covered under the plan and furnished by a rural health
clinic (continued) 

A. ALTERNATE PAYMENT METHODOLOGY TO INCENTIVES TO IMPROVE CARE QUALITY,
EFFICIENCY, AND ECONOMY (CONTINUED)

V. APPLICATION: Complete details including technical information regarding specific quality and reporting
metrics, performance thresholds and incentive adjustments are available in the Episodes of Care Medicaid Manual
available at https://medicaid.mmis.arkansas.gov/provider/docs/docs.aspx and also at the Arkansas Health Care
Payment Improvement Initiative website at http://www.paymentinitiative.org/Pages/default.aspx.

Effective for dates of service on or after October 1, 2012, the defined scope of services within the following 
episode(s) of care are subject to incentive adjustments: 

(1) Perinatal Care Episodes - Sunset date for final reconciliation report 1/31/2021

Effective for dates of service on or after October 1, 2013, the defined scope of services within the following 
episode(s) of care are subject to incentive adjustments: 

(1) Acute Exacerbation of Chronic Obstructive Pulmonary Disease (COPD) Episodes - Sunset date for
final reconciliation report 4/30/2021

(2) Acute Exacerbation of Asthma Episodes - Sunset date for final reconciliation report 10/31/2020

Effective for dates of service on or after March 14, 2014, the defined scope of services within the following 
episode(s) of care are subject to incentive adjustments: 

(1) Acute Ambulatory Upper Respiratory Infection (URI) Episodes - Sunset date for final reconciliation
report 1/31/2021

8/31/20
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J  l nu : r r t  l .  2001

l . c Federal l l -  qual i t ied health center (FQHC) sen. ices and other ambularon'sen' ic:s rhar are ce. ' rered under the

plan and turnished b1, an FeHC in accordance u'ith section "123 i of the State Nledrcaid Nlanual (HCFA-Pub

45-rl)

For FQHC Faci l i t ies Agreeing To The Alternat ive Pal 'ment Nlethodologl '

\ \ ' r i t ten and signed agreements rvi l l  be obtained from at l  FQHC providers rr  ho choose this al ternat ir  e

method.

In accordance rvi th sect ion 1902(aa) of the sociel  securi t l '  Act as amended b1'  the Benef i ts

Improvement and Protect ion Act (BIPA) of 2000, effect ive for iates of sen' ice occurr ing Januarl '  1 '

2001 and after, FQHCs rvill be reimburrua 
"n 

interim per visit rate for Nledicaid covered services rvith

cost settlement at the greater of l00yo of reasonable costs or the allorvable per visit rate as determined

under the prospect ive payment svstem (PPS). Cost sett lement rvi l l  be determined from provider

submitted cost reports. separate cost setilements rvill be made for cost reporting periods rvith dates

of service occurr ing before and beginning Januar.v 1,2001 based on the number of Nledicaid vis i ts

provided before and beginning January 1", 2001. A visit means a face-to-face encounter betrveen an

FQHC pat ient and any health professional rvhose services are reimbursed under the State Plan'

Encounters rvi th more than one health professional,  and mult iple encounters rvi th the seme healt l t

professional,  that take place on the ,"*.  d"y and at a single locat ion const i tute a single I ' is i t '  except

rvhen the pat ient,  al ter the l i rst  encounter,  suffers i l lness or injurv requir ing addit ional diagnosis or

treatment.

The 'PPS per  I ' i s i t  ra te  lb r  each fac i l i t y ' r ' i l l  be  ca tcu l : r ted  besc< l  on  100 percent  o f  the  r l ' e rage o f  t l te

lac i l i t y ,s  reasonab le  cos ts  fo r  p ro l . id ing  N lcd ica id  covcrcc l  serv ices  as  de te ' rn l incd  f ron t  aud i ted  cos t

reJlorts rvi th cncl ing date.s in cl lcndar } 'ear 1999 and calcnd:rr  vc!r  2000' I teest ln:rbte costs are clc l ' inct l

as  th rse  cos ts  r rh ich  arc  i r l lo rva l l l c  undc , r  i \ led ic l re  cos t  p r inc i l l l es  ou t l inc .c l  in  42  CFl t ' l l 3  r r i t l t  l t t r

l csser  o f  cos ts  o r  ch : r rgcs  l in t i t s  and no  l l c r  l i s i t  p lv t t t c t t t  l i r l r i t '  Cos t  rcpor ts  usc t l  fo r  ra te 'sc t t i t rg

I )u r l )oses  nr r rs t  covcr  a  l i sca l  pcr io t t  o f  a t  i c : rs t  a  fu l t  s i r  t t to t r t t l s '  I t ' a  p rov idcr  h ls  n rorc  t l t ln  onc  cos t

rc 'o r t  pc r i ' r t  c '4 ing  i '  the  s l r r re .  c l l cn t t l r  ve l r ,  r \ rk l r l t s ls  N lc t l i ce i t t  rv i l l  usc  t l t c  t t t r l s t  rcccn t  c r ) \ t

rel lort  to cl lct t l : r tc r : r tcs.

l , l , s  ; l c r  v is i t  r l t cs  r r i l l  bc  c l t ru la tc r l  b - r  l r l t l i ng  lhc  to t r t l  : t t t t l i t c t l  l l l . r r  l l t l c  c t ) \ t s  l rs  t t t t c r t t t i t t cd  l ' r t l t t t

t l r c  1 9 9 9  a r r r l  2 0 0 0  c ' s t  r c g r r l r t s  l n t l  r l i r i r l i , r g  i l , c  t o t l r t  b " r  t h c  t o t l l  l t r d i t c t l  v i s i t r  l i r r  t l t e r c  s : l t t t c  n r t t

' c r i r r t r .  l ' t e  r - i r r r  r - u t c s  r r i l l  l r e  i r r r l l l c r r r c r r t c t t  u r  o l ' . l r r r r r r u r r  l '  l ( ) 0 1  a t  t h c  l l c r u g c  c o \ t  l t c r  v i s i t  : t r

r te  tc r . l r r i l r c r t  l r . , r r r  r l rc  r r r ,1 r9s t  reccn t  p ror i r l c r  co \ l  rcP( , r ' t \ .  t l r t c r i t t t  r . r (c \  l l i l l  l l c  ce lc r t l : t t c t l  l r r  l t l r l i r rg

l l r c  t r r 0  p c r i o r t . s  p c r  r i s i l  c o r ( r  a r r t l  r l i r i r l i n g  l l r e  l o t : r l  l l r  t r r 0 .  I ' r ' o r i t l c r r  l t l : r \  r c ( l u c s t  r c t l t r c t i t t l t r  r l l  t t ; r

| t  z l ) , I i , 0 l  i l r c i r . t u r r r | l r r - r  l , 2 { } ( ) l  i n t c r i r r r  r x t c \  l ) \  s r r l r r r r i t t i i l g  i t  r r r i l l e  t t  r e r l t t c s t  r r i l l r i r r  l l  t l : t ' l s : l l t t ' t '

r r r l i l l e  l r t i r r r  l r , r  , \ l c r l i c l r i r l  ' l  l l r r i r  r r c *  i r r t e  r i r r r  r l t ( ' .  
' l  l r e r r : : r l l r ' r ,  i r r t c r i r r t  r l l l c \  r l i l l  l r c  t r i r r l r l i r l r c t l  l t l  l l r c

l l l , * l r l r l t . e o \ l  l ) e r . r i r i l : r r  r t c l e l . r r r i r r c r l  l ' r . o r r r  l l r c  r r r o s l  r e c c l r l : r u r l i t c r l  c r r s (  t ' e 1 t o t ' t : t t t t l  t r i l l  l r c  c l ' l  c c t i t t '

: r r  o l  l l r e  l l l . s l  r l : r - r  : r l ' l c r  t l r c  l r r r r l i t c r l  c r l s t  r c l r l r l  p e  I i i l r t .  I ' r o r  i r l t ' t ' r  t t l r t - t  l t l r o  l ' ( ' { l l t t ' \ t  t  c t l t t c l i o t t r  o l  t t l t

t ,  1 0 , ) , ,  ' l  r l r t , r t , i r r l c r . i r r r  r . : r l e s  l r t  s r r l r r r r i i l i r r g  l r  r r r i t t t ' r r  r t ' r 1 t r ( ' \ l  r \ i l l r i r r  2 l  t l ; t l r  r t l l t ' t  t r , t i l i t ' : t l i r l t r  l r r

l l t ' r l i e : r i r l  o l  l l r t ' i r  t t t ' r r  i t t l t ' t i l t l  ! t l l ( ' .
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2 .c Federally quaLtied
plan and turnished
45-4) (cont inued).

l - ,eal th center (FQHC) sen' ices and other ambul l tory scrr ic ' :s that are covered under the

by'  an FQHC in accordance p i th sect ion 423 I  of  the Stete Ntedrcaid Nfunual (HCFA-Pub'

Each faci l i t l ' 's  PPS per I ' is i t  rate $' i l l  be adjusted to account for increases or decreases in scope of

sen ices .  Scope o f  se^ . i ces  changes are  dedned as  1)  an  add i t ion  or  de le t ion  o f  an  FQHC covered

se'rvice, 2) a change in the magnitude, intensit l ' ,  or chlracter of current ly '  of fered FQHC covered

services, 3) a change in regulatory requirement.s,  4) changes due to relocat ion'  remodel ing'  opening

a nely cl in ic si te or c losing an exist ing cl in ic si te,  5) a change in appl icable technologies and medical

pract ices, or 6) a change due to recurr ing taxes, maipract icsinsurance premiums or rvorkmens comp'

insurance premiums that rvere not recogiized and includeo in the base -vear's rate calculation' \\ 'ritten

requests lbr both cost increases and cost decreases due to scope of services changes must be submitted

by the provider.  The request must be submitted (postmarXea; rvi thin 5 mon-ths after the end of the

provider,s fiscal period and the request must identiiy ttre beginning date that the.change occurred and

include detailed descriptions, documentation and calculations of th1 changes and costs differences' In

order to qualify for a PPS rate change, the scope of services changes must-equal-to at least a 57o total

difference in the allorvable per visit cost as determined for the fiscat period o19 the chenges must have

existed during the last full 6 month period of the fiscal period. a'itansas Nledicaid rvill revierv the

submitted documentation and rvill notify the provider rvithin 90 da1's as to rvhether a PPS rate change

rvitl be implemented. If implemented, the PP-S rate change rvill reflect the cost difference of the scope

ofservice change and be ef iect ive as ofthe later ofthe f i rst  dete that the scope ofservice changed or

the beginning dete of the l -rscal per iod. PPS rate changes rvi t l  atso be made due to scope of service

chlnges ident i l ied through an audit  or revierv process. t i t t r is occurs'  the ef l 'ect ive date of the PPS rate

change rvi l l  be the later or t rr .  f i rst  date that t l ie scope of services changed or the beginning date of the

cos t  i c 'por t  per ioc l  lo r  l vh ich  the  changcs  shou ld  hevc  been repor t t 'd  '

FQI ICs  th l t  do  no t  have.  n r in in r l l  1999 and 2000 cos t  repor t  pcr io t ts  (a t  l c 'as t  6 .n ron ths)  o r  \ rho  enro l l

in  I \ I cd ica ic l  a f tc r  2000,  rv i l l  hev ,e  thc i r  in i t i : r t  P l ' s  l l c r  v is ' i t  ra te  cs t lb l i shcd  a t  thc  r rc r rge  o f  th t " '

c u r r e n t r l t c s o f t h c t l r r c c n e x r c s t F Q H C s N i t h s i r n i l e r c a s e k l l t l - s .  N c a r c s t r Y i l l  b e d e ' t e r n t i n e d p e r n l l p

nr i l c lge .  A  l ln l l  l r l r s  pcr  l . i s i t  r : r te  sh l l l  bc  es t . r l l l i shcd  us i t rg  t l rc  l ' l c i l i t l ' ' s  a l lo r r r l l l e  cos ts : rs

4c tc r ' r i *c r l  l . r t l * r  t5c  ' ro r i t l c r ,s  l i r s t  ( r ro  i ru r l i t c t l  cos t  rc l lo r ts  r r i t l i  r c l lo r t i t tg  per i r l t t s  o f  l t  l c i l s t  : l  l .u l l

s i r  r r run ths .  - I 'hc  I ' i n l l  l , l rS  r : r te  r r i l l  bc  l t t l r r t c  c l ' l ' cc t i le  as  ( ) l ' t l r c  l l r s t  t l : r - r  a l ' t c r  t l t c  ; l r r ; ' r  i t l c r ' s  sccr t t t t l

l i r c : t l  cos t  r r l l ) ( ) r t  pc r i r l t l  t r re t l  l i l r  r l t c  sc l t ing .

l . . l ' l ' c c t i r c  l i r r  g l r o r i r t c r .  l ' i r c : r l  1 l e  r - i o t l r  l r c g i r r r r i r r g . f  : r r r t t l r l  l '  2 ( X ) l  l t t t t  l l ' t c r .  i t t t c r i t t t  r l t c s '  i t t i t i l l  l ' l ' S

r r r les  u r r r l  l l r r r r l  t , l ,S  r r r le . ,  r l i l l  : r r r r r r l r l l r  I ' re  l , l j ' r r r t c r t  : r r  u l  the  l l r s t  t le r  r l l ' t l t c  ; l ro r  i t t c r ' s  l ' i sc l r l  l t c r io t l

l l - r  t l r c  r - r , g i ' r r r r l  I t c r l i r . r r . c  l . . c o r r o r r r i c  l r r r l e  r  t f  l l ' . t ;  l i l r ; l r i r r r r t r ' \  c : l r . :  s e r r i c c s '  l { u t c  l r t l j t t r t t t t c l t t s  r r i l l

l r r  r r g r u r l  t u  t l r t '  l l y t r  i g r t r  t ' . t t t t t t l : t r  \  t ' . l l ' ' s  i l r t l t r  p t t - c t t t l : l g t  C l t : r n H c '
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J l n u e r v  l , 2 0 0 1

Fer]erally qualrtie,J health cenrer (FQHC) sen'ices and other ambulatory sen'ices that are cor-ered under the

plan and furnished by an FeHC in accordance w'irh section .l2l I of the State Nledicaid ltlanual (HCFA-Pub.

45-4) (cont inued).

For FQHC Faci l i t ies Not Agreeing To The Alternet ive Pa1'ment Nlethodologl '

In accordance rvi th Sect ion 1902(aa) of the Social  Securi t ; -  Act as amended b1'  the Benef i ts

Improvement and Protect ion Act (BIPA) of 2000, effect ive for dates of service occurr ing January l ,

2001 and after, payments to Federall)' Qualified Heatth Centers (FQHCs) for Nledicaid covered

services rvi l l  be made using a prospect ive payment s] 'stem (PPS) based on a per vis i t  basis.  A vis i t

means a face-to-face encounter behyeen an FQHC patient and any health professional rvhose services

are reimbursed under the State Plan. Encounters rvi th more than one health professional,  and

multiple encounters rvith the same health professional, that take place on the same drv and at a single

locat ion const i tute a single vis i t ,  except w'hen the pat ient,  af ter the f i rst  encounter,  suffers i l lness or

injury requir ing addit ional diagnosis or treatment.

The PPS per visit rate for each facility rvill be calculated based on 100 percent of the average of the

facility's ieasonable costs for providing Nledicaid covered services as determined from audited cost

reports rvith ending dates in calendar year 1999 and calendar year 2000. Reasonable costs are defined

as those costs rvhich are al lorvable under Nledicare cost pr inciples out l ined in 42 CFR 413 rvi th no

lesser of costs or charges l imits and no per vis i t  pa.v*ment l imit .  Cost reports used for rate sett ing

purposes must cover a f iscal  per iod of at  least a fut l  s ix months. I f  a provider has more than one cost

report  per iod ending in the same calendar y 'ear,  Arkansas Nledicaid rvi l l  use the most recent cost

report  to calculate rr tes.

PPS per  I ' i s i t  ra tes  rv i l l  be  ca lcu le ted  bv  add ing  the  to te l  aud i ted  a l lowab le  cos ts  as  dc tern t ined I ' ron t

the  1999 and 2000 cos t  repor ts  an t l  c l i v id ing  the  to ta l  bv  the  to ta l  aud i ted  v is i t s  fo r  these samc t i lo

per iods .  Unt i l  aud i t . . {  cos i  rcpor t  in lb rmat ion  is  av l i lab le ' ,  in tc ' r in t  ra tcs  r r i l l  be  imp l t 'n tc 'n ted  as  o I

January  1 ,200 I  a t  the  aver tge  cos t  pcr  I ' i s i t  as  dc ' tc rn r ined f ronr  the  tw 'o  n tos t  recent  p rov idcr  cos t

rcpor ts .  In tc r in r  ra tcs  rv i t l  bc  ca lcu l : r ted  bv  add ing  the ' t rvo  pcr io t l ' s  pcr  l ' i s i t  cos ts  an t l  d iv id ing  thc

to ta t  by ' t rvo .  In tc r i r r l  ra tcs  rv i l l  I c  rc t ro lc t i vc l l  a t t jus tcd  to . lun t t : r11 '  l ,  200  l ,  r r ' l t cn  au t l i te 'd  cos t  rc l )o r t

i t t lb rn ta t ion  be  co l r rcs  a l  l i l : rb lc  ln t l  l l t r l l  r : l tes  l rc  c l l c t r l l t cd .

I . lach  l ' l r c i l i t - t . ' s  P l ,S  l rc r  r i r i t  r t t c  11  i l l  l r c  u r t jus te t t  to  i l cc r )un t  l i r r  i r t c rcascs  or  t t cc rc l rcs  i t t  sc t l J lc  o l '

se  r r i rcs .  Srg l r r  9 l ' sc rv ic r :s  c5 : r r rgcs  l r r r  r l c l jnc r l  a r  l )  l t t  ld t t i t i r l t t  r l r  t l c l t t i r l t r  o f  a t l  l :Q I IC c t l vc r t t l

r c r r  i cc ,  2 ;  a  e 'h r r r rgc  in  t l rc  r r r : rg r r i t r r r tc .  i r r te  l r r i t l ,  r t r  c l te r lc tc r  o l '  cur rc t t t l - r  o t ' l ' c re  t l  l :Q I l ( l  c r l rc rc r l

s c r v i c c r , 3 ;  a  c I l t r g c  i r r  r e g u l a t g r t ' r c r l u i r e l r r c n t r . l )  a  c h l t t g c  r l r t c  t r l  r c l t t c l t i o t t ,  r c t t t r t t l c l i t t g .  r t ; t c n i r t g

1 r  l c l r  c t i r r i c  s i t c  g l  e  l g r i l r g  a l r  e r i s t i n g  c l i r r i c  s i t c , 5 )  l  c h a n g c  i r r  l ; l p l i c a l r l c  t c c h t t r t l o g i c s  a l t t l  l t t c r l i c u l

P r ' : r c l i c e s ,  o r  ( r ) : r  c l r : U r g e  r l u c  ( o  r c c r r r r i r r g  l r r r c , r .  r r r : t l P r : r c l i c c  i t t r t t r l t t t c e  ; t r c t t t i t t l t t s  t l r  r r t t r k t t t c t l s  c t ) l r l l l '

i l r s r r r ' : r n c e  ; r r . t , r r r i r r n r r  t l u r (  r r e r e  t r o l  r e c o g r r i u c t l  : r r r r l  i l t c l t t r l c r l  i r t  t l r c  t t r t r c  \ c l l r ' ' 5  t ' x t t  c l r l c t t l l t t i o l t '
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Jlnul r l '  l '  2001

2 .c . Federally qualitied Lrealth center (FQHC) sen'ices and other ambulatory' se r\' lccs that are covered under the

plan and turnished by an FeHC in accordance *,ith secrion 4231 of the State r\fedicaid Nfanual (HCFA-Pub'

454) (cont inued).

Wri t ten requests for both cost increases and cost decreases due to scope of services changes must be

submitted by the provider.  The request must be submitted (postmarked) rYithin 5 months after the

end of the provider,s f iscal  per iod and the request must ideni i f ,v- the beginnin-g date that the change

occurred and include detai led descript ions, documentat ion and ialculat ions of the changes and costs

differences. In order to qualif;- for a PPS rate change, the scope of servic-es changes must equal to at

least a 5yo total difference in the allorvable per visii cost as determined for the fiscal period and the

changes must have eristed during the last fuli6 month period of the prorider's fiscal period' Arkansas

Nledicaid rr-il l revierv the submitted documentation and rvill notify the provider rvithin 90 day's as to

rvhether a PPS rate change rvill be implemented. If implemented, int 1lpS rate change rvill reflect the

cost di f ference ofthe scope ofservice change and be effect ive as ofthe later ofthe f i rst  date that the

scope of service changed or the beginning dite of the fiscal p-eriod. PPS rate changes rvill also be made

due to scope of service changes identided through 
"n 

uudit or revierv process' If this occurs' the

effective date of the ppS rate change rvill be the later of the first date that the scope of services

changed or the beginning date of the cost report  per iod for rvhich the changes should have been

reported .

FQHCs that do not have minimal 1999 and 2000 cost report periods (at least 6months) or rvho enroll

in i \ Iedicaid after 2000, rvi l t  have their  in i t ia l  pPS per vis i t  rate establ ished at the average of the

current rates of the three nearest FQHCs lv i th simi lar caseloads. Nearest $ ' i l l  be determined per map

nri leagc. A t inal  ppS pcr vis i t  rate shal l  be establ ished using the faci t i t }"s al lorvable costs as

ctetermined from the provider 's l i rst  t rvo audited cost reports lv i t l i report ing pcr iods of at  least a ful l

s ix months. Thc t inal  ppS rate rvi t t  be. nrade effect ive as of t l te '  l i rst  da1'  af ter the provider 's sccond

l iscal cost report  pcr iot l  uscd lbr rate sett i t tg.

B c g i ' n i n g J u l , t  l , 2 0 0 l , i n t e r i r r r r r t c s , i n i t i e l I ' l ' S  r l t c s a t r d t i r t : r l P I ' S r a t c s r r i l l a n n u l l l y ' b e a d j t r s t c d

as of , f  utv l ' ,  o l '  cach 1,car l lv thc, rcgiou:r l  Nlcrt ic l re [crt t totr t ic I t tdcx ( ] lEI)  for pr inl : rr !  c l l rc scr l ' iccs'

I l . r t c : . r t t jus t t r rcn ts  rv i i l  l l c  c t lu l l  tu  thc  l t rc r ious  c l r tcnd l t r  l c : r r ' s  i t tdc r  pcrccn t lgc  ch l tngc '
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3. Laboratory, X-ray Services anrl Other Tests

Reimbursement is based on the lesser of the amount bilted or the r|2JiEuE Title xD( fi[eilicaid)
"hqrge allowed-

For hospital outPatient providers, reimbursement rates for serryices with a technical component are set7t 66vo of the.A,rkansas Pbysician's Blue CrosslBlue Shield (BC/BS) Fee Schedule dated Ostober 1,1993.

lilhen medical professionals provide e sqrice tbat is linlsed. to r serrice witb a technical componeng
reimbursemeut rates (paymens) shall be es ordered by the United States Distict Court for the Eastem
DisEict of .A.rkansas in the case of Arlcansas rlredical iociety v. Reyuolds mbject to ary otler specific
strte Plan reimburseurent requiremeBb (ExlEplcs - ictinicel Laboratory services are reimbursed
using a separate methodology. *The nurse prectitiouer is reimbursed 8004 of &e physician rste for
some identifi ed serlices).

For dates of service occurringJuly 1, 1994 throughMarch31,2004, reimbursemeut r2,tcs are ser sr
660/o of.the Arkausas Physician's Blue Cross/Btue Striete GC/BS) Feeschedule drted October 1, 19g3.

For dates of service occurring A,pril 1, 200{ and after:

A. Reimbursement rates are increased by 10% up to a muimum or benchrnar-k rate of 80% of the
2003 Arliansas Blue Cross/Blue Shield CBC/3S) fee schedule. For rates that as of -varch 31,
2004, are equal to or greater ths! 807.' of the 2003 BCIBS fee schedule ratg no incregse will be
givea. A minimum rtte or floor amount of 45o/o of the 2003 BC/BS fee sehedule rate will be
reimbursed- For those rates that after the 10 7o increase is applied are still less that the ttoor
amount' an additional increlse wlll be given to bring these rates up to the floor :moun1.

B. Reimbursement rate ma$mums are capped at L}oyo of &e 2003 BCIBS rate. Rates that as of
illarch 31,2004, exceed the cap shall be reduced in order to bring tbe rates in liae with tbe cap
by making four equal ennuar reducrions beginning Jury l, 200s:

-**-G,- *d'jusunents to Paymer,t rates that rre comprised of two conponenE, e.g., a professional

i { 
co+poBent *q 

" 
,-."Toi.".1serrices conporeat, shgll be calcuiated basea oa a eombined!  \ .  1 -

i 
- palEent rate th3t includes both components. After dgtgymining rhe iacrease or decrease

l- , -tUFlicable to the combined retg tne paymeut rate adjustment for each rate componetrtshallbe
: i  :  ,apport iouedasfol lows:

ATTACEVTENT 4.19.8
Page lc

,15it' 'E
<: P;
Q>: "..t 

-
i \ - j  t
v \ \ f -

l '  ! ' \ '  ,
,

Increases: If one compotreut rate, either technical or professional, exceeds the cap, the
entire increase shall bs rPportioned to the other component. lf neitber rate component
exceeds the cap, the ingrease shall be applied in proportioa to the compouent's ratio to
the combined rate (i.e-. if the technicai compotrent rate is 30% of the combined rate
then 307o of the incre"f€ shall be applietl to the tecbnical componetrt peymant rate), up
to the benchmarlc Once a componeut rate is increased to the benchmarg any
rem'ining increase shall be applied to the other component

'i 
:-

ji ;i di

I E = F :

^ t l
u a t s
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April l,2004

3. Laboratory, X-ray Services and Other Tests (continued)

(2) Decreases: If one component rate is at the floor, the entire decrease shall be
apportioned to the other component. If one component rate is above the cap, the
entire decrease shall be apportioned to that component. If both component rates
are above the cap, each component shall be reduced to the cap.

(1) Clinical Laboratory Seryices

Effective for dates of service occurring February l, 2002 and after, clinical lab services as
identified by the Medicare Clinical Lab Fee Schedule, will be reimbursed at the lesser of the 2001
Medicare rate or the amount billed.

At the beginning of each calendar year, the State Agency will negotiate with the affected provider
group representatives to amve at mutually acceptable increases or decreases from the maximum
rates. Market forces, such as Medicare and private inswance rates, medical and general inflation
figures, changes in service's costs and changes in program requirements, will be considered during
the negotiation process. Any agreed upon increases or decreases will be implemented at the
beginning of the following State Fiscal Year, July l, with any appropriate State Plan changes.

Codes deleted from future Medicare Clinical Lab Fee Schedules will also be removed from
Medicaid reimbursable services. New codes added to the annual Medicare Clinical Lab Fee
Schedule will be implemented at the current Medicare Clinicai Lab Fee Schedule rate.

Portable X-ray Services

The Title )OX (Medicaid) maximum for portable X-ray services shall be as ordered by the
United States District Court for the Eastern District of Arkansas in the case of Arkansas
Medical Society v. Reynolds. Refer to Affachment 4.19-8, Item 3, for X-ray services
reimbursement for physicians and other licensed practitioners.

At the beginning of each calendar year, the State Agency will negotiate with the affected
provider group representatives to arrive at a mutually acceptable increase or decrease from
the maximum rate. Market forces, such as private insurance rate, medical and general
inflation figures, changes in practice costs and changes in program requirements, will be
considered during the negotiation process. Any agreed upon increase or decrease will be
implemented at the beginning of the fotlowing State Fiscal Year, July 1, with any
appropriate State Plan changes.

(2)

I
I
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -

OTHER TYPES oF CARE Revised:

ATTACHMENT 4.19-8
Page lccc

February 3,2009

Laboratory and X-ray Services and Other Tests (Continued)

(3) Chiropractor X-ray Services

Effective for dates of service on or after June l, 1998, the Arkansas Medicaid maximum for an X-ray will

be calculated by using the average of the 1997 Medicare Physician's Fee Schedule (participating fee) rates

at l00o/o for the complete components for procedure codes 720 l 0,72040,72050,72070,72 l 00 and 721 l0|'

or such procedure codes implemented by Medicare, as the AMA (or it's successor) shall declare are the

replacements for, and succeisor's thereto. The average rate will be established as the Medicaid maximum
for procedure code 21928 (Chiropractic X-ray), or such procedure code implemented by Arkansas

Medicaid for the purpose of billing a Chiropractic X-ray.

Effective for dates of service on or after July I of each year, Arkansas Medicaid will apply an adjustment

factor to the Medicaid maximum. To determine the adjustment factor a comparison between the previous

and current year's Medicare rates will be made. The adjustment factor will be equal to the average

adjustment made to the Medicare payment rates. for all of the above CPT radiology procedure codes. as

reflected in the current Medicare Physician's Fee Schedule.

Nursing Facility Services (other than services in an institution for mental diseases) for individuals 2l Yeafs of Age

or Older -  SEE ATTACHMENT 4.19-D

Early and Periodic Screening and Diagnosis of lndividuals Under 2l Years of Age and Treatment of Conditions

Fourtd.

( I ) Reimbursement for Child Health Services (EPSDT) is based on the lesser ol'the billed antount or the Title

XIX (Medicaid) maximunr.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

METHODS AND STANDARDS FOR ESTABLTSHING PAYMENT RATES -

orHER TYPES oF CARE Revised:

ATTACHMENT 4.19.8
Page ld

February 3,2009

4.b . Early and periodic Screening and Diagnosis of lndividuals Under 2l Years of Age and Treatmerrt of Conditions

Found. (Continued)

(2) Apnea (Cardiorespiratory) Monitors - Reimbursement is based on the lesser of the provider's actual

charges for the seivice or the Title XIX (Medicaid) maximum. The Title XIX maximum is based on

l0% of the lowest purchase price. This is a rentalonly item.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -

OTHER TYPES OF CARE

ATTACHMENT 4.19-8
Page le

February 3,2009

RESERVED
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TN: 20-0003
Supersedes TN: 18-04 

Approval Date:  06/11/2020 

Effective Date: 01/01/2020 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-B 
MEDICAL ASSISTANCE PROGRAM Page 1f 
STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE      Revised: January 1, 2020 
____________________________________________________________________________________________________ 
4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age and Treatment of Conditions Found. 

(Continued) 

(3) Early Intervention Day Treatment (EIDT)

Reimbursement for comprehensive evaluation is based on the lesser of the amount billed or the Title XIX
(Medicaid) charge allowed.  The Title XIX maximum was established based on a 1980 survey conducted by
Developmental Disabilities Services (DDS) of 85 Arkansas Developmental Day Treatment providers of their
operational costs excluding their therapy services.  An average operational cost and average number of units
were derived for each service.    The average operational cost for each service was divided by the average units 
for that particular service to arrive at a maximum rate.

The Title XIX (Medicaid) maximum rates were established based on the following:

1. Auditory, developmental and neuropsychological testing services listed in the 1990 Blue Cross/Blue
Shield Fee Schedule that are not subject to the other specifically identified reimbursement criteria are 
reimbursed based on 80% of the October 1990 Blue Cross/Blue Shield Fee Schedule amounts.  For
those services that were not included on the October 1990 Blue Cross/Blue Shield Fee Schedule, rates 
are established per the most current Blue Cross/Blue Shield Fee Schedule amount less 2.5% and then 
multiplied by 66%.

2. Psychological diagnosis/evaluation services provided by Early Intervention Day Treatment
(EIDT) providers certified as Academic Medical Centers (AMCs) are reimbursed from the
Outpatient Behavioral Health Fee Schedule as described in Attachment 4.19-B, Item 13.d.1.

3. Medical professional services reimbursement is based on the physician’s fee schedule.  Refer to the
physician’s reimbursement methodology as described in Attachment 4.19-B, Item 5.

4. The maximum rate for one hour of day habilitation services is $18.27.  This rate was calculated
based on analysis of current 2019-2020 costs to provide quality services in compliance with governing
regulations.  The rates have been demonstrated to be consistent with the Clinic Upper Payment Limit 
at 42 CFR 447.321.  The maximum services without an extension of benefits are 5 hours per day.
State developed fee schedule rates are the same for both public and private providers of EIDT
services.

5. The maximum rate for five minutes of registered nursing services is $4.77.  The maximum rate for
five (5) minutes of licensed practical nursing services is $3.17.  Reimbursement for registered
nurses and licensed practical nurses is based on the Private Duty Nursing Fee Schedule as described in 
Attachment 4.19B, Item 8.

6. The Title XIX maximum for occupational, physical and speech therapy diagnosis and evaluation is
equal to the Title XIX (Medicaid) maximum established for the stand-alone therapy program.  Refer
to the stand-alone therapy reimbursement methodology as described in Attachment 4.19-B, Item 4b. 
(19).

Extensions of benefits will be provided for all EIDT services, if medically necessary.

Revised Submission 05.20.20



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 4.19-B 
     MEDICAL ASSISTANCE PROGRAM      Page 1ff 

STATE ARKANSAS 
 
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE               Revised: January 1, 2003 
____________________________________________________________________________________________________ 
 
4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age and Treatment of 

Conditions Found.  (Continued) 
 

(3) Child Health Management Services (Continued) 
 

Arkansas State Operated Teaching Hospital pediatric clinics that are not part of a hospital outpatient 
department shall be reimbursed based on reasonable costs with interim payments and a year-end cost 
settlement.  The lesser of reasonable costs or customary charges will be used to establish cost 
settlements. 
 
 

 



STATE PTAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19.8
MEDICALASSISTANCE PROGRAM Page 19
STATE ARKANSAS

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES.
OTHERTYPES OF CARE Bevised: July l, 1993

Early and Periodic Screening and Diagnosis ol Individuals Under 2l Years ol Age and
Treatment ol Conditions Found (Gontlnued)

(5) Private Duty Nursl,ro Services lor High Technolooy Non-Ventilator DePendent
Rec-ipients

4.b.

(6) Cochlear lmplants

Reimbursement lor the cochlear device implantation procedure is made at the lower of

(a) the provider's actualcharge lor the service or (b) the allowable lee from the Stale's

physician fee schedule based on reasonable charge. Reimbursemenl lor the cochlear

device is based on the cost of the device as indicated by the manufaclurer.
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STATE PLAN UNDER TTTLE XX OF THE SOCIAL SECURTTY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES .
OTHEH TYPES OF CARE Revised:

ATTACHMENT 4,19.8
Page th

February 1, 1991

4.b . Early and Periodic Screening and^Diagnosis of Individuals Under 21 years of Age and
Treatment of Conditions Found (Continued)

(7) (RESERVED)

(e) The following services that are not otherwise covered under the Arkansas State Plan will
be reimbursed when provided as a result of a Child Health Services (EPSDT)
screening/referral:

a. Case Management Services

Reimbursement for the social and educational components of case

management will be based on the lesser of the billed amount or the Title XIX

(Medicaid) maximum allowable for each procedure. Case management services

are bi l led on a per unit basis. cne unit eguals 'r5 minutes.
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STATE P|AN UNDE_R-TTTLE XIX OF THE SOCI,{L SECURTTY ACTMEDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

METHODS AND STANDARDS FOR ESTABUSHING PAYMENT RATES .OTHER TYPES OF CARE Erardcar.

ATTACHIT,IENT 4.19-B
Page l i

Revised: Juty 1, 1991

4.b. Earty andtseriodlc ScreenlnE and Dlagnosfs ol IndMduals Under 2l years of Age andTreatment of Condiilons Forind tConfinueOt
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STATE PLAN UNDER TITLE XIX OF TTIE SOCIAL SECURITY ACT
ITI E DI CAL ASSISTANCE PROGRAIII
STATE ARKANSAS

I\IETHODS A.\D STANDAR.DS FOR ESTABLISHII{G PAYI\IENT RATES.
OTHER T}'PES OF CARE

ATTACIIIIIENT 4.I9-I]
Page lj

Revised: Apri l  l ,2002

4.b. Early and Periodic Screening and Diagnosis of Individuals Under 2l Years of Age and Treatment of
Conditions Found. (Continued)

(8) The following services that are not otherwise covered under the Arkansas State Plan will be
reimbursed when provided as a result of a Child Health Services (EPSDT) screening/referral
(Continued):

b. Respiratory Care Services

Reimbursement is based on the lesser of the provider's actual charge for the service or the

Title XD( (Medicaid) maximum. The Title XD( maximum was established based on a 1990

survey of three Arkansas durable medical companies who employ respiratory therapists.

The rate was established by using the median rate obtained by the DME companies.

Effective for claims with dates of service on or after July l, 1992, the Title XIX maximum

rate was decreased bv 20Yo.
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STATE PLAN UNDER TITLE XIX OF T}IE SOCIAL SECURITY ACT
I\IEDICAL ASSISTANCE PROG RA.\I

ATTACH}IENT 4.I9-B
Page lk

STATE ARKANSAS

i\IETHODS AND STANDARDS FOR ESTABLISIIING PAYIIIENT RATES.
OTHER TYPES OF CARE Revised: April 1,2002

Early and Periodic Screening and Diagnosis of Individuals Under 2l Years of Age and Treatment of

Conditions Found. (Continued)

(8) The following services that are not otherwise covered under the Arkansas State Plan will be

reimbursed when provided as a result of a Child Health Services (EPSDT) screening/referral
(Continued):

c. Services of Christian Science Nurses

4.b.

Christian Science nurses are not licensed to practice in the State.

d. Care and Services Provided in Christian Science Sanatoria

There are no Christian Science Sanatoria facilities in the State.
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4.b. Early and Pcriodic Sxarring and 0iagnosis of Inrliyidusls undor 2l Yesn of Age and Treatrnsilr of Cordhions
Forstd {Continued}

0a.rtuss

Heimbursf,nent is bssed on ths les.ser of lhg amount billed or tho litls XtX (McdicoiJ) nnrim;n drarge

allowed. Ihe lftdicaid nrximums were cdcutrtnd ucing 8016 of the 1892 Bloe $hield Fec

Schefule.
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STATE PLAN UNDER TITLE XD( OF THE SOCIAL SECLTITY ACT
MNDICAL ASSISTANCE PROGRI}I
STATE ARKANSAS

METEODS AND STANDARDS FOREST.{BLISEL\IG PAIIMNT RATES -
OTHERTYPES OF CARE Rerised: April l,2004

4.b' Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age and Treatment of
Conditions Found (Continued)

(10) Hearine Aid Dealers

Hearing aid vendors are reimbr:r=ed at 680/o of retail price. Maintenance and repain are
reimbursed according to the lesser of the amount billd not to exceed a marimum of $100.00 per
repair/maintenance.

Audioloeist Services

Reimbursement is based on the lesser of the amount billed or the malimum Title XD(
(Medicaid) charge allowed- The Title )(D( (Nledicaid) maximum for audiology services is
l00o of the current physician }ledicaid maximum.

At the beginning of each calendar year" the State Agency will negotiate with the affected
provider group representatives to arrire at a mutuall-v acceptable increase or decrease
from the maximum rate lVlarket forces, such as private insurance rate, medical and
general inflation figures, changes in practice costs and changes in program requirements.
will be considered during the negotiation process. An1' agreed upon increase or decrease
will be implemented at the beginning of the following State Fiscal Year, July 1, with an-v
appropriate State Plan changes.

Hearine Aids

Reimbursement based on 68o,i, of re=ilprice.

(1  1)

(r2)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
M EDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -
OTHER TYPES OF CARE

ATTACHMENT 4.I9.8
Page ln

Revised: October 1.2007

4.b. Early and Periodic Screening and Diagnosis of Individuals Under 2l Years of Age and Treatment
of Conditions Found (Continued)

(  l 3 ) Eve Prostheses and Cleanine. Enlarsement and Reduction

Reimbursement is based on the lesser of the amount billed or the Title XIX (Medicaid)

maximum charge allowed. The Medicaid maximum rates were established using the

2005 Medicare fee schedule. The State developed fee schedule rates are the same for

both public and private providers of the service and the fee schedule and any

annual/periodic adjustments to the fee schedule are published.

Ear Molds

Reimbursement is based on the lesser of the amount billed or 680/o of the dealer

invoice.

Desensitization Injections

Medicaid will pay a physician's fee up to the Title XIX (Medicaid) maximum for

administering the injection and up to the Title XIX (Medicaid) maximum per vial of

antigen. Refer to Attachment 4.l9-8, Page 2,Item 5.

(  l 4 )

(  l 5 )

Effective for claims with dates of service on or after July l, 1992, the Title XIX

maximum rates were decreased bv 20o/o.

DATE REC'TI
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STATE PLAN IINDER TITLE XIX OF THE SOCIAL SECURITY ACT
}TEDICAL ASSISTANCE PROGRAIII
STATE ARKANSAS

ATTACHNTENT 4.I9.8
Page lo

4.b.

NTETHODS AND STANDARDS FOR ESTABLISHING PAYNTENT RATES.
OTHER TYPES oF CARE Revised: June l .  1998

Early and Periodic Screening and Diagnosis of Individuals Under 2l Years of Age and Treatment of

Conditions Found (Continued)

(16) RESERVEp

(17) PsychologyServices

Reimbursement is based on the lesser of the amount billed or the maximum Title XIX (Medicaid)

charge allowed. Some Medicaid maximums were established at650/o of the Blue Shield customary

reflected in their publication dated l0/90. The other Medicaid maximums were established at 50%

of the Rehabilitative Services for Persons with Mental Illness (RSPMI) fee schedule per procedure

code. Refer to Attachment 4.19-8, Page 5a, Item l3.d.l.

Effective for claims with dates of service on or after July l, 1992, the Title XIX maximum rates

were decrea sed by 20o/o.
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TN: 20-0002      APPROVAL: EFFECTIVE: October 01, 2020 

SUPERSEDES TN: 12-10 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-B 
MEDICAL ASSISTANCE PROGRAM Page 1oo 

         STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE          Revised: October 1, 2020 
________________________________________________________________________________________________ 

The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

4.b. Early and Periodic Screening and Diagnosis of Individuals Under twenty-one (21) Years of Age and Treatment of
Conditions Found (Continued) 

(17) Psychology Services (Continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY

I. PURPOSE: In order to assure that Medicaid funds are used to purchase medical assistance efficiently and
economically (quality services of the right kind and mix), Medicaid has established a payment improvement
initiative (“Payment Improvement Program,” or “Program”).  The Program:

1. Establishes Principle Accountable Providers (“PAPs”) for defined episodes of care;
2. Uses episode-based data to evaluate the quality, efficiency and economy of care delivered in the

course of the episode of care, and to apply incentive adjustments;
3. Incentivizes improved care quality, efficiency and economy by rewarding high-quality care and

outcomes;
4. Encourages clinical effectiveness;
5. Promotes early intervention and coordination to reduce complications and associated costs; and
6. When provider referrals are necessary, encourages referral to efficient and economic providers

who furnish high-quality care.

Complete details including technical information regarding specific quality and reporting metrics, 
performance thresholds and incentive adjustments are available in the Episodes of Care Medicaid Manual 
available at https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx and also at the 
Arkansas Health Care Payment Improvement Initiative website at 
http://www.paymentinitiative.org/Pages/default.aspx.  

II. NOTICE and AMENDMENTS: The Program and Program amendments are subject to review and
approval by the Centers for Medicare and Medicaid Services (CMS).   Rules establishing the Program are
adopted in compliance with the Arkansas Administrative Procedure Act, Ark. Code Ann. § 25-15-204.
Except in cases of emergency as defined in Ark. Code Ann. § 25-15-204(e)(2)(A), providers will receive at
least 30-days written notice of any and all changes to the Episodes of Care Medicaid Manual and State Plan
pages.

III. MEDICAID PAYMENTS: Subject to the incentive adjustments described below, providers, including
PAPs, furnish medically necessary care to eligible beneficiaries and are paid in accordance with the published
Medicaid reimbursement methodology in effect on the date of service.

8/31/20
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         STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE          Revised: October 1, 2020 
________________________________________________________________________________________________ 

The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

4.b. Early and Periodic Screening and Diagnosis of Individuals Under twenty-one (21) Years of Age and Treatment of
Conditions Found (Continued) 

(17) Psychology Services (Continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY (CONTINUED)

IV. INCENTIVE ADJUSTMENTS (Continued)

1. Positive Incentive Adjustments: If the PAP’s average adjusted episode paid claims are lower than the
commendable threshold and the PAP meets the quality requirements established by Medicaid for each
episode type, Medicaid will remit an incentive adjustment to the PAP equal to the difference between
the average adjusted episode reimbursement and the commendable threshold, multiplied by the number
of episodes included in the calculation, multiplied by fifty percent (50%) or the gain sharing percentage
specified for the episode of care.  To avoid incentivizing underutilization, Medicaid may establish a gain
sharing limit.  PAPs with average adjusted episode expenditures lower than the gain sharing limit will
receive an incentive adjustment calculated as though the PAP’s average adjusted episode of care paid
claims equal the gain sharing limit.

2. Negative Incentive Adjustments: If the average adjusted episode of care paid claims are higher than
the acceptable threshold, the PAP will remit to Medicaid the difference between the acceptable threshold
and the average adjusted episode reimbursement, multiplied by the number of episodes included in the
calculation, multiplied by fifty percent (50%) or the risk sharing percentage specified for the episode of
care.  Unless provided otherwise for a specific episode of care, a provider’s net negative incentive
adjustment (total positive adjustments minus total negative adjustments) for all episode of care
adjustments made during any calendar year shall not exceed ten percent (10%) of the provider’s gross
Medicaid reimbursements received by the provider during that calendar year.

8/31/20
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         STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE         Revised:  October 1, 2020 
________________________________________________________________________________________________ 

The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

4.b. Early and Periodic Screening and Diagnosis of Individuals Under twenty-one (21) Years of Age and Treatment of
Conditions Found (Continued) 

(17) Psychology Services (Continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY (CONTINUED)

V. APPLICATION: Complete details including technical information regarding specific quality and
reporting metrics, performance thresholds and incentive adjustments are available in the Episodes of Care
Medicaid Manual available at https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx and
also at the Arkansas Health Care Payment Improvement Initiative website at
http://www.paymentinitiative.org/Pages/default.aspx.

Reserved for the potential addition of Episodes of Care subject to incentive adjustments 

8/31/20
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

il,IETHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES.
OTHER TYPES OF CARE

ATTACHMENT 4.19.8
Page lp

Revised: November 21,2007

4.b. EadrndPen"dtcSc'ee"@a[sUnder2lYearsofAgeandTreatmentofConditionsFound
(Continued)

(17) Dental Services

(a) Reimbursement is based on the lesser of the amount billed or the Title XIX (Medicaid) maximum
charge allowed. The agency's rates were set as of November 21, 2007 and arc effective for
services on or after that date. Atl retes are published on the agency's rvcbsite

@.Exceptasotherwisenoiedinthep|an,statedevelopedfeeschedule
rates are the same for both governmental and private providers of dental serviccs.
Reimbursement rate maximums for Medicaid covered procedures are calculated at9lo/o of the 2007
Delta Dental Plan of Arkansas Inc.'s Premier rates. Upon CMS approval, the reimbursement ratcs
calculated under this method will be submined to the United States Disnict Court for the Eastern
District of Arkansas (case of Arkansas Medical Society v. Re5nolds) for its approval'

Medicaid dental rates will be adjusted as follows. The Division of Medical Services and the Arkansas
State Dental Association shall meet on two year cycles begiruring January 1,2007, to evaluate the
dental rates considering the factors set out in 42 U.S.C. Section 1396a(aX30)(A) and shall review
Delta Dental's then current Premier rates, identi$r rate adjustment to be ntade, and agrce on the
implementation methodology and date.

Procedure code D0350 (oral/facial photographic images) is not covered by the 2006 Delta Dental
Premier Plan. For dates of service beginning February l,2006, the Medicaid maximum rate fbr
procedure code D0350 is $33.25. The rate is based on 47.Svo of the $70.00 2006 Delta Dental
Plan of Arkansas Inc.'s Premier rate for procedure code D0340 as of January 16,2006.

Procedure code D9248 (non-intravenous conscious sedation) is not covered by the 2006 Delta
Dental Premier Plan. For dates of service beginning February l, 2006, the maximum rate for
procedure code D9248 is $96.74. The rate is based on7|o/o of the $128.99 physician
reimbursement maximum rate for procedure code 99143 (conscious sedation). See Attachmcnt
4.l9-8, Page 2 for Physician Services reimbursement methodology-

Procedure code D93 l0 (consultation, second opinion examination) is not covered by the 2006
Delta Dental Premier Plan. For dates of service beginning February l,2\06,tlte maximunr rate for
procedure code D9310 is $40.13. The rate is based on75o/o of the $53-50 physician
reimbursement maximum rate for procedure code 99241 (office visit, consultation). See
Attachment 4.19-8, Page2 for Physician Services reimbursement methodology,

Procedure code D 1320 (tobacco counseling) is not covered by the 2006 Delta Dental Pretnier
Plan. For dates of service beginning February l, 2006, the maximum rate for procedure codc
D1320 is $25.00. The rate is based on 100% of the $25.00 physician reimbursement maximunr
rale for procedure code 99212 (office or other outpatient visit). See Attaclunent 4. l9-8, Page 2
for Physician Sen'ices reimbursement methodolory.

Procedure code D9920 (behavior management tobacco) is not covered by the 2006 Delta l)ental
Premier Plan. For dates of service beginning February 1 , 2006, the maximum rate for procedure
code D9920 is $20.00. The rate is based on 80% of the S25.00 physician reimbursement
maximum rate for procedure code 99212 (office or other outpatient visit). See Attaclunent 4, l9-8,
Page2 for Physician Services reimbursement methodology.

SUPERffitril$' "tT.s- .*. d__t*:g



STATE PLAI\I I'NDER TITLE XIX OF TIIE SOCIAL SECTruTY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARKA}ISAS

METHODS Ai\D STAIIDARDS FOR ESTABLISIIING PAYMENT RATES -
OTHERTYPES OFCARD Revised: February 1,2006

4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age and Treatment of Conditions
Found (Continued)

Oral Sureeons

Reimbursement is based on the lesser of the amount billed or the maximum Title XIX (Medicaid) charge
allowed. Reimbursement rates (payments) shall be as ordered by the United States Dishict Court for the
Eastern District of Arkansas in the case of Arkansas Medical Society v. Reynolds.

For dates of service on and after February 1,2006, oral surgeon rates for procedure codes that also
may be billed by dentists shall be set in accordance with sub paragraph (a) above. Rates for other
procedure codes are set as follows.

For dates ofservice occurring April l, 2004 and after:

A. Reimbursement rates are increased by l0% up to a maximum or benchmark rate of 80% of the
2OO3ArkanqasBlueCross/BlueShield(BC/BS)feeschedule. ForratesthatasofMarch3l,2004,
are equal to or greater than 80% ofthe 2003 BC/BS fee schedule rate, no increase will be given. A
minimum rate or floor amount of 45% of the 2003 BC/BS fee schedule rate will be reimbursed.
For those rates that after the 10 % increase is applied are still less than the floor amount, an
additional increase will be given to bring these rates up to the floor amount.

B. Reimbursement rates are capped at 100% of the 2003 BC/BS rate. Rates that as of March 31,
2004, exceed the cap shall be reduced in order to bring the rates in line with the cap by making
four equal annual reductions beginning July l, 2005.

C. Adjustrnents to payrnent rates that are comprised of two cornponents, e.9., 4 professional
component and a technical services conqnnent, shall be calculated based on a combined payment
rate that includes both components. After determining the increase or decrease applicable to the
combined rate, the payment rate adjustnent for each rate corryonent shall be apportioned as
follows:

Increases: Ifone component rate, either technical or professional, exceeds the cap, the
entire increase shall be apportioned to the other corrponent. If neither rate component
exceeds the cap, the increase shall be applied in proportion to the component's ratio to
the combined rate (i.e., if the technical cornponent rate is 30% of the combined rate then
30% of the increase shall be applied to the technical componant payment rate), up to the
benchmark. Once a corrq)onent rate is increased to the benchmark, any remaining
increase shall be applied to the other cornponent.

Decreases: Ifone component rate, either technical or professional, is at the floor, the
entire decrease shall be apportioned to the other component. If one component rate is
above the cap, the entire decrease shall be apportioned to that corrponent. If both
component rates are above the cap, each component shall be reduced to the cap.

ATTACHMENT 4.19-B
Page lpp

(b)

( t )

(2)
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TN:22-0014  Approval:     Effective Date:4-9-2022 
Supersedes TN:20-0021

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-B 
MEDICAL ASSISTANCE PROGRAM Page lq 
STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE  Revised:  April 9, 2022 

4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age and Treatment 
of Conditions Found (Continued) 

(19) Physical Therapy, Occupational Therapy, and Speech-Language Therapy Services

Effective for dates of service on or after October 1, 1999, the Arkansas Medicaid maximum
rates for physical therapy services, occupational therapy services and speech-language therapy
services are based on court-ordered rates issued by the United States District Court, Eastern
District of Arkansas, Western Division and agreed upon by the Division of Medical Services
and representatives of the Arkansas Physical Therapy Association, the Arkansas Occupational
Therapy Association and the Arkansas Speech-Language-Hearing Association.

Effective April 9, 2022, the agency's fee schedule rates for occupational therapy, physical
therapy, and speech-language pathology treatment services were set based on an average
of 2019 Medicare utilization data for the same services. The fee schedule rates for
occupational therapy, physical therapy, and speech-language pathology evaluations were
determined to be in line with Medicare and were not changed. The occupational therapy,
physical therapy, and speech-language pathology treatment rate adjustments will be
implemented over two (2) years.  An initial rate increase of sixteen percent (16%) will be
implemented on April 9, 2022, and the second increase of fifteen percent (15%) will be
implemented on April 1, 2023.

The applicable fee schedule of rates at any given time are published on the agency's website
(Fee Schedules - Arkansas Department of Human Services). A uniform rate for these services is
paid to all governmental and non- governmental providers unless otherwise indicated in the
state plan. The State assures that physical therapists, occupational therapists and speech-
language therapists will meet the requirements contained in 42 CFR 440.110.

Therapy Assistants - Effective for dates of service on or after October I, 1999, the Arkansas
Medicaid maximum for the physical therapy assistant, occupational therapy assistant and the
speech-language therapy assistant is based on 80% of the amount reimbursed to the licensed
therapist.

Fee schedule service reimbursement is based on the lesser of the amount billed or the Arkansas
Title XIX (Medicaid) maximum charge allowed.

1. Physical Therapy

Listed below are covered physical therapy services:

Description
Evaluation for physical therapy
Individual physical therapy Group
physical therapy
Individual physical therapy by physical therapy assistant Group
physical therapy by physical therapy assistant

At the beginning of each calendar year, Medicaid officials and the Arkansas Physical
Therapy Association or its successor will arrive at mutually agreeable increase or
decrease in reimbursement rates based on the market forces as they impact on access.
Any agreed upon increase or decrease will be implemented at the beginning of the
following state fiscal year, July 1 with any appropriate State Plan changes.

July 19, 2022

https://humanservices.arkansas.gov/divisions-shared-services/medical-services/helpful-information-for-providers/fee-schedules/
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-B 
MEDICAL ASSISTANCE PROGRAM Page 1r 
STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-  
OTHER TYPES OF CARE  Revised:  January 1, 2021 

4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age
and Treatment of Conditions Found (Continued) 

(19) Physical Therapy and Related Services (Continued)

2. Occupational Therapy

Listed below are covered occupational therapy services:

Description

Evaluation for occupational therapy Individual
occupational therapy
Group occupational therapy
Individual occupational therapy by occupational therapy assistant
Occupational therapy by occupational therapy assistant

At the beginning of each calendar year, Medicaid officials and the Arkansas Occupational
Therapy Association or it-s successor will arrive at mutually agreeable increase or decrease in
reimbursement rates based on the market forces as they impact on access. Any agreed upon
increase or decrease will be implemented at the beginning of the following state fiscal year,
July I with any appropriate State Plan changes.

3. Speech-Language Therapy

Listed below are covered speech-language therapy services:

Description
Evaluation of speech language voice, communication, auditory processing 

and/or aural rehabilitation status
Individual speech-language 
therapy session   
Group speech-language therapy
session
Individual speech-language therapy by speech-language pathology assistant 
Group speech-language therapy by speech language pathology assistant



TN:20-0021 Approval: Effective Date:1-1-2021 
Supersedes TN:98-0022 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT       ATTACHMENT 4.19-B 
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-  
OTHER TYPES OF CARE  Revised: January 1, 2021

4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age and 
Treatment of Conditions Found (Continued) 

(19) Speech-Language Therapy (Continued)

At the beginning of each calendar year, Medicaid officials and the Arkansas Speech-Language
Therapy Association or its successor will arrive at mutually agreeable increase or decrease in
reimbursement rates based on the market forces as they impact on access. Any agreed upon
increase or decrease will be implemented at the beginning of the following state fiscal year, July
1 with any appropriate State Plan changes.

{20) Rehabilitative Services for Persons with Physical Disabilities (RSPD) 

1. Residential Rehabilitation Centers

The per diem reimbursement for RSPD services provided by a Residential
Rehabilitation enter will be based on the provider's fiscal year end 1994 audited cost
report as submitted by an independent auditor plus a percentage increase equal to
the HCFA Market Basket Index published for the quarter ending in March. A cap
has been established at $395.00. This is a prospective rate with no cost settlement.
Room and board is not an allowable program cost. The criteria utilized to exclude
room and board is as follows: The total Medicaid ancillary cost was divided by total
Medicaid inpatient days which equals the RSPD prospective per diem. The ancillary
cost was determined based upon Medicare Principles of Reimbursement. There is
no routine cost included.
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE        January 1, 2024 
____________________________________________________________________________________________________ 

4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age and Treatment of Conditions Found 
(Continued) 

Outpatient Behavioral Health Services 

The fee schedule was set as of July 1, 2017 and is effective for services provided on or after this date.  Except 
as noted in the plan, state developed fee schedule rates are the same for both governmental and private 
providers of behavioral health services.  Based on the information gained from the peer state analysis and the 
consideration of adjustment factors such as Bureau of Labor Statistics (BLS) along with Geographic Pricing 
Cost Index (GPCI) to account for economic differences, the state was able to select appropriate rates from fee 
schedules published by peer states.  Once this rate information was filtered according to Arkansas 
requirements a “state average rate” was developed.  This “state average rate” consisting of the mean from 
every peer state’s published rate for a given procedure served as the base rate for the service, which could 
then be adjusted by previous mentioned factors (BLS), (GPCI) etc.  

Effective January 1, 2024, the following services will be set to pay eighty percent (80%) of the 2022 
Medicare non-rural rate for the State of Arkansas:  

• Individual Behavioral Health Counseling;
• Marital or Family Behavioral Health Counseling without Beneficiary Present;
• Marital or Family Behavioral Health Counseling with Beneficiary Present; and
• Mental Health Diagnosis.

Effective January 1, 2024, the following services will be adjusted to pay one hundred percent (100%) of 
the 2022 Medicare non-rural rate for the State of Arkansas: 

• Group Behavioral Health Counseling; and
• Multi-Family Behavioral Health Counseling.

All rates are published on the agency’s website: Fee Schedules - Arkansas Department of Human 
Services 

December 14, 2023

https://humanservices.arkansas.gov/divisions-shared-services/medical-services/helpful-information-for-providers/fee-schedules/
https://humanservices.arkansas.gov/divisions-shared-services/medical-services/helpful-information-for-providers/fee-schedules/
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -   
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4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age and Treatment of
Conditions Found  (Continued) 

21. Rehabilitative Services

1. School-Based Mental Health Services

Reimbursement is based on the lesser of the amount billed or the Title XIX (Medicaid)
Maximum charge allowed.  The Title XIX Maximum is 80% of the psychologist fee schedule 
for school-based mental health services provided by school-based mental health services
provider personnel except for services provided by a psychologist.

The Title XIX Medicaid Maximum for school-based mental health services provided by a
psychologist is located on Attachment 4.19-B, Page 1o, Item 4.b.(17).

The fee schedule was set as of July 1, 2017 and is effective for services provided on
or after this date  Except as noted in the plan, state developed fee schedule rates are
the same for both governmental and private providers of behavioral health services.
The fee schedule can be accessed at
https://www.medicaid.state.ar.us/Provider/docs/fees.aspx.  Based on the information
gained from the peer state analysis and the consideration of adjustment factors such
as Bureau of Labor Statistics (BLS) along with Geographic Pricing Cost Index
(GPCI) to account for economic differences, the state was able to select appropriate
rates from fee schedules published by peer states. Once this rate information was
filtered according to Arkansas requirements a “state average rate” was developed.
This “state average rate” consisting of the mean from every peer state’s published
rate for a given procedure served as the base rate for the service, which could then
be adjusted by previous mentioned factors (BLS), (GPCI) etc.

TN: 16-0008 
Supersedes TN: 

Approved Date: 03/19/2018 Effective Date: 07/01/2017
00-13
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ATTACTIi\IENT 4.19-B
Page l t

October l, 1998

4.b. Early and Periodic Screening and Diagnosis of Individuals Under 2l Years of Age and Treatment of

Conditions Found (Continued)

23. Rehabilitative Services to Children

Unit Rate Establishment

Unit rates for rehabilitative services to children will be determined as follorvs:

Compute the Actual cost of rehabilitative services bilted and approved for

payment during the most recently completed 6 month period for

which actual costs data exists,

Number of units bilted and approved for payment in the sample

period,

Average unit cost for rehabilitative services. This unit cost will be

bifled]or each unit of rehabititative services that each Medicaid

recipient receives each month. Documentation of the units of

rehibilitative services delivered will be retained in the client files'

These rehabilitative service rates will be reviewed annually it ttre beginning of each

state Fiscal Year to determine if an adjustment is necessary. such adjustment rvill be

made on a prospective basis only, utilizing the same methodology.

No i\{aintentnce (room and board) amounts have been iniluded in the "Rlte" defined

on the Federal Budget Impact iransmittal sheets that are a part of this "Rehab

Option" amendment to the Arkansas lVledicaid State Plan'

None of ttrcse services duplicate medical services or medical payments available under

Title IV or Title XX.

Relabilitative services for chitdren rvill be provided in the least restrictive setting

appropriate to the chitd's asscssed contlition, ptan of care, and servicc needs' Serviccs

rf i"t t  no provided to chitdren ln one of the fol lorving sett ings:

l .  Nol-rcsirtcntial scrviccs providetl to ctr i ldren wtro reside in a lanri ly hontc

setting rvill be proyitletl eiihcr in thc child's ltomc or in thc customary place ol'

busincss of a quali t icd Providcr'
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DATE REC'U Of:T.g:PJ-

DArE Appv'p. .0.S:-3Fo L _
DATE EFF_ Ig:ilA8-
HCFA flg A{GqT - I I

A.

Divided by

Equals

t3.

SUPERSEDES: NONE. NEW PAGE



sTA; 'LAN LJNDER TITLE x Ix oF THE socIAL 'E.I'IRITY Acr

STATE ARKANSAS

NIETHoDSANDSTANDARDSFoRESTABLISHINGPAYIIIENTRATES.

ATTACHMENT 4.T9'B

Page ltt

October 1,1998

OTHER TI?ES OF CARE

4.b. Early and Periodic Screening and Diagnosis of lndividuals Under 21

Coniitions Found (Continued)

Years of Age and Treatment of

23. Rehabititative Services to Children (Continued)

R es id e n t i ar s ervi c es p rovi d e d t o *'l q'"1 :l i,:::*":::11? "#j;H'il"ttfi
ffiii'Jx:1fi:f','"T::;;ffi;ilv',"." i". nsed and/o r c ertined rac'itv2.

including:

3.

(b)Therapeuticfosterhomeslic-ensedand/orcert i f iedinaccordancewith
the Minimum Licensiog St"oJu'at for Child Welfare Agencies

adoptedbv;;dildtdf"tgag;"vneviewBoardandtheArkansas
DePartment of Human Services'

Servicesshallnotbereimbursedwhenprovidedinthefol lowingsett ings:

Residentialtreatmentf acilitieslic*::*"y::T*l$itli"ilHff :t'::(a) ff.i',TJ'il':A'ff t'Hffi i,il ;'s- :::. :*':"Y."fil: i,'fff: ::
H[,'ff#li:ru;ffi'F;il;:"] Review Board and the Arkansas

iiJ"t,*J.t of Human Services' and

Nursing facilities,

Intermediate care facitities for the mentally retarded' and

Institutions for the treatment of mental d[seases'

statement of Division Regarding Maintenance Payments

(a)

(b)

(c)

c.

t .

Retroactive payments to DCFS are defined as those meeting the above

outlined criteria rvheic services have occ.urred during a trvo-year prior

period. (Beginning ffi;;;;;;"ui"rthis amendment and going back

irvo comPlete Years')

No l\Iaintenance (room and board) amounts have treen included in the

..Rate,, defi ned 
" " 

d;'i,;;r;l Bui gct I mpact.Translt,:Lt^ru."ts that

are a part of t f  i ' " intf '" t '  Optio'n" anrcndmcnt to the Arkansrs

Il tcdicaid State Plan'
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iuETHODS AND STAND.{RDS FOR ESTABLISHI){G PAI"IIENT R{TES -

OTHER TI?ES OF CARE

ATTACH}IENT 4.19.8
Page lu

October  I ,  1998

4.b. Early and periodic Screening and Diagnosis of Individuals Under 2l l'ears of Age and Treatment of

Conditions Found (Continued)

(23) Rehabil i tat ive Services to Youth

A. Unit Rate Establishment

unit rates for rehabilitative services to youth $'ill be determined as follorvs:

compute the Actual cost of rehabil i tat ive sen' ices bi l led and approved for payment

du r ing themos t recen t l ycomp le ted6mon thper iod fo r r vh i chac tua l
' costs data exists.

Number of units billed and approved for pal'ment in the sample period.

The daily room and board costs for residential based services.

Average unit cost for rehabil i tat ive services. This unit cost rvi l t  be

billed 
-for 

each unit of rehabilitative services that each llledicaid

recipient receives each month. Documentation of the units of

..r,^uir irot ive serl ' ices delivered rvi l t  be retained in the cl ient f i les'

These rehabi l i tat ive service rates rvi l l  be revierved annual l l '  at  the beginning of each

State Fiscal Year to determine i f  an adjustment is necessarl"  Such adjustment rvi l l  be

nrade on a prospect ive basis onlS ut i l i i ing the sanre nrethodologl"  Start ing rvi th State

Fiscal ! 'ear 2002, room and board costs for resiclent ial  sett ings rvi l l  be increased b-r '  t l te

Iesser  o f  the  n los t  recent  cp l  o r  the  o l 'e ra l l  average percentage increase pa id  fo r

services in the preceding State Fiscal Year '

Ret rab i l i ta t ion  scrv iccs  fo r  1 'ou th  rv i l l  bc  p rov ic lcd  in  the  lcas t  res t r i c t i ve  sc t t i r tg

appropr i r r te  to  t t re  I 'ou t l t ' s  ns iesscd conc t i t io i r ,  p l ln  o f  c l re  n t td  sc r l ' i ce '  Ser ' i ccs  sha l l

bc  p rov i r te .d  to  l  ou t l r  in  one or  l l to rc  o f  thc '  fo l lo$ ' i r rg  se  t t i r tgs :

l .  No ' - r .cs i t t c r r t i : r l  sc r . l ' i ccs  p r r . r r i r t cd  to  yor r t l r  r r l to  t ' cs i t t c  in  a  f l r t r r i l . r ' l to t t t c  sc t t ing

r r i l l  t r c  p r o y i r t c r t  c i t l r c r  i t r  t l r e ' I o , , i t , "  l t o t t t c  o r  i l t  t h c  c u s t o l l l x r . l ' p l r r c c  o f

I tus i t t css  o t '  a  t l t rn l i l i cd  p rov idc t "
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October I ,  1998

4.b. Early and Periodic Screening and Dia-enosis of Individuals Under 2l Years of Age and Treatment of

Conditions Found (Continued)

(23) Rehabilitative Services to Youth (Continued)

(b)

(a)

(c)

(a)

(b)

(c)

Emergency shelter facilities ticensed and/or certified in accordance

rvith ihe lViinimum Licensing Standards for Child lVelfare Agencies

adopted by the chitd welfare Agency Revierv Board and the Arkansas

Department of IIuman Services, and

Residential treatment facitities licensed and/or certified in accordance

with the Minimum Licensing standards for chitd welfare Agencies

adoptecl by the child lvetfare Agency Revierv Board and the Arkansas

Department of Human Services, and

Therapeutic foster and group homes licensed and/or certified in

o..or,loo." rvith the ill inimum Licensing Standards for Child lVelfare

Agencies aclopted by the Chilcl Welfare Agency Revierv Board and the

Arkansas Department of Human Sen'ices'

3. Services shall not be reimbursed rvhen provided in the follorving settings:

Nuiring facilities,

Intermediate care f irci l i t ies for the mental ly retarded, and

Insti tut ions for the trentmcnt of ntcnt:r l  diseirses'

$JPERSEDES: T;ONE - wr,W PAGE
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE              Revised: March 1, 2014 
____________________________________________________________________________________________________ 
 
4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age and Treatment of 

Conditions Found  (Continued) 
 

(24) Other Licensed Practitioners 
 

1. Licensed Certified Social Worker (LCSW) 
 

Reimbursement is based on the lesser of the amount billed or the Title XIX (Medicaid) 
Maximum charge allowed.  The Title XIX Maximum is 80% of the psychologist fee schedule. 
  

 
2. Licensed Professional Counselor (LPC) 

 
Reimbursement is based on the lesser of the amount billed or the Title XIX (Medicaid) 
Maximum charge allowed.  The Title XIX Maximum is 80% of the psychologist fee schedule. 

 
3. Licensed Marriage and Family Therapist (LMFT) 

 
Reimbursement is based on the lesser of the amount billed or the Title XIX (Medicaid) 
Maximum charge allowed.  The Title XIX Maximum is 80% of the psychologist fee schedule. 
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4.b. Early and Periodic Screening and Diagnosis of Individuals Under 21 Years of Age and Treatment of 

Conditions Found (Continued) 
 

(26) Developmental Rehabilitation Services 
 

Reimbursement is based on the lesser of the amount billed or the Title XIX (Medicaid) maximum 
charge allowed.  The Title XIX maximum for these services is based on the Child Health Management 
(CHMS) reimbursement methodology.   

 
 (27) Substance Abuse Treatment Services 
 

(a) Except as otherwise noted in the plan, state developed fee schedule rates are the same for 
both governmental and private providers of personal care services and the fee schedule and 
any annual/periodic adjustments to the fee schedule are published on the Medicaid website 
at www.medicaid.state.ar.us. 

 
(b) Reimbursement for Substance Abuse Services is by fee schedule, at the lesser of the billed charge 

or the Title XIX (Medicaid) maximum allowable fee per unit of service.   A benefit limit has been 
established per procedure with extension available based on medical necessity. 

 
(c) The rates are set as of March 1, 2011 and are effective for services on or after that date. 

 

 
 
 

 

http://www.medicaid.state.ar.us/�
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4.c. Family Planning Services 

Reimbursement is based on the lesser of the amount billed or the maximum Title XIX (Medicaid) 
charge allowed. State developed fee schedule rates are the same for both public and private 
providers. 

1. The Title XIX (Medicaid) maximum for Family Planning services is one hundred percent
(100%) of the current physician Medicaid maximum.

At the beginning of each calendar year, the State Agency will negotiate with the affected provider
group representatives to arrive at a mutually acceptable increase or decrease from the maximum rate.
Market forces, such as private insurance rates, medical and general inflation figures, changes in
practice costs and changes in program requirements, will be considered during the negotiation process.
Any agreed upon increase or decrease will be implemented at the beginning of the following State
Fiscal Year, July 1, with any appropriate State Plan changes.

2. Long-Acting Reversible Contraceptives (LARCs)

Effective for claims with dates of service January 1, 2014 and after, the intrauterine device (IUD) is
reimbursed based on one hundred percent (100%) of the manufacturer’s list price as of April 15, 2011.
Effective for claims with dates of service October 1, 2014 and after, the fifty-two milligrams (52)
mg Levonorgestrel-Releasing Intrauterine Contraceptive System is reimbursed based on one hundred
percent (100%) of the manufacturer’s list price as of November 18, 2013. Effective for claims with
dates of service October 1, 2014 and after, the 13.5 mg Levonorgestrel-Releasing Intrauterine
Contraceptive System is reimbursed based on one hundred percent (100%) of the manufacturer’s list
price as of January 1, 2013.

Effective for claims with dates of service January 1, 2023, and after, the reimbursement of Food
and Drug Administration approved Long-Acting Reversible Contraceptives (LARCs) to include the IUD
and contraceptive implants, will be based on Wholesale Acquisition Cost plus six percent (6%).
Reimbursement will also apply to replacement of LARCs per manufacturer recommendations, or sooner
if medically necessary. Reimbursement information can be found at the following P h y s i c i a n  F e e
S c h e d u l e .

TN: 22-0021 
Supersedes TN: 21-0004 

Effective: 01/01/23 
Approved:  December 14, 2022

https://humanservices.arkansas.gov/wp-content/uploads/PHYSICN-fees.pdf
https://humanservices.arkansas.gov/wp-content/uploads/PHYSICN-fees.pdf
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5. Physicians’ Services 

 Increased Primary Care Service Payment 42 CFR 447.405, 447.410, 447.415 

Attachment 4.19-B: Physician Services 42 CFR 447.405 Amount of Minimum Payment 

The state reimburses for services provided by physicians meeting the requirements of 42 CFR 

447.400(a) at the Medicare Part B fee schedule rate using the Medicare physician fee schedule 

rate in effect in calendar years 2013 and 2014 or, if greater, the payment rates that would be 

applicable in those years using the calendar year 2009 Medicare physician fee schedule 

conversion factor. If there is no applicable rate established by Medicare, the state uses the rate 

specified in a fee schedule established and announced by CMS. 

  The rates reflect all Medicare site of service and locality adjustments. 

  The rates do not reflect site of service adjustments, but reimburse at the Medicare rate             

applicable to the office setting. 

  The rates reflect all Medicare geographic/locality adjustments. 

Arkansas only has one Medicare rate list for the entire state. 

  The rates are statewide and reflect the mean value over all counties for each of the specified 

evaluation and management and vaccine billing codes. 

The following formula was used to determine the mean rate over all counties for each 

code:________________________________________________________________ 

Method of Payment  

  The state has adjusted its fee schedule to make payment at the higher rate for each E&M and 

vaccine administration code. 

  The state reimburses a supplemental amount equal to the difference between the Medicaid 

rate in effect on July 1, 2009 and the minimum payment required at 42 CFR 447.405. 

Supplemental payment is made:   monthly   quarterly  

This fee schedule is based on the November 2012 Deloitte fee schedule. 

The State does not plan to change rates throughout the year to reflect Medicare 

adjustments. 

Primary Care Services Affected by this Payment Methodology 

  This payment applies to all Evaluation and Management (E&M) billing codes 99201 through 

99499.    
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5. Physicians’ Services (continued) 

Primary Care Services Affected by this Payment Methodology (Continued) 

  The State did not make payment as of July 1, 2009 for the following codes and will not make 

payment for those codes under this SPA (specify codes).  

 

 

 

 

 

 

 

  The state will make payment under this SPA for the following codes which have been added 

to the fee schedule since July 1, 2009 (specify code and date added). 

Physician Services – Vaccine Administration  

 

For calendar years (CYs) 2013 and 2014, the state reimburses vaccine administration services 
furnished by physicians meeting the requirements of 42 CFR 447.400(a) at the lesser of the state 
regional maximum administration fee set by the Vaccines for Children (VFC) program or the 

Medicare rate in effect in CYs 2013 and 2014 or, if higher, the rate using the CY 2009 
conversion factor.    

 
  Medicare Physician Fee Schedule rate 

 

 State regional maximum administration fee set by the Vaccines for Children program 
  

 Rate using the CY 2009 conversion factor 
 
Documentation of Vaccine Administration Rates in Effect 7/1/09 

 

The state uses one of the following methodologies to impute the payment rate in effect at 7/1/09 

for code 90460, which was introduced in 2011 as a successor billing code for billing codes 
90465 and 90471.  
 

 The imputed rate in effect at 7/1/09 for code 90460 equals the rate in effect at 7/1/09 for 
billing codes 90465 and 90471 times their respective claims volume for a 12 month period which 

encompasses July 1, 2009.  Using this methodology, the imputed rate in effect for code 90460 at 
7/1/09 is:__________.  

 

  A single rate was in effect on 7/1/09 for all vaccine administration services, regardless of 
billing code. This 2009 rate is:    $9.56       . 

 

99224 99225 99226 99315 99316 99344 99345 99350 

99358 99359 99374 99375 99378 99379 99380 99382 

99383 99384 99385 99386 99387 99391 99392 99393 

99394 99395 99396 99397 99401 99403 99404 99406 

99407 99411 99412 99420 99429 99450 99455 99456 

99499        
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5. Physicians’ Services (continued) 

Documentation of Vaccine Administration Rates in Effect 7/1/09 (continued) 
 

 Alternative methodology to calculate the vaccine administration rate in effect 

7/1/09:___________________________________________________________________ 
 
Note:  This section contains a description of the state’s methodology and specifies the affected 

billing codes.   

 

Effective Date of Payment 

E & M Services 

This reimbursement methodology applies to services delivered on and after January 1, 2013, 

ending on December 31, 2014.  All rates, excluding the Medicare rates on which these 

supplemental quarterly payments are based, are published at the agency’s website, 

(https://www.medicaid.state.ar.us/). 

Vaccine Administration 

This reimbursement methodology applies to services delivered on and after January 1, 2013, 
ending on December 31, 2014.  All rates, excluding the Medicare rates on which these 

supplemental quarterly payments are based, are published at the agency’s website, 
(https://www.medicaid.state.ar.us/). 
 

Fee Schedule 
The agency’s website lists both the base Medicaid fee schedule and the enhanced fee schedule of 

Evaluation & Management codes and Vaccines for Children (VFC) Administration codes.  The 

enhanced fee schedule can be found using the following link, 

(https://www.medicaid.state.ar.us/Download/provider/provdocs/Manuals/PHYSICN/PHYSICN-

Supplement-fees.pdf). 

 

 
 
 

 
 
 
 

 
 
 
 

PRA Disclosure Statement  
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it  displays a valid 
OMB control number.  The valid OMB control number for this information collection is 0938-1148.  The time required to complete this 

information collection is estimated to average 20 hours per response, including the time to review instructions, search existing data resources, 
gather the data needed, and complete and review the information collection.  If you have comments concerning the accuracy of the time 
estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail 
Stop C4-26-05, Baltimore, Maryland 21244-1850.                                                                                                                                                                                                                                                                                                                                                                                                                                                               

 

https://www.medicaid.state.ar.us/
https://www.medicaid.state.ar.us/Download/provider/provdocs/Manuals/PHYSICN/PHYSICN-Supplement-fees.pdf
https://www.medicaid.state.ar.us/Download/provider/provdocs/Manuals/PHYSICN/PHYSICN-Supplement-fees.pdf
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____________________________________________________________________________________________________ 
5. Physicians' Services

Reimbursement is based on the lesser of the amount billed or the maximum Title XIX (Medicaid) charge allowed.
Reimbursement rates (payments) shall be as ordered by the United States District Court for the Eastern District of
Arkansas in the case of Arkansas Medical Society v. Reynolds.

For dates of service occurring July 1, 1994 through March 31, 2004, reimbursement rates are set at 66% of the
Arkansas Physician’s Blue CrossBlue Shield (BCBS) Fee Schedule dated October 1, 1993.

For dates of service occurring April 1, 2004 and after:

A. Reimbursement rates are increased by ten percent (10%) up to a maximum or benchmark rate of eighty
percent (80%) of the 2003 Arkansas Blue Cross and Blue Shield (BCBS) fee schedule.  For rates that as of
March 31, 2004, are equal to or greater than eighty percent (80%) of the 2003 BCBS fee schedule rate, no
increase will be given.  A minimum rate or floor amount of forty-five percent (45%) of the 2003 BCBS
fee schedule rate will be reimbursed.  For those rates that after the ten percent (10 %) increase is applied
are still less than the floor amount, an additional increase will be given to bring these rates up to the floor
amount.

B. Reimbursement rates are capped at one hundred percent (100%) of the 2003 BCBS rate.  Rates that
exceed the cap as of March 31, 2004, shall be reduced in order to bring the rates in line with the cap by
making four equal annual reductions beginning July 1, 2005.

C. Adjustments to payment rates that are comprised of two components, e.g., a professional component and a
technical services component, shall be calculated based on a combined payment rate that includes both
components.  After determining the increase or decrease applicable to the combined rate, the payment rate
adjustment for each rate component shall be apportioned as follows:

(1) Increases: If one component rate, either technical or professional, exceeds the cap, the entire
increase shall be apportioned to the other component.  If neither rate component exceeds the cap,
the increase shall be applied in proportion to the component’s ratio to the combined rate (i.e., if the
technical component rate is thirty percent (30%) of the combined rate, then thirty percent (30%)
of the increase shall be applied to the technical component payment rate), up to the benchmark.
Once a component rate is increased to the benchmark, any remaining increase shall be applied to
the other component.

(2) Decreases:  If one component rate, either technical or professional, is at the floor, the entire
decrease shall be apportioned to the other component.  If one component rate is above the cap, the
entire decrease shall be apportioned to that component.  If both component rates are above the cap,
each component shall be reduced to the cap.

D. For dates of service beginning September 28, 2006, the maximum reimbursement rate for fitting of
spectacles (procedure code 92340) is fifty-one dollars and twenty-two cents ($51.22).  The rate is based
on eighty percent (80%) of the sixty-four dollars and two cents ($64.02), which is the 2006 Arkansas
Physician’s Blue Cross/Blue Shield fee schedule rate.

E. For dates of service beginning July 1, 2020, the maximum reimbursement rate for evaluation and
management codes were increased based upon a routine rate study conducted by DMS in the Fall of
2019.

Gre3
Typewritten Text
20-0008
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5. Physician Services (Continued)

F. For dates of service beginning January 1, 2021, the maximum reimbursement rate for
evaluation and management codes are increased by 3 percent of the 7/1/2020 fee-for-service
rate for each of these codes. Except as otherwise noted in the plan, state-developed fee
schedule rates are the same for both governmental and private providers of evaluation and
management services. The agency’s fee schedule rate was set as of January 1, 2021 and is
effective for services provided on or after that date. All rates are published on the agency’s
website, (http://medicaid.mmis.arkansas.gov/).

Effective for dates of service on or after July 1, 2020, the immunization administration fee for 
influenza will be based on the 2020 Medicare flu vaccine administration fee. All other 
immunization administration fees will be based on Medicare’s 2020 physician fee schedule for 
the State of Arkansas. The rate is paid to all governmental and non-governmental providers, 
unless otherwise specified in the state plan. All rates are published at the agency’s website, 
(http://medicaid.mmis.arkansas.gov/).  

11/17/20

http://medicaid.mmis.arkansas.gov/
http://medicaid.mmis.arkansas.gov/
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5 . Physicians' Services (Continued)

Sunolemental Pavment to Certain Professionals Emploved bv UAMS
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Effective January 1,2008, certaln medical professional providers employed by the University of
Arkansas for Medical Sciences (UAMS) shall be eligible for a supplemental payment that equals
the difference between the regular, base Medicaid rate and an estimate of the average
commercial rate paid for each billing code.

Eligible professionals are:

(i) Physicians, psychiatrists, psychologists, social workeru, psychological examiners, speech
therapists, advanced practice nurses, physician assistants, nurse anesthetists'
occupational therapists, physical therapists, podiatrists, audiologists, opticians and
nutritionists;

(ii) Licensed by the State of Arkansas; and

(iii) Employed by the UAMS College of Medicine.

A supplemental payment will be made for sewices rendered by eligible professionals equal to
the difference between the Medicaid payments otherwise made and payments at the Average
Commercial Rate. This supplemental payment will, for the same dates of service, be reduced by
any other supplemental payment for eligible professionals found elsewhere in the state plan.
Payment will be made quarterly and will not be made prior to the delivery of senices.

The supplemental payment to eligible professionals will be determined as follows:

Compute the Average Commercial Fee Schedule: Determine the average commercial

allowed amount paid per procedure code by the top five payeru with negotiated fee

schedules. The State will develop separate Average Commercial Fee Schedules for

services billed through UAMS, Area health Education Centers (AHECs) and Children's
Hospital. Additionally, if there are any differences in payment on a per billing code
basis for services rendered by different types of medical professionals, the State will
calculate separate Average Commercial Fee Schedule(s) to reflect these differences.
The data used to develop the Average Commercial Fee Schedule will be derived from
the most recently completed state fiscal year.

Calculate the Average Commercial Payment Ceiling: For each quarter of the current
fiscal year multiply the Average Commercial Fee Schedule as determined in 5(c)(i)
above by the number of times each procedure code was paid in the quarter to eligible
professionals on behalf of Medicaid beneficiaries as reported from the MMIS. The
Average Commercial Payment Ceiling will be calculated separately for services billed
through UAMS, Arkansas Children's Hospital and AHECs. If applicable, a separate
payment ceiling wilt be set when payment for the same service differs according to the
type of professional rendering the senice.

The Supplemental Payment shall equal the difference between the Average Commercial
Payment Ceiling for the quarter and the total Medicaid payments made for the quarter to
eligible professionals for the procedure codes included in the calculation of the Average
Commercial Fee Schedule in 5(c)(i) ahove, as reported from the MMIS.

(d)
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5 . Physic ians' Serv. ices (continued)

Reimbursement for physicians' services for bone marrow transplants is included in the $ 150,000 marimum asdescribed in Attachment 4-19-A. Procedures will be manually 6cea based on professional medicat review.The recipient may not be billed for lVledicaid covered charges in .*..r, of the State,s reimbursement.

Reimbursement for physician's services for corneal, renal and pancreas/kidney transplants will bereimbursed in the same manner as other non-transplant related physician services.

Physician services relating to other covered transplant surgery procedures (does not includecorneal' renal, pancreas/kidney and bone marrow) will be reimbursed at the lesser of negotiatedrates or 80o/" of billed charges' Physician reimbursement at the tesser of ;"goti"*a rates or g0o/o afbilled charges is applicable for atl allowable physician services relating to the other coveredtransplant from the date of the transplant procedure to the date of discharge. physician
reimbursement at the lesser of negotiated rates oi gox of billed charges will be reimbursed for thesame dates of serv'ice as are allowed for hospital services for other covered transplants (See Section4'19-A)' For hospitals, transplant related days in excess of transplant length of stay averages mustbe approved through medical review. Transilant length of stay ave."go-uy each transplant typewill be determined from the most current written lVledicare National co"r"oj" Decisions.

Physician services provided prior to the date of transplant will be reimbursed in the same manneras other non-transplant related physician senrices.

'\l lowable sen'ices provided during dates of readmissions to the same hospital due to complications
a-rising from the original transplant are reimbursed the same as the original transplant senices atthe lesser of negotiated rates or 807o of bitled charges. All excess length of stay approval
requirements also apply.

Payment is made directly to the physician or. upon request of the physician. payment is made under theDeferred Compensation plan. F J ------:

Participation in the Defened Compensation PIan by a physician is entiret-v- voluntar-1,. The individualphy'sician's authorization and consent is on file. rne pnysicln submits nir .ruir in th. uruul manner. andafter verification' the appropriate amount dr19 tfre phyiician is deposited in an account administered b-,.' FirstVariable Life Insura'ce compan-n- or The variabie Annuir.v-, Life tnsurance company. up to the marimum
amoums allowed b,'- the Revenue Act of 1978. Each 

"..ount 
in the investment funds is individualized as toeach phlsician participating. Arkansas Division of Nledicat Services has no responsibiliry for management or

investment of these funds- Federal matching is not claimed for an)- part of the administration of the ptan.
This is a service designed to increase the number of participating ph-vsicians in the rvledical Assistance
rrogram-
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The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

5. Physicians’ Services (continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY

I. PURPOSE: In order to assure that Medicaid funds are used to purchase medical assistance efficiently and
economically (quality services of the right kind and mix), Medicaid has established a payment improvement
initiative (“Payment Improvement Program,” or “Program”).  The Program:

1. Establishes Principle Accountable Providers (“PAPs”) for defined episodes of care;
2. Uses episode-based data to evaluate the quality, efficiency and economy of care delivered in the

course of the episode of care, and to apply incentive adjustments;
3. Incentivizes improved care quality, efficiency and economy by rewarding high-quality care and

outcomes;
4. Encourages clinical effectiveness;
5. Promotes early intervention and coordination to reduce complications and associated costs; and
6. When provider referrals are necessary, encourages referral to efficient and economic providers

who furnish high-quality care.

Complete details including technical information regarding specific quality and reporting metrics, performance 
thresholds and incentive adjustments are available in the Episodes of Care Medicaid Manual available at 
https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx and also at the Arkansas Health Care 
Payment Improvement Initiative website at http://www.paymentinitiative.org/Pages/default.aspx.  

II. NOTICE and AMENDMENTS: The Program and Program amendments are subject to review and approval by
the Centers for Medicare and Medicaid Services (CMS).   Rules establishing the Program are adopted in
compliance with the Arkansas Administrative Procedure Act, Ark. Code Ann. § 25-15-204.  Except in cases of
emergency as defined in Ark. Code Ann. § 25-15-204(e)(2)(A), providers will receive at least 30-days written
notice of any and all changes to the Episodes of Care Medicaid Manual and State Plan pages.

III. MEDICAID PAYMENTS: Subject to the incentive adjustments described below, providers, including PAPs,
furnish medically necessary care to eligible beneficiaries and are paid in accordance with the published Medicaid
reimbursement methodology in effect on the date of service.

8/31/20

https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx
http://www.paymentinitiative.org/Pages/default.aspx
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The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

5. Physicians’ Services (continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY (CONTINUED)

2. Negative Incentive Adjustments: If the average adjusted episode of care paid claims are higher than
the acceptable threshold, the PAP will remit to Medicaid the difference between the acceptable threshold
and the average adjusted episode reimbursement, multiplied by the number of episodes included in the
calculation, multiplied by fifty percent (50%) or the risk sharing percentage specified for the episode of
care.  Unless provided otherwise for a specific episode of care, a provider’s net negative incentive
adjustment (total positive adjustments minus total negative adjustments) for all episode of care
adjustments made during any calendar year shall not exceed ten percent (10%) of the provider’s gross
Medicaid reimbursements received by the provider during that calendar year.

8/31/20
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The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

5. Physicians’ Services (continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY (CONTINUED)

V. APPLICATION: Complete details including technical information regarding specific quality and reporting
metrics, performance thresholds and incentive adjustments are available in the Episodes of Care Medicaid Manual
available at https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx and also at the Arkansas
Health Care Payment Improvement Initiative website at http://www.paymentinitiative.org/Pages/default.aspx.

Effective for dates of service on or after October 1, 2012, the defined scope of services within the following 
episode(s) of care are subject to incentive adjustments: 

(1) Acute Ambulatory Upper Respiratory Infection (URI) Episodes - Sunset date for final reconciliation
report 1/31/2021

(2) Perinatal Care Episodes - Sunset date for final reconciliation report 1/31/2021

Effective for dates of service on or after February 1, 2013, the defined scope of services within the following 
episode(s) of care are subject to incentive adjustments: 

(1) Congestive Heart Failure (CHF) Episodes - Sunset date for final reconciliation report 4/30/2021
(2) Total Joint Replacement Episodes - Sunset date for final reconciliation report 4/30/2021

Effective for dates of service on or after October 1, 2013, the defined scope of services within the following 
episode(s) of care are subject to incentive adjustments: 

(1) Tonsillectomy Episodes - Sunset date for final reconciliation report 4/30/2021
(2) Cholecystectomy Episodes - Sunset date for final reconciliation report 1/31/2021
(3) Colonoscopy Episodes - Sunset date for final reconciliation report 4/30/2021
(4) Acute Exacerbation of Chronic Obstructive Pulmonary Disease (COPD) Episodes - Sunset date for

final reconciliation report 4/30/2021
(5) Acute Exacerbation of Asthma Episodes - Sunset date for final reconciliation report 10/31/2020
(6) Coronary Arterial Bypass Graft (CABG) episodes - Sunset date for final reconciliation report

07/31/2020

8/31/20

https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx
http://www.paymentinitiative.org/Pages/default.aspx
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6. Medical Care and any other ty'pe of rernedial care r! 'cogn ized under State Law. f-urnished by l icensed practit ioners rvith
the scope oftheir practice as detlned b1 State Larr.

Podiatrists'Services

Reimbursement  is  based on the lesser  of  the amount  b i l led or  the maximum Ti t le  XIX (Medicaid)  charge
al lorved.  Reimbursementrates(pa1'ments)shal lbeasorderedbytheUni tedStatesDist r ic tCourt for the
Eastern District of Arkansas in the case of Arkansbs Medical Society v. Reynolds.

For dates of service occurring .f uly l, | 99-l th rough Vlarch 31, 2004, reim bursement rates are set at66,,l>
of the Arkansas Phvsician's Blue Cross/Blue Shield (BC/BS) Fee Schedule dated October l, 199J.

For dates of service occurring April l . f 004 and after:

C.

Reimbursemcnt rates are increased b1 l0% up to a maximum or benchmark rate of 80Yo of the
2003 Arkansas l i lue Cross/Blue Shield (BC/BS) fee schedule. For rates that as of March 31,
200'1, are equll to or greater than 807o of the 2003 BC/BS fee schedule rate, no increase wil l be
g i v e n .  A m i n i n l u m r a t e o r f l t , o r a m o u n t o f 4 S V o o f t h e 2 0 0 3 B C / B S f e e s c h e d u l e r a t e w i l l  b e
reimbursed. For those rates that after the l0 7. increase is applied are sti lt less than the floor
amount ,  an at ld i t ional  increase wi l l  be g iven to br ing these rates up to the f loor  amount .

Re imbursen te t t t r a tesa rec : rpped  a t l 00 "ho f the2003BC/BSra te .  Ra tes tha taso f  MarchJ l .
2004. exceed tne cap shall be redsrced in order to bring the rates in tine with the cap by nraking
four  equal  annuai l  reduct ions beginning . f  u ly  l ,  2005.

Adjustments to pay'ment rates that are comprised of two components, e.g., a professional
compon! ' i l t  and a technical  serv ices component ,  shal l  be calculated based on a combined
paYi l lent  rat t  th : r i  inc ludes both components.  Af ter  determin ing the increase or  decrcase
appl icable to t  1rc com bi r ted rat t .  rhc pa)  ment  rate at l justment  for  each rate component  shat l  bc
apport ioned a I  lb l lorvs:

( l )  l t t c re : t ses :  l f onecon tponen t ra te .e i t he r techn i ca lo rp ro fess iona l , exceeds thecap , the
entire increase shall be apportioned to the other com ponent. lf neither rate component
etceeds the cap. the increase shall be applied in proportion to the component's ratio to
the ct,mbined rate (i.e., if the technical component rate is 30"/" of the combined rate
then 3011' of the increase shall be applied to the technical component payment rate), up
to the benchmark.  Once a component  rate is  increased to the benchmark,  anv
renrain i r ig  increase shal l  be appl ied to the other  component .

12 )  Dec reescs :  l f onecon rponen t ra te .e i t he r techn i ca lo rp ro fess iona l , i sa t t he f l oo r , t he
ettt irc decrease shall be apportioned to the other component. lf one component rate is
atrove the cap. the entire decrease shall be apportioned to that component. lf both
compi)nenf  rates are: tbole the cap,  each component  shal l  be reduced to the cap.

Add it iona I Rer rqbgllernent fbr Poci iatrist ' s serv ices Assoc iated rvith UA M S

Refer to Alt i lo 'r 'nc:1[ J. l  9-8. i terrr - .

A.

B.
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September 27,2006

Medical Care and any other type of remedial care recognized under State Law, furnished by licensed
practitioners within the scope of their practice as defined by State Law,

b. Optometrist's Services

Reimbursement is based on the lesser of the amount billed or the Title XIX (Medicaid) maximum
allowed. Effectiveforclaimswithdatesof servicesonorafterMarch l,  1997, theTit leXD(
(Medicaid) maximum reimbursement for optometrist services is the same as the physician rates for
applicable services.

For dates of service beginning September 27r 2006, the maximum reimbursement rate for a
routine eye examination including refraction (procedure codes 50620 and 50621) is $60.23. The
rate is based on 40o/o of the $150.57 2006 Arkansas Physician's Blue Cross/Blue Shield fee
schedule rate for procedure code 92014.

c. Chiropractors'Services

Reimbursement is based on the lesser of the amount billed or the Title XD( (Medicaid) maximum
charge allowed.

Effective for dates of service on or after June l, 1998, the current Arkansas Medicaid maximum of
S23.58 for procedure code 42000 (Manipulation of the Spine by Chiropractor) will be used to
establish the reimbursement rate for each CPT procedure code for Chiropractic care. This care will be
covered as described in the following procedure codes established by the American Medical
Association (AMA) and published in their 1997 Physician's Current Procedural Terminology (CPT)
Manual, or such procedure codes as AMA (or it's successor) shall declare are replacements for, and
successor' to the following:

98940 Chiropractic manipulative treatment (CMT); spinal, one to two
98941 Chiropractic manipulative treatment (CMT); spinal, three of four regions
98942 Chiropractic manipulative treatment (CMT); spinal, five regions

Effective for dates of service on or after July I of each year, Arkansas Medicaid will apply an
adjustment factor to the Medicaid maximum. To determine the adjustment factor, a comparison
between the previous and current year's Medicare rates will be made. The adjustment factor will be
equal to the average adjustment made to the Medicare payment rates for all of the above CPT
procedure codes as reflected in the current Medicare Physician's Fee Schedule.

d. Other Practitioners' Services
0) Hearing Aid Dealers - Refer to Attachment 4.19-8, Item 4.b. (10).
(2) Audiologist - Refer to Attachment 4.19-8, Item 4.b. (11).
(3) Optical Labs - Based on contract price. Established through competitive bidding.
(4) Nurse Anesthetists - Reimbursement is based on 80% of the Medicaid Physician Fee

Schedule.
(a) Additional Reimbursement for Nurse Anesthetists Associated with UAMS - Refer to

Attachment 4.19-B, item 5.

DATEAPPv'rr-3i *PJ-- A
DATE EFF
r  r A F i  a ? f f

q- u-ob _
STJPERSEDES, Tt{- =0A_L7

nr^*14



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES.
OTHER TYPES OF CARE RCViSCd: August l, 2008

6.d. Other Practitioner's Services (Continued)

(5) Psychologist Services

Refer to Attachment 4.19-8, ltem 4.b. (17).

(a) Additional Reimbursement for Psychologists Services Associated with UAMS - Refer to
Attachment 4.19-8, itern 5.

(6) Obstetric-GynecologicandCerontologicalNursePractitionerServices

Reimbursement is the lower of the amount billed or the Title XIX maximum allowable.

The Title XIX maximum is based on 80% of the physician fee schedule exoept EPSDT procedure
codes' Medicaid maximum allowables are the same for all EPSDT providers. Immunizations and
Rhogam RhoD Immune Globulin are reimbursed at the same rate as the physician rate since the cost
and administration of the drug does not vary between the nurse practitioner and physician.

Refer to Affachment 4.19-8, ltem2T,for a list of the advanced practice nurse and registered nurse
practitioner.

Except as otherwise noted in the plan, state developed fee schedule rates are the same for both
governmental and private providers of services provided by Advanced Practice Nurce. The
agency's fee schedule rate was set as of April 1,2004 and is effective for services provided on or
after that date. Atl rates are published on the agency's website@ www.medicaid.state.ar.us.

(7\ Advanced Practice Nurses Services Associated with UAMS - For additional reimbursement refer to
Aftachment 4.19-8, itern 5.

(8) Licensed Clinical Social Workers' Services Associated with UAMS - For additional reimbursement
refer to Attachment 4.l9-8, item 5.

ATTACHMENT 4.I9.8
Page2c

Home health aide services provided by a home health agency; and

S"l*l+l
u 0)c I tq ;s,-)P
JY\ i l\ m lk . of home health services.
- .  l l  !  t 4
- - ;  ' i  I  r  T h e i n i t i a l  c o m p u t a t i o n ( e f f e c t i v e J u l y l , l g g 4 ) o r t h e M e d i c a i d m a x i m u m f o r h o m e h e a l t h

$\ ..*'tr "*' i reimbursement **;;"i;;ffiil;i aiia' tfioft##;""ost reports for three high volume'x,:ffi'f J"'1'j::'#x,iT::rilil::l;:l'*r*:*r**1,,1*Jfl j[:]:l::|ffi:
7 'a.,b. and c. was established by dividing total atlowable costs by total visits. This figure was then
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July l ,  2006

7 . I{orne Health Services (Continued)
a., b.and c. (Continued)

inflated by the Home Health Market Basket Index in Federal Register # 129. Vol. 58 dated July 8,
1993- in f la t ion fac tors :1991 -  105.7%,1992-104.1o  ,1993-  104.8%.  

' l ' he in t la tedcos tperv is i twas

then weighted by the total visits per providerd fiscal year (i.e., the visits repofled on the 1990
Medicare cost reports) to arrive at a weighted average visit cost.

The physical therapy reimbursement rate calculated under this method will be submitted to the
United States District Court for the Eastern District of Arkansas (case of Arkansas Medical
Society v Reynolds) for its approval.

For registered nurses (RN) and licensed practicalnurses (LPN) the lrull Tirne Equivalent Employees
(FTEs) listed on cost report worksheet S-1, Part ll, were used to allocate nursing costs and units of
service (visits). lt was necessary to make these allocations because home health agencies are not
required by Medicare to separate tlreir registered nurses and licensed practicalnurse costs or visits on
the annual cost repoft.

RN and LPN salaries and fringes were separated using an Office of Personnel Management Survey,
which indicated that RNs, on an average, are paid 36oh nore than licensed practical nurses.
Conversely, if RNs are paid 360/o noreth an LPNs, then LPNs are paid, on an average,73.5o/o of what
RNs earn. Cost report salaries and fringes were allocated based on 100% of RN FTEs and 73.5% of
LPN FTEs. Other costs and service units (visits) were allocated based on 100% of RN FTEs and
100% of LPN FTEs. RN and LPN unit service (visit) costs were then inflated and weiglrted as
outlined above.

Since home health reimbursement is based on audited costs, the lrorne lrealth rates will be adjusted
arrrrual lybytheHorneHealthMarketBasket lndex. Thisad. iustmentwi l loccuratthebegirrrr ingofthe
StateFiscalYear,July l .  Everythirdyear, thecostpervisi twi l lberebasedut i l iz ingthemostcurrent
audited cost report frorn the same three providers and usirrg tlre same forrnula described above to
arrive at a cost per visit inflated through the rebasingyear. (The first rebasing will occur in 1996 to be
effective July l, 1997.)

c. Medical Supplies. Equipment and Appliarrces Suitable for Use irr the Horne

( l )  Medical  Suppl ies

Effect ivefordatesofserviceonorafterOctoberl , lgg4,medicalsuppl ics, lbruscbypat ient
in their own home - Reimbursement is based on 100% of the Medicare maximurn for medical
supplies reflected in the 1993 Arkansas Medicare Pricing File not to exceed the f itle XIX
coverage limitations as specified inAttachmerrt 3.1-A and Attachrnent 3.1-8, ltem 12.c.7.

0 3-c?
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____________________________________________________________________________________________________ 

7. Home Health Services (Continued)

c. Medical Supplies, Equipment and Appliances Suitable for Use in the Home (continued)

(2) Durable Medical Equipment (DME) - Reimbursement is based on amount billed not to
exceed the Title XIX maximum.

Effective for claims with dates of service on or after April 1, 2020, the
reimbursement rate maximums for codes subject to Section 1903(i)(27) of the Social
Security Act will be set annually at the January 1 Medicare non-rural rate for the
State of Arkansas.  All rates are published on the agency’s website
(http://medicaid.mmis.arkansas.gov/).  Except as otherwise noted in the plan, state
developed fee schedule rates are the same for both governmental and private
providers.

For all other DME claims not covered by Section 1903(i)(27) of the Social Security
Act, rates will be set as follows.

Purchase: The Title XIX maximum for new equipment is based on Medicare’s 1990 DME
Fee Schedule. For those items which Medicare did not have a rate, the lowest manufacturer
cost plus 10% was used.  Arkansas Medicaid is following Medicare’s policy of purchasing
any item that costs $150.00 or less.

Rental or Capped Rental: Capped Rental equipment may not be rented for more than 455
consecutive days.  The reimbursement rates for capped rental items will be established by
dividing the purchase price by 455 days to arrive at a daily rental rate.  Once the 455 day
rental maximum is reached, Arkansas Medicaid will cease to pay rent on the equipment,
however the equipment will remain in the recipient’s home as long as determined medically
necessary by the recipient’s physician.  The equipment will remain the property of the DME
company.

A provider may bill for maintenance. However, this maintenance fee may not be billed until
either 182 days have elapsed after the 455 day rental period or 182 days have elapsed from the 
end of the period the item is no longer covered under the suppliers or manufacturer’s
warranty, whichever is later.  Maintenance will continue to be paid at six-month intervals if
equipment is determined to be medically necessary.  Reimbursement of the maintenance is the 
lesser of the amount billed or the Title XIX maximum.  The Title XIX maximum was
established by arraying all the Title XIX monthly maximums for capped rental items and
utilizing the 50th percentile.

For those items which are rental only, the Medicare 1990 DME Fee Schedule monthly rental
rate was used to calculate the Medicaid daily rental rate.  The Medicare monthly rental rate
was multiplied by 12 to determine the one-year rental amount and divided by 365 to arrive at
the Medicaid daily rental amount.

June 18, 2020

https://gcc02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fmedicaid.mmis.arkansas.gov%2F&data=02%7C01%7CLynn.Burton%40dhs.arkansas.gov%7C8f4438e4c66742bb591c08d7b572c680%7C5ec1d8f0cb624000b3278e63b0547048%7C1%7C0%7C637177376864957149&sdata=z6hR5TzRjtVY5H85NLTixyhd3r35Omi8Den4PbM9JeA%3D&reserved=0
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7. Home Health Services (Continued)

c . Medical Supplies, Equipment and Appliances Suitable for Use in the Home (continued)

(3)

(4)

DMEA.Iasal CPAP Device

DMEAIasal CPAP Device - Reimbursement is based on the lesser of the provider's actual
charge for the service or the Title XD( (Medicaid) maximum. The Title XD( maximum was

established based on a I 989 survey conducted by the Division of Medical Services of four
Arkansas durable medical equipment companies. Reimbursement for the nasal CPAP device
is always on a rental basis only. The rate was established by utilizing the lowest monthly
rental rate reflected by the survey. The reimbursement methodology includes a provision

for automatic adjustments based on fluctuations in the economy.

DMElBiLertel Positive Airway Pressure (BIPAP) Equipment

Effective for claims with dates of service on or after February l, 1995, reimbursement is

based on the lesser of the provider's actual charge for the service or the Title XIX
(Medicaid) maximum. The Title XIX maximum for the BIPAP is based on 100% of the

Medicare maximum for equipment and supplies reflected in the 1994 Arkansas Medicare
Pricing File. The Medicaid monthly rental rate for equipment was used to calculate the

daily rental rate. The BIPAP medical supply rate was established at2io/o of the total for all

supplies utilized with the BIPAP equipment. Reimbursement is a global rate for equipment,
supplies and maintenance.

srereJLdlLtb!5-
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OTHER TYPES OF CARE        January 1, 2022 
____________________________________________________________________________________________________ 
7. Home Health Services (Continued)

c. Medical Supplies, Equipment and Appliances Suitable for Use in the Home (continued)

(5) Aerochamber Device

Effective for dates of service on or after October 1, 1997, reimbursement is based on the
lesser of the provider's actual charge for the service or the Title XIX (Medicaid) maximum.
The Title XIX (Medicaid) maximum established was based on a 1997 survey of Durable
Medical Equipment (DME) providers.  The information obtained in the survey indicated there 
is only one major manufacturer and distributor of the aerochamber devices (with or without
mask) to providers enrolled in the Arkansas Medicaid Program.  It was determined the
aerochamber devices are sold to each provider for the same price.  As a result, the current
Title XIX (Medicaid) maximum for the aerochamber devices (with or without mask) was
established based on the actual manufacturer=s list prices.  Thereafter, adjustments will be
made based on the consumer price index factor to be implemented at the beginning of the
appropriate State Fiscal Year, July 1.

(6) Specialized Wheelchairs, Seating and Rehab Items

Reimbursement is based on the lesser of the provider's actual charge for the service or the
Title XIX (Medicaid) maximum.  Effective for claims with dates of service on or after May 1,
1995, the Title XIX (Medicaid) maximums were established utilizing the manufacturer's
current published suggested retail price less 15%.  The 15% is the median of Oklahoma
Medicaid which is currently retail less 12% and Texas Medicaid which is currently retail less 
18%.  Effective for claims with dates of service on or after September 1, 1995, the following
Kaye Products, procedure codes Z2059, Z2060, Z2061 and Z2062, are reimbursed at the
manufacturer's current published suggested retail price.  The State Agency and affected
provider association representatives will review the rates annually and negotiate any
adjustments.

(7) DME/Continuous Glucose Monitors.

Procedure Codes and Rates.
A. Rates. Effective for dates of service on or after January 1, 2022,

reimbursement for Continuous Glucose Monitors (CGM) and related
supplies is based on the Medicare non-rural rate for the State of
Arkansas (effective as of July 28, 2021, and subject to change when
Medicare rates are adjusted) for the allowable procedure codes. All
rates are published on the agency’s website. Except as otherwise noted
in the plan, state developed fee schedule rates are the same for both
governmental and private providers.

1-10-2022
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7. Home Health Services (Continued)

c . Medical Supplies, Equipment and Appliances Suitable for Use in the Home (continued)

(7) Augmentative Communication Device

Reimbursement is based on the manufacturer's charges. Providers must submit an itemized

manufacturer's invoice with the claim. Reimbursement will include the cost of the device,

software, carrying case and maintenance agreement, not to exceed a maximum of $7,500.00

If a recipient-under age 2l in the Child Health Services (EPSDT) Program has met the

lifetime Lenefit, and itls determined that additional equipment is medically necessary, the

provider can request an extension of benefits. Training in the use of the device is not

included and is not a covered cost. Repairs to the equipment or associated items outside the

initial maintenance agreement are a covered service. Reimbursement for repairs of

augmentativ..o.rnurr].ation device components will be manufacturer's invoice price for

pals plus l0%. Arkansas Medicaid reimburses for the labor based on the lesser of the

amount billed not to exceed the Title XD( (Medicaid) maximum. The Medicaid maximum

was calculated by conducting a survey of three manufacturers of augmentative

communication devices who repair state-of-the art devices to the less complex devices- The

three manufachrrer's current hourly charge for labor was totaled, then divided by 3 to arrive

at an average hourly rate. The hourly rate was divided by 4 to arrive at a 15 unit rate. Labor

will be reimbursed per unit of service, (1 unit = l5 minutes limited to a maximum of 20

units per date of service allowed).

Phototherapy @ili-rubin) Light with Polometer

Effective for dates on or after May l, 1999, the reimbursement rate is based on the lesser

of the provider's actual charge for the service or the Title XIX maximum. The Title XIX

(Medicaid) maximum was baied on 100% of the Medicare maximum (daily rental rate) for

the phototirerapy @ili-rubin) Light with Polometer as reflected in the 1999 Medicare DME,

Prosthetics, Orthotics and Supplies Fee Schedule. The reimbursement methodology includes

a provision allowing adjustments based on fluctuations in the economy. Any adjustment to

the rate will be based on the most current Medicare DME, Prosthetics, Orthotics and

Supplies Fee Schedule.

(8)

d. Physical Therapy

Ilcfcr to Itcm 4.b.(19).
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7. Home Health Services (Continued)

c. Medical Supplies, Equipment and Appliances Suitable for Use in the Home (continued)

Ox1'gen

Reimbursement is based on the loryer of the amount billed or the Title XIX maximum
charge allorved.

The Titte XIX maximum for the oxygen concentrator' liquid oxygen, liquid oxygen
ryalker and reservoir is based on the DME fiscal year 1981 Medicare l{edian.

(10) Diapers :

Reimbursement is based on the lesser of the provider's actual charge for the service
or the Title XIX (lVledicaid) Maximum. Effective IVIarch 1, 1991, the l\Iedicaid
Maximum lvas estabtished based on the median cost for each item. The median cost
lvas determined by surveying three medical supply companies'

(e)
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____________________________________________________________________________________________________ 
 
7. Home Health Services (Continued) 
 

c. Medical Supplies, Equipment and Appliances Suitable for Use in the Home (continued) 
 
  (11) Specialized Rehabilitative Equipment 
 

Effective for claims with dates of service occurring on and after May 1, 2010, the 
reimbursement rate maximums for the following listed Medicaid covered specialized 
rehabilitative equipment will be 85% of the February 1, 2009 retail price.   
 
Reimbursement for this specialized rehabilitative equipment is by fee schedule, at 
the lesser of the billed charge or the Title XIX (Medicaid) maximum allowable.  
Except as otherwise noted in the plan, state developed fee schedule rates are the 
same for both governmental and private providers of this specialized rehabilitative 
equipment and the fee schedule is published on the Medicaid website at 
www.medicaid.state.ar.us.    

 
Bath chair 56” 
Tray for Gait Trainer 
Corner chair w tray & casters, small 
Corner chair w tray & casters, large 
Low back activity chair 
Supine stander 51”, small 
Supine stander 71”, large 
Prone stander 35” 
Prone stander 42” 
Prone stander 50” 
Tray for stander, prone 
Tray for stander, supine 
Foot sandals for standers 
Caster base for up-rite stander, small 
Caster base for up-rite stander, medium 
Caster base for up-rite stander, large 
Tumble form tri stander w/tray, small 
Tumble form tri stander w/tray, large 
Mobile floor sitter, medium/large 
Tray for toddler chair 
Wrap around back support, small 
Wrap around bath support, large 
Toilet support w/high back, small 
Toilet support w/high back, large 
Adult gait trainer 
 

Commode chair, extra wide and/or      
     heavy duty 
Standing frame syst., any size, w/wo       
    wheels 
Transition toddler chair, small 
Gait trainer, ped size, posterior support,  
     w/all Accessories 
Adjustable abduction wedge w/hip  
     stabilizer 
Up-rite stander, small 
Up-rite stander, medium 
Up-rite stander, large 
Tumble form feeder seat, small 
Tumble form feeder seat, medium 
Tumble form feeder seat, large 
Seat & back pad for toddler chairs 
T&S high back w/support activity        
    chair, 14” 
T&S high back w/support activity 
    chair, 16” 
Toilet seat reducer ring (padded) 
4 wheel reverse walker 
4 wheel front swivel reverse walked 
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7. Home Health Services (Continued)

c. Medical Supplies, Equipment, and Appliances Suitable for Use in the Home (continued)

(12) Low-Profile Skin Level Gastrostomy Tube and Percutaneous Cecostomy Tube and
Supplies

Effective for dates of service on or after September 1, 2000, reimbursement is based on
the lesser of the provider’s actual charge for the Low-Profile kits and accessories or the
Title XIX (Medicaid) maximum. The agency’s rates were set as of September 1, 2000 and
are effective for services on or after that date.  All rates are published on the agency’s
website. Except as otherwise noted in the plan, state developed fee schedule rates are the
same for both governmental and private providers of DME services. The Title XIX
(Medicaid) maximum for the kit and accessories is based on the manufacturer’s list prices
to the DME providers as of July 1, 2000 plus ten percent (10%). The State Agency will
review the manufacturer’s list prices annually and may adjust the Medicaid maximums if
necessary.  Arkansas Medicaid will reimburse providers for the kit and accessories as
purchase only items.

Effective for dates of service on or after March 1, 2014, coverage of the Low-Profile for
Percutaneous Cecostomy Tube will be reimbursed based on the above-mentioned
methodology.

d. Physical Therapy

Refer to Item 4.b.(19).
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8. Private Duty Nursing to enhance the effectiveness of treatment for ventilator-dependent beneficiaries, high

technology non-ventilator beneficiaries or tracheotomy beneficiaries

Reimbursement is based on the lesser of the amount billed or the maximum Title XIX (Medicaid) charge
allowed.  The State is under a U. S. District Court order that sets out the process for rates to be determined.
That process includes evaluation of rates based upon market forces as they impact on access.  Payment of
the resultant rates is ordered by the court.

The agency’s private duty nursing fee schedule rates were set as of July 1, 2015 and are effective for fee
schedule services on or after that date.  All fee schedule rates are published on the agency’s website
(https://medicaid.mmis.arkansas.gov/Provider/Docs/fees.aspx ). Except as noted in the plan, state
developed fee schedule rates are calculated using the same method for both governmental and private providers 
of private duty nursing services.

Effective for dates of service on or after October 1, 1994, reimbursement for private duty nursing medical
supplies is based on 100% of the Medicare maximum for medical supplies reflected in the 1993 Arkansas
Medicare Pricing File not to exceed the Title XIX coverage limitations as specified in Attachment 3.1-A, page 
3d, and Attachment 3.1-B, page 4a.

Effective for dates of service on or after July 1, 2015 through December 31, 2018, RN and LPN hourly
reimbursement rate maximums are set based on market analysis of salaries, fringe benefits and
administrative/overhead costs. Market analysis included the following steps:

• Acquired 2013 wage rates from the Federal Bureau of Labor Statistics for Arkansas,
• Determining employee benefit costs by using Skilled Nursing Facility cost reports submitted as of

July 1, 2014,
• Assessing overhead costs by calculating the percent of direct to indirect costs reported in the most

recent audited Medicare Home Health cost reports by the top 70% of Medicaid reimbursed non-
hospital home health providers during SFY 2007, and

• It was estimated that a private duty nurse will travel approximately 8 miles each hour.

Effective for dates of service on or after January 1, 2019, RN and LPN hourly reimbursement rate 
maximums are set based on market analysis of salaries, fringe benefits and administrative/overhead 
costs. Market analysis included the following steps:  

• Wage rates from the Federal Bureau of Labor Statistics for Arkansas do not exceed two
calendar years from the establishment of the hourly reimbursement rates,

• Determining employee benefit costs by using Skilled Nursing Facility cost reports submitted
as of July 1st of the State Fiscal Year that precedes the effective date of the rates,

• Overhead costs percentage was calculated using Skilled Nursing Facility cost reports
submitted as of July 1st of the State Fiscal Year that precedes the effective date of the rates,
and

• It was estimated that a private duty nurse will travel approximately 8 miles each hour.

The fee schedule will be published on the agency’s website as referenced above.

TN: 18-0015 
Supersedes TN: 15-0005

Approved: 02/27/2019 Effective: 01/01/2019

http://www.medicaid.state.ar.us/
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8. Private Duty Nursing Services (Continued)

Refer to Attachment 4.19-B, Item 4.b.(5) for reimbursement information for private duty nursing services for high
technology non-ventilator recipients in the Early and Periodic Screening Diagnosis and Treatment (EPSDT)
Program.

9. Clinic Services

(1) Adult Developmental Day Treatment (ADDT) and Early Intervention Day Treatment (EIDT)

Reimbursement for comprehensive evaluation services is based on the lesser of the amount billed or the
maximum Title XIX (Medicaid) charge allowed. The Title XIX maximum was established based on a 1980
survey conducted by Developmental Disabilities Services (DDS) of 85 Arkansas Developmental Day
Treatment providers of their operational costs excluding their therapy services.  An average operational cost
and average number of units were derived for each service.  The average operational cost for each service
was divided by the average units for that particular service to arrive at a maximum rate.

For dates of service occurring on or after January 1, 2020, the maximum per unit rate for Adult day
habilitation services increased to$11.77.  These new rates were calculated based on analysis of the current
2019-2020 costs to provide quality services in compliance with governing regulations.  The rates have been
demonstrated to be consistent with the Clinic Upper Payment Limit at 42 CFR 447.321.  For ADDT day
habilitation services, there is a maximum of 5 hours of services per day.

For EIDT, auditory, developmental and neuropsychological testing services listed in the 1990 Blue
Cross/Blue Shield Fee Schedule that are not subject to the other specifically identified reimbursement
criteria are reimbursed based on 80% of the October 1990 Blue Cross/Blue Shield Fee Schedule amounts.
For those services that were not included on the October 1990 Blue Cross/Blue Shield Fee Schedule, rates
are established per the most current Blue Cross/Blue Shield Fee Schedule amount less 2.5% and then
multiplied by 66%.

For EIDT, Psychological diagnosis/evaluation services provided by EIDTs certified as Academic Medical
Centers (AMCs) are reimbursed from the Outpatient Behavioral Health Services (OBHS) Fee Schedule as 
described in Attachment 4.19-B, Item 13.d.1.

For EIDT, Medical professional services reimbursement is based on the physician’s fee schedule.  Refer to the 
physician’s reimbursement methodology as described in Attachment 4.19-B, Item 5.

The maximum rate for five minutes of registered nursing services is $4.77.  The maximum rate for five
minutes of licensed practical nursing services is $3.17. Reimbursement for registered nurses and licensed
practical nurses is based on the Private Duty Nursing Fee Schedule as described in Attachment 4.19B, Item 8.

State developed fee schedule rates are the same for both public and private providers of EIDT and ADDT
services.  Occupational, physical and speech therapy services under the EIDT and ADDT Program are
reimbursed as is described in Item 4.b.(19).

Extensions of benefits will be provided for all EIDT and ADDT services, if medically necessary.

Revised Submission 05.20.20
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9. Clinic Services (Continued) 
 

(2) Family Planning Clinic Services 
 

Payment based on reasonable negotiated rate. 
 

(3) Maternity Clinic Services 
 

Payment based on reasonable negotiated rate. 
 

Effective for claims with dates of service on or after July 1, 1992, the Title XIX maximum rates were 
decreased by 20% 

 
(4) Ambulatory Surgical Center Services 

 
Act 1352 of the 2013 Arkansas General Assembly established reimbursement for Ambulatory Surgery 
Centers based on 80% of the Medicare Ambulatory Surgery Center procedure code reimbursement 
rates. Reimbursement is based on the lesser of the provider’s actual charges for the service or the Title 
XIX (Medicaid) maximum. These rates are effective for dates of service beginning July 1, 2013 
through June 30, 2015. All rates are published on the agency’s website (www.medicaid.state.ar.us). 
Except as otherwise noted in the plan, state developed fee schedule rates are the same for both 
governmental and private providers of Ambulatory Surgical Center services. Medicaid will follow 
Medicare procedure code updates. 
 
Effective July 1, 2015 Act 1236 as amended by the 2015 Arkansas General Assembly 
adjusted reimbursement for Ambulatory Surgery Centers to 95% of the Medicare 
Ambulatory Surgery Center procedure codes reimbursement rates. Also in accordance with 
this amendment Medicaid may adopt and assign a CPT code for a comparable procedure (if 
the procedure code is not listed on the Medicare ASC procedure code listing) only if the code 
was approved by Medicaid before the procedure was performed. 
 
In accordance with the Act, Implantable Devices which are not bundled as part of the appropriate 
procedure code will be reimbursed at a pass-through cost; if the combined documented cost of the 
appropriate implantable devices is greater than 50% of the appropriate Medicaid maximum 
procedure code reimbursement rate.  If multiple devices are included for one patient, then the total 
provided devices’ cost is calculated and then compared to the appropriate procedure code. The 
implantable devices’ reimbursement provision is also effective for dates of service beginning July 
1, 2013 through June 30, 2015. These implantable devices are listed in the provider manual 
which can be found on the agency’s website at 
https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/asc.aspx. 
 
 

 

http://www.medicaid.state.ar.us/
https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/asc.aspx
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9. Clinic Services (Continued) 
 

(5) End-Stage Renal Disease (ESRD) Facility Services 
 

Reimbursement is made at the lower of:  (a) the provider’s actual charge for the service or (b) the allowable fee 
from the State’s ESRD fee schedule based on reasonable charge. 
 
The Medicaid maximum is based on the 50th

 

 percentile of the Arkansas Medicare facility rates in effect March 
1, 1988.  Rates will be reviewed annually. 

After discussion with CMS, it was determined that the Arkansas Medicare 75th percentile is considered the norm 
for Arkansas Medicare reimbursement.  Since the State reimburses at Arkansas Medicare’s 50th

 

 percentile, the 
reimbursement rates will not exceed Arkansas Medicare on the aggregate. 

Effective for claims with dates of service on or after July 1, 1992, the Title XIX maximum rates were decreased 
by 20%. 
 
Effective for dates of service on and after October 1, 2004, the Arkansas Medicaid Program covers training in 
peritoneal self-dialysis for beneficiaries with end-stage renal disease. 

 
    Reimbursement for peritoneal self-dialysis and training has been established as follows. 

 
The Arkansas Medicaid maximum allowable daily fee for training in continuous ambulatory peritoneal dialysis 
(CAPD) equals the maximum allowable daily fee ($130) for a hemodialysis treatment plus $12.00 per day.  This 
is the same methodology used by Medicare to calculate their CAPD training reimbursement rate. 
 
The Arkansas Medicaid maximum allowable daily fee for training in continuous cycling peritoneal dialysis 
(CCPD) equals the maximum allowable daily fee ($130) for a hemodialysis treatment plus $20.00 per day.  This 
is the same methodology used by Medicare to calculate their CCPD training reimbursement rate. 

 
10. Dental Services 

 
Refer to Attachment 4.19-B, Item 4.b.(18). 
 
The agency’s rates were set as of November 21, 2007 and are effective for services on or after that date.  All 
rates are published on the agency’s website (www.medicaid.state.ar.us).  Except as otherwise noted in the plan, 
state developed fee schedule rates are the same for both governmental and private providers of dental services.  
Reimbursement rate maximums are calculated at 95% of the 2007 Delta Dental Plan of Arkansas Inc.’s Premier 
rates.  Upon CMS approval, the reimbursement rates calculated under this method will be submitted to the 
United States District Court for the Eastern District of Arkansas (case of Arkansas Medical Society v. Reynolds) 
for its approval. 
 
Dentures - Based on contract price established through competitive bidding.  
 
Medicaid dental rates will be adjusted as follows.  The Division of Medical Services and the Arkansas State 
Dental Association shall meet on two year cycles beginning January 1, 2007, to evaluate the dental rates 
considering the factors set out in 42 U.S.C. Section 1396a(a)(30)(A) and shall review Delta Dental’s then 
current Premier rates, identify rate adjustment to be made, and agree on the implementation methodology and 
date. 

http://www.medicaid.state.ar.us/�


TN:20-0021 Approval: Effective Date:1-1-2021 
Supersedes TN:99-0010 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-B  
MEDICAL ASSISTANCE PROGRAM Page 3c 
STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES –  
OTHER TYPES OF CARE Revised: January 1, 2021

4 Physical Therapy and Related Services 

a. Physical Therapy - Refer to Attachment 4.19-B, Item 4.b.(19).

b. Occupational Therapy - Refer to Attachment 4.19-B, Item 4.b.(19).

c. Speech-Language Pathology - Refer to Attachment 4.19-B, Item 4.b.(19).

1. Speech Generating Device Evaluation

Effective for dates of service on or after September 1, 1999,
reimbursement for an Speech Generating Device (SGD) Evaluation is
based on the lesser of the provider's actual charge for the service or the
Title XIX (Medicaid) maximum. The XIX (Medicaid) maximum is
based on the current hourly rate for both disciplines of therapy involved
in the evaluation process. The Medicaid maximum for speech-language
therapy is $25.36 per (20 mins.) unit x's 3 units per date of service (DOS)
and occupational therapy is $18.22 per (15 mins.) unit x's 4 units per
DOS equals a total of $148.96 per hour. Two (2) hours per DOS is
allowed. This would provide a maximum reimbursement rate per DOS
of $297.92.
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11. Physical Therapy and Related Services (Continued)

c. Speech-Language Pathology - Reimbursement Is based on the lesser of the

amount billed or the Title XIX (Medicaid) maximum.

The Title XIX (Medicaid) maximum was established based on a 1985 survey

conducted by the Division of Developmental Disabilities of private therapy

providers, hospital providers and nursing home providers of their 1985 billed

charges.  The mean (arithmetic average) rate for therapy services established

the Title XIX maximum.  The rates include the professional and administrative

components.  Effective for dates of service on or after 7-1-91, rates were

increased by 4%.
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12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a physician skilled in 

diseases of the eye or by an optometrist  
 

a. Prescribed Drugs  
 

A. Payment for ingredient cost for covered outpatient legend and non-legend drugs for all pharmacy and 
medication types that are not otherwise identified within this section shall be based upon the lesser of 
methodology. 
 
 Lesser of Methodology: 

i. Brand Drugs 
a. The usual and customary charge to the public or submitted ingredient cost;   
OR 
b. The National  Average Drug Acquisition Cost (NADAC) plus the established 

professional dispensing fee;   
OR 
c. The ACA Federal Upper Limit (FUL) plus the established professional dispensing 

fee; 
OR 
d. The calculated State Actual Acquisition Cost (SAAC), as defined in B, plus the 

established professional dispensing fee 
 

ii. Generic Drugs 
a. The usual and customary charge to the public or submitted ingredient cost; 
OR 
b. The National Average Drug Acquisition Cost (NADAC) plus the established 

professional dispensing fee; 
OR 
c. The ACA Federal Upper Limit (FUL) plus the established professional dispensing 

fee; 
OR 
d. The calculated State Actual Acquisition Cost (SAAC), as defined in B, plus the 

established professional dispensing fee 
 

iii. Backup Ingredient Cost Benchmark 
If NADAC is not available, the allowed ingredient cost, unless otherwise defined, shall 
be the lesser of Wholesale Acquisition Cost (WAC) + 0%, State Actual Acquisition Cost 
(SAAC) or ACA Federal Upper Limit. 
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12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a physician skilled in diseases of the

eye, or by an optometrist

a. Prescribed Drugs (Continued)

iv. Limited Access and Specialty Drugs
Limited Access Drugs are defined as drugs not available for dispensing in all retail pharmacies
based on price or separate agreements between manufacturer and pharmacy. Limited Access Drugs
and Specialty Drugs will be reimbursed at the Lesser of Methodology plus the established
professional dispensing fee. If NADAC is not available, then the Backup Ingredient Cost
Benchmark will apply which will use the lesser of Wholesale Acquisition Cost (WAC) plus zero
percent (+0%) or State Actual Acquisition Cost (SAAC).

v. 340B Drug Pricing Program
a. Covered Legend and non-legend drugs, including specialty drugs, purchased through the

Federal Public Health Service’s 340B Drug Pricing Program (340B) by pharmacies that carve
Medicaid into the 340B Drug Pricing Program, shall be reimbursed the lesser of the 340B
actual invoice price or the 340B ceiling price [provided or calculated by Average
Manufacturer Price (AMP) minus Unit Rebate Amount (URA)] plus the established
professional dispensing fee. The 340B actual invoice price for each drug reimbursement
covered under this program must be submitted to the Department prior to any claims being
processed. Drugs acquired through the federal 340B drug pricing program and dispensed by
340B contract pharmacies are not covered.

b. Physician administered drugs, including specialty drugs, purchased through the 340B
Program, will be reimbursed the lesser of the 340B actual invoice price or the 340B ceiling
price [provided or calculated by Average Manufacturer Price (AMP) minus Unit Rebate
Amount (URA)]. The 340B actual invoice price for each drug reimbursement covered under
this program must be submitted to the Department prior to any claims being processed.

vi. Federal Supply Schedule (FSS) and FQHC
Facilities purchasing drugs, specialty drugs, and physician administered drugs through the Federal
Supply Schedule (FSS) or drug pricing program under 38 U.S.C. 1826, 42 U.S.C. 256b, or 42
U.S.C. 1396-8, other than the 340B Drug Pricing Program, shall be reimbursed no more than the
Federal Supply Schedule price. The addition of the established professional dispensing fee for
pharmacies will apply, except in the cases of physician administered drugs. Federally Qualified
Health Centers (FQHC) that purchase drugs through the 340B program and carve in Medicaid will
be reimbursed by the encounter rate, except in the case of Implantable Contraceptive Capsules,
Intrauterine Devices, and Contraceptive Injections, in which case reimbursement will be no more
than the 340B ceiling price. Federally Qualified Health Centers (FQHC) that do not participate in
the 340B program, or carve out Medicaid, will be reimbursed by the encounter rate, except in the
case of Implantable Contraceptive Capsules, Intrauterine Devices, and Contraceptive Injections, in
which case reimbursement will be at the actual acquisition cost.

December 20, 2022
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12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a physician skilled in diseases

of the eye, or by an optometrist

a. Prescribed Drugs (Continued)

vii. Clotting Factor
a. Pharmacies dispensing Antihemophilic Factor products will be reimbursed at the lesser of

methodology plus the established professional dispensing fee. The lesser of methodology
for the allowed ingredient cost shall be the Wholesale Acquisition Cost (WAC) plus zero
percent (+0%) or State Actual Acquisition Cost (SAAC).

b. Pharmacies dispensing Antihemophilic Factor products purchased through the Federal
Public Health Service’s 340B Drug Pricing Program (340B) by pharmacies that carve
Medicaid into the 340B Drug Pricing Program shall be reimbursed the lesser of
methodology for the allowed ingredient cost shall be the 340B actual invoice price,
Wholesale Acquisition Cost (WAC) plus zero percent (+0%) or State Actual Acquisition
Cost (SAAC). The 340B actual invoice price for each drug reimbursement covered under
this program must be submitted to the Department prior to any claims being processed.

viii. Drugs Purchased at Nominal Price
Facilities purchasing drugs at Nominal Price (outside of 340B or FSS) shall be reimbursed by
their actual acquisition cost.

ix. Physician Administered Drugs
Reimbursement rates for Physician Administered Drugs are a “fee schedule” as determined
by the Medicare fee schedule. If the Medicare rate is not available, then other published
pricing Average Wholesale Price (AWP) less five percent (-5%) shall be used to determine
reimbursement. Under the fee schedule methodology, reimbursement is based on the lesser of
the billed charge for each procedure or the maximum allowable for each procedure.

B. State Upper Limit (SUL) shall apply to certain drugs identified administratively, judicially, or by a federal
agency as having a published price exceeding the ingredient cost. The calculated SAAC shall be obtained from
actual acquisition costs from multiple resources, if available. Depending on the variance, either the highest
acquisition cost, an average of the acquisition costs, or invoice price shall be used in determining a SAAC.
When Brand and Generic drugs are available for the same ingredient, reimbursement will be based on the
Generic State Actual Acquisition Cost (SAAC).

December 20, 2022
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12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a physician skilled in 

diseases of the eye or by an optometrist 
 

a. Prescribed Drugs (Continued) 
 
C. Investigational drugs are excluded from coverage. 

D. The State does not have federally recognized tribes.  Indian Health Services, tribal and urban Indian 
pharmacies payment methodology for outpatient administered medication does not apply. 
 

E. Pharmacies providing covered outpatient prescription services for Certified Long-Term Care 
beneficiaries will be reimbursed for ingredient cost using the lesser of methodology plus the established 
professional dispensing fee. 
 

F. The Professional Dispensing Fee for covered outpatient legend and non-legend drugs shall take into 
consideration the State’s Preferred Drug List status for the drug being dispensed and equals the 
average professional dispensing fee in the aggregate: 

 
• Brand and Non-preferred Brand = $9.00 
• Brand Preferred and Generic Medication drug = $10.50 
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12. Prescribed drugs, dentures, prosthetic devices; and eyeglasses prescribed by a physician skilled in diseases of 

the eye or by an optometrist (Continued) 
 

b. Dentures 
 

Refer to Attachment 4.19-B, Item 10 
 

c. Prosthetic Devices 
 

(1) Eye Prostheses - Refer to Attachment 4.19-B, Item 4.b.(13). 
 

(2) Hearing Aids - Refer to Attachment 4.19-B, Item 4.b.(12). 
 

(3) Ear Molds - Refer to Attachment 4.19-B, Item 4.b.(14). 
 

(4) Pacemakers and Internal Surgical Prostheses - Reimbursed at 80% of invoice price. 
 

(5) Hyperalimentation - Reimbursement according to the lower of the amount billed or the Title 
XIX maximum charge allowed. 
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12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a physician skilled in diseases 
of the eye, or by an optometrist (Continued)

c. Prosthetic Devices (continued)

(6) Orthotic Appliances and Prosthetic Devices

Reimbursement is based on the lesser of the amount billed or the Title XIX
(Medicaid) maximum charge allowed. State developed fee schedule rates are the
same for both public and private providers of orthotic appliances and prosthetic
devices.

Effective for dates of service occurring on and after September 1, 2006,
reimbursement rate maximums for Medicaid covered orthotic appliances and
prosthetic devises are based on one hundred percent (100%) of the 2006 DMEPOS
Medicare rates.

For the following procedure codes not reflecting a rate on the 2006 DMEPOS
Medicare fee schedule, reimbursement rate maximums for dates of service occurring
September 1, 2006, and after, will be based on one hundred percent (100%) of the
2006 Arkansas Blue Cross/Blue Shield rate:

A5510 = $30.28, L0452 = $263.81, L3202 = $51.21, L3204 = $50.12, L3206 = $51.93,
L3207 = $52.67, L3208 = $28.58, L3209 = $39.53, L3211 = $42.11, L3215 = $93.94,
L3216 = $113.29, L3219 = $105.26, L3221 = $126.00, L3222 = $139.22, L3230 =
$163.33, L3250 = $331.47, L3253 = $44.64, L3257 = $32.95, L3265 = $20.54, L3902 =
$1,980.19, L4205 = $35.00, L4210 = $28.27, L7500 = $67.55, L7520 = $15.00

Effective for dates of service on or after January 1, 2023, reimbursement rate
maximums for orthotic appliances and prosthetic devices will be set at ninety
percent (90%) of the January 1, 2022 Medicare non-rural rate for the State of
Arkansas. For orthotic and prosthetic codes not listed on the Medicare fee schedule,
reimbursement rate maximums for dates of service on or after January 1, 2023, will
be set at eighty percent (80%) of the January 1, 2022, Arkansas Blue Cross/Blue
Shield rate.  For orthotic and prosthetic codes not listed on the Medicare fee
schedule or the Arkansas Blue Cross/Blue Shield fee schedule, the reimbursement
rate will be calculated using the manufacturer’s invoice price plus ten percent
(10%).

All rates are published on the agency’s website Fee Schedules - Arkansas Department
of Human Services. Except as otherwise noted in the plan, state developed fee
schedule rates are the same for both governmental and private providers.

12/19/2022

https://humanservices.arkansas.gov/divisions-shared-services/medical-services/helpful-information-for-providers/fee-schedules/
https://humanservices.arkansas.gov/divisions-shared-services/medical-services/helpful-information-for-providers/fee-schedules/
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12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a physician skilled in diseases of
the eye or by an optometrist (Continued)

d. Eyeglasses

Negotiated statewide contract bid. 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this plan

a. Diagnostic Services - Not provided.
b. Screening Services - Not provided.
c. Preventive Services - Provided with limitations.

Arkansas covers vaccines and vaccine administration which includes approved vaccines recommended by
the Advisory Committee on Immunization Practices (an advisory committee established by the Secretary,
acting through the Director of the Centers for Disease Control and Prevention).

d. Rehabilitative Services

1. Rehabilitative Services for Persons with Mental Illness (RSPMI)

Reimbursement is based on the lower of the amount billed or the Title XIX (Medicaid) maximum allowable. 
Except as otherwise noted in the state plan, state developed fee schedule rates are the same for both 
governmental and private providers of RSPMI services. The agency’s fee schedule rates were set as of April 
1, 1988 and are effective for services provided on or after that date. All rates are published on the agency’s 
website at www.medicaid.state.ar.us. 

Effective for dates of service on or after April 1, 2004, reimbursement rates (payments) for inpatient visits 
in acute care hospitals by board certified psychiatrists shall be as ordered by the United States District 
Court for the Eastern District of Arkansas in the case of Arkansas Medical Society v. Reynolds. Refer to 
Attachment 4.19-B, Item 5, for physician reimbursement. 

The State shall not claim FFP for any non institutional service provided to individuals who are residents 
of facilities that meet the Federal definition of an institution for mental diseases or a psychiatric 
residential treatment facility as described in Federal regulations at 42 CFR 1440 and 14460 and 42 CFR 
441 Subparts C and D. Reimbursement of RSPMI services that are provided in IMD’s will be 
discontinued for services provided on or after September 1, 2011. 

For RSPMI services provided in clinics operated by State operated teaching hospitals. 

Effective for claims with dates of service on or after March 1, 2002, Arkansas State Operated Teaching 
Hospital psychiatric clinics that are not part of a hospital outpatient department shall be reimbursed based on 
reasonable costs with interim payments at the RSPMI fee schedule rates and a year-end cost settlement. 
The provider will be paid the lesser of actual costs identified using a CMS approved cost report or customary 
charges. Each Arkansas State Operated Teaching Hospital with qualifying psychiatric clinics shall submit an 
annual cost report. Said cost report shall be submitted within five (5) months after the close of the hospital’s 
fiscal year. Failure to file the cost report within the prescribed period, except as expressly extended by the 
State Medicaid Agency, may result in suspension of reimbursement until the cost report is filed. The State 
Medicaid Agency will review the submitted cost report and make a tentative settlement within 60 days of the 
receipt of the cost report and will make final settlement in the following year after all Medicaid charges and 
payments have been processed. The final settlement will be calculated and made at the same time as the next 
year’s tentative settlement is calculated and made. 

Medical professionals affiliated with Arkansas State Operated Teaching Hospitals are not eligible for 
additional reimbursement for services provided in these clinics. 
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The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this plan
(Continued)

(d) Rehabilitative Services (Continued)

(1) Rehabilitative Services for Persons with Mental Illness (RSPMI) (Continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY

I. PURPOSE: In order to assure that Medicaid funds are used to purchase medical assistance efficiently
and economically (quality services of the right kind and mix), Medicaid has established a payment
improvement initiative (“Payment Improvement Program,” or “Program”).  The Program:

1. Establishes Principle Accountable Providers (“PAPs”) for defined episodes of care;
2. Uses episode-based data to evaluate the quality, efficiency and economy of care delivered in

the course of the episode of care, and to apply incentive adjustments;
3. Incentivizes improved care quality, efficiency and economy by rewarding high-quality care

and outcomes;
4. Encourages clinical effectiveness;
5. Promotes early intervention and coordination to reduce complications and associated costs;

and
6. When provider referrals are necessary, encourages referral to efficient and economic

providers who furnish high-quality care.

Complete details including technical information regarding specific quality and reporting metrics, 
performance thresholds and incentive adjustments are available in the Episodes of Care Medicaid 
Manual available at https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx and also 
at the Arkansas Health Care Payment Improvement Initiative website at 
http://www.paymentinitiative.org/Pages/default.aspx.   

II. NOTICE and AMENDMENTS: The Program and Program amendments are subject to review and
approval by the Centers for Medicare and Medicaid Services (CMS).   Rules establishing the Program
are adopted in compliance with the Arkansas Administrative Procedure Act, Ark. Code Ann. § 25-15-
204. Except in cases of emergency as defined in Ark. Code Ann. § 25-15-204(e)(2)(A), providers will
receive at least 30-days written notice of any and all changes to the Episodes of Care Medicaid Manual
and State Plan pages.

III. MEDICAID PAYMENTS: Subject to the incentive adjustments described below, providers,
including PAPs, furnish medically necessary care to eligible beneficiaries and are paid in accordance
with the published Medicaid reimbursement methodology in effect on the date of service.

8/31/20

https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx
http://www.paymentinitiative.org/Pages/default.aspx
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The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this plan
(Continued)

(d) Rehabilitative Services (Continued)

(1) Rehabilitative Services for Persons with Mental Illness (RSPMI) (Continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY
(CONTINUED)

IV. INCENTIVE ADJUSTMENTS (Continued):

1. Positive Incentive Adjustments: If the PAP’s average adjusted episode paid claims are lower
than the commendable threshold and the PAP meets the quality requirements established by
Medicaid for each episode type, Medicaid will remit an incentive adjustment to the PAP equal to
the difference between the average adjusted episode reimbursement and the commendable
threshold, multiplied by the number of episodes included in the calculation, multiplied by fifty
percent (50%) or the gain sharing percentage specified for the episode of care.  To avoid
incentivizing underutilization, Medicaid may establish a gain sharing limit.  PAPs with average
adjusted episode expenditures lower than the gain sharing limit will receive an incentive
adjustment calculated as though the PAP’s average adjusted episode of care paid claims equal the
gain sharing limit.

2. Negative Incentive Adjustments: If the average adjusted episode of care paid claims are higher
than the acceptable threshold, the PAP will remit to Medicaid the difference between the
acceptable threshold and the average adjusted episode reimbursement, multiplied by the number of
episodes included in the calculation, multiplied by fifty percent (50%) or the risk sharing
percentage specified for the episode of care.  Unless provided otherwise for a specific episode of
care, a provider’s net negative incentive adjustment (total positive adjustments minus total negative
adjustments) for all episode of care adjustments made during any calendar year shall not exceed
ten percent (10%) of the provider’s gross Medicaid reimbursements received by the provider
during that calendar year.

8/31/20
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The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in this plan
(Continued)

(d) Rehabilitative Services (Continued)

Rehabilitative Services for Persons with Mental Illness (RSPMI) (Continued)

Incentives to improve care quality, efficiency, and economy (CONTINUED)

V. APPLICATION: Complete details including technical information regarding specific quality and reporting
metrics, performance thresholds and incentive adjustments are available in the Episodes of Care Medicaid Manual
available at https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx and also at the Arkansas
Health Care Payment Improvement Initiative website at http://www.paymentinitiative.org/Pages/default.aspx.

Reserved for the potential addition of Episodes of Care subject to incentive adjustments 

8/31/20

https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx
http://www.paymentinitiative.org/Pages/default.aspx
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Orher diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere
in this plan. (Continued)

d. Rehabilitative Services

2. Extended Rehabilitative Services for Persons with Physical Disabilities (RSPD)

Arkansas Non-State Operated Rehabilitative Hospitals

Refer to Attachment 4.19-A,Page 9a, for the reimbursement methodology, except
no room and board charges will be reimbursed and the upper limit is set annually
at the 70th percentile of all non-state operated rehabilitative hospitals' inflation-
adjusted Medicaid per diem rate.

Arkansas State-Operated Rehabilitative Hospitals

Effective for claims with dates of service on or aftet l-l-96, Arkansas State
Operated Rehabilitative Hospitals are classified as a separate class group. The
Medicaid definition of a state operated rehabilitative hospital is: A hospital that is
recognized as a state operated rehabilitative facility.

The per diem reimbursement for Rehabilitative Services for Persons with Physical

Disabilities (RSPD) provided by a State Operated Rehabilitative Hospital will be

in accordance with the reimbursement methodology in Attachment 4.19-A, Page 9a,
except; the initial per diem rate will be capped at 5232.AA, no room and board

charges will be reimbursed and the annual inflation factor will be based on the

HCFA Market Basket Index forecasts published by the HCFA Regional Office for
the quarter ending in September. The inflation factor used is taken from the

Excluded Hospital Input Price lndex category. Arkansas Medicaid will review the
per diem rate annually and adjust the rate, if necessary, based on the provider's

unaudited cost report, and the annual inflation factor.

13.
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in 
this plan.  (Continued)

Outpatient Behavioral Health Services

The fee schedule was set as of July 1, 2017, and is effective for services on or after this date.  Rates for
services provided under the Residential Community Reintegration Program are effective for dates of service
on or after October 1, 2017. Except as noted in the plan, state developed fee schedule rates are the same for
both governmental and private providers of behavioral health services.    Based on the information gained
from the peer state analysis and the consideration of adjustment factors such as Bureau of Labor Statistics
(BLS) along with Geographic Pricing Cost Index (GPCI) to account for economic differences, the state was
able to select appropriate rates from fee schedules published by peer states. Once this rate information was
filtered according to Arkansas requirements a “state average rate” was developed.  This “state average rate”
consisting of the mean from every peer state’s published rate for a given procedure served as the base rate for 
the service, which could then be adjusted by previous mentioned factors (BLS), (GPCI) etc.

Effective January 1, 2024, the following services will be set to pay eighty percent (80%) of the 2022
Medicare non-rural rate for the State of Arkansas:

• Individual Behavioral Health Counseling;
• Marital or Family Behavioral Health Counseling without Beneficiary Present;
• Marital or Family Behavioral Health Counseling with Beneficiary Present; and
• Mental Health Diagnosis.

Effective January 1, 2024, the following services will be adjusted to pay one hundred percent (100%) of 
the 2022 Medicare non-rural rate for the State of Arkansas: 

• Group Behavioral Health Counseling; and
• Multi-Family Behavioral Health Counseling.

All rates are published on the agency’s website: Fee Schedules - Arkansas Department of Human 
Services 

December 14, 2023

https://humanservices.arkansas.gov/divisions-shared-services/medical-services/helpful-information-for-providers/fee-schedules/
https://humanservices.arkansas.gov/divisions-shared-services/medical-services/helpful-information-for-providers/fee-schedules/
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13. Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere in 
this plan.  (Continued)

Acute Crisis Units

The fee schedule was set as of July 1, 2017 and is effective for services provided on or after this date.  Except
as noted in the plan, state developed fee schedule rates are the same for both governmental and private
providers of behavioral health services.  The fee schedule can be accessed at Fee Schedules - Arkansas
Department of Human Services.  Effective for dates of service on or after July 1, 2017, reimbursement for Acute
Crisis Unit is based on   prospective rate of $350.00 per day with no cost settlement and no budget submission
necessary for all certified Acute Crisis Unit providers.  No room and board costs, or other unallowable facility 
costs, are built into the daily rate. Based on the information gained from the peer state analysis and the
consideration of adjustment factors such as Bureau of Labor Statistics (BLS) along with Geographic Pricing
Cost Index (GPCI) to account for economic differences, the state was able to select appropriate rates from fee 
schedules published by peer states. Once this rate information was filtered according to Arkansas
requirements a “state average rate” was developed.  This “state average rate” consisting of the mean from
every peer state’s published rate for a given procedure served as the base rate for the service, which could
then be adjusted by previous mentioned factors (BLS), (GPCI) etc.

Each provider furnishing this service must keep any records necessary to disclose the extent of services the
provider furnishes to beneficiaries and, on request, furnish the Medicaid agency any information maintained
and any information regarding payments claimed by the provider for furnishing this service. The Division of
Provider Services and Quality Assurance (DPSQA), in conjunction with the State’s contracted review entity,
will provide ongoing monitoring to assure that services provided under the bundled rate are of the type,
quantity and intensity of services required to meet the medical need of beneficiaries.

December 14, 2023

https://humanservices.arkansas.gov/divisions-shared-services/medical-services/helpful-information-for-providers/fee-schedules/
https://humanservices.arkansas.gov/divisions-shared-services/medical-services/helpful-information-for-providers/fee-schedules/
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t4. Services for individuals age 65 or older in institutions for mental diseases.

Inpatient hospital services

Not provided.

Nursing facility services

Not provided.
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retarded, as defined in

who are determined,
Sect ion 1905(d).  (Other than
in accordance with Sect ion

Effective for dates of service on or after July 6, 1992, reimbursement for residential treatment centers is

based on the lesser of the budgeted cost per day rvhich includes the professional component or a limit of

$3 50.00 per day rvitS no cost senlement. The budgeted cost per day is based on the provider's current budget

information. Arkansas Medicaid rvill negotiate rvith tlre Arkansas Hospital Association annually (State Fiscal

year -  July I  through June 30) regarding adjustmentof the rate and/or the $350.00 per day l imit '  The

Inpatient Psychiatric-Hospital reimbursement methodology is reflected on Attachment 4'19-A, Page 9b'

The budgetetl per diem cost is calculated from an annual budget, rvhich all Residential Treatment

Center providers are requiretl to submit for the upcoming State Fiscal Year (July 1" through June

30'h). Annual budgets 
"r" 

,lu. by April 30'h. Shoutd April 30'h fall on a Saturday, Sunday, or State of

Arkansas holiday or federal holiday, the due date shall be the follorving business day. Failure to

submit the b;dg;t  by Apri t  30,h may result  in the suspension of reimbursement unt i l  the budget is

submitted. Rates rvill be calculated annually and will be effective for dates of sen'ice occurring during

the State Fiscat year for rvhich the budgets rvere prepared. This is a prospective rate rvith no cost

sett lement.

Nerv prol , iders are required to submit a ful l  year 's annual budgct for the current State Fiscal Year

(July l , , through June 30,n; at  the t ime of enroi lment.  This budget is used to set their  rate at the lesser

of the but lgeted al lorvable cost per t lay, or the upper l imit  (cap) of 5350 per diry '

Sexual Offender Proerams

Sexual Offeuder prograrns are designed specifically for the treatmellt of those patients desigrrated as sexual

off-errders rvho capuot be treated rvitft other nrental healtlr patients. These sen'ices are provided in separate

runits ip t6e psyc6iatr ic faci l i ty.  These units nrc-et al l  the reqtt i renrents of Subpart  D of 42 CFR Part 441 for
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16 . Inpat ient Psychiatr ic Faci l i ty Services For Individuals Under 22 Years of Age (Cont inued)

Sexual Off'ender Program s (corrti nued)

New prov iders are required to sr rbm it a full t ear's annual bud-uet for the current State Fiscal Year (July l ' '
throush June i0 'r ' )  at  the t i rne of enrol lment i f  no cost repoft  is avai lable. This annual budget is used to set
their interirn rate at tlre lesser of the budgeted allowable cost per dapr the upper limit (cap).

Year encl cost reports must he submitted and will be audited in the same manneras audits tbr inpatient
psychiatric hospitalResidential Treatment Units (RTUs)and will be cost settled.

Interirn rates and cost settletnerltsare calculated using the same methodologyas inpatient residential treatnlent
units with tlre same professior.al ct'rnrponent cap and the same annual State Fiscal year per diem cap.

N urse IVI idrvit-e Services

Reiml ' rursentett t  is based ort  the lesserof the arnourrt  bi l led or the Ti t le XIX (Medicaid) rnaxirnum. The Tit le
XIX Marirnum fbr nurse-rnidwif 'e services is 80% of the current physician Medicaid Maximum. Rho_rant
RhoD lnt m utte C lobu lin is reittt hrrrsecl at tlre sanre rate as tlre plrysician's rate since the cost and adrnin istration
of the drus does not varv bet..veen the nurse. rnidwife and plrysician.

AdditionalReimbursern:nt forNurse-\{idwit'e Services Associated with UAMS - Refbrto Attachrnent
4 . 1 9 - 8 .  i t e m  5 .
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18. Hospice Care

Arkansas Medicaid reimburses hospice providers in accordance with the Medicaid fee schedule and
hospice wage index requirements published annually by CMS. For the Routine Home Care and
Continuous Home Care rates, the hospice wage index to be applied to the wage component subject to
index is based on the location of the individual's home. For the Inpatient Respite Care and General
Inpatient Care rates, the hospice wage index to be applied to the wage component subject to index is
based on the location of the hospice. Public and private providers are reimbursed the same rates.
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19. Case Management Services

A. Pregnant Women

Reimbursement is a fee for service.
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19. Case Management Services (continued) 
 

B. Persons Sixty years of Age and Older 
 

TCM services, when prescribed by a physician or other medical professional designated by the Division of 
Medical Services, are available to beneficiaries age 60 and older as well as beneficiaries age 21 and older 
with a physical disability or aged 65 and older who participate in the ARChoices In Homecare 
(ARChoices) 1915 (c ) waiver, who:   

• have limited functional capabilities in two or more ADLs or IADLs, resulting in a need for 
coordination of multiple services and/or other resources; OR 

• are in a situation or condition which poses imminent risk of death or serious bodily harm and one who 
demonstrates the lack of mental capacity to comprehend the nature and consequences of remaining in 
that situation or condition.    

  
Reimbursement is based on the lesser of the billed amount or the Title XIX (Medicaid) maximum allowable for 
each procedure.  Case management services are billed on a per unit basis.  One unit equals 15 minutes. 
 
The agency’s targeted case management fee schedule rates were set as of October 1, 2012 and are effective for 
services on or after that date.  All targeted case management fee schedule rates are published on the agency’s 
website (www.medicaid.state.ar.us).  A uniform rate for these services is paid to all governmental and non-
governmental providers unless otherwise indicated in the state plan. 
 
Cost per 15 minute unit = $7.50 
 

http://www.medicaid.state.ar.us/
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19 . Case Management Services {Continued}

C. Medicaid recipients ags twenty-two and otder who are diagnosed as having r deYolopmontrl
disability of mental retardation, cerebral palsy, epilepsy, autism or any other condition of a
person found to be closely related to mental retardation because it results in impairmant of
genaral intellsctual functioning or adaptive behavior similar to those of perronr with msntrl
rotardation or require treatment and services similar to those required for rueh perronr rnd
ars not receiving services through the DDS Alternative Community Servicsr (ACSI WriYor
Program.

Reimbursement is based on the lesser of the billed amount 0r the Title XIX (Medicaid) maximum
allowable for each procedure. Case management services are billed on a per unit basis. Ona unit equals

15 minutes.

Ths maximum rates are based on a Social Services Worker lll, Department of Human Ssrvicss position,

which most closely matches the duties of a case manager as defined in the TargatEd Case Management

amandment. Cost categories include salary ($25,480), overhead and administration ($2,548 - using
salary as the allocation base), benefits ($5,096-- using salary as the allocation base), and travsl
expenses reimbursed at state approved rates associated with case management (avgrage annual mileage
of (9,149 X 0.25 per mile - $2,287.25). As such, the targeted case management unit rate is $4.25

[$25,480 + $2,548 + $5,096 + $2,287.25 - $35,411.2512980 (52 weeks X 40 hours per weak]
- $17.02. Rounding t0 the nearest dollar on the basis of:

51 cents or higher, increase to next dollar
50 cents or lower, decrease to next lower dollar

17.00/4 - 4.25 per l5 minute unitl. These costs arc appropriate for other types of csso msnagsmsnt
providers because they encompass the types of duties, overhead costs, and travel costs associated with
cass managers currently performing the service.

t-,Cln , t '
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19. Case Management Services (Continuedl

D. Medicaid recipients ags twenty-one and youngel who experience developmental delryt have
a diagnosed physical or mental condition which has a high probability of raaulting in a
developmental delay; are determined to be at risk of having substantial developmontal dehy
if early intervention services ars not provided; are diagnosed as having a devolopmentd
disability which is attributable to mental retardation, cerebral palsy, epilepsy, autirm or rny
other condition of a psrson found to be closely relateil to mental retardation becaura it rerul$
in impairment of general intellectual functioning or adaptive behavior similrr to those of
persons with mental retardation or requires treatment and services similar to thosc requirad
for such persons and are not receiving services through the 0DS Alternativa Gommunity
Services (ACS) Waiver Program.

Refer to Attachment 4.19-8, Page 7a,ltem 19.C. for the reimbursement methodology.
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19 . Case Managentent Services (Continued)

Target Group:

This service will be reimbursed when provided to children who are Medicaid recipients age 0-20 who are
either at risk ofabuse or neglect or are abused or neglected children and are in th! care or custody ofthe
Department of Human Services, Division of Children and Family Services (DCFS).

An interim rate will be established. In order to ensure that such rate is reasonable for all providers,
it will be based on - and continue to be bound to - the actual cost of DCFS in providing case
management services to the target population. To the extent that payments rvill be made to
governmental service providers, in accordance rvith Federal Office of Management and Budget
Circular No. A-87 requirements, such payments shall not exceed the costs of p.roviding such services.

These interim rates rvill be established for every six month period ending June 30 and December 31.
After the actual costs for the period has been determined, all claims paid during this period will be
adjusted to the actual rate. A nery interim rate ryill be determined as described aboye. This rvilt be
repeated every six months to adjust claims paid at the interim rate to actual cost.

The Medicaid Targeted Case Management unit rate ryill be determined as follorvs:

Compute the Actual cost of providing targeted case managenrent seryices through DCFS tluring its
most recent ly complcted 6 month period for rvhich actual costs data exists,  rvhicb
includes case managers, their  direct supervisory and support  staff ,  anr l  their  indirect
administrat ivc staff .  This cost includes salrr ies and benef i ts;  other opgrl t ing costs
including travel,  suppl ies, telcphone and occup:rncy cost;  nnd indirect adnrinistrat i t 'e '
costs in accordancc ryi th Circuhr A-87.

Mult ipl ied by Percent:rgc of t inre spcnt by DCFS Fanri ty Scn' ice Workers in pcrfornr ing case
I lranagcnlent rvork on bchl l f  of  chi ldrcn in the ci l rc or custot ly of DCFS. This
pcrcentirgc rvill bc takcn fronr tlrc current r:rndonr monrent tinre studl'QflUTS) rvhich
is pcrfornrctl qu:rrtcrly. Thc RIVITS is currcntly uscd to alloc:rtc rvorkcr tinre to
vi l r ious funct iolrs so as lo propcrl l 'a l locir tc :rnd clrr i l r r  funds froln thc rr l tpropri l tc
progrrnts.

I l I r r l t i l l l icd by Pcrccl t t t tgc of I \ Icdic:r id rccipicnts iunong nunrbcr of c l icnts scr-viccd i l r  thc rnonth.
' I ' : tkcl t  togct l rcr rv i th thc l tNI l 's pcrccntugcs, this rvi l lg ivc thc pcrccrrt : rgc of t l r r .  tot .r l
cost of  sct ' l ' icc * 'orkcr t i l r rc r lc.scr ibct l  : rbovc t l r r t t  is : r l loc:r l l lc to l : rrgelcd c:rse
l tr : r  l r : tgcnrcn t .

' l 'N No AJrprova l  l )u tc
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19 . Case Management Services (Continued)

F. Target Group:

This service will be reimbursed when provided to children who are Medicaid recipients age 0-20 who are
either at risk of abuse or neglect or are abused or neglected children and are in the care or custody of the
Department of Human Services, Division of Children and Family Services (DCFS).

Equals

Divided by

Equals

Divided by

Equals

Total cost for Medicaid Targeted Case Management Services.

Six Months.

Average monthly cost of Medicaid Targeted Case Management Services.

Number of clients in receipt of Medicaid to be served during the month.

IVlonthly cost per Medicaid eligible client for Medicaid Targeted Case Management Services.
This is the monthly case management interim unit rate rvhich rvill be billed for each l\Iedicaid
recipient in the target group each month. Documentat ion of case management services
delivered rvill be retained in the service rvorker case files.

The monthly  case management in ter im uni t  rate is  that  amount  for  rvh ich the provider  rv i l l  b i l l  the i \ Ied icaid
Agency for  one or  more case management serv ices provided to each c l ient  in  receipt  of  Medicaid dur ing that
ntonth.  This "month ly  case management uni t "  rv i l l  be the basis  for  b i l l ing.  A nronth ly  case management uni t
is defined as the sunr of case nlanagement activit ies that occur rvithin the calendar month. Whethef a l\tedicaid
c l ient  receives t rventy hours or  t ryo hours or  less,  as long as some serv ice is  per lornred dur ing the nronth,  onl l '
onc uni t  o f  case manrgement  serv ice per  Medicaid c l icnt  rv i l l  be b i l led monthly .

il$*H.l \oql
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19. Case Management Services (Continued)

Target Group:

This service rvill be reimbursed when provided to children who are llledicaid recipients age 0-20 rvho
are at risk of delinquency as evidenced by being in the care or custody of the Department of Human
Services, Divisiou of Youth Services (DYS) or under the care of a designated provider (specified b1.
DYS) for assessment, supervision or treahnent.

There are trvo distinct targeted case management rates established for this target group. The first rate is
established for services provided by qualified public sector providers rvithin the Division of Youth Services.
The second rate is established for qualified private sector providers. For each group of providers, an interim
rate will be established. In order to ensure that such rate is reasonable for all providers, it rvill be based on -

and continue to be bound to - the actual cost of providing case management services to the target population
as reflected in DYS financial reports. To the extent that payments rvill be made to governmental service
providers, in accordance rvith Flderal Office of illanagement and Budget Circular No. A-87 requirements,
such payments shall not exceed the costs of providing such services.

QUALIFIED PUBLIC SECTOR PROVIDERS
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determined as fol lon's:

ompute the Actual cost of  providing targeted case management sen' ices through DYS during i ts

most recentl;r, completed 6 month period for rvhich actual costs data exists, rvhich

includes case managers, their  direct supervisory and support  staf l ,  and their  indirect

administrat ive staff .  This cost includes salar ies and benef i ts;  other operat ing costs

including travel,  suppl ies, telephone and occupancy cost;  and indirect administret ivc

costs in accordance rvi th Circular A-87.

Pcrccntagc of t inrc spent b1'DYS case nranagers in pcrfornr ing cxse management rvork

on bchalf  of  chi ldren in thc carc or custodl '  of  Dl 'S. This pcrccntagc rvi l l  be takcn

frorn thc currcnt randonr ntonrent t inrc stud.r ' (Ri\ lTS) rvhich is pe'r l 'ornted cech

quartcr b1'DYS. Tlrc RNITS is uscd to al locrtc and clainr f i rnds l ionr t l re approprietc

f t 'dcral  and non-l tderal  progranrs.

ul t ip l icd by

I l l u l t ig r l i cd  l rv  I ' c rccn t : rgc  o f  l \ t cd ica i t t  rcc ip icn ts  an long nunrbcr  o l ' c l i cn ts  scn ' i ccd  in  thc  t t ton th .

Takcn togct l rcr rv i t l r  thc. I t i \ lTS pt ' rccnt lgcs, this rvi l l  g ivc thc ; tcrcctt t : rgc of thc tot : t l

cost ol '  ctsLr nr: ln! lgcr t inrc dcscr ibct l  abovc that is al l r lc:rblc to t i r rgt ' tc( l  crrsc

In i t  n i lgcn lcn l .

I iqua ls ' l 'o l r t l  
cost  f r l r  Nl t 'd ic l id  

' I - : r rgctcd 
Casc I \ l lnagtr r rcr t t  Scrr  iccs.

TN No . Eft lct ive D.rtc
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t9 . Case Management Services (Continued)

Target Group:

This service rvill be reimbursed when provided to children ryho are N'Iedicaid recipients age 0-20 rvho
are at risk of delinquency as evidenced by being in the care or custody of the Department of Human
Services, Division of Youth Services (DYS) or under the care of a designated provider (specified by
DYS) for assessment, supervision or treatment.

Divided by Six lVlonths.

Equals

Divided by

Equals

Average monthly cost of Medicaid Targeted Case Management Services.

Number of clients in receipt of Medicaid to be served during the month.

i\{onthly cost per Medicaid eligible client for l\{edicaid Targeted Case i\Ianagement
Services. This is the monthly case management interim unit rate rvhich rvill be billed
for each Medicaid recipient in the target group each month. Documentation of case
management services delivered rvill be retained in the service ryorker case files.
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The monthly case management interim unit rate is that amount for rvhich the provider tvill bill the
Medicaid Agency for one or more case management services provided to each client in receipt of
Medicaid during that month. This "monthly case management unit" rvill be the basis for billing. A
monthly case management unit is delined as the sum of case management activities that occur rvithin
the calendar month. Whether a Medicaid client receives trventy hours or tn'o hours or less, as long
as some service is performed during the month, only one unit of case management service per
Medicaid client rvill be billed monthly.

This case management rate rvill be revierved at the end of each six-month period to determine if an
adjustment is necessary. Such adjustment nill be made on a prospective basis only utilizing the same
methodology.

QUALIFIED PRIVATE SECTOR PRO\TDERS

The l\{edicaid Targeted Case I\Ianagcment unit rate for qualified private sector providers rvill be
determined as follorvs:

Compute the Actual cost of targctcd case managenlent and approved for payment during the most
rcccntly complctcd 6 ntonth period for n'hich actual costs data exists.

Dividcd by Nunrbcr of uni ts bi l lcd and approvcd for pa1'rncnt in thc sanrple period.
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19 . Case Management Services (Continued)

Target Group:

This service lvill be reimbursed n'hen provided to children lyho are l\Iedicaid recipients age 0-20 who
are at risk of delinquency as evidenced by being in the care or custody of the Department of Human
Services, Division of Youth Services (DYS) or under the care of a designated provider (specified.by
DYS) for assessment, supervision or treatment.

Equals Average unit cost for llledicaid Targeted Case Management services. This unit cost
rvill be billed for each unit of TCII senices that each llledicaid recipient in the target
group receives each month. Documentation of the units of case management services
delivered rvill be retained in the client files maintained bv the subcontractors.

This case management unit rate rvill be rerierved as needed to determine if an adjustment is necessarl'.
Such adjustment will be made on a prospective basis only utilizing the same methodology.

SUPERSEDES: NONE _ NEW pAcE
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19 . Case i \ Ianagement  Scrv ices  (Cont inued)

Target  Group:
By invoking the except ion to conrparabit i ty al lorvecl  by 1915 (g)(t)  of  the Social  Secrrr i ty Act,  this

sen' ice rvi l l  be reimburset l  rvhen provided to persons $'ho are not rcceivi l lg case l l l l rntgement scrviccs

under  an  approved * 'a ivc r  p rogranr ,  no t  p laced in  an  ins t i t t t t ion  an t l  a re :

.  Aged 0-21 ancl nteet the nredical  el ig ibi l i ty cr i ter ia of Chi ldren's I \ [edical  Services

(Ci l IS),  t5e State,s Ti t le V Chi lc lren , i ' i th Special  Health Care Neet ls Agency, or;

.  SSI/TEFRA Disablcd Chi lc lren's Program cl ients aged 0-16 rvi th any diagnoses.

Chi ldren,s Nledical  Services (CIIS),  as the Ti t le V agency for chi lc lren rvi th speciel  health care needs'

is ent i t led to ful l  cost reimbursement for case management services to Nledicaid cl ients pursuant to

Sect ion 1902 (a)(11) of the Sociat Securi ty.Act and 42 CFR Sect ion 431.615 (cX4) '  rvhich al lo$'s Ti t le

V agencies to obtain i\Iedicaid reimbursement for the cost of services. The follorving rate determination

pertains to the rate paid to GNIS. Al l  other provicters of case management services qual i f f  ing under

this amendment rvi i l  enrol l ,  bi l l  and be reimbursecl according to the rate schedule establ ished by

tr Iedicaid under the Targeted Case i \ Ianagement Program reimbursement methodology shorvn on

Attachment 4.19-B, page 7.

Case management services lvill be billed at a unit rate rvhich is based on one or more documented case

management services provided to each client during a day. A case mxnagement unit is defined as the

sum of case management activities that occur rvithin a day. Tltus, no matter rvhether a i\Iedicaid client

receives three hours or f i f teen minutes of case management sert ' ices during the day, onl l '  one unit  of

case management services per client rvill be billed for one dal'. The unit rate rvill be based on the total

actual dai ly cost per cl ient served by CNIS. The unit  rate inclur les al l  direct and indirect costs related

to case nranagement ser l ' ice del ivery. Indircct costs arc costs rr ' l t ich cannot bc cl i rect l f  ic lent i l ied rvi th

a part icular program, but are necessary to the general  operat ion of the Dcpartmcnt of Human Sen' iccs

( in rvhich CnfS is located) or costs associated ,r l i th 
"n 

act iv i t l '$hich perfornts scn' ices benef i t ing more

than a  s ing le  p rogram.  None o f  the  ind i rec t  cos ts  o f  C i l lS  a re  c lup l i ca t i ve  o f  cos ts  a l ready  be ing

charged to  the  T i t l c  X IX program.  c t r IS  rv i l l  usc  cos t  repor t ing  pr inc ip les  descr ibec l  in  "cos t

pr inciples for State and Local Gol,ernments" l lubl ist tct l  in t l tc Ol ' l icc of i \ Ianagclncnt artd Buclgct

Circular A-87.
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19 . Casc l lanagenten t  Scrv ices  (Cont in t ted)

Target  Group:
l l y  i i r yok ing  the  except ion  to  comparab i l i t y  a l lo rve t l  b1 '  l9 l5  (gXt )  o f  thc  Soc ia l  Secur i t l 'Ac t ,  t l t i s

service n' i l l  be reinrbursccl  $.hen provided to persons rvho arc not rcceivi l lg cirsc nranagcnlel t t  scrr iccs

under an approvcd $'air .er progrant,  not placed in an inst i tut ion ant l  are:

.  r \ged 0-21 and meet the mecl ical  el ig ibi l i ty cr i ter ia of Chi ldren's Nledical  Services

(CNIS), lhe State's f  i t te V Chi ldren $' i th special  l leal th Care Nceds Agencv, or l

.  SSI/TEFRA, Disablecl  Chi ldren's Progrant cl ients aged 0-16 rvi th anv diagnoses.

\ \ 'henever i t  is determined that an inr l iv ic lual  Nler l icaid cl ient has insurance, CNIS rvi l l  b i l l  the insurance

company for case management ser l ' ices.

The reinrbursement rate for CNIS case managenrent services to Nlecl icaid cl ients is computed b1'dividing CIIS'

total  case management costs for l \ IedicaiO et igiUte cl ients per clay by the average dai ly nurnber of el ig ible

clients 1.ho rvere pror.ided case management serl,ices. The rate is based on a retrospective determination of

actual costs from the most recent report ing periods plus an update factor for inf lat ion or other knorvn costs

increases (Consumer price Index for Nledical Care for the Dallas-Ft. \Yorth region published monthly by the

Bureau of Labor Stat ist ics).  This rate rvi l l  be adjusted annual ly,  based on the most recent actual cost

determination. No retrospective cost/pa1,ment reconciliation will be made for a rate period. The initial rate

to be effect iveJanuary lz,zoot through September30,2001 rvi l l  be determined by trending the previous

October l , lgg7 (before the November i ,  1997 removal f rom the State PIan) rate forrvard using the CPI for

1,Iedical  Care -  Dal les/Fort  \yorth region. The rate to be effect ive October 1,2001 through September 30,

2002 rvi l l  be determined from cost information obtained from the six month period Januarl '1,2001 through

June 30,2001. Therealter,  the State Fiscal Year cost infornrat ion $' i l l  be used to set nc\v rates to be effect ivc

October  I  o f  each vear .

For \ Iedicaid cl ients u,ho receive rctroact ive Nledicaid ( ty 'pical ly SSI/TEFRA and spenddorvn cl ients),  a

conlputer report  l ' i l l  bc gcneratccl  to clocunrent the clal 's in rvhich thcse cl icnts rcccivcd casc nranxgcnrent

ser r . i ces  rvh ich  rvere  no t  b i l lec l  to  N lcd ic r id  bu t  cou ld  have bccn undcr  t l te  rc t roec t ive  da tc .  Th is  compt t tc r

report  $. i l l  thcn be usecl to bi l l  i \ Iccl icaid tbr idcnt i l iablc chargcs rclatct l  to ic lcnt i l ' iable casc nrenagcnrcnt
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1 9 . Case N lanagen len t  Scrv ices  (Cont inued)

Target  Group:
By  invok ing  the  except ion  to  conrpar : rb i l i t y  a l lo rve t l  by  1915 (gXt )  o f  the  Soc ia l  Secr r r i t v  Ac t ,  t l t i s

service rvi l l  be reimbursecl rvhen provi t let l  to pcrsons rvho are not receiving case nrrnagenrent serviccs

under  an  approvec l  rva iver  p rogram,  no t  p laccd  in  an  ins t i tu t io t t  and are :

.  .AgetI  0-21 and meet the medical  el ig ibi l i ty cr i ter ia of Chi ldren's Xledical  Services

(CNIS), the State's Ti t le V Chi l t l ren * ' i th Spccial  l leal th Care Needs Agency'  or;

.  SSI/TEFRA Disabled Chi ldren's Program cl ients aged 0-16 rvi th an,v diagnoses.

CNIS rvi l l  provide the state matching funds for l \ Ier l icaicl  reinrbursement to CIIS out of the CNIS

general  revenue appropriat ion. These matching funds for i \ Iedicaid reimbursement represent

"overmatch" for tne f i i te V grant and rvi l l  not be used to match any other federal  funds.

CNIS has extensive computer ized (as rvel l  as paper) c locumentat ion of the exact detai ls of  rvhat case

management services .rvere provided for each l\Iedicaid client and the dates of service'
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19. Case Msnegement Services (Continued)

E. Target Group:
By invoking the excepdon to comparability alloryed by 1915 (gXl) of the Social Sccurity .dc! this
service will be reimbursed when provided to persons who are not receiving case maDagemcnt seryices
under an approved rvaiver progrsn, not placed in an institution and are:

' Aged 0-21 and meet the medical eligibilify criteria of Children's &Iedical Services
(CNIS), the State's Title V Children with Special Health Care Needs Agency, or;

' SSVTEFR.A, Disabled Children's Program clients aged 0-16 with any diagnoses.

fhe reimburseneut rate for csse management services for X{edicaid eligible die!.ts is computed as
follows:

Compute the:

'Divided 
by:

Equals:

Divided by:

Eguals:

Multiplied by:

Equals:

-dctudl cost of providing crse maugement services lbr Medicaid eligible clients,
including cost of salaries and fringe benelits, travd, supplies, telephone, occupancy
cost' etc. A weighted ayerage rate will be calculated, based on the individuals
performing the service, through the utilization of a Random fime Study.

?,49 working days (52 rveeks x 5 days = 26A - I I paid holidays)

Total daily cost of proridiug case EanageEoent

Total average daily number of eligible i\fedicaid dients provided case management
services by CMS

Unit cost of providing case mantgement

Inflation factor (Consuner Price Intlex for Medical Care lbr the Dallss-Ft. lVorth
re$ou published in October of the current year)

Case management unit rate

TN No. O\_D\ o(-zo-  o l Effective Date O \- tZ- O I
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 4.19-B 
MEDICAL ASSISTANCE PROGRAM      Page 7h 
STATE 

 
ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE             Revised: March 1, 2011 
____________________________________________________________________________________________________ 
 
20. Extended Services for Pregnant Women 
 

a. Pregnancy-related and postpartum services for 60 days after the pregnancy ends. 
 
Reimbursement for these services is described in Attachment 4.19-A and Attachment 4.19-B, e.g. inpatient 
hospital, outpatient hospital, physician services, etc.  

 
b. Services for any other medical conditions that may complicate pregnancy. 
 

Reimbursement for these services is described in Attachment 4.19-A and Attachment 4.19-B, e.g. inpatient 
hospital, outpatient hospital, physician services, etc.  

 
c. Substance Abuse Treatment Services 
 

i. Except as otherwise noted in the plan, state developed fee schedule rates are the same for 
both governmental and private providers of personal care services and the fee schedule and 
any annual/periodic adjustments to the fee schedule are published on the Medicaid website 
at www.medicaid.state.ar.us. 

 
ii. Reimbursement for Substance Abuse Services is by fee schedule, at the lesser of the billed charge 

or the Title XIX (Medicaid) maximum allowable fee per unit of service.   A benefit limit has been 
established per procedure with extension available based on medical necessity. 

 
iii. The rates are set as of March 1, 2011 and are effective for services on or after that date. 
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE                 Revised: January 1, 2014 
____________________________________________________________________________________________________ 
 
21. RESERVED  

 
22. Respiratory care services (in accordance with section 1920(e)(9)(A) through (C) of the Act). 
 

1. See reimbursement methodology for respiratory therapy services for ventilator-dependent recipients under age 
21 on Attachment 4.19-B, Page 1j. 

 
2. Ventilator equipment - Reimbursement is based on the lower of the amount billed or the Title XIX maximum 

charge allowed. 
 

The Title XIX maximum is based on the following: 
 

(a) The volume control ventilator and accessories are based on the LP-6 manufacturer’s price (Aequitron 
Medical - October 1, 1986) for new equipment and 75% of the LP-6 manufacturer’s price (Aequitron 
Medical - October 1, 1986) for used equipment. 

 
(b) The suction pump is based on Medicare’s rate in effect in August 1987 for new equipment.  Used 

equipment is based on 75% of Medicare’s rate. 
 

(c) The negative pressure ventilator and accessories are based on the manufacturer’s price plus 10% for 
the maintenance, delivery, set up, emergency call, 24/hr/day, 7 day/week availability. 

 
(d) The oxygen concentrator, liquid oxygen, liquid oxygen walker and reservoir, hospital bed and 

nebulizer are based on the DME Fiscal Year 1981 Medicare median. 
 

(e) The ventilator supplies are based on the manufacturer’s price. 
 
(f) The pressure support ventilator is based on the 2007 Medicare rate. 

 
The reimbursement methodology includes a provision for adjustments based on legislative committee review, as 
required. 
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MEDICAL ASSISTANCE PROGRAM Page 8 
STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE               Revised: July 1, 2020 
____________________________________________________________________________________________________ 

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

a. Transportation

(1) The agency’s ground transportation fee schedule rates are published on the agency’s website.  A
uniform rate for these services is paid to all governmental and non-governmental providers unless
otherwise indicated in the state plan.

Ground Ambulance:  Services are reimbursed based on the lesser of the amount billed or the Title XIX
(Medicaid) charge allowed.

Effective for claims with dates of service on or after March 1, 2009, the Arkansas Medicaid maximum
mileage reimbursement rates are established for the Basic Life Support (BLS), Intermediate Life
Support (ILS), and Advanced Life Support (ALS) ground ambulance services by using 86% of the
Medicare rural base rate as of February 20, 2009, for the same services.

Effective for claims with dates of service on or after July 1, 2020, the Arkansas Medicaid
maximum reimbursement rate for covered ambulance procedure codes increased based upon a
routine rate study performed by DHS and its actuary.

(2) The agency’s air transportation fee schedule rates were set as of July 1, 2008, and are effective for
services on or after that date.  All air transportation fee schedule rates are published on the agency’s

website (www.medicaid.state.ar.us).  A uniform rate for these services is paid to all governmental and
non-governmental providers unless otherwise indicated in the state plan.

Air Ambulance:  Reimbursement for jet fixed wing, turboprop fixed wing, piston fixed wing, and
rotary wing air ambulance services is based on the lesser of the amount billed or the maximum Title
XIX (Medicaid) charges allowed.

The Air Ambulance service maximum reimbursement rates effective July 1, 2008, and after were
developed as follows:

• Rotary wing, helicopter pick-up, and per mile rates were calculated by using 85% of
Medicare Urban Rates as of 5/1/08 for the same services.

• Piston fixed wing, Turbo Prop fixed wing, and Jet fixed wing mileage rates were calculated
by using 85% of Medicare Urban Rates as of 5/1/08 for the same services.

• Piston fixed wing, Turbo Prop fixed wing, and Jet fixed wing hourly rates were calculated by
inflating the current rates by the change in the Consumer Price Index-All Urban Consumers
(CPIU – not seasonally adjusted, U.S. city average, all items) between December 1, 2000
and April 1, 2008.  This hourly reimbursement rate of medical personnel and medical
equipment is only for time while the aircraft is in the air, on the runway for takeoff and
landing, boarding and disembarking patient and crew, and taxiing.

Effective for dates of service occurring 7/1/2008 and after, reimbursement rate maximums for the 
turboprop fixed wing aircraft will be $6.54 per mile and $215.70 per hour, the maximums for piston 
propelled fixed wing aircraft will be $6.54 per mile and $50.32 per hour and the maximums for jet 
propelled aircraft will be $6.54 per mile and $215.70 per hour.  Effective for 7/1/2008 and after, 
reimbursement rate maximums for helicopter rotary wing aircraft will be $17.43 per mile and 
$2,462.25 per pick up (one way). 

The hourly reimbursement rate is for medical personnel and medical equipment and is only for time 
while the aircraft is in the air, on the runway for takeoff and landing, boarding and disembarking 
patient and crew, and taxiing.  The per mile rate is to cover the cost of transportation equipment, the 
salary of the pilot, and non-medical supplies.   

June 10, 2020

http://www.medicaid.state.ar.us/


STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
M EDICAL ASSISTANCE PROG RAM
STATE ARKANSAS

METHODS AND STANDARDS FOR ESTABLISHINC PAYMENT RATES.
OTHER TYPES OF CARE

ATTACHMENT 4.I9.8
Page 8a

Revised: July l ,2008

23. Any other medical care and any other rype of remedial care recognized under State law, specified by the Secretary

Transportation (Continued)

(2) Air Ambulance (Continued):

Effective for dates of service occurring May l, 2001 and after, Arkansas Medicaid will

reimburse ground transport salary and fringe expenses for the aircraft medical crew up to a

maximum of $1000 per total rourrdtrip flight. The purpose of this separate reimbursetnent

is to provide necessary additional life support and patient stabilizing medical services for

the transported patient. Maximums of $9.40 per l5 minute increment for nursing services
and $7.90 per l5 minute increment for paramedic services can be billed. These rates are
based on unaudited costs reflected on provider submitted cost statements dated August 3l,
2000. This reimbursement can only be made for medical crew assistance time while | ) the
crew travels to the hospital to pick up the patient 2) the patient is being transported from
the original hospital to the aircraft, 3) the patient is being transpofted from the aircraft to

the receivirrg hospital and 4) tlre crew is traveling back to the aircraft after delivering the
patient to the receiving hospital. The ground transport medical crew time is reimbursable
whether or not the crew actually accompanies the patient in the ground transport
ambulance. The crew may travel in a separate vehicle if necessary.

Effective for dates of service occurring May l, 2001 and after, Arkansas Medicaid will
reimburse air transport ventilator and respiratory therapist services. The $75 per hour
reimbursement rate for this service is based on unaudited costs reflected on provider

subrnitted cost statements dated August 3l, 2000. This service will only be reimbursed
when necessary for patient care during transportation. The hourly rate will only be
reimbursed for time while the aircraft is in the air, on the runway for takeoff and landing,
boarding and disembarking patient and crew, and taxiirtg.

The state covers round trip or running mileage. The rationale for tlre above is the expense
the provider incurs prior to pickup and delivery of the patient.
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE      Revised: June 1, 2022 
____________________________________________________________________________________________________ 

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

a. Transportation (Continued)

(2) Air Ambulance (continued)

Pediatric Hospitals

1. Helicopter Ambulance:  Effective for dates of service occurring August 15, 2001 and
after, helicopter ambulance services provided by instate pediatric hospitals will be
reimbursed based on reasonable costs with interim payments and year-end cost
settlement.  Interim payments are made at the lesser of the amount billed or the Title
XIX (Medicaid) charge allowed.  Arkansas Medicaid will use the lesser of the
reasonable costs or customary charges as determined from the hospital’s submitted
cost report to establish cost settlements.  The cost settlements will be calculated using 
the methods and standards used by the Medicare Program.  Methods and standards
refer to the allocation of costs on the cost report and do not include any current or
future Medicare reimbursement limits for this particular service.

(3) Emergency Medical Transportation Access Payment

1. Effective for dates of service on or after April 1, 2020, qualifying medical
transportation providers within the State of Arkansas; except for volunteer ambulance 
services, ambulance services owned by the state or county and political subdivisions,
air ambulance services, specialty hospital based ambulance services, and ambulance 
services subject to the state’s assessment on the revenue of hospitals; shall be eligible 
to receive emergency medical transportation access payments.  All emergency
medical transportation providers that meet this definition will be referred to as
Qualified Emergency Medical Transportation (QEMT) providers for purpose of this
section.

2. Payment Methodology

(A) The emergency medical transportation access payment to each QEMT shall
be calculated on an annual basis and paid out quarterly.  The access payment
will be eighty percent (80%) of the difference between Medicaid payments
otherwise made to QEMTs for the provision of emergency medical
transportation services and the average amount that would have been paid at
the equivalent community rate (hereinafter, average commercial rate or
ACR).

(1) The Division shall align the paid Medicaid claims for each
QEMT with the Medicare fees (Medicare Fee Schedule – Urban)
for each healthcare common procedure coding system (HCPCS)
or current procedure terminology (CPT) code and calculate the
Medicare payment for those claims.

May 25, 2022
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23. Any other medical care and any other type of remedial care recognized under State law, specified by

the Secretary.

a. Transportation (Continued)

(3) Emergency Medical Transportation Access Payment (continued)

(2) The Division shall calculate a separate Medicare equivalent of
the ACR for each QEMT that qualifies for the access payment
by dividing the total amount of the average commercial
payments for the claims by the total Medicare payments for the
claims.

(C) The specific payment methodology to be used in establishing the
emergency medical transportation access payment for QEMTs is as
follows:

(1) The Division shall send emergency medical transportation
access payment data collection forms to QEMTs.

(2) For each QEMT who submits the required data, the Division
shall identify the emergency medical transportation services
for which the provider is eligible to be reimbursed.

(3) For each QEMT who submits the required data, the Division
shall calculate the reimbursement paid to the QEMT for the
provision of emergency medical ambulance transportation
services excluding air ambulance services.

(4) For each QEMT, the Division shall calculate the QEMT’s
average commercial rate for all services identified under
Subparagraph (2) of this Section.

(5) For each QEMT, the Division shall subtract an amount equal
to the reimbursement calculation for each of emergency
medical transportation service from the amount calculated
for each of the emergency medical transportation services. [B
(4)-B (3)]

8-28-20



TN: 2022-0012 Approval: 08-01-22 Effective Date: 08-01-22 
Supersedes TN:2019-0009  

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-B 
MEDICAL ASSISTANCE PROGRAM Page 8aa-2 
STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE      Revised: August 1, 2022 
____________________________________________________________________________________________________
23. Any other medical care and any other type of remedial care recognized under State law, specified by the

Secretary.

a. Transportation (Continued)

(3) Emergency Medical Transportation Access Payment (continued)

(6) For each QEMT, the Division shall calculate the sum of each of
the amounts calculated for emergency medical transportation
services in Subparagraph (B (5).

(7) The Division shall provide a demonstration that access payments
are for the state fiscal year are within the applicable fee-for-
service upper payment limits as defined in 42 CFR 447.272,
when the upper payment limit demonstrations are due for the
fiscal year.  If the demonstration shows that payments for any
category have exceeded the UPL, the state will take corrective
action as determined by CMS.

(C) The Division shall reimburse QEMTs the access payment of eighty percent (80%) of
their UPL gap.

(D) These access payments are considered supplemental payments and do not replace any
currently authorized Medicaid payments for emergency medical transportation
services.

(4) Early Intervention Day Treatment (EIDT) and Adult Developmental Day Treatment
(ADDT) Transportation

Effective for claims with dates of service on or after August 1, 2022, EIDT and ADDT
transportation providers will be reimbursed on a per person, per mile basis at the lesser of
the billed charges or the maximum Title XIX (Medicaid) charge of $1.39 per person per
mile allowed.  Transportation will be covered from the point of pick-up to the EIDT or
ADDT facility and from the EIDT or ADDT facility to the point of delivery.  The route
must be planned to ensure that beneficiaries spend the least amount of time being
transported.
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23. Any other medical care and any other type of remedial care recognized under State law, specified by the
Secretary.

a. Transportation (Continued)

(5) Non-Emergency

(a) Public Transportation

Effective for dates of service on or after December 1, 2001, the following reimbursement
applies to public transportation services:

Taxi and Wheelchair Van - Reimbursement is based on the lesser of billed charges or the
Title XIX maximum allowable.  The billed charges must reflect the same charges made
to all other passengers for the same service as determined by the local municipality
which issues the permit to operate or by the Interstate Commerce Commission.  The Title
XIX maximum was established utilizing the 1991 Taxicab Fact Book issued by the
International Taxicab and Livery Association.  The calculations are as follows:

Taxi - The cost per mile of 1990 plus Market Basket Index of 1991 plus Market Basket
Index of 1992 plus 25% = $1.13 per mile (unit).

Wheelchair Van - Must transport six (6) or more passengers comfortably.

The cost per mile of 1990 plus Market Basket Index of 1991 plus Market Basket Index of
1992 plus 65% = $1.50 per mile (unit).  An additional 40% was added to the
reimbursement per mile due to the added cost of wheelchair van adaptation for
wheelchair accessibility and for additional provider compensation for physically
assisting the disabled.

The State Agency will negotiate with the affected provider group representative should recipient access become an issue. 

8-28-20
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23. Any other medical care and any other type of remedial care recognized under State law, specified by the
Secretary.

a. Transportation (Continued)

(5) Non-Emergency (Continued)

(b) Non-Public Transportation

Effective for dates of service on or after December 1, 2001, Non-Public
Transportation Services reimbursement is based on the lesser charges or the Title
XIX maximum allowable.  The Title XIX maximum is based on the Internal Revenue 
Service (IRS) reimbursement for private mileage in a business setting, plus an
additional allowance for the cost of the driver.  The standard mileage private
reimbursement is compliant to the 1997 Standard Federal Tax Report, paragraph
#8540.011.  The calculation of the additional allowance for the cost of the driver is
based on the minimum wage per hour, plus 28% of salaries (minimum wage) for
fringe benefits, plus a fixed allowance of $2.11 for the provider’s overhead and
billings, divided by 30 (average number of miles per trip).  The average number of
miles was determined by utilizing data from SFY 1996 and dividing the number of
miles per trip by the number of trips made.

The State Agency will negotiate with the affected provider group representatives should recipients access become an 
issue. 

(6) Volunteer Transportation: Amount of payment is agreed on by County Human Services
Office and the Carrier.  Medicaid reimburses the County Human Services Office for the
agreed amount.

The rate of reimbursement equals the amount of travel reimbursement per mile for a state
employee.  Medicaid reimbursement will not be made for services provided free of charge.

(7) Domiciliary Care: Fixed price set by Assistant Director, Division of Medical Services, based
on reasonable cost.  The provider submits a statement of expenses, i.e. salaries, repairs,
supplies, rent, etc. for their past fiscal year.  These costs are reviewed by the State’s auditors
for reasonableness.  These costs are reviewed annually and adjusted if necessary, therefore, an 
inflation factor is not applied.

The cost of meals and lodging are provided only when necessary in connection with
transportation of a recipient to and from medical care.

8-28-20
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b.

c.

d.

Services of Christian Science Nurses - Not provided.

care and services provided in christian science sanatoria _ Not provided.

Nursing Facility Services for patients under 21 years of age
SEE ATTACHMENT 4.19-D

Emergency Hospital Services

Reimbursement is based on the lesser of the amount billed or the maximum Tifle XIX
(Medicaid) maximum charge ailowed. The Tiile XrX (Medicaid) maximum was
established utilizing 8oo/o ot the Blue shield customary as reflected in their 1ol90
publication.

For tho'se procedures which Blue shield did not have a comparable cost, the rates were
increased by 35o/o' The 35% represents the average overall increase for allservices.
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The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

23. Any other medical care and any other type of remedial care recognized under State law, specified by the Secretary.
(Continued)

e. Emergency Hospital Services (Continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY

I. PURPOSE: In order to assure that Medicaid funds are used to purchase medical assistance efficiently and
economically (quality services of the right kind and mix), Medicaid has established a payment improvement
initiative (“Payment Improvement Program,” or “Program”).  The Program:

1. Establishes Principle Accountable Providers (“PAPs”) for defined episodes of care;
2. Uses episode-based data to evaluate the quality, efficiency and economy of care delivered in the

course of the episode of care, and to apply incentive adjustments;
3. Incentivizes improved care quality, efficiency and economy by rewarding high-quality care and

outcomes;
4. Encourages clinical effectiveness;
5. Promotes early intervention and coordination to reduce complications and associated costs; and
6. When provider referrals are necessary, encourages referral to efficient and economic providers

who furnish high-quality care.

Complete details including technical information regarding specific quality and reporting metrics, 
performance thresholds and incentive adjustments are available in the Episodes of Care Medicaid Manual 
available at https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx and also at the 
Arkansas Health Care Payment Improvement Initiative website at 
http://www.paymentinitiative.org/Pages/default.aspx.  

II. NOTICE and AMENDMENTS: The Program and Program amendments are subject to review and
approval by the Centers for Medicare and Medicaid Services (CMS).   Rules establishing the Program are
adopted in compliance with the Arkansas Administrative Procedure Act, Ark. Code Ann. § 25-15-204.
Except in cases of emergency as defined in Ark. Code Ann. § 25-15-204(e)(2)(A), providers will receive at
least 30-days written notice of any and all changes to the Episodes of Care Medicaid Manual and State Plan
pages.

III. MEDICAID PAYMENTS: Subject to the incentive adjustments described below, providers, including
PAPs, furnish medically necessary care to eligible beneficiaries and are paid in accordance with the published
Medicaid reimbursement methodology in effect on the date of service.

8/31/20
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The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

23. Any other medical care and any other type of remedial care recognized under State law, specified by the Secretary.
(Continued)

e. Emergency Hospital Services (continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY (CONTINUED)

2. Negative Incentive Adjustments: If the average adjusted episode of care paid claims are higher than
the acceptable threshold, the PAP will remit to Medicaid the difference between the acceptable threshold
and the average adjusted episode reimbursement, multiplied by the number of episodes included in the
calculation, multiplied by fifty percent (50%) or the risk sharing percentage specified for the episode of
care.  Unless provided otherwise for a specific episode of care, a provider’s net negative incentive
adjustment (total positive adjustments minus total negative adjustments) for all episode of care
adjustments made during any calendar year shall not exceed ten percent (10%) of the provider’s gross
Medicaid reimbursements received by the provider during that calendar year.

8/31/20
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The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

23. Any other medical care and any other type of remedial care recognized under State law, specified by the Secretary.
(Continued)

e. Emergency Hospital Services (Continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY (CONTINUED)

V. APPLICATION: Complete details including technical information regarding specific quality and
reporting metrics, performance thresholds and incentive adjustments are available in the Episodes of Care
Medicaid Manual available at https://medicaid.mmis.arkansas.gov/provider/docs/docs.aspx and also at the
Arkansas Health Care Payment Improvement Initiative website at
http://www.paymentinitiative.org/Pages/default.aspx.

Effective for dates of service on or after October 1, 2012, the defined scope of services within the following 
episode(s) of care are subject to incentive adjustments: 

(1) Perinatal Care Episodes - Sunset date for final reconciliation report 1/31/2021

Effective for dates of service on or after February 1, 2013, the defined scope of services within the following 
episode(s) of care are subject to incentive adjustments: 

(1) Congestive Heart Failure (CHF) Episodes - Sunset date for final reconciliation report 4/30/2021

8/31/20
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23.

METHODS AND ST.T\-D.{RDS FOR ESTABLISHING PANVMNT RATES -

OTIIER TI?ES OF C.ARE Revised: August 1' 2001

Any other medical care and any other type of remedial care recognized under State la'*', specified by the
Secretary.

Critical Access Hospitals (CAE)

Inpatient Reimbursement

Effective for dates of service occurring August 1, 2001 and after, inpatient services that are
furnished by CAHs that are enrolled in the Arkansas Medicaid CAE Program will be
reimbursed by interim per diem rates with year-end cost settlements. Cost settlements are
determined from provider submitted cost reports and are based on 100%o of reasonable
costs. Reasonable costs is defined as total reimbursable costs under Medicare principles of
cost reinbursement for CAHs.

Annual cost reporting requirements are the same as those for hospitals enrolled in the

Arkansas Medicaid Hospital Program as found in Attachment 4.19-A of this Plan- In

addition to these requirements, a hospital that converts to a CAI[: and whose effective date

of Medicaid enrollnaent as a CAH is a date other than the day following the last day of the

facililv's establshed cost reporting period under its enrollment in the Arkansas Medicaid

Hospital Program, must submit partial-year cost reports under each program in which it

maintained enrollment during the cost reporting period.

Interim per diem rate calculations, access to subcontractor's records provisions, audit

function responsibility and the rate appeal procedures are the same as those for hospitals

enrolled in the Arkansas Medicaid Hospital Program as found in Attachment 4.19-A of this

Plan.

In addition to the interim per diem rate calculations identified in Attachment 4.19-A, a

CAII's initial interim per diem rate will be the most recent interim per diem rate it

receit,ed under its prior enrollment in the Arkansas Medicaid Hospital Program; or the

interim per diem calcutated from the most recent full year's cost report it submitted under

its prior enrollment in the Arkansas llledicaid Hospital Program. In the event that a

hospitat enrolled in the Arkansas IUedicaid Hospital Program converts to a CAH before it

has had an intcrim per diem rate in effect for a ful l  cost report ing period, the State wil l  set

the faci l i t l"s C.AH intcrim per dicm rate at the mathcmatical mean of established CAHs
per diem rates in effect on the date lVledicaid establishes as the facility's date of enrollment

in the Arkansas I\Iedicaid Critical Access [lospital Program.
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23.

August  l ,2001

Any other medica! care and any other type of remedial care recognized under State la*', specified by the

Secretary (continued).

f. Critical Access Hospitals (CAII) (continued)

Outpatient Reimbursement

Effective for dates of service occurring August l, 2001 and after, outpatient sen'ices that

are furnished by CAHs that are enrolled in the Arkansas llledicaid CAII Program rvill be

reimbursed by minimum interim payment in accordance rvith the Arkansas lWedicaid
Program outpatient fee schedule (at the lesser of the billed charge or the fee schedule

maximum) rvith year-end cost settlements. Cost settlements are determined from provider

submitted cost reports and are based on l0}o/o of reasonable costs. Reasonable costs is

defined as total reimbursable costs under iVledicare principles of cost reimbursement for

CAHs.

Annual cost reporting requirements are the same as those for hospitals enrolled in the

Arkansas Medicaid Hospital Program as found in Attachment 4.19-A of this Plan. In

addition to these requirements, a hospital that converts to a CAH, and rvbose effective date

of Medicaid enrollrnent as a CAH is a date other than the day follorving the last day of the

facility's establisbed cost reporting period under its enrollment in the Arkansas lVledicaid

Hospitat Program, must submit partial-year cost reports under each program in which it

maintained enrollment during the cost reporting period.

Access to subcontractor's records provisions, audit function responsibilitl 'and the rate

appeal procedures nre the same as those for hospitals enrolled in the Arkansas llledicaid

Hospital Program as found in Attachment 4.19-A of this Plan.
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The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

23. Any other medical care and any other type of remedial care recognized under State law, specified by the Secretary.
(Continued)

f. Critical Access Hospitals (CAH) (continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY

I. PURPOSE: In order to assure that Medicaid funds are used to purchase medical assistance efficiently and
economically (quality services of the right kind and mix), Medicaid has established a payment improvement
initiative (“Payment Improvement Program,” or “Program”).  The Program:

1. Establishes Principle Accountable Providers (“PAPs”) for defined episodes of care;
2. Uses episode-based data to evaluate the quality, efficiency and economy of care delivered in the

course of the episode of care, and to apply incentive adjustments;
3. Incentivizes improved care quality, efficiency and economy by rewarding high-quality care and

outcomes;
4. Encourages clinical effectiveness;
5. Promotes early intervention and coordination to reduce complications and associated costs; and
6. When provider referrals are necessary, encourages referral to efficient and economic providers

who furnish high-quality care.

Complete details including technical information regarding specific quality and reporting metrics, 
performance thresholds and incentive adjustments are available in the Episodes of Care Medicaid Manual 
available at https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx and also at the 
Arkansas Health Care Payment Improvement Initiative website at 
http://www.paymentinitiative.org/Pages/default.aspx. 

II. NOTICE and AMENDMENTS: The Program and Program amendments are subject to review and
approval by the Centers for Medicare and Medicaid Services (CMS).   Rules establishing the Program are
adopted in compliance with the Arkansas Administrative Procedure Act, Ark. Code Ann. § 25-15-204.
Except in cases of emergency as defined in Ark. Code Ann. § 25-15-204(e)(2)(A), providers will receive at
least 30-days written notice of any and all changes to the Episodes of Care Medicaid Manual and State Plan
pages.

III. MEDICAID PAYMENTS: Subject to the incentive adjustments described below, providers, including
PAPs, furnish medically necessary care to eligible beneficiaries and are paid in accordance with the published
Medicaid reimbursement methodology in effect on the date of service.

8/31/20
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The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
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23. Any other medical care and any other type of remedial care recognized under State law, specified by the Secretary.
(Continued)

f. Critical Access Hospitals (CAH)(continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY (CONTINUED)

2. Negative Incentive Adjustments: If the average adjusted episode of care paid claims are higher than
the acceptable threshold, the PAP will remit to Medicaid the difference between the acceptable threshold
and the average adjusted episode reimbursement, multiplied by the number of episodes included in the
calculation, multiplied by fifty percent (50%) or the risk sharing percentage specified for the episode of
care.  Unless provided otherwise for a specific episode of care, a provider’s net negative incentive
adjustment (total positive adjustments minus total negative adjustments) for all episode of care
adjustments made during any calendar year shall not exceed ten percent (10%) of the provider’s gross
Medicaid reimbursements received by the provider during that calendar year.

8/31/20
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The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

23. Any other medical care and any other type of remedial care recognized under State law, specified by the Secretary.
(Continued)

f. Critical Access Hospitals (CAH) (continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY (CONTINUED)

V. APPLICATION: Complete details including technical information regarding specific quality and
reporting metrics, performance thresholds and incentive adjustments are available in the Episodes of Care
Medicaid Manual available at https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx and
also at the Arkansas Health Care Payment Improvement Initiative website at
http://www.paymentinitiative.org/Pages/default.aspx.

Effective for dates of service on or after October 1, 2012, the defined scope of services within the following 
episode(s) of care are subject to incentive adjustments: 

(1) Perinatal Care Episodes - Sunset date for final reconciliation report 1/31/2021

Effective for dates of service on or after February 1, 2013, the defined scope of services within the following 
episode(s) of care are subject to incentive adjustments: 

(1) Congestive Heart Failure (CHF) Episodes - Sunset date for final reconciliation report 4/30/2021

Effective for dates of service on or after October 1, 2013, the defined scope of services within the following 
episode(s) of care are subject to incentive adjustments: 

(1) Acute Exacerbation of Chronic Obstructive Pulmonary Disease (COPD) Episodes - Sunset date
for final reconciliation report 4/30/2021

(2) Acute Exacerbation of Asthma Episodes - Sunset date for final reconciliation report 10/31/2020

8/31/20
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE       Revised: April 10, 2018 
____________________________________________________________________________________________________ 

25. Telemedicine Originating Site Facility Fee

Effective for dates of service on or after April 10, 2018, the reimbursement rate for the telemedicine
originating site facility fee will be set at 10% of the Calendar Year 2017 Medicare Telemedicine
Originating Site Facility Fee.  All fee schedule rates are published on the agency’s website
(https://medicaid.mmis.arkansas.gov/General/Units/OCC.aspx).  Except as otherwise noted in the State 
Plan, state developed fee schedule rates are the same for both governmental and private providers.

TN: 18-002 
Supersedes TN: 91-032

Approval Date: 09/27/18 Effective Date: 04/10/18
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26. Personal care is furnished in accordance with the requirements at 42 CFR § 440.167 and with regulations
promulgated, established and published for the Arkansas Medicaid Personal Care Program by the Division of
Medical Services.

(a) Except as otherwise noted in the plan, state developed fee schedule rates are the same for both
governmental and private providers of personal care services and the fee schedule and any
annual/periodic adjustments to the fee schedule are published on the Medicaid website at
www.medicaid.state.ar.us.

(b) Reimbursement for Personal Care Program Services is by fee schedule, at the lesser of the billed
charge or the Title XIX (Medicaid) maximum allowable fee per unit of service.  Effective for dates of
service on and after July 1, 2004, one unit equals fifteen minutes of service.

(c) Effective for dates of service on and after July 1, 2007, reimbursement to enrolled Residential Care
Facilities (RCFs) for personal care services furnished to Medicaid eligible residents (i.e., clients) is
based on a multi-hour rate system not to exceed one day, based on the individual clients’ levels of
care.  A client’s level of care is determined from the service units required by his or her service plan.
Rates will be recalculated as needed to maintain parity with other Personal Care providers when
revisions of the Title XIX maximum allowable fee occur.  The effective date of any such revised rates
shall be the effective date of the revised fee.

(d) Reimbursement to enrolled Assisted Living Facilities (ALF) for personal care services furnished to
Medicaid eligible residents (i.e., clients) is based on a multi-hour rate system not to exceed one day,
based on the individual clients’ level of care.  A client’s level of care is determined from the service
units required by his or her service plan.  Rates will be recalculated as needed to maintain parity with
other Personal Care providers when revisions of the Title XIX maximum allowable fee occur.  The
effective date of such revised rates shall be the effective date of the revised fee.

(e) Agencies rates are set as of January 1, 2021 and are effective for services on or after that date. All rates
are published at the agency’s website, (http://www.medicaid.state.ar.us/).

11/16/20



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM
STATE ARKANSAS

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES.
OTHERTYPES OF CARE Revised: August l, 2008

27. Advanced Practice Nurse and Registered Nurse Practitioner licensed as such by the Arkansas State
Board of Nursing.

Reimbursement is based on the lower of the amount billed or the Title XIX maximum allowable.

The Title XIX maximum is 80% of the physician fee schedule except EPSDT procedure codes. Medicaid
maximum allowables are the same for all EPSDT providers. Immunizations and Rhogam RhoD Immune
Globulin are reimbursed at the same rate as the physician rate since the cost and administration of the drug
does not vary between the advanced practice nurse and physician.

Except as otherwise noted in the plan, state developed fee schedule rates are tbe same for both
governmental and private providers of services provided by Advanced Practice Nurse. The agency's fee
schedule rate was set as of April 1r 2004 and is effective for senices provided on or after that date. Alt
rates are published on the agency's website@ www.medicaid.state.ar.us.
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The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

27. Advanced Practice Nurse and Registered Nurse Practitioner licensed as such by the Arkansas State Board of Nursing.
(Continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY

I. PURPOSE: In order to assure that Medicaid funds are used to purchase medical assistance efficiently and
economically (quality services of the right kind and mix), Medicaid has established a payment improvement
initiative (“Payment Improvement Program,” or “Program”).  The Program:

1. Establishes Principle Accountable Providers (“PAPs”) for defined episodes of care;
2. Uses episode-based data to evaluate the quality, efficiency and economy of care delivered in the

course of the episode of care, and to apply incentive adjustments;
3. Incentivizes improved care quality, efficiency and economy by rewarding high-quality care and

outcomes;
4. Encourages clinical effectiveness;
5. Promotes early intervention and coordination to reduce complications and associated costs; and
6. When provider referrals are necessary, encourages referral to efficient and economic providers

who furnish high-quality care.

Complete details including technical information regarding specific quality and reporting metrics, performance 
thresholds and incentive adjustments are available in the Episodes of Care Medicaid Manual available at 
https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx and also at the Arkansas Health Care 
Payment Improvement Initiative website at http://www.paymentinitiative.org/Pages/default.aspx.   

II. NOTICE and AMENDMENTS: The Program and Program amendments are subject to review and approval by
the Centers for Medicare and Medicaid Services (CMS).   Rules establishing the Program are adopted in
compliance with the Arkansas Administrative Procedure Act, Ark. Code Ann. § 25-15-204.  Except in cases of
emergency as defined in Ark. Code Ann. § 25-15-204(e)(2)(A), providers will receive at least 30-days written
notice of any and all changes to the Episodes of Care Medicaid Manual and State Plan pages.

III. MEDICAID PAYMENTS: Subject to the incentive adjustments described below, providers, including PAPs,
furnish medically necessary care to eligible beneficiaries and are paid in accordance with the published Medicaid
reimbursement methodology in effect on the date of service.

8/31/20
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The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

27. Advanced Practice Nurse and Registered Nurse Practitioner licensed as such by the Arkansas State Board of Nursing.
(Continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY (CONTINUED)

2. Negative Incentive Adjustments: If the average adjusted episode of care paid claims are higher than
the acceptable threshold, the PAP will remit to Medicaid the difference between the acceptable threshold
and the average adjusted episode reimbursement, multiplied by the number of episodes included in the
calculation, multiplied by fifty percent (50%) or the risk sharing percentage specified for the episode of
care.  Unless provided otherwise for a specific episode of care, a provider’s net negative incentive
adjustment (total positive adjustments minus total negative adjustments) for all episode of care
adjustments made during any calendar year shall not exceed ten percent (10%) of the provider’s gross
Medicaid reimbursements received by the provider during that calendar year.

8/31/20
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The Episodes of Care program will gradually conclude over the two (2) state fiscal years 2020 and 2021.  State fiscal year 
2020 will be the final payment reporting period year for each episode’s performance period.  In State fiscal year 2021 the 
final reconciliation report will be generated on 4/30/2021. 

(see chart on Attachment 4.19-A, Page 11e for specific sunset dates) 

27. Advanced Practice Nurse and Registered Nurse Practitioner licensed as such by the Arkansas State Board of Nursing.
(Continued)

A. INCENTIVES TO IMPROVE CARE QUALITY, EFFICIENCY, AND ECONOMY (CONTINUED)

V. APPLICATION: Complete details including technical information regarding specific quality and reporting
metrics, performance thresholds and incentive adjustments are available in the Episodes of Care Medicaid Manual
available at https://www.medicaid.state.ar.us/InternetSolution/Provider/docs/docs.aspx and also at the Arkansas
Health Care Payment Improvement Initiative website at http://www.paymentinitiative.org/Pages/default.aspx.

Effective for dates of service on or after October 1, 2012, the defined scope of services within the following 
episode(s) of care are subject to incentive adjustments: 

(1) Acute Ambulatory Upper Respiratory Infection (URI) Episodes - Sunset date for final reconciliation
report 1/31/2021

(2) Perinatal Care Episodes - Sunset date for final reconciliation report 1/31/2021

8/31/20
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28. For self-directed personal assistance services under 1915(j) (see Supplement 4 to Attachment 3.1-A for a
full description) the rate will be determined as follows:

Arkansas’s methodology for determining the participant’s budget is based on the assessment of needs for
the participant and the development of the service plan.  The cost of providing the services included in the
service plan is calculated based on the expected reimbursement for personal care under the state plan
referenced in Supplement 4 to Attachment 3.1-A, Page 1, and are adjusted to account for the self-directed
service delivery model.  Based on historical utilization patterns and differences in set-up and oversight,
the State will use an adjustment factor of 73.0% of the expected waiver/state plan service reimbursement
to calculate the participant’s service budget for self- directed personal assistance services.

TN No: 20-0001 
SUPERSEDES TN: 07-23

Approval Date: 5/4/20 Effective Date: 7/1/20
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29.  Alternative Benefit Plan (ABP) 
  

All required ABP services and immunizations not specifically identified in the following are 
covered and reimbursed in accordance with the methodologies described elsewhere in the 
State Plan.  The state’s reimbursement methodologies otherwise set forth in the State Plan 
meet the minimum ABP requirements under the Affordable Care Act (ACA). All APB and 
non-ABP rates are published on the agency’s website 
(www.medicaid.state.ar.us/download/provider/provdocs/manuals/). Fee schedules are 
located on the appropriate provider manual page. Except as otherwise noted in the Plan, 
the rates are the same for both governmental and private providers.  

 
  

A. Cochlear Implants, Auditory Brain Stem Implants and Osseointegrated Hearing Aid 
Implants 

 
Effective for dates of service on or after January 1, 2014, the Arkansas Medicaid program 
will cover these implants for all age ABP beneficiaries.  Reimbursement will be the same as 
is currently covered for under age 21 non-ABP beneficiaries.  
 

B. Diabetic Self-Management Training 
 
Effective for dates of service on or after January 1, 2014, the Arkansas Medicaid program 
will cover Diabetic self-management training by a qualified health care professional for all 
age ABP beneficiaries. These services will only be provided in the outpatient hospital 
setting. Reimbursement will be based on the January 1, 2014 Medicare rates for these 
services.  
 

C. Diagnosis and Treatment of Alcoholism and Drug Abuse, Including Detoxification 
Treatment and Counseling 

 
Effective for dates of service on or after January 1, 2014, the Arkansas Medicaid program 
will cover Diagnosis and treatment of alcoholism and drug abuse, including detoxification 
treatment and counseling for all age ABP beneficiaries.  Reimbursement will be the same 
as is currently covered for under age 21 non-ABP beneficiaries 
 

D. Shingles Immunization  
 
Effective for dates of service on or after January 1, 2014, the Arkansas Medicaid program 
will cover shingles immunization for ABP beneficiaries. These immunizations will be 
covered for age groups as recommended by the Centers for Disease Control (CDC). 
Reimbursement will be based on 80% of the 2014 Arkansas Blue Cross Blue Shield rate for 
this immunization. 

http://www.medicaid.state.ar.us/download/provider/provdocs/manuals/
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29.  Alternative Benefit Plan (ABP) (continued) 

 
E. Human Papillomavirus (HPV) immunization 

 
Effective for dates of service on or after January 1, 2014, the Arkansas Medicaid program 
will cover HPV immunization for ABP beneficiaries. These immunizations will be covered 
for age groups as recommended by the Centers for Disease Control (CDC). 
Reimbursement for ages 19 and over will be based on 80% of the 2014 Arkansas Blue 
Cross Blue Shield rate for this immunization. Reimbursement for ages 18 and under will be 
based on the Arkansas Medicaid Vaccines for Children (VFC) reimbursement rate for non-
ABP beneficiaries as of January 1, 2014. 
 



TN:  2021-0003 Approval Date: 
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STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE October 1, 2020 

30. 1905(a)(29) Medication-Assisted Treatment (MAT)

Effective for dates of service on or after October 1, 2020 through September 30, 2025,
reimbursement is based on the rate methodology used for individual MAT services
provided within other sections of the Medicaid State Plan, Attachment 4.19-B:

Pages 1aaa through 1aaaa:
o Rural Health Clinic Services and other ambulatory services that are covered under

the plan and furnished by a rural health clinic
Pages 1b through 1bbbb:
o Federally Qualified Health Center (FQHC) services and other ambulatory services

that are covered under the plan and furnished by an FQHC in accordance with
section 4231 of the State Medicaid Manual (HCFA-Pub-45-4) (continued)

Pages 1c through 1ccc:
o Laboratory and X-ray Services and Other Tests
Page 2, 2.1, 2c:
o Physician’s Services
Pages 4 through 4aaa:
o Reimbursement for unbundled prescribed drugs and biologicals used to treat opioid

use disorder (OUD) will be reimbursed using the same methodology as described for
prescribed drugs as referenced in Attachment 4.19-B, Pages 4-4aaa, Section 12.a. for
both dispensed and administered prescribed drugs.

Page 5aa:
o Outpatient Behavioral Health Services (Other diagnostic, screening, preventative

and rehabilitative services)
Page 14:
o Advance Practice Nurse and Registered Nurse Practitioner licensed as such by the

Arkansas State Board of Nursing

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both 
governmental and private providers of Outpatient Behavioral Health Provider Agencies 
authorized to dispense unbundled prescribed drugs and biologicals used to treat opioid use 
disorder (OUD). The agency’s fee schedule rate was set as of 5/27/2021 and is effective for services 
provided on or after that date.  All rates are published on the agency’s website: Fee Schedules - 
Arkansas Department of Human Services 
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§1915(i) State plan HCBS 

Approved: 02-27-24 Supersedes: 18-0017 

1. Services Provided Under Section 1915(i) of the Social Security Act. For each optional
service, describe the methods and standards used to set the associated payment rate.
(Check each that applies, and describe methods and standards to set rates):

HCBS Case Management 

HCBS Homemaker 

HCBS Home Health Aide 

HCBS Personal Care 

HCBS Adult Day Health 

HCBS Habilitation 

 HCBS Respite Care 

For Individuals with Chronic Mental Illness, the following services: 
 HCBS Day Treatment or Other Partial Hospitalization Services 

HCBS Psychosocial Rehabilitation 

HCBS Clinic Services (whether or not furnished in a facility for CMI) 

 Other Services (Specify below): 
All HCBS Services provided under the 1915(i): Payment for these services will be made 
by the 
PASSE Organized Care entity who will receive a PMPM for each individual enrolled in 
the PASSE. The PMPM was developed based on historical utilization of services by the 
population being enrolled in the PASSEs. Please see the 1915(b) PASSE Waiver, 
Appendix D, for more 
information. 

Methods and Standards for Establishing Payment Rates 
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1. Services Provided Under Section 1915(i) of the Social Security Act. For each optional
service, describe the methods and standards used to set the associated payment rate. (Check
each that applies, and describe methods and standards to set rates):

HCBS Case Management 

HCBS Homemaker 

HCBS Home Health Aide 

HCBS Personal Care 

HCBS Adult Day Health 

HCBS Habilitation 

 HCBS Respite Care 

For Individuals with Chronic Mental Illness, the following services: 
 HCBS Day Treatment or Other Partial Hospitalization Services 

Based on the information gained from the peer state analysis and the consideration of 
adjustment factors such as Bureau of Labor Statistics (BLS) along with Geographic 
Pricing Cost Index (GPCI) to account for economic differences, the state was able to 
select appropriate rates from fee schedules published by peer states. Once this rate 
information was filtered according to Arkansas requirements a “state average rate” was 
developed.  This “state average rate” consisting of the mean from every peer state’s 
published rate for a given procedure served as the base rate for the service, which could 
then be adjusted by previous mentioned factors (BLS), (GPCI) etc. 

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for 
both governmental and private providers. The agency’s fee schedule rate was set as of 
January 1, 2019 and is effective for services provided on or after that date.  All rates are 
published at the Fee Schedules website. 
HCBS Psychosocial Rehabilitation 

HCBS Clinic Services (whether or not furnished in a facility for CMI) 

https://humanservices.arkansas.gov/divisions-shared-services/medical-services/helpful-information-for-providers/fee-schedules/
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Other Services (Specify below): 
Therapeutic Communities 

Effective November 1, 2022, the new rate for Therapeutic Communities is established with the 
highest intensity program set at 70% of the Arkansas State Hospital (ASH) inpatient rate, and 
the lowest intensity level of programming at 50% of the ASH inpatient rate. Because a rate 
comparison analysis of similar programs in other Region 6 states found no comparable 
programs, in- state facilities offering comparable levels of care were surveyed. Specifically, 
the rates for human development centers (HDCs) and the ASH were used for comparison 
because Therapeutic community provider actual costs for services were also considered in the 
rate setting process. A revised rate methodology was determined, focused on two levels of 
program intensity utilizing this method. 

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both 
governmental and private providers. The agency’s fee schedule rate was set as of November 1, 
2022,  and is effective for services provided on or after that date.  All rates are published at the 
Fee Schedules website. 

For all other Adult Behavioral Health Services for Community Independence (ABHSCI) 
program services, the rate methodology is based on the information gained from the peer state 
analysis and the consideration of adjustment factors such as Bureau of Labor Statistics (BLS) 
along with Geographic Pricing Cost Index (GPCI) to account for economic differences, the 
state was able to select appropriate rates from fee schedules published by peer states. Once this 
rate information was filtered according to Arkansas requirements a “state average rate” was 
developed.  This “state average rate” consisting of the mean from every peer state’s published 
rate for a given procedure served as the base rate for the service, which could then be adjusted 
by previous mentioned factors (BLS), (GPCI) etc. 

https://humanservices.arkansas.gov/divisions-shared-services/medical-services/helpful-information-for-providers/fee-schedules/
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TITLE XIX OF THE SOCIAL SECURITY ACT

Arkansas

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -

OTHER TYPSS OF CARE

Parrment  of  Medicare Part  A and Part  B Deduct ib le/Coinsurance

1

Except for a nominal recipient copayment (as specif ied ln Attachment
4 . lg  o f  th is  S ta te  p lan) ,  i f  app l i c lb le ,  the  Med ica id  agency  uses  the
fol lowing general  method for payment:

payments are I imi ted to State p lan rates and payrnent  methodologies
fo i  tne groups and pa 'ments ] is ted below and designated wi th the

I e t t e r s  " S P t ' .

For  speci f ic  Medicare serv ices which are not  otherwise covered by

th is  State p lanr  the Medicaid agency uses Medicare payment  rates

un less  a  spEc ia i  r a te  o r  me thod - i s  l e t  ou t  on  Page  3  i n  i t em -  o f

t h i s  a t t achmen t  ( see  3 .  be low) .

Payments are up to the fu l l  amount  of  the Medicare rate for  the
gr6ups and payments l is ted below, and designated wi th the le t ters
r r M R .  t t

Payments are up to the amount  of  a specia l  rate,  or  according to a

spec ia l  me thod l  desc r i bed  on  Page  3  i n  i t em -  o f  t h i s  a t t achmen t ,
f6r  those groups and pa 'ments l ls ted below and designated wi th the

l e t t e r s  t r N R r r .

Any  excep t i ons  to  t he  gene ra l  me thods  useq - fo r  a  pa r t i cu la r  g rouP  o r
paymen t  i r e  spec i f i ed  5n  Page  3  l n  l t em 1&2  o t  t h i s  a t t achmen t  ( see

3 .  a b o v e ) .

2 .

3 .

4 .

T N  N o .
H C F A  I D :  7 9 8 2 8

-75-/ ft;

A
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State/Territory:  ARKANSAS 
 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES –  
OTHER TYPES OF CARE 

 
Payment of Medicare Part A and Part B Deductible/Coinsurance 

__________________________________________________________________________________ 
 
QMBs:  Part A    MR  Deductibles      MR   Coinsurance 
 
  Part B    MR  Deductibles      MR   Coinsurance 
__________________________________________________________________________________ 
 
Other  Part A    MR  Deductibles      MR   Coinsurance 
Medicaid 
Recipients Part B    MR  Deductibles      MR   Coinsurance 
__________________________________________________________________________________ 
 
Dual  Part A    MR  Deductibles      MR   Coinsurance 
Eligible 
(QMB Plus) Part B    MR  Deductibles      MR   Coinsurance 
__________________________________________________________________________________ 
 
 
 
 
 
QMBs:  *Part A    SP  Deductibles      SP   Coinsurance  Inpatient Hospital 
 
         services only 
__________________________________________________________________________________ 
 
Other  *Part A    SP  Deductibles      SP  Coinsurance  Inpatient Hospital  
Medicaid 
Recipients        services only 
__________________________________________________________________________________ 
 
Dual  *Part A    SP  Deductibles      SP   Coinsurance  Inpatient Hospital 
Eligible 
(QMB Plus)        services only 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State/Territory:  ARKANSAS 
 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES –  
OTHER TYPES OF CARE 

 
Payment of Medicare Part A and Part B Deductible/Coinsurance 

__________________________________________________________________________________ 
*The payment of the Medicare Part A deductible and coinsurance for inpatient hospital services is based on 
the following. 
 
(1) If the Medicare payment amount equals or exceeds the Medicaid payment rate, the state is not 

required to pay the Medicare Part A deductible/coinsurance on a crossover claim. 
 

(2) If the Medicare payment amount is less than the Medicaid payment rate, the state is required to pay 
the Medicare Part A deductible/coinsurance on a crossover claim, but the amount of payment is 
limited to the lesser of the deductible/coinsurance or the amount remaining after the Medicare 
payment amount is subtracted from the Medicaid payment rate. 

 
Coverage of a recipient’s deductible and/or coinsurance liabilities as specified in this section satisfies the 
state’s obligation to provide Medicaid coverage for services that would have been paid in the absence of 
Medicare coverage. 
 
The payment of all other Part A deductible and coinsurance is based on the Medicare rate.  
 
(3) The Medicaid agency will use the Medicare all-inclusive payment rate for cost reimbursement of FQHC 

encounter coinsurance.  The Medicaid agency will cost settle for the coinsurance percentage.  The Medicaid 
agency will cost settle for the coinsurance percentage of the FQHC Medicare encounter cost after the final 
encounter cost has been determined by the Medicare intermediary. 
 

(4) Effective for dates of service on or after September 1, 1999, the State will make copayments for 
Medicare/Medicaid recipients who are enrolled in a Medicare HMO.  The service categories and maximum 
copayment amount are: 

 
            Service        Maximum Copayment 
 
 Emergency Room   $25.00 (payable to facility) 
 
 Physician/Chiropractor/Podiatrist   $  5.00 (payable to physician/ 
 (excluding Psychiatry/Psychology -     chiropractor/podiatrist 
 see below) 
 
 Occupational, Physical and    $  5.00 (payable to facility) 
 Speech Therapy 
 
 Psychiatrist/Psychologist   50% (payable to provider) – 
              Medi-Pak HMO 
 
    $20.00 (payable to provider) – 
      Medicare Complete HMO 



STATE PIAN UNDER TTTLE XIX OF THE SOCTAL SECUR.IrY ACT ATTACHMENT 4.19-C
MEDICAL ASSISTANCE PROGRAM PASE 1
STATE ARKANSAS

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES
Revised: March 1, 1992

4.1s (c) Payment is made for reserving beds during a recipient's absence from an inpatient

facility for the purpose indicated below:

(1) Lono Term Care Facility

(a) Hospilalizalion

For periods of hospitalization for acute conditions, not to exceed live (5)

consecutive days of hospitalization, and payment shall be made only if

the Long Term Care Facility was at least 85% occupied on the last day ol

the billing month.

(b) Therapeutic Home Leave

No limitations on total number of therapeutic leaves of absences.

However, a limitation of fourteen (14) consecutive days of absence

exists. The recipient's plan of care must contain a statement that the

physician has approved therapeutic home visits.

(21 tnoatient Psychiatric Facilitv for lndividuals Under 22 Years of Aoe

(a) No limitations on total number of therapeutic leaves of absences.

However, a limitation of seven (7) consecutive days of absences exists

for therapeutic leave. The recipient's plan of care must clearly document

the physician has prescribed therapeutic leave.
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STATE ARI(ANSAS

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES
Revised: March 1,1992

4.19 (c) Payment is made for reserving beds during a recipient's absence lrom an inpatient

lacility lor the purpose indicated below: (Continued)

DATE APPV'D <E
DATE EFF ,F -

HCFA u' -4-



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT AttAChMENt 4.I9-D

STATE ARIGNSAS

'IEIhODS AND STAI{DARDS FOR ESTABLISHING PAYMENT RATES -
SKILLED NURSI;{G AND INTERT{EDIATE cnnr-rnCiLr i iEs Revised: Apr i l  t ,  1979

4.  a .  Sk i l led  Nurs ing  Home payment

Reimbursement on Reasonabie Cost-Related Basis -  See Appendix I .

l 4 '  a .  Serv ices  fo r  ind iv idua ls  age  65  o r  o lde l in  ins t i tu t ions  fo r  tubercu los is

(2 )  Sk i l l ed 'nurs ing  fac i l i t y  se rv ices

Reimbursement  on  Reasonab le  Cost -Re la ted  Bas is  -  See Append ix  I .

(3 )  In te rmed ia te  care  fac i l i t y  serv ices  _

Reimbursement on Reasonable Cost-Related Basis -  See Appendix I .

l 4 '  b .  Serv ices  fo r  ind iv idua ls  age  65  o r  o lder in  ins t i tu ' i , i ons  fo r  menta l

d iseases .

(2 )  Sk i  I  led  nurs ing  fac i  I  i t y  serv ices

Reimbursement on Reasonable Cost-Related Basis -  See Appendix I .

(3 )  In te rmed ia te  care  fac i l i t y  serv ices

(a)  Pr iva te  Nurs ing  Care  Fac i l i t ies  -  Re imbursement  on  Reasonab le

Cost -Re la ted  Bas is  -  See Apoend ix  I .

(b)  State Operated Faci l i t ies -  REimbursement on Reasonable

Ccst -Re la ted  Bas . is  -  See Append ix  I .

l 5 '  In te rmed ia te  ca re  fac i l t i es  se rv ices  (0 ther  than  such  serv ices  in  an  ins t i tu t ion

for  tubercu los is  o r  menta l  d iseases)  fo r  persons  Cetermined,  in  accordance w i th
. l902  (a ) ( : l  1 (A)  o f  the  Ac t ,  to  be  . in  need  o f  such  care .

Re imbursement  on  Reasonab le  Cost -Re la ted  Bas is  -  See Append ix  i .

sub. no,7/r rte^)2%
APPf0vEu s'l tr' v'--:z---



STATE PLAN UNDER TiTLE XIX OF THE SOCIAL SECURITY ACT

STATE ARKANSAS

:THODS AND STANDARDS FOR ESTABLiSHING PAYMENT RATES -
SKILLED NURSING AND INTER}4EDIATE CARE FACILITIES

Attachment 4.19-D
Page 2

Rev ised :  Apr i l  I ,  l 9

'15 .  
a -  Inc lud ing  such serv ices  in  a  pub l i c  ins t i tu t ion  (o r  d is t inc t  par t  thereo- f )

for  the nental ' ly  retarded or persons with reiated condi t ions.

( l  )  Pr iva te  Fac i l i t ies  -  Re imbursement  on  Reasonab le  Cost -Re la ted

Bas is  -  See  Append ix  I .

(2 )  S ta te  0pera ted  Fac i l t ies  -  Re imbursement  on  Reasonab le  Cost -

Re la ted  Bas is  -  See Append ix  I .

Any other medical  care and any other type of  remediai  care recognized

under  S ta te  law,  spec i f ied  by  the  Secre tary

d .  Sk i l led  nurs ing  fac i i i t y  serv ices  fo r  pa t ien ts  under  2 l  years  o f  age

Reimbursement on Reasonable cost-Reiated Basis -  see Appendix I .

t t .

sut. nc.l?' { -,:i" ii%
Approved bY R. 0'-
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The Sute has in place a public process u'hich conplies uiih the requiiemenis of Section

i902(a)(i3XA) of the Social Securiq'Act.

l3- f [, v t l n
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          ATTACHMENT 4.19-D 

         Page ii     

 

 

 
Citation  

42 CFR 447, 434, 438, and 1902(a)(4), 1902(a)(6), and 1903 

 

Payment Adjustment for Provider Preventable Conditions 

The Medicaid agency meets the requirements of 42 CFR Part 447, Subpart A, and sections 

1902(a)(4),1902(a)(6), and 1903 with respect to non-payment for provider-preventable conditions.   

 

Other Provider-Preventable Conditions 

The State identifies the following Other Provider-Preventable Conditions for non-payment under  

Section 4.19 (D) of this State plan. 

 

     X     Wrong surgical or other invasive procedure performed on a patient; surgical or other 

invasive procedure performed on the wrong body part; surgical or other invasive procedure 

performed on the wrong patient. 

_____ Additional Other Provider-Preventable Conditions identified below: 

 

 

 

 

 

 

 

No payment shall be made for services for the Other Preventable Conditions (OPPCs).  OPPC is one 

category of Provider Preventable Conditions (PPC), as identified by the Centers for Medicare & Medicaid 

services, and applies broadly to any health care setting where an OPPC may occur.  OPPCs include the 

three Medicare National Coverage Determinations; wrong surgical or other invasive procedure performed 

on a patient; surgical or other invasive procedure performed on the wrong body part; and surgical or other 

invasive procedure performed on the wrong patient. 

 

No reduction in payment for a provider-preventable condition will be imposed on a provider when the 

condition defined as a PPC for a particular patient existed prior to the initiation of treatment for that 

patient by that provider. 

Reductions in provider payment may be limited to the extent that the following apply: 

i. The identified provider-preventable conditions would otherwise result in an increase in 

payment. 

ii. The State can reasonably isolate for nonpayment the portion of the payment directly related 

to treatment for, and related to, the provider-preventable conditions. 

Non-payment of provider-preventable conditions shall not prevent access to services for Medicaid 

beneficiaries. 
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STATE ARKANSAS 

 

TIMELY CLAIMS PAYMENT – DEFINITION OF 

A CLAIM              Revised: October 1, 1985 

____________________________________________________________________________________________________ 
___________________________________________________________________________________________ 

 

Claims for Medicaid services submitted to the Arkansas Medical Assistance Program are defined according to the 

criteria below. 

 

(1) The following claim types are defined as a line item for service: 

 

a. Drug claim form 

 

b. Nursing home turnaround document (TAD) 

 

(2) All other claim types are defined as a bill for services. 
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diagnosis oD ell, paid claim.r. lf there ii311 accid,ent or Erauna iiagrosis
P!99st' the MIIIS Systen automatically geneirr"" an accident leirer (1?r.
013) to the recipieirc inquiring as ro rhe rurture of the accidenr (how,
when, ard where the accident t6ok pr"cJ 

"ta 
ig 

"rry 
cf inrs were d,led'nith

an tuuilrrance ccmpanv.. rf so, polily i#ormacio"il i"g"""rcJ.- rt. recipienr
has 30 days to rispond to *16 icc.aenr inquinr or benefits will be Lelsirulted;

stllt Prlr unDsn tl?t^t rrr ot 
"nl 

soct.t|. sscunltt Act

SLetr/?erritorT: AIKAITSA!;

Requlrunntr for tlrls{ prtt Llebllltl -
fdrnttfyln3 t hbft 8..ourc.t

Approvat  o . . lEP 131983
Tll llo.
SuDersedes
rtJ rfo. q6-1 ,$I '  t - (

Ef fec t lve  oa te

HCFrt  ID:  LA76P/OOL9P
S I ^ I E
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srAft Prtlr urtD88 t!:t.t rlr or tltl socr^L sScusrtr rc:r-

SLrtc/Territorys ARKANIiAS

Rcquireanntr for thlrd prty LlebtltlT -
fdrnttfylng Llabh Relourc:l

A,aaar { rJ t r rg la  4 .11-L

P. t  . . 2
oro-Jo.3 093t-o193

rf an jlsurance compaqt has been billed, Ehe insr:rance is notified of tlrec'tlTs paid by..!:,M"+""ia piogarn wi.rhin 30 da1rs. rf rhe lislirily hssnoc been decermrned, Ehe r"eipienc is asked, if liuigatid L;Iaraed,.
IlliTgt:M i" planned,,-ito-""o=, addrJss,-"rrd phone nuninr of rhe a4orneyftLrect to represenE the recioi.enc is requesced. ie artorney is placedon noEice of the_ y:9-id piograru's interesc in rhe case within b0 d"y".once an actorrEv has been iri.E g o" 

"oii*r,*t""qtr"t 
follor-up noti.cegare.setlt Itery 90 davs. ril inrormation receir=a in resocrse co ttre-aurooaceciaccidenc lecters EIre enEered. in che Ttrirci p"r.;L;iiI#'ielter flre on-line.on 3 rteilv bagis- an accid.eni*a-eil" ;ilJl";-ffi;Lii-rl"ity reflecdngau cf in! paid with - 

""-"ia*E 
or rrauna diagnosis 8ffi49g (Ercept 994.6)as specified in 12 cr a33.138 (e). Thi;;;L*.ion is incorporaced, j.nro

che rPL files' Ttre repor; ;L be reviEwea serni-"nnuauy fox.iiagposiscocies anri collections isso"iacea with d,iagnosis codes dunng prerrious six-montiperiod co decer:nine che pri-iity or rorioi--ut acduity. rf hearc,h insuranceis idencified in acci4ed-;d itr" foLlor-up acriv:iry, it lrirl be:incoraorareirrto data base w-ich 60 darrs.

sr^Tr J&_
)Arc r.,', r .__9C_LIJ__19!L__

Ttr llo.
S u p e r s e d e s
ir ro. _fuL

I -...r
Approva I D"r"_SlL ]_g_jgig E f f e c t i v e  D a t e

avu-'prH H C F A  I D :  I 0 ] 6 P / O 0 1 9 P



SUPPLEMENT I TO AI'TACHMENT 4.22-A
July 1,2007

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: ARKANSAS

STATE LAWS REQUIRING THIRD PARTIES TO PROVIDE
COVERAGE ELIGIBILITY AND CLAIMS DATA

1902(aX25XI) The State has in effect laws that require third parties to comply with the
provisions, including those which require third parties to provide the State with
coverage, eligibility and claims data, of 1902(aX25)(l) of the Social Security
Act.

-r.ff i

srArE Ai-tr1}1}s-&g
DATE REC'N_E!.:2g;..SL-
DATE A P PV' O i-i;- !$,:C.''l -
DATE EFF -_EJ-: ql: cl:7 '
HCFA fis a:l ;LQ:--.-

^ a - i  C
TN No. o ' Approval oate 15 fturi , J&\ Effective Date t 
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Rev i sed :  Apn i l  1 , 1995

(uB)

UNDER TITLE XIX OF' THE

Arkansas

ATTACHMENT 4.22-C
Page I
OMB No.  r

SOCIAL SECURITY ACTSTATE PLAN

state/Terr1tory:

Cl tat lon Condl t lon or  Requlrement

1905  o f  Lhe  Ac t State Method on Cost Effect lveness of
Employer-Based croup Health Plans

l fhen the State discovers that an eligible recipient is
responsible for payment of a group health insurance
premium, the State revieHs both historical incidence
of l fedicaid payable c la ims and, i f  avai lable,  the
recipient 's l ikel ihood of  ongoing, coverable medical
expenses and compares these to the cost of the
premium required to continue the health insurance
coverage. This review is conducted by staff of the
Divis ion of  t {edical  Services,  Ut i l izat ion Revi€y
Unit and the lbdical Assistance Unit, rith assistance
from professional nredical consultants, as necessary.

rN No. #-fl
Approvar ,^t" 

/Z4P{Errecrlve 
Dare

HCFA ID :  7985E

N o .

(T .a  rc
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Revis ion:  HCFA-pU-92_4
AUC;UST 1.992

S ta te /Te r r i t o r y :

C i t a t  i o n

r eo2 (y ) (1 ) ,
t eaz (y l  ( 21  (A ) ,
and Sect ion
r eo2  ( y )  (  3 )
of  the Act
( P . L .  1 0 1 - s 0 8 ,
S e c t i o n  4 7 5 5 ( a )  ( 2 )  )

r eo2 (y ) (1 ) (A )
o f  t he  Ac t

1 e 0 2 ( y ) ( 1 ) ( B )
of the Act

(HsQ8) A t t a c t u n e n t . 4 . 3 0
Page I

ARKAI{SAS

S a n c t i o n e  f o r  p e v c h i a t r i c  H o e p i t a l e

( a )

( b )

{ c )

The State a8sures that  the regui rementa ofsec t l on  1?9? (v l ( 11 ,  sec r i on  rdoz l y l ( z l (A l ,  and
aec t l on  1902 (y ) (3 )  o f  t he  Ac t  a re -me t - conce rn ing
eanct ions for  peychiat r ic  hospi ta le that  do not-
meet . the requi rements of  par t lc ipat ion when the
hoepi ta l ,a  def ic ienclee immediatL ly  jeopardiz-
the heal th and eafety of  i te  pat ie i r t i  o- r  do not
imrnediate ly  Jeopardi ie  the t re i t tn  and safety of
I t e  pa t i en te .

The  S ta te  t e rm ina tee  the  hoep i t a l , b
par t ic lpat lon under the Stata p lan $rhen the
State determinee that  the hospl ta l  does not
meet^the regul rementa fo. r  a psychiat r lc
hoapl ta l  and fur ther  f i .nde thal  tne hoepi ta l ,a
def lc ienclee i f lnedtate ly  leopardlze the heal th
and  ea fe t y  o f  i t s  pa t i en te .  l

When the State determinee that  the hoepi ta l  does
not  meet  the regui remente for  a peychi l t r ic
hosp i t a l  and  fu r the r  f i nde  tha t  E t r i  hosp i t a l ' e
def lc ienciee do not  immediate ly  jeopardize the
heal th and eafety of  i ts  pat ie i r t i ,  lhe State
mays

l .  t e rm ina te  t he  hosp i t a l , s  pa r t i c i pa t i on
under the State p l .an;  or

2.  prov ide that  no payment  wi l l  be made
under the State p lan wl th respect  to
any lndiv idual  admit ted to euch
hoap i ta l  a f t e r  t he  e f f ec t i ve  da te  o f ,
t he  f i nd ing i  o r

3 .  t e rm ina te  t he  hoep i t a l r g  pa r t i c i pa t i on
under the State p lan and provide-  that
no payment  wi I I  be made under the
! ta!e p lan wi th respect  to  any
lndiv idual  adrn i t ted to euch hoepi tat
a f t e r  t he  e f f ec t i ve  da te  o f  t he -
f i nd ing .

When the psychiat r ic  hospi ta l  deecr ibed in (c)
above hae not complied wlth the reguirernenti ior
a peychiat r ic  hoepi ta l  wi th in 3 monthg af ter  the
date the hoepi ta l  la  found to be out  of
compl iance wi th auch requl rements,  the State
ehal l  prov ide that  no payment  wt l l  be rnade under
the  S ta te  p lan  w i th  respec t  t o  any  i nd i v i dua l
admi t t ed  t o  auch  hoep i t a l  a f t e r  t he  end  o f  Euch
3-month per iod.

r eo2 (y )  ( 2 )  (A )
of  the  Ac t

( d )

\ I

. , rTE REC'D

,.r \ l t  nPpV D

S u p e r
E f f e c t i v e



Revision: - HCFA--P;{-86-9
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:FFECTIVE; - 9-30-86

STITTE PI^AII

'  State:

,

(BERC)

UNDER TTTLE XIX OF THE SOCTAL

ARKAIISAS

ATTACHi{F:IIT 4.32-A
page 1
OilS No-: o938{t193

/
,

SECURITT ACT
r_. _

(

r$couc AtiD ElrcrBrLrrr vERrFrcATrou sysrEu pRocEDuREs
AFDC/f4edicaid REQUESTS To orHcR STATE AGENCTES-

In corapliance vith 42 cFR 435.994(il(6), Arkansas cu:"ranily has an inteqrated
9n-line.svsten for AFDC and l{edi.cii it. 

' it '. 
fystem au-"onatii.i ' i; i l;t;="'o"to see i f  el ioibi l i ty has already neen ei iaoi i t t r .o and benefi i i  bef i l -issued before-a.llovri'ng u-.aie to-be-aic#il for benefit dalivery- F-

The systen also has on-l ine edits to assure ihat the incone and resourcaamounts entered are belorl the limits eiiautished. If the ar,lount exceedsthe maxinun allolable, the system rejecti-ihe transac'uicn and highlights _thg  f ig lds  in  e r ro r .  
: ,  

'  - '  v "  s "s  ' r rv r ' rg r rL>  -

' (

StiICA/Unenol oyrnent Conpensiti on

A' l l  appl icants are-subni. ! t$ ' to the Arkansas Enployneni Securi ty Divisionon a lreakly basis for infonnati.on tegaicinj-ll.gbs ind uneopioy*nt conpensation-Hai'd. copy reports are generaied to tfi;-cii i itv Hunan services offices formatches received- 
vb' "bs'

Recipients are submitted to EDS on a quarterty basis anci here again har.rlcopy reports are generated

In.addit ion, the Siate agelcy has on-l ine access to the state emplcynentand unenplclment-conpensit lon r i iei-  rnis- i iovides irrreediate accesi avai labi l i tyfor  the e l ig ib i l i ty  ivorkers  to  u t i l ize in-dt termin ing e l ig ib i t i ty_

Food Stanos

Although the Food stgmp systen is not ini,egrated r.rith the AFDc/tiedicaidsystem, al l  inforr ' , rat ioh l i  avai laUte-on-i i i "- fo" the ei igibi i i ty workers-An on-l ine cross reference ; i re irso iupiuies'att  piogr-afrs- in vhich arec ip ient  has or  is  curren i ly  rece i r ing-b. rJ i i t r .  - i ,

0ther Si,ates

'1 t  i l i s . t ine, .Arkansas is  not  match ing rv i t ,h  any other  s ta-ues for  poss ib ler iupi i  cate assistance.

Supersedes ,
ri; Ho - ru/

Approva!.  o^r.  -7/ / -86 Effecr ive Dare

. .  . . - - rlAlE g-,1/_ 
"A<

TRANSMTTT;\L |lo: 5b-i2

?-rusd



Bcvtclon: HCFt-ptt-97-a
xaBcH 198?

(BEBC' Atrtclo|ElT a.33-t
Prg. I
OtB [o.: 0938-0193

S8AT8 Pl.ttr UUDEB ?XILE rrtr OF THE SOCIIL SECURT'T ICT

ARKANSASStrtr/Terrltor.ly:

TIETHOD FOR TSSUTXCE OF }TEDICAID ELICIBILTXT CtnDS
rO HOTIELESS ITDIYTDUAI.S

The uethod of leeuance w111 be thc as'e aB for all other
Hedtcald reclplents 1n thaa the county offlce Ejsgan
certlflcatlon u111 trlgger EyareE lgsuance of Medlcald

.clrd to the rddress of cllentrs cholcs.

tlt llo.
Supersedcr o".":!!j13? Effectlve Dstc

HCFA TD:
ttl fo.77Jtt/ tuz-- f  .

Approval
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Rcvlrlon: HCFA-P!|-91- 9
Ocrober 1991

(u8) ArrrcHHEnT 4.3{-A
Pagc I
OttB tfo. :

STttE pr.rr;n6lsrlr6g:gr OF"IEB g(Etrl SECU311S rq€

Statc/TcrrltotTt Armre,rs
REOUIREUETTg FOR ADVIIICE DIRESIIITES T'ITDER SIIATE"PIAilS
FOR I{EDTCIL ASSISTII5CE

The follortng la a wrltten dercrlptlon of the law ol th.
Statr (rhotbrr'rtatutoqf or a! aecoglttzcd,bf tho courtr of,
the Stata) concernlng advance dlrectlves. If appllcrbh
gtate! ghould lnclude deftnltlons of llvlng wlll, durlblc
powea of attorney for health care, durable posor of attorney,
wltnere requlrenent!, tpcctal State ltuttatlonr on llvtng
wlll declaratlone, prory derlgnatlon, proce!! tnforratlon and
State fomr, and ldentlfy rhether Stat€ law allowa tor a
health cara provlder or agent of th6 provlder to obJect to
the lmplementatlon of advance dlrectlvea on the basla of
congclence.

under Arkansas Law, i f  you are a competent adul t  age 1g or older,you have the r ight  to part ic ipate in making your own medical
t reatment decis ions,  incruding the r ight  t6 iccept or refuse
speci f ic  forms of  heal th care.  ns on6 means of  bxercis ing th is
1 igh t ,  the  law a l lows you to  comple te  wr i t ten  dec la ra t ion i  con ta in -
ing  ins t ruc t ions  as  to  the  k inds  o f  hea l th  care  dec is ions  you
wish  to  have made on your  beha l f  i f  you  become te rmina t ty  i l l
or  permanent ' ly  unconscious and unable to make such decis ions onyour own. These declarations serve much the same purpose under
Arkansas  law as  " l i v ing  w i l l s ' ,  serve  in  o ther  s ta tes .  To  be
effect ive,  the declarat ion(s) must be signed by the pat ient  or
by someone else act ing at  h is/her direct ion ani  must be
wi tnessed by  two inOiv idua ls .

Any physic ian or other heal th care provider who is unwi l l ing to
carry out the instruct ions of  a pat ient  or  heal th care prox|
under the law has an obr igat ion to take al l  reasonaute i tepi
necessary to transfer the care of such patient to another bhysicianor  hea l th  care  prov ider  who w i l l  do  so . '

Refer to Attachment 4.34-A, page
Form to be used for residents of

2, for a copy of the Declarat ion
Arkansas.

STA
;' '.{IE fi i :C't)

r.r 'r 'V D

li-A.

'/ 
Eftectlve Date A'vflt"

HCFA IDS 79828



STATE PLAII UI{D€R TITLE XIX OF

STAIE AR|(ATIS^S

TIE SOCITTSECURTTY ACT
F ArDllEtrDEM

ATT OfGt{T 4.34-A
'* 'Fo, 

Rasidcttts of
ANKA'VSA^S(In thcBrtrt- rftrdr*Cofro)

Iflshorld hgvcuinnbbcincrcrribbstrbltrrillcurcnydc.rl sieirercl31irctyrhg1ri6a
andl rm no loqcr*boorHccb&rrcjdia3oyncdirlmrrr-.q,I dirccrmyrdi13physicir!,
Porrurnt to tlpArblilbof thc Tcrniorlly lll c hnomdy Unconscious Acr, o:
(CHECICONESc[g;
-l l.Wihhold rwiffilw ucrhco3 bumly proloogs thc p,rocs of dying urd is no:I necss.ry to Ey comfut or o rllcvirrc pio:

2. Follow thc insurrtions of

(Addrcrrt

whom I appoint es my hcalth carc proxy to dcci& whcttrcr [if6-slsteining tr3asncgt
should bc wirhhcld or withdnwn.

Signcd this- day of

Signarure

Address

declaranr volunnrily signcd this writing in my prescncc.

Wimcss

Addresr Addrcss

DECLARATION
(In the Event of Permanent Unconsciousness)

lf I should becomc permancntly uncorscious. I dircct my atrcnding physiciur. pursuant to thc Arkansas
Righrs of rhc Tcrminally il or Permurcntly Unconsciors Act ro:
(CHECKONE BOK)
_l 

l.Withhold or withdraw [ifg-sls,ining trcauucns that iuc no longcr ncccsary ro my
comfon or to allcviaa paiu

f 
2. Follow thc instnrctions of

The

wi

(N@)

(Addscrs| (ptoc)
whom I appoint as my hcalth carc proxy to dccidc whcthcr lifc-susniniqg EGatmcnr

should bc wirhhcld or wirhdrawn.

Signcd this day of

Signaorc

Addrcss

Thedcclaranr volunrarily signcd rhis nrridngin m1prcscrce.

Wimcss Witncss t

Addrcss Addcar
Sourcs ARC 2Gl7-Xlf
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SOCIAI SECURITY ACTSTATE PI,AN I'NDER TITT,E XIX OF THE

St,at,e,/Territ,ory: ..fiT"ANSAS

ELIGIBILITY CO!{DTTIONS ATiID REQUIREME!{TS

Enforcemenc of Compliance for Nursing Facil it, ies

The State usee other factors
def ic iencies in  addi t ion ro

No t  Aup l i cab le .

TN No.
Supers
TN No.

described below t,o det,ernine
those  desc r i bed  a t  5499 .404 (b )

Ehe seriousness of
( 1 ) :

STA

i--,Ai

H ( ^ F

Approval Date: Ef fect ive Date:
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SOCIAJJ SECT'RITY ACTSTATE PI.AN UNDER TITLE XIX OF THE

St,ate/Terri.t,ory: ARKANSPS

ELTGTBILTTY CONDTTTONS AND REQUTREMEMTS

Enforcement of Complj.ance for Nursing Facil it. ies

TefmiqPt.iofr of Provider Aqreement: Deecribe the criteria (as required at
51919 (h)  (2)  (A)  )  for  apply ing rhe remedy.

7i spe"if ied Remedy

(wi11 u6e t ,he cr i ter ia  and
not j -ce requi rements speci f ied
:'n the regulaCion. )

TN No.
Supersed
TN No.

- Approval Effect,ive
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STATE PI,AN U!qDER TTTLE XIX OF THE SOCIAI, SECURITY ACT

ARKANSASSt,ate/TerriEoqr:

ET,IGTBILITY CO!{DITIONS AND REQUIREMENTS

Enforcemenc of Cornpliance for Nursinq Facil icies

Ternporarry Manaqement: Describe
applying the remedy.

X Specified Remedy

(wi l1 use the cr i ter ia  and
noeice requiremente specified
in the regulat ion.)

the cr i ter ia  (as requi red ae 51919 (h)  (2)  (A)  )  for

- Alternat,ive Remedy

(Deecr ibe the cr i ter ia  and
demonscraee Ehac t,he alternaEive
remedy is as effecEive in deterring
non-compliance. Noeice requirements
are aE speci f ied in  the regtr la t ione.  )

TN No.
Super

i1ct.\  r7?

TN No.
'- APProvaI Ef fect ive
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STATE PI,AN UNDER TITLE XIX OF THE SOCIAI, SECURITY ACT

State/Terr i tory: ART,"ANSAS

ELIGIBILITY CO!{DITIONS AND REQUIREDIENTS

Enforcemenc of Cornpliance for Nursinq Facil it ies

Denia1 of Pavment for New Admissions: Describe the criteria (as required ae
51919 (h)  (2)  (A)  )  for  apply ing the remedy

^ Specified Remedy

(wi I I  use the cr i ter ia  and
notice requirements specif ied
in the regrulat,ion. )

q,T  ̂ T:

D,r.T I

U / \ 1 1

t  / \ I C

TN No.
Super

- Alt,ernaEive Remedy

(Descr ibe the cr i ter ia  and
demonstrat,e that, t.he alt,ernaEive
remedy is as effeccive in det,erring
non-compliance. Notice requirement,a
are a6 speci f ied in  the regulat ions.  )

TN No.
Approval Date: Ef fect ive
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STATE PIAN UI{DER

(HSQB) AtEachmenE 4 .35 -E

Stace,/Terr i tory:

TITLE XIX OF THE SOCIAT SECT'RITY ACT

.^RKANSAS

ELTGTBTLIIT CO!{DTTTONS Ar.rD RIQUTREMENTS

Enforcement. of Compliance for Nureinq Facil it, ieg

Civil Monev Penaltv: Descri.be
applying the remedy.

X specified Remedy

(wi l l  use the cr i ter ia  and
not ice requi rements speci f ied
in the regrulation. )

TN No.
Superse
TN No.

che cr i ter ia  (as requi red at  51919 (h)  (2)  (A)  )  for

_ AlternaEive Remedy

(Descr ibe Ehe cr i ter ia  and
demonstrace chaE the alEernaEive
remedy is as effective in deterring
non-compliance. Not,ice requirements
are as speci f  ied in  the regru lat ions.  )

STATE

i i , ' \  |  !

DAi::

DATE

HCFA

Approval Ef fect ive DaEe:
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THE SOCIAL SEST'RINT ACT

JINE 1995

STATE PI,AN UIqDER TITLE XIX OF

AP.(ANSASSt,at,e,/Territ,orry:

ELIGIBILINT COIIDITIONS .A}TD REQI'IREMEI{TS

Enforcement of Cornpliance for Nursing Facil it ies

State Moni tor inq:  Descr ibe the cr iEer ia
applying Ehe remedy.

X Specified Remedy

(Wit I  use Ehe cr i ter ia  and
noEice requiremente specified
in the regru lat ion.)

(as requi red at ,  51919 (h)  (2)  (A)  )  for

_ Alternative Remedy

(Descr ibe the cr i ter ia  and
demonst,rate chat, che alt,ernat,ive
remedy is as effective in deterring
non-corrpliance. Not.ice requirements
are aB speci f ied in  Ehe regru lat ions.)

STAT

D, \T :

DA i  I .

D A I  E

HCFA

' \ .  . .  l

r  i i 1 , r ' D

I r-9

Effective
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STATE PI,AN T'NDER TITLE XIX OF THE

State, /Terr i tory: A"\,KANSAS

ELIGfBILIIT CONDfTIONS Ar:D REQUTREMENIS

At,tachnenE 4 .35 _G

SOCIAI SECT'RIT':T ACT

Enforcemenc of Compliance for Nursing f.acil icies

T,ran6f?r of residente; Transfer of resident,s wich closure of facil i tv: Describe
the cr i ter ia  (as regrr i red ac 51919

X Specified Remedy

(wi I l  u6e the cr icer ia and
notice requiremencs specified
in the regulat ion.  )

_ Alternacive Remedy

(Deecr ibe the cr icer ia and
demonscrate that. the alt,ernat,ive
remedy is as effective in deterring
non-compliance. Notice reguirements
are a6 specif ied in the regrulations. )

ST A.l?
':.h,1 

i

' j ' , {  i :

DATE

HCFA

A5tproval Date: Effective



Rev is ion :  HCFA-pM-9S-A  (HseB)  A r rachnen r  4 .3s -H. JUNE 1995

STATE PLAN UNDER TITLE XIX OF TI{E SOCIAL SECTTRITY ACT

SE.ate /Territ,ory: ARICAI\SAS

ELIGTBILITY CO!{DTTIONS A}lD REQUIREMEIrrS

Enforcemenc of Compliance for Nursing Facil it ies

Additional Remedies: Describe che crit,eria (as required
applying the additional. remedy. Include the enforcemenE
remedy wi l l -  be imposed ( i .e . ,  categoty 1,  category 2,  or
a x  4 2  C F R  4 8 8 . 4 0 8 ) .

Itro t ,r.; 'rrl i cable .

aE 51919  (h )  (2 )  (A )  )  f o r
category in which the
caEegor']r 3 as described

STATE

i . .  t i '  ,  t A
u / \ r L  . , ' ,  t ' i

DATE [F i

l i cFA t79

Approval Erreccive o^t", V/lr/%-
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Revleion: HCFA-pl.t-91- l0 (BPD) ATTACHMENI 4.38
Page I

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

state/Terrltory: ARKAf{SAS

DISCLOST'RE OI' ADDITTONAL REGISIRI INFONHATTON

The contractor must advise In advance any Individual who takes the competency
evaluation that a record of the successfui completion of the evaluation will ba
included In the state's NA/HHA registry anO 

'alt 
Information required on the

reglstratlon appllcation shall be availab-ie fdr public disclosure.

The._registry record for each indMdual who has successfully obtained NA/HHA
certiflcatlon must, at a minimum, contaln the following data fie66.

o individual's full name:
o date ot blrth;
o SoclalSecurity Number;
o name and date of State approved training program(s) successfully

completed;
. Registration number; the registration number assigned by the

contractor to the individual when he or she successfully comlletes
the competency evaluation program. The registration nirmber must
IncludE a modifier which indi6ates the typi of registration (see
below).

o place of employment;
o date of fast employment;
o most recent certification date;
o and lf applicable, documentation of investigations showing sustained

findlngs of patient or resident neglect, 
-abuse, 

mistre-atment, or
misappropriation of patient or resijent property by the NA/HHA
including.a summary of the findings, and wn6re ippficabte the date
and results of the hearing or daie of a waiver 6t hearing, and a
statement by the NA/HHA disputing the tindings of the invd6tigation
(documentation of the investijation-to be provlded to the contiactor
for data entry by the Department).

The registry is required to assign registration numbers with modifier codes
irlggrjp rhe type of regisrrationi sucti as NA o;ry, xxR only or combination
NA/HHA. Also .required are modifler codes 

'indicating -deemed 
status,grandparentlng or Inteistate reclprocity. The contractoi *i[ 5" responsible, with

Department approvar, to establishthe niodirier cooe systlm.

Ef,fecttve p3gs0E0 u1 pgt

HCFA ID:

o.t" FEB tr 5
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STATE PLAIT UNDER TITLE XIX OF THE

state/Territory: ARHI|SAS

COLLEqTTON OF ADDTTIONAL RECTSTRI INFORHATION

Refer to attachment 4.38r page 1 ui'lich shows additional information.

-7), rr Deta FEB o 5 iggz

DAIE F:F.C'D
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D,\TE EFF
HCFA I79
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rCase l,(anagernent

DDTCS

Functlonal Academict

Sociel izat ion/sr l f  Er lp
Ski I Is

Pre-vocational Tralnl,ng

Speech & Languagc Pathologirr

occupational Thcrapy for
Developnentally olsabled

Grocc Motor Developlcnt

prior to discha

l t ( -  )

? I : L E  X I X  O T
Arkansas

Si  r ' , c / ?e  g r i t csy :

D ! ' IX I? ION OI  S?SCIA I IZED SERVICES

Speciallzed servicee arc those services which, when conblncd rlth
services provided by the nursing facll l ty or other'servicr
providers, result in the contlnuour, aggieseive implenentation of
an individuallzed care plan dirccted toward those nursing faclJ.lty
rasidcnts sith lill or I.{R/DD uho havc bcen idcntifled through pAsARR
evaluation to have necde rrquiring contlnuous supcrvision,
trratncnt and training by quallf led ncntal health and/or Dental
retardation/davelopnental dirabil ity personnel and arrangrd for by
the Statc. Thegr additional Specialized Services provid.ed. by thc-
Statc wi r I not be includcd ln the nursing facil i ty rate.

Intervention Servietr

Behavior Managenent

Outpatient Psychiatric Sarvices

Medicat ion l.tanagernrnt/lrtonitor lng

Corununity Support Servicee

f ndlvldual/ Fanily prychotherapy

PsychLatric Coneultation

Crigir  Stabi l izat ion

fnpatient Prychiatric Care

*Case Managcment  serv ices are avai lab le
f rom the NF.

D^TE REC'D

DATE APPV 'D

DATE EFF

HCFA I79

'=V;,ff+#AY 1 2 1993- E r rect,".'".rlA-tL2jLJIL93

I'lental Retardatlon
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ATTACHMENT 4.39-A
Page I

-7 STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/TerritorY: ARKANSAS

CATEGORICAL DETERM INATIONS

Arkansas applies categorical determinations in PASRR to individuals with the following conditions: l. Terminally ll l,

Comatose, 2. Ventilator Dependent, 3. Severely lll, 4. the short term convalescence resident, the individual being

admitted from a hospital ior convalescent care not to exceed 120 days and is not a danger to self or others, and

Mental Retardation with a concurrent diagnosis of dementia. The individual, to whom the previous conditions apply,

has an impairment so severe that the individual could not be expected to benefit from specialized services.

DArE A p DV, L7 !p*'-lk *e L*. _

129"*9#-3.=**
DATE€FF -13:J:
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TITLE XIX OF

Arkansas

Attachment  4.4O-A
eage I

OMB No. !

THE SOCIAL SECURITY ACTSTATE PLAN UNDER

State/Terr i tory:

ELIGIBILITY CONDITIONS A}TD REQUIREMENTS

survey and Ceitif ication Education Progra$

The state has in effect the following survey and certiftcation per5.odic
educat ional  progran for  the staf f  and res idents (and thei r  representat ives)
of nursing facil i t ieg in order to preEent current regulations, procedures,
and pol lc ies.

L ' rpon  wr i t t en  regues t  t he  O f  f  i ce  o f  Long  Te rm Care ,  _ th rough  i t s
T ra in ing  Coord ina to r ,  p rov ides  pe rsons  w i th  app rop r ra te  techn i i a l
expe r t i - se  t o  t r a i n  s ta f f  and  res i den t s  ( and  t he i r
r ep resen ta t i ves )  on  cu r ren t  r egu la t i ons ,  p rocedu res  and  po l i c i es .

STATE

UN I E Ktr'-

DAI:  AFPV'

DATE EFF

HCFA I7?

Effect iveii,i:ffiia , iQn,ou"' "JUL 281992,/J / /dC-.
HCFA TD:

0 1 1990
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Page 1
OMB No . :

THE SOCIAI. SECURIIY Aclr

(nsQB)

TIILE XIX OF

Arkansas

STATE PLAN UNDER

state/ ferr i tory:

as for of AIIegrt
and Abu se and Ml slpproprlat J."" 

-oi 
R;;1o"rd-p1.El-.v

The state haa Ln effect the following procegg for- the recelpt and tlnely revlenand inveEtigation of allegations oc ieiieii-ina abuse ana miiapproprtatton o!resident proPerty-by a nuise aide 
"r  

i - ie"rdlnt.Ln a nureing-facl l i ty or byanother lndividuil uged by the racrrrty-r"-pl""roing eervlce3 to guch a.resident.
- .STATE L ICENSING REGULATIONS REGARDING THE PROCESS FOR'THE RECEIPT

OF ALLEGATIONS OF NEGLECT AND ABUSE AND MISAPPROPRIATION OF
RESIDENT PROPERTY ARE SPECIFIED ON PAGES 1  THRoUGH 13 BELow.

LTC.300
306  REPORTTNG SUSPECTED
DEATHS FROM VIOLENCE AND

DATE R

ABUSE/NEGLECT, TNCIDENTS, A'f t"";$i ; : , , '
UNUSUAL OCCURRENCES

fectlve Dat
-

HCFA ID:

The  fac i l i t y  sha l l  deve lop  and  imp le rnen t  w r i t t en  po l i c i es  and
procedures  to  ensu re  tha t  i nc iden ls ,  i nc lud ing  su -spec ted
abuse , / neg lec t  o f  r es i den t s ,  acc iden t s ,  dea ths  f r om v i o l ence  and
unusual  occurrences are repor ted and documented as requi red by a l l

.  app l i cab le  s ta te  and  f ede ra l  l aws  and  t hese  regu la t , i ons .

Fac i l i t y  po l i c i es  and  p rocedures  rega rd ing  occu r rences  add ressed  i n
these  regu la t i ons  w i l l  be  i nc l uded  i n  o r iEn ta t i on  t r a i n i ng  f o r  a l l
new  emp loyees  and  w i l l  be  add ressed  a t  l eas t  annua l l y  i n  i n - se rv i ce
t ra i n i ng  f o r  a l l  f ac i l i t y  s t a f f .

306 .1  INCIDENTS/OCCURRENCES REPORTABLE WTTHIN ONE HOUR

The  o f f i ce  o f  Long  Te rm Ca re  sha l l  be  ho t i f i ed  by  t e l ephone  ( re fe r
t o  Sec t i on  306 .5  f o r  con ten t  o f  t e l ephoned  repo r t  )  w i t h i n  one  hou r
o f  occu r rence  o f  t he  f o l l ow ing  i ne iden t s  ;

-  Any  acc iden t  o r  unusua l  occu r rence  tha t  resu l t s  i n  t he  dea th  o f  a
res  i den t  .

-  Any  f i r e  o r  exp los i on  w i t h i n  a  Long  Te rm Ca re  Fac i l i t y .

-  Any  d i sas te r  i n  a  Long  Te rm Ca re  Fac i l i t y ,  i . € . r  t o rnado ,  f l ood ,
nuc lea r  d i sas te r ,  t ox i c  was te  sp i l l ,  e t c .

-  V io l en t  ac t s  w i t h i n  a  Long  Te rm Ca re  Fac i l i t y  such  as  shoo t i ng ,
rape ,  r obbe ry ,  o r  assau l t .

-  Ma jo r  power  ou tages oFses  o f  hea t , / a i r  cond i t i on ing  l as t i ng

1
APPV'D

ELIGTBILIIY doNDITIONS Al{D REQUIRE}TENAS

TN No.
Superl
TN No,

Vaj 'd' ',iiT
90'
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STATE PIAN UNDER TTTLE XTX OF THE SOCTAL SEEURTTY ACT

State/Territory: Arkansas

ELIGIBTLITY CONDITIONS A}ID REQUIREMENTS

Process for the Investigation of Aff
and Abuse and Misappropriat ion oe nesident property

The State has in effect the fol lowing process for the
and. invest igat ion 9f  a l legat ions or ie l rect  and abuse
resj,crent property
another inci ividual
resi.dent.

by a nurse aide or a resident in a
used by the faci l i ty in providing

rece5.pt and tj.mely revj.ew
and rnisappropriat ion of

nursing faci l i ty or by
serrrices to such a

-for more than two hours.

- -  Any suspected occurrences of  abuse and/or  neglect  to  res idents,
whether  or  not  occurr ing on fac i l : , ty  pre in ises. -  Refer  to  Sect ion '
305.4 and to  Arkansas ch i ld  and adul t -  abuse and neglect  repor t ing
s ta tu tes  _ .

-  Absence/e lopement  of  a  res ident  f rom the fac i l i ty  as def ined
below.

Absence/elopement sha1l mean circumstances where the resident
cannot  be located or  has le f t  the prern ises wi thout  author izat lon.
rf the resident cannot be rocated witrr in one hour, he or she
shal1 be consj .dered absent .  For  the purpose of  

' th is  
sect ion,  a

res ident  j -s  author ized to ' Ieave the pre in is ls  in  any manner
consis tent  wi th  the res identrs  p lan bf  care,  oE pursuant  to
speci f ic  author izat ion by a phy-s ic ian,  the iac i t i ty
admin j -s t ra torr  or  the admin i l t ia tor rs '  des ignee.  a i ry  legar ly
competent  res ident  nay execute d ischarge d5curnents. -  f f - the ie is
=eason to bel ieve such a res ident ,  upon d ischarge,  malr  be an
endangereo  adu l t  ( see  sec t i on  306 :4 .e )  t he  fac i i i t y  r l n ra ins
ob l i ga ted  to  make  repo r t s  requ i red  by ' l aw  (see  sec i i on  30G.4 ) .

305.2 INCTDENTS/OCCURRENCES REPORTABLE.WTTHIN TWO HOURS

The fol j"owing inc:.dents shall  be reported by telephone (refer to
Sec t i on  305 .5  fo r  con ten t  o f  t e leph6ned  rep6 r t )  t b  t ne  o f f : . ce  o f
Long Term care withj.n two (2) houls of the- incident, i f  the
inc i c ien t  occu rs  du r ing  no r rna l  bus iness  hou rs  (g :oo  a .n .  t o  4 :30
p .m. ,  i , I onoay  th rough  F r iday ,  excep t  ho l i days ) ,  o r  be fo re  10 :OO
a.n.  on the next  workday i f  the inc ident  o lc i r is  a f ter  ncrmal
bus iness  hou rs :

-  Acc idents,  inc idents,  or  unusual  occurrences involv ing in jury
or  i l lness to  a res ident  that  recru i re  nedica l  t reatment  or
se rv i ces  ou ts ide  the  fac i l i t y .

-  A11  cases  o f  repo r tab le  d i sease .

Loss
*-han a

o f  hea t /a i r
t r " 'o  (2)  hour

condi t ion ing or  f i re  a larn systerns of  less
quracIOn.^

27
AVgf
9ATE REC'D
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STATE PINN UNDER 'iTTLE XTX OF THE SOCTAL SECURTTY ACT

State/Terri tory: Arkansas

ELIGIBILITY CONDITTONS AND REQUTREMENTS

Process for
and Abuse

Invest igat ion of  A l lesat
and Misappropriat ion of

Resi.dent Neglect
Property

ons of
Resident

Tl: f!1!9-la=. +n e
119. in'*r:stigation 9f allegarions oi ieirect and abuse
resident property
anocher i iraiviauif
resi.dent.

by a nurse a ide or  a- res ident  in  a
used by the faci l i ty in providing

ST

- Thef t  or  n isappropr ia t ion of  res ident  funds or  proper ty .

306.3 AFTER HOURS REPORTING

After business hours, weekends and. holidays, incidents;grecif ied
in sect ion 306.1 shai l  be repor ted uy ca l i ing tn-  emergency.
nurnber provided by the off icL of i ,oni Term Cire ror tfr i i --f irpo=".

306.4 REPORTTNG SUSPECTED ABUSE/NEGLECT

The. fac i l i ty rs  wr i t ten pol5.c ies and procedures sha1I  inc lude,  a t
a mr-nr-mun' requirements specif ied in this section.

306.4.1 The requj . rement  that  the Adra in is t ra tor  or  h is  des ignated
age?! inrnediately report al l  cases- oi- luspectea abuse/negfE6t ot
residents of a long Lerrn care raci l i iy J=-=le-if i ;d u'eroi:

_  _a. .  suspected abuse/neglect  o f  an adul t  (18 years o1d or
o lder)  shal l  be repor t 'ed €o the sner i i t  o f  €ne Sounty- in  wfr icr r
!n : - f?911+Fy is  loLatedr  ds regui re-  uy arkansa= coda Annotated
s -28 -2O3 (b )  .

-  l :  suspected _abuse/neglect  o f  a  ch i ld  (under  19 years of  agre)
shal l  be. repor ted to  the local  law enforcement  agenc|  or  to  th6
central intake unit of the Departmen! of nurnjn s6nricesr ds
requi red by Act  1208 of  Lee1.-  cent ia t  ind i i iE miv-ue nof i . i ied by
te lephone  a t  1 -800 -4  g2 -5964 .

306.4.2 The requi rernent  that  the Admin is t rator  or  h is  des ignated
?9ent  repor t .suspected abuse/neglect  to  the Of f ice of  Long fern
Care  as  spec i f i ed  i n  Sec t i on  306 .1  above .

305 -4 .3  The . requ i re rnen t  t ha t  f ac i l i t y  pe rsonne l ,  i nc lud ing  bu t
not  l in i ted to ,  l icensed nurses,  nurs inb iss i l tant i ,  pr ry=i6 ians,
soc ia l  workers,  menta l  heal th  p io ie is io ia fs  and oth l r^e i rp ioyees '
in the faci l i ty who have reasonable cause to suspect that a-
resident has been subjected to conait ions or cir lurnstances which
have or  could have re iur ted in  abuse/neglect  are requi red to
immediate ly  not i fy  the Adminis t rator  or - f , i -s  d-s igna€ea agent .

- /
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STATE PIAN UNDER iTTLE XTX OF THE SOCTAL SECURTTY ACT

State/Territory: Arkansas

ELIGTBILTTY CoNDTTIONS AltD REQUIREMENTS

Process for the Investigat@
and Abuse and Misappropriat,ion of

ons of Res
Resident, Property

Neglect

Tl? t!1!9-las. inand investigation
resident property
another indiviciual
res ident .

of al legations of neglect and abuse
by a nurse aide or a resident in a

used by the faci l i ty in providing

receipt and tirnely review
and misappropriation of

nursing faci l i ty  or  by
services to such a

306-4.4 The requi rernent  that ,  upon h i r ing,  each fac i l i ty
employee be given a gopy of the ibuseTnegiict report ing iol iciesand procedures and sigh- a statement t irat-the poricies ini
procedures have been recej,ved and read. The Staternent shall  be
f i led in  the employeers personnel  f i le ,

306.4.5 The requi rernent  that  ar l  fac i l i ty  personnel  rEGi . r "
annual  in-serv iCe t ra in ing in  ident i fy ing 'a;a repor t ing suspected,
abuse/neg1ect.

305 .4 .6  De f in i t i ons  ( f rom Arkansas  Code  Anno ta ted  5 -2g -101 )  fo r
Iep95!] lg suspec!,ed abuse of adult residents of long term care
fac i l i t ies as fo lLows:

(1)  r tEndangered adul t r  means:

( l )  An adur t  e ighteen (19)  years of  age or  o lder  who is  found
to be in a situation or condil ion which-poses an imminent r isk of
death or serious bodily harrn to that perSon and who dernonstrates
the lack of capacity to comprehend thL nature and consequences of
remain ing in  that  s i - tuat ion or  condi t ion;  or

_ (B)  A res ident  e ig l r teen (19)  years of  age or  o lder  of  a
long-cern care fac i l i ty  which '  i -s  requi red- to be l icensed under
[Arkansas code Annotated]  2o- to-224 who is  found to be in  a
situation or condit ion which poses an innin;n, i isf of death or
serious bodily harn to such p-erson and who demonstrates the lack
of capacity to comprehend the nature and consequences of
remaj.ning in that situation or condit ion.

t(?). rt [ !s5s[ and trmaltreatmentrt neans any wi11fuI or negligent act
wh ich  resu l t s . i n -neg r igence ,  marnu t r i t i 6n ,  phys i ca l  i s i au i t  o r
bat tery ,  phys ica l  or -pqyghologj -ca l  in jury .  i i r f i ic ted by other  than
accidenta l  neans,  and fa i - lure- to  prov ioe necessary cr la tment ,
rehabi l i ta t ion,  .  care,  sustenancer-  croth ing,  sber tLr ,  superv i i ion,
o r  med ica l  se rv i ces ;

(3)  I 'Explo i ta t ionrr  means any unjust  or  i rnproper  use of  another
pe rson  fo r  one rs  own  p ro f i t - o r  i dvan tage .

(4)  r r lmminent  danger  to hror  safetyr t  means a s i tuat ion in
/
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STATE PI.AN UNDER TTTLE XTX OF THE SOCTAL SECURTTY ACT

State/Terri tory: Arkansas

ELTGTBTLITY CONDTTTONS AND REQUTREMENTS

Process for the fnvestiga
and Abuse and Misappropriation of Resident property

The State has in  ef fect  the fo l lowing procEss for  the
and. invest igat ion 9f  a l legat ions of  ie l rect  and abuse

receipt, and timely review
and misappropriation of

nursing faci l i ty  or  byres ideni  prcper ty
another individual
resi..dent.

by a nurse a ide or  a  res ident  in  a
used by the faci l i ty in providing

STATE

#n€5eI
DATE APPV'

DAI E EFF

HCFA I79

services to. such a

lqhich death or severe bodily injury could reasonably be expected
to occur  wi thout  in tervent ion.  

-Tha 
burden of  proof-shaLl  Le upon

!h" .depar tment  to  show by c lear  and convinc ing-ev idence that  s i rch
immj-nent danger exists. 

-

306-4-7 Def ln i t ions ( f ron Act  1208 of  1991)  for  repor t* i "ng-
suspected abuse/neglect  o f  ch i ldren as fo l iows:

(1)  I tChi ldr r  or  ' r juveni ler r  means an ind iv i_dual  who:

(A)  Is  under  the age of  e ighteen (18)  years,  whether  marr ied
or  s ing le;

- (Bl fs under the age of twenty-one (Zt) years, whether married
6r single, who was adjudicatea a6lingudnt'uirder i ,he arlcansas
Juvenile code for an lct committed pfior to the age of eighteen
(18)  years and for  whom the cour t  re ta ins jur isd i - t ion;  or

(c)  .  _Was adjudicated dependent-neglected under  the Arkansas
Juveni le  code-before reaching the afe of  e ighteen (19)  years and
who,  whi le  engaged in  a cour ie  of  inst ruct i5n or  t ieatments,
requests the cour t  to  reta in  jur isd ic t ion unt i l  the course has
been completed.

(21 r rParentr r  means a b io log ica]  mother ,  an adoptJ,ve parent ,  a
man to whom the biological rnother was married at the t ime of
concept ion.or  b i r th ,  or  who has been found,  by a cour t  o f
conpetent  jur isd ic t ion,  to  be the b iorogicar  fa ther  of  the
j  uveni le .

(3)  "Chi1d mal t reat rar ,a , t  means abuse,  sexual  abuse,  neglect ,
sexual  explo i ta t ion,  c !  abandonrnent ;

i 4 )  r rahuse r r  means  any  o f  t he  fo l l ow ing  ac ts  o r  om iss ions  by  a
parent ,  guard ian,  cus lodian,  foster  pa ient ,  oE any person wi ro is
entrusted wi th  the juvenj . lers  care by a parent ,  guaid ian,
custodj -an,  or  foster  parent ,  inc lud ing,  but  not  l inLted to ,  an
agent_or .ernployee of  a  publ ic  or  pr ivate res ident ia l  home,  ch i ld
care fac i l i ty ,  publ ic  or  pr ivate school ,  oE any person Iegal ly
responsrb le for  the ' iuveniJe. ts  wel fare:'  

, / t  /
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STATE PI,AN UNDER TTTLE XIX OF THE SOCTAL SECURTTY ACT

State/Terr i tory : A r k a n s a s

ELIGIBILITY CONDITIONS A}ID REQUIREMENTS

Process or the Investigatj.on of A egat ions of Resident Neg
and Abuse and Misappropriat ion of Resident Property

The State has in  ef fect  the fo l low process for  the
of  a l legat ions of  neglect  and abuse

receipt, and t imely review
and misappropriat ion of

nurs ing fac i l i ty  or  by
and investigation
resident property
another individual
res ident .

by a nurse a ide or  a  res ident  in  a
used by the faci l i ty in providing services to such a

(A)  Ext reme and repeated cruel ty  to  juveni le , .  or

(B )  .Phys i ca l ,  psycho log i ca l r  o r  sexua l  abuse  o f  any  j uven i l e
which inc ludes,  but  is  not  l inr i ted to ,  in tent j .onal ly ,  knowingly ,
or  negl igent ly  and wi thout  just i f iab le cause:

j uven i l e  i s  o r  has

_ ( l )  Engaging in  conduct  creat ing a substant ia l  poss ib i l i ty  o f
death,  perm?nent  or  ternporary d is f igurement ,  i l lnes- ,  impai rment
of any bodily organr o! an obsenrable and substantial irnpairment
in  the in te l lectual  or  psychologica l  capaci ty  of  the juveni le  to
function within his normal rang5 of periorrnairce and behavior with
due regaTd !o his culture except wfren the juvenile is being
furnished with treatment by spi-r i tual meanl alone through prayer,
in_ accordance with the tenets- and practices of a recognized
re l ig ious denominat ion by a duly  aLcredi ted pract i t ioner  thereof
in l ieu of rnedical treatinent; 

-

(+f )  Any nonaccidenta l  phys ica l  in jury  or  menta l  in jury i  or
( i i i )  Any in jury  which i .s-at  var ia ice-wi th  the h is tory  g iven.

(5)  I 'Sexual  abuserr  inc ludes so l ic i ta t ion or  par t ic ipat ion
in sexual  act iv i ty  wi th  a juveni le  by an adul t  or  person
responsib le for  the care and maintenlnce of  the juveni le .  Sexual
abuse a lso inc ludes any of fense re la t ing to  sexual  act iv i ty ,
abuse,  or  explo i ta t ion,  inc lud ing rape and incest ,  ds set  out  and
def ined in  the Arkansas Cr iminal -Cod-e and amendnrent  thereto,
ISec t i on ]  5 -1 -101 -  e t  seq .

(6 )  i lNeg lec t r r  means  those  ac ts  o r  om iss ions ,  o f  a  pa ren t ,
gruard ianr_ custodian,  foster  parent ,  o t  any person who is
entrusted wi th  the juveni le 's  care by a p i rbnt ,  custodian,
gua rd ian r  o !  f os te r -pa ren t ,  i nc lud in | ,  b i r t  no t  l rm i ted  to ,  an .
agent  or  enrp loyee of  a  publ ic  or  pr ivate res ident ia l  home,  ch i ld
ca re  fac i l i t y ,  pub l i c  o r  p r i va te  i choo l ,  o r  any  pe rson  l ega l - I y
responsib le under  s tate law for  the juveni lers  weLfare whj -ch
consc i tu te :

(A)  Fai lure or  re fusal  to  prevent  the abuse of  the juveni le
when such person knows or  has reasonable cause to  know the

N o .
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STATE PI,AN UNDER TTTLE XTX OF THE SOCTAL SECURTTY ACT

State/Terri tory: Arkansas

ELIGIBILITY CONDITIONS A}ID REQUIREMENTS

Process for the Investigation of Al legations of Resident Neglect
and Abuse and Misappropriation of Resident Property

The State has in effect the fol lowinqt process for the receipt and t iuely review
and investigation of al legations of ieltect and abuse and misappropriat ion of
resident-property by a nurse aide or a resident i .n a nursing faci l i ty or by
another individual used by the faci l i ty in providing serrr ices to such a
resident

(B) .  Fai lure or  re fusal  to  prov ide the necessary food,
c lo th ing,  shel ter ,  and educat i .on regui red by Iaw,  

-  
or  nredica l

t reatment  necessary for  the juveni lers  wel l lbe ing,  except  when
the fa i lure or  re fusal  is  caused pr inrar i ly  by the f inancia l
inabil i ty of the person legal.ty r-esponsible ind no serrr ices for .
re l ie f  have been of fered o i  re jected,  oF when the juvef tHl€ is
being furn ished wi th  t reatment-by sp i r i tua l  means i lone through
prayer, in accordance with the tenets and practices of a
recogni"zed rel igious denomination by a duly accredited
pract i t ioner  thereof  in  l ieu of  med- ica l  t r6atment , .

(c)  Fai lure to  take reasonable act ion to  protect  the juveni le
frorn abandonment, abuse, sexual abuse, sexual exploitat ion,
Beglect, or parental unfitness where the existence of such
condit ion hras know or should have been known;

(D)  Fai l .ure or  i r rernedia l  inabi t i ty  to  prov ide for  the
essential and necessary physical, menlal, 

-or 
ernotional needs of

the juveni le ;

(E)  Fai lure to  prov ide for  the juveni lers  care and
naintenance,  proper  or  necessary suppor t r  oE medica l ,  surg ica l ,
or  o ther  necessary care i  or

(F)  ?a i lure,  a l though able,  to  assurne responsib i l i ty  for  the
care and custody of  . l t rg .  juveni re or  par t ic ip- te  in  a p lan to
assune such responsib i l i ty

(7)  t rSexual  explo i ta t ion"  means aI Iowing,  permi t t ing,  or
encouraging par t ic ipat ion or  depic t ion of  the juveni le  in
l rost i t .u t ion,  obscene_photographing,  f i l rn ing,  or  obscenely
depic t ing a juveni le  for  any use o i  purpose.

'- .{o.
Supers
TN No. DATE REC'D

Effect ive Date0cT o t  rqgg

HCFA ID:

A  ^  Y -  - F F

U A  t  q  g r ' ;

H C F A  I 7 9



nevision : HCFA-P[4-92-3
APRIL ].992

( H S Q B ) At tachmen t  4 .40 -B
Page 8
OMB No .3

STATE PI.AN UNDER TTTLE XTX OF THE SOCTAL SECURTTY ACT

State/Territory: Arkansas

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Process for the fnvestigat, ion of Al legations of Resj.dent Neglect
and Abuse and Misappropriation of Resident Property

The State has in effect the fol lowing process for the receipt and t imely review
and investigation of al legations of freltect and abuse and m-isappropriat- ion of
resident property by a nurse aide or a resident in a nursing faci l i ty or by
another individual used by the faci l i ty in providing serrr ices to such a
resi-dent

Jg l  | tCaretakerr r  means a parent ,  guard ian,  custodian,  foster
parentr  o t  any person ten (10)  years of  age or  o ' lder  who is
ent : r rs ted wi th  a ch i ldrs  care by a parent ,  guard ian,  custodian,
or foster parent, including, but not l j .rnited to, an agent or ,
emp'loyee of a public or private residentj,aL home, chi l*<are
fac i l i ty ,  publ ic  or  pr ivate school ,  or  any person }egal ly
res"ponsib le for  a  ch i ldrs  wel fare;

(L0)  r rSevere Mal t reatment l  means sexual  abuse,  sexual
explo i ta t ion,  acts  or  omiss ions which may or  do resul t  in  death,
abuse j.nvolving the use of a deadly weapon as deflned by the
Arkansas Cr iminal  Code,  bone f racture,  in ternal  in jur ies,  burns,

. irnmersions, suffocation, abandonrnent, medical diagnosis' of
fai lure to-thriver oE cius.ing a substantial and o6serrrable change
in the behavior or demeanor of the chi. ld except that a chi ld
shal l  not  be considered to  be severe ly  mal t reated when the ch i ld
is being furnished with treatment by i  spir i tual means alone,
through prayer, in accordance wj.th Lhe tEnants and practices of a'  recognized re l ig ious denominat ion by a duly  accredi ted
practj. t ioner thereof in l ieu of rnedical treatment;

305.5 CONTENT OF TETEPHONED INCTDENT AND ACCIDENT REPORTS

The telephoned incident/accident report wil l  include the
fo l lowing in format ion:

Ful1 nane,  &9€,  race and sex of  any involved res idents.

l .u l l  name,  a9€,  race and sex of  any involved fac i l i ty
personnel .

Ful1 name,  dg€,  race and sex of  any a l leged perpetrator .

-  T ime and locat ion of  inc ident

- Tirne and date of the report. The identity of the person the
repor t  is  g iven to .

-  Name,  address and te lephone
Adnrinistracor, oE, in . jrGlneizr

,

nurnber o f  t he  fac i l i t v

];.?,27ffi)* _^ | oarle.E5

in charge o f
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STATE PI,AN UNDER TTTLE XTX OF THE SOCTAL SECURTTY ACT

State/Territory: Arkansas

ELIGIBILITY CONDITTONS AND REQUIREMENTS

Process for  the Invest igat ion of  A l legat ions of  Resident  Neglect
and Abuse and Misappropriation of Resident Property

The State has i.n effect the fol lowing process for the receipt and t j ,roely review
and investigation of al legations of ieifect and abuse and m-isappropriat ion of
resj,dent property by a nurse aide or a resident in a nursing faci l i ty or by
another individual used by the faci l i ty in providing serrr ices to such a
res ident

-.bendling the situation.

Descript ion/summary of the incident.

- Status of the situation at the t j .me the report is made. o

306.6 WRITTEN INCIDENT AND ACCIDENT REPORTS 
* .

Written reports of al l  incidents and accidents shall  be co:npleted
as soon as poss ibLe af ter  occurrence.  The wr i t ten inc ident  and
accident  repor ts  shal l  be compr ised of  a l l  in fornrat ion speci f ied
in Section 

-:05.5 
regarding th;r content of telephoned incldent,

repor ts  and in  Sect ion 305.7 regard ing res ident  fo l low-up.

dff wii t ten reports wil l  be promptly reviewed, init ialed and
dated by the f ici l i ty adrni.ni-strator-or designie. A11 reports
involv ing acc ident / in jury  to  res idents wi l l  a lso be rev iewed,
init ialed and dated by the Director of Nursing Services or other
fac i l i t y  R .N .

A copy of the written report on al l  incidents specif ied in
Sect ion 306.L ( fnc idents/occurrences Repor table wi th in  one Hour) ,
including available init ial exarnj,nation and shift  notes on
involved res idents,  wi l l  be sent  to  the 'Of f ice of  Long Tern Care
inrmediate ly  fo l lowing the Adminis t ratorr  s /des igneers rev iew.
Inc idents speci f ied in  Sect ion 306.2 ( fnc ident i , /Occurrences
Reportable Within Two Hours) wil l  be subnritted i f  requested by
the Of f ice of  Long Term Care.

The Adrninistrator/designee wil l  review and track aLl incident and
accident reports and prepare a sunmary for review by the
fac i l i ty 's  Qual i ty  Assessment  and Assurance Commit tee ( refer  to
Sect ion 306.9)  dur ing i ts  quar ter ly  meet j .ngs.  The purpose of
this quarterly review is to identify health and safety hazari ls.

. -  fo .
Super ffective Date

HCFA TD

ur u11gg0
TN Noa./ ^l{

/)a) UU
DATE APPV'D
DAIE E;F
HCFA 17?



levision : HCFA-P}{-92-3
APRIL ]-992

(HSQB) At tachmen t  4 .40 -B
Page 10
OMB NO. :

State/TerritorY: Arkansas

ELIGIBILITY CONDITIONS AND REQUIREMENTS

ff iestigation of Allegat
and Abuse and MisaPProPriation of

ons  o f Resident Neglect
Resident Property

The State has in ef fect he receiPt an@process for the receipt and ELI,09*Y_5
oi al legations of neglect -and abuse and.tnj 's?PET?PI-t-":1ol

ly rev
no fand invest igat ion

resident ProPertY
another individual
resident.

; ;  ; - ;#="- i - {a"-"r-- i - iesiaent in a nursi .ng faci l i ty  or  by-ised 
by the facil i ty in providing services to. such a

Al I  wr i t ten inc ident  and acc ident  repor ts  sha} I  be mainta ined on

i i f e  i n  t he  fac i l i t y  f o r  a  pe r iod  o f  f i ve  (5 )  yea rs '

306.7 RESIDENT FOLIOW-UP

- The complete v i ta l  s igns,  inc lud ing.  ternperature,  -  o f  l tY-- r . r  ^*
: ,nvoivea ies iaenEs snaf i  u i  inc luded- in  the in i t ia l  examinat i -on
or trr" resident fot lowing the incident/accident.

-  The condi t ion of  any res idents involved in  the inc ident  shal l
le-iaaressed on the nursesr notes each shift  for a rninimum of

forty-eight hours.

306. 8 OTHER REPORTING REQUIREMENTS

The faci l i ty Administrator-is also reguired to rnake anv other
reporrs of i"'Jl 'd"ii i=,-.".iaents, suspecdEa-al"=2/i"gt"?t, actual

"i5-='irp"it.l i-"iirninit 
conduct, etc. as reguired' by-state and

federa l -  laws and regulat ions.

306.9 QUALITY ASSESSMENT AND ASSURANCE, COMMITTEE

Each fac i l i ty  shaI l  mainta in a Qual i ty  Assessment  and Assurance
Commit tee consis t ing of :

-  The Di rector  o f  Nurs ing Serv ices i

-  A phys ic ian designated by the fac i l i ty ;  and

-  At  least  three (3)  o ther  rnembers of  the fac i l i ty rs
s ta f f .

The euali ty Assessment and Assurance Cornrnittee wil l :

-  Meet  at  least  quar ter ly  to  ident i fy  issues wi th . respect
to wnlJrr-g"i i€i-asses-sment and as-surance activi ' t ies are

necessary;  anc l

Develop and inp lans of  act i 'on to

STATE ctive Dat

HCFA I

Approv
DTATE R3
N A T F  A

r -  -  ? .  a - a
LJ/1 | tr =r-r

I n.t^ *
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O M B  N o . :

State/Territory: Arkansas

ELTGTBTLTTY CONDITTONS AND REQUTREMENTS

Process fo
and Abuse and Misippropriat ion 5i-

ons of
Resident

esident Neq
Property

The State has in  e f fect  the fo l low
of allegations ot neirect and abust ina-rniJapt-i"Jil]bv a nurse aide 9r a-residenr- i{r  a-nui i in;- i ; ; i i l iy-
used by the facility in providing -egvices tq such

and. invest igat ion
resrdent property
another i;dii/ idueI
resident.

or by
a

Docurnentation of cornnittee rnee
act ion developed and s€ i tus of
ma ln ta ined  i n  the  fac i l i t y r s  f

t ings ,
correc

i les .

topi
t ion

DATE EFF
HCFA 179

II.S*P9*:: rgl Tlp^Iryply-3lyllr{ AND r*rEsrrcArroN oF ALLEGATT'NSfr -oF-ii;6 
iiieili Fffi;;fiii"tiI  l \ t l l D c F  a T ^ 6  ^ - ie6iriil*5i"iy-iiffiffii? t l h ? r r ? ^ t r r  tTNDIVTDUAL USED BY THE FACILITY TN PROVIDTNG SERVTCES TO SUCH ARESTDENT ARE SPECTFTED BEIOW:

The state has established statewide toIl-free telephone numberswith 24-hour cover3ge to recJi"!-"".pri- irrt" of suspectedabuse/negreg!.  to chirdren ana-aaura; ; - i l ; r "a i ig- iE5f ients ornursing faci l i t ies.  rn aaai€ion,-oi i i " i  of-  Long Term care (oLTc)staf f  are avai labre_dur ing normi i  uui inEs= nour6,- ; ;e are on-car l( through a state-wide beefer system) af ter-hours,  €o-receiveincident reports.as speci-r iea i ; - t ; ;e;- i  throrrgn'  r i  above.rncidents i ivorvint  ; i l ; i ; !  racir i t ies are referred to the of f iceg5 r ." I 'g Term Qare and the 6ounty-snEi: . t i - ro i - innei l ieat ion.  r f
!h".arreged.vicr im is a chi ld,  ihe oiv i i ion-" i - -cf i i r l ien anat-amlty services is also involved in the invest igtai ; ; .

YP"l..:::"1pt_in the oLTc cornptaints section, the complaint reportr .s.  Eyped on a-9ta1fard.  report  form, logged in,  reviei led,  
-

categor ized according. to Lype or--omfi i int .  r ior  "x i lofre,  
abuse,neg lec t ,_  res ident .  r i lh ts ;  i r i r rs ingr  

- rnEa ica t idns ;  
e tc . i l  

- ina-  - -  - '
assisned a pr ior i ty i tatus iccoidin;-a;-a;A;; ; i  i "gr i i i t ions.  Anyrequired internar Departrnental noti i ications are i iJo made.These activit les_are- accornplisfrea witnin-a clai-of-tf ie ieciipt ofthe- complgin! .  r f  t le comblaint ,  invorves suspected abuse ornegrect ,  i t  is  arso forwarhed to t t re state At lorney ceneraLrsoff ice for  possibre cr i rn inar invest igat ion and to the chi ld

Iy revi
t lon of

correct  ident l f led qual l ty  def lc ienc ies. I

plans
lJ

o f
I be

Approvar ou..JUL 28 1992r Errective DareOCT 011990
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STATE PLAN T'NDER TITLE )(IX OF TFE SOCIAL SECURITY ACT

State/Territory: ARKANSAS

ELIGIBILITY COF{DMONS AND REQUIREMENTS

Process for the Investigatior of Allegations of Resident Negrect
and Abuse and Misappropriation of Resident property

The State has in effect the following process for the receipt and timely review and investigation of allegations of
neglect and abuse and misappropriation of resident property by a nurse aide or a resident in a nr:rsing facility or by
another individual used by the facility in providing services to such a resident.

and/or Adult Abuse Registry, as appropriate.

Very serious complaints of abuse are immediately telephoned and fa:red to the State Attorney General's
Office. Medicaid Fraud Unit.

At the time the complaint is received the complainant is told that all complaints are investigated and that an
acknowledgment of the receipt of the complaint will be mailed to him/trer within a week.

All complaints are investigated. Health Care professionals who have completed training as speciFred by
CMS investrgate cornplaints concerning care and services in nursing facilities. When patient care senices
are in question the investigator is a Registered Nurse.

The visit to the involved facility is trnannounced. Intbrmation gathered from the complainant may indicate
that the visit should coincide with a parricular time of day or week.

The investigators explain the purpose of the vrsit on entry into the facility. All reasonable care is taken not
to divulge the identity of the complainant or resident in question.

The investigators use the appropriate survey report form and interpretative guidelines for &e faciliry to
conduct a partial survey focusing on the specific regulatory requirements related to the allegation(s).
Appropriate sarnples of residents, roorns, records, services, etc., are reviewed as necessary to adeqr:ately
assess compliance with applicable requirements. In cases involving allegations of substandard care. the
institution's Pattems of care, as well as the care fumished the individual(s) directly involved, is investigated.
If, based on this initial assessment or other observations, significant problems are identified. the scope of the
review is expanded as necessary.

Following the investigation the cornplaint status, substantiated or unsubstantiated, is determined and required
notifications made. Required reports are prepared and forwarded according to State and federal regulations.
If deficiencies are cited, a HCFA 2567 is forwarded to the facility for an appropriate plan of correction. Any
subsequent ceftification actions depend on the nanre of any deficiencies cited.

srAr- /+E!44ns* <--*-

SUPERSEDES:r :F i . -  ?2- " {

DATE REc )2_:/?' a j

DATE APPV,j-t:2* AZ -
DATEEFF ?- / -A3  -
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OMB NO. :

STATE PI,AN UNDER TTTLE XTX OF THE SOCTAL SECURTTY ACT

State/Territory: Arkansas

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Process for the Investigation of Al legations of Resident Neglect
and Abuse and Misappropriation of Resident Property

The State has in effect the fol lowing process for the reeeipt and t inely review
and investigation of al legations of neglect and abuse and m-isappropri.at- ion of
res ident .prgpgr ty  by a nurse a ide or  a- res ident  in  a nurs ing fac i t i ty  or  by
another individual used by the faci l i ty in providing services to such a
resident

1567 is  forvarded to the fac i l i ty  for  an appropr ia te p lan of
correctj .on. Any subsequent cert l f ication lct ions depend on the
nature of  any def ic ienc ies c i ted.

i  I o .
Supers
TN No.

DATE REC'D
DATE APPV'D
DAIE EFF
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TI?LE XIX OF THE

Arkansa s

ELTGTBILITY CONDTIIONS Al{D REQUTREMENTS

Attaclrment 4.40-C
Page 1
O M B  N O . :

SOCIAL SECURITY ACT

3he State hag in effect
of standard surveya to
giv ing not ice.

the followJ,ng procedureg for the scheduling and conduct
assure that  i€  

-has 
taken a l l  reasonable stePs to avaid

A l i s t  o f  f ac i l i t i e s  t o  be  su rveyed  f o r  t he  mon th  i s  p repa red
by  the  su rvey  schedu le r  and  g i ven  to  each  su rvey  team.  Each
ind i v idua l  t ea rn  comp le tes  a  mon th l y  ca lendar  l i s tTFg ' the  da tgs
ass igned  su rveys ,  f o l l ow -ups  and  ou t -o f - comp l i ance  v i s i t s  w i l l
be  made .

Teams  and  schedu l i ng  s ta f f  n ra in ta in  s t r i c t  con f i den t i a l i t y
rega rd ing  the  su rvey  schedu le .  S ta f f  w i thou t  a  need  to  know
do  no t  have  access  to  the  su rvey  schedu les .

The  comp le ted  ca lendars  (  schedu les  )  a re  re tu rned  to  the
schedu le  coo rd ina to r  who  t racks  them.  A  copy  i s  f o rwarded  to
the  comp la in t  coo rd ina to r .

Phar rnacy ,  L i f e  Sa fe ty  Code  and  D ie ta ry  spee ia l i s t s  e i t he r
en te r  t he  fac i l i t y  w i th  the  team o r  app rox ima te l y  t h ree  days
la te r .  I f  t he  spec ia l i s t s  do  no t  mee t  w i t h  t he  t eam be fo re
the  t eam en te r s  t hey  w i l l  no t  go  i n to  t he  f ac i l i t y  un less  t hey
see  the  no t i ce  pos ted  on  the  fac i l i t y  doo r  t ha t  t he  su rvey
tea rn  i s  p resen t .

Approval  Da Effeet ive
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OMB NO. :

SOCIAI SECURITY ACT

state/Terr i tory:

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Prograng to Me.aaure and Reduce Incon6istency

The State has
inconE j.stency

i n
in

effect the following progranE to measure and reduce
the apPlication of survey results €rmong surveyors.

TRAINING
On-going t ra in ing is  conducted to  enhance surveyoJ-€.k i l Is  and
inc i ease  cons i s tency  i n  t he  su rvey  p rocess .  T ra i n i ng  i s
conduc ted  j -n  spec i f i c  su rvey  a reas  such  as  P ressu re  so res  '
i n f ec t i on  con t ro l ,  t r us t  f unds ,  € t c .

ON-S ITE  REVIEWS
On-s i te  rev iews  a re  conduc ted  pe r iod i ca l l y  by  suPerv i so rs  to
eva lua te  su rveyo r  Pe r fo rmance  in  fo l l ow ing  the  su rvey  P rocess
and  eva lua t i ng  comp l iance  w i th  s ta te  and  fede ra l  regu la t i oDs .

LOOK BEHIND REVIEWS
Look  beh ind  rev iews  a re  conduc ted  pe r iod i ca l l y  i n  nu rs ing
fac i l i t i es  by  f i e ld  superv i so rs  to  eva lua te  su rve l ' o r
pe r f o rnance .  The  l ook -beh ind  i s  conduc ted  t he  week  f o l l ow ing
lne  su rveyo r  ex i t  f r om the  f ac i l i t y .  The  suPe rv i so r . i s  on -
s i t e  a t  t he  f ac i l i t y  and  rev i ews  Pe r  d i r ec t  obse rva t i ons '
i n te rv iews ,  and  reco rd  rev iew  a t  l eas t  f i f t y  pe r  cen t  o f  t he
qua l i t y  o f  ca re  assessmen ts  and  env i r onnen ta l  qua l i t y
assessmen ts .  Res i .den t  i n te rv iews  a re  conduc ted  rega rd ing
su rveYo r  behav io r .

REVIEWERS

d o c u n e n t a t i o n  t o  s u p p o r t  t h e  d e f i c i e n c i e s  c i t e d .

l rr,^rr -ur
I r,a,T! R EC'D

' a I C  a P P V ' D

i "rAIE EFF
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oMB No . :

THE SOCIAI, SECURITY ACTSTATE PLAN UNDER TITLE XIX OF

state. /Terr i tory:  Af  kanSa S

ELIGIBILITY CONDITIONS ArID REQUIREMENTS

The state hae in effect the foltowlng proceEg for inveatigatlng cornplalnts ofv io lat ions of  requi rements by nurein!  iac l l t t l -eg and moni tore onsl te on a
regular ,  as needed bagiE,  a nurc ing iac i l l tyra compl j .ance wl th the regui rementa
o f . s u b s e c t 1 o n ( b } , ( c ) , a n d ( d } f o i t h e f o 1 i o w i n g i e a s o n r :

(f) the facil i ty'haa been found not to be ln coropllance with euch
requtremente and ls in the procees of correci,ing deficlenciea to achleve
such compl iance;

( i i )  the fac l l t ty  was prevlouely found not  to  be ln  cornpl lance wi th euch
requirements and has correitea aeftciencleg to ach-ieve euch complianee,
and verif ication of contlnued compllance ie Lndicate-d, gL_. 

-

( i i i )  the state has reaeon to quest lon the compl lance of  the fac i l l ty  wi th
such regui remente.

PROCEDURES FOR THE T IMELY REVIEW AND INVESTIGATTON OF ALLEGATTONS OFNEGLECT AND ABUSE AND MTSAPPROPRIAT ION OF RESIDENT PROPERTY BY A  NURSEAIDE OR A  RESIDENT IN  A  NURSING FAEIL ITY  OR BY ANOTHER TNDTVIDUAL  USEDB Y  T H E  F A C I L I T Y  I N  P R O V I D I N G  S E R V I C E S  T O  S U C H  A  R E S I D E N T  A R E  S P E C I F I E D' B E L O W :

The  s ta te  has  es tab l i shed  s ta tew ide  to l l - f r ee  te lephone  numbers  w i th24 -hour  cove rage  to  rece i ve  comp la in t s  o f  suspec t ; i  abuse /neg lec t  t och i l d ren  and  adu l t s ,  i nc l ud ing  i es i den t s  o f  n i , r s i ng  f ac i l i t i e s .  I nadd i t i on '  o f f i ce .  o f  Long  Te rm ca re  (oLTc )  s t a f f  a r !  ava i l ab le  du r i ngnorma l  bus iness  hou rs ,  i nd  a re  on -ca l l  ( t h rough  
" - i t " t . _w ide  

beepersys tem)  a f te r -hou rs ,  t o  rece i ve  i nc iden t  repo i t s  as  spec i f i ed  , r r r& . r .a t t achmen t  4 .40 -8 .  I nc i den t s  i nvo l v i ng  nu r l i ng  f ac i l i t i e s  a re
re fe r red  to  the  o f f i ce  o f  Long  Te rm ca ie  and  the  Coun ty  she r i f f  f o ri nves t i ga t i on .  I f  t he  a l l eged  v i c t im  i s  a  ch i l d ,  

- i he  
D i v i s i on  o fch i l d ren  and  gam i l y  se rv i ce i  i s  a l so  i nvo l ved  i n ' t he  i nves t i ga t i on .

Upon_rece ip t  i n  t he  OLTC Comp la in t s  Sec t i on ,  t he  comp la in t  repo r t  i st yped  on  a  s tandard  repo r t  f o rm,  l ogged  in ,  rev i " ru "a l  ca tego r i zed
acco rd ing  t o . t ype  o f . comp la in t  ( f o r - t xamp le ,  abuse r  l l €g l ec i ,  r es i den t
r i gh t s ;  nu rs i ng ;  med i ca t i ons ;  e t c . ) ,  and  ass igned  a  p r i o r i t y  s t . a tus
acco rd ing  to  fede ra l  regu la t i oDs .  Any  requ i red  i n te lna l  De ia r tmen ta l
no t i f i ca t i ons  a re  a l so  made .  These  a i t i v i t i e s  a re  accomp l i i r r ea  w i t h i n
a  day  o f  t he  rece ip t  o f  t he  comp la in t .  r f  t he  comp ia in t  i nvo l ves
suspec ted  abuse  o r  neg lec t ,  i t  i s  a l so  f o rwa rded  t ;  t he  s ta te  A t t o rney
Gene ra l ' s  o f f i ce  f o r  poss ib l e  c r im ina l  i nves t i ga t i on  and  t o  t he  ch i l d
and , / o r  Adu l t  Abuse  Reg i s t r y ,  as  app rop r i a te .  

- - - - - -

ve ry  se r ious  comp la in t s  o f  abuse  a re  immed ia t l ev
to the s"*Z 

| t lorney Gen-r^ , l '  € .of i ice,  [ red ica i i
t e l e p h o n e d  a n d  F A X e d
F r a u d  U n i t .
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State/Territory: AIIK/{\ISAS

ELIGIBILITY COr\DHONS Ai\D REeIJIREMENTS

Process for Investigations of complaints and, Monitorins

The State has in effect the following process for investigating complaints of violations of requirements by nrrsingfacilities and monitors 9n1it9 on 
" 

t gul.t, as needed basis, a nfur-g facility's compliance with the requirements ofsubsection (b), (c), and (d) for the following reasons:

(D the facility has been fotmd not to bgin corrpliance with such rcquirernene and, is in the process of correcdngdeficiencies to achieve zuch compliance;

(il) the facility was previously found.not to be in compliance with such requirements and has correcteddeficiencies to achieve such compliance, and verification of continued compliance is indicated; or
(iii) the State has reason to question the compliance of the facility with such requirements.

At the time the complaint is received the complainant is told that all complaints are rnvestigated and that anacloowledgment of the receipt of a complaint wrll be mailed to him/her within a week.

All cornplaints are investigated. Health care professionals who have completed training as specified by clISinvestigate cornplaints concerning care and services in nrrrsing facilities. when patient care services are in questionthe investigator is a Registered Nurse.

The visit to the invoived tacility is unannounced. lntbrmation gathered from the complainant may indicare thar rhevisit should coincide with a particular time of day or week.

The investigators expiain the purpose of the visit on entry into the facility. All reasonable care is taken not to diruigethe identity of the complainant or resident in question.

The investigators use the appropriate survey rEport form and interpretative guidelines for the facility to conduct apartial survey focusing on the specific regulatory requirements ielated to the allegation(s). Appropriate samples ofresidents' roonE' records, serrices, etc., are retii*ed as necessary to adequately assess compliance with applicablerequiremants' [n cases involving allegadons of substandard care, the institutiont f"n rr., of care, as wellas the carefumished the individual(s) directly involved, is investigated. If, based on this initial assessment or other observanons,significant problems are identified, the scope of the ,.r.t.* is expanded as necessary.

Sr,+T= rfu'///Ln:*e-
DAT= REC'D --2 -/g --a<
DATEAPP;',1 {-_22- a3__
DATEEFF  Z - / -A3S[.lt'tttsc.r-rc*, I r..- qZ-2{
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Page 3
OMB No . :

STATE PUN TTNDER iTTLE XTX OF THE SOC]AL SECURTTY ACT

State/Terr i tory :  Arkansas

ELTGIBILITY CONDITIONS AND REQUTREMENTS

torrng

The State has in effect EhE
violations of requirernents by nurs ing fac i l i t ies and moni€ors ons i te  on a

orJ.owrng process for  invest igat ing compla ints
nurs ing fac i l i t ies and moni tors  ons i te  on aregular, a? needed basis,' 1 irgrsing iaiiri i it i-i"rpiiance with trre-ieeiii iernentsof  subsect ion (b) ,  (c) ,  and (d)  to i  tne ror iowint  i - i=ons:

(r) the faci l i ty has been found not, to be in compliance with such
requi rements and is  in  the process of  ior re l l ing aer ic ienc ie l  to  achieve
such compl iance;

(i i)  the faci l i ty was previously found not to be in cornpliance with such
reguirements and has corre6ted deficieni ies io acqieve such-iornti i i r ice,
and ver i f icat ion of  cont inued compl iance- is  ind icaFedi  or

( i i j - )  the State has reason to quest ion the compl iance of  the fac i l i ty  wi th
such requirements.

Fo119win9.  lhe invest igat ion the conrp la in t  s tatus,  substant ia ted or
unsubstantiated, is -deter:nined and iequired noti i ications rnade. Required
r  25t : .are prepared.and for* rarded acCording to  State and federa l
r  }a t ions-  I f  def ic ienc ies are c i ted,  a  Hcfa 2s67 is  forwarded to the
f--111!y for an appropriate plan of coriectionl 

-any 
subsequent

cer t i f icat ion act ions-  depend-  on the naiure of  any a l r i -c ien i ie l  c i ted.

The State conducts moni tor ing v is i ts  to  fac i l i t ies based on sever i ty  o f
problems or history of non-conrpl j .ance.

T o .
Strger
TN No
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ATTACHMENT 4.42-A 
   Page 1 
         
 
        Revised: January 1, 2016 
 
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 
State/Territory:    ARKANSAS                                                            

 
Methodology of Compliance Oversight Regarding False Claims Act 

 
The State will ensure an entity’s compliance with section 1902(a)(68) of the Act using the following methodology of 
compliance oversight: 
 

(a) An entity as defined by section 1902(a)(68) of the Act must submit a Certification of Compliance with Employee 
Education About False Claims Recovery to the Office of the Medicaid Inspector General (OMIG). 

 
OMIG will identify the entity or entities covered under 1902(a)(68) of the Act, which covers any entity receiving 
five million dollars or more for the federal fiscal year (FFY). The state plans to mail out the initial Certification 
request for calendar years 2007 and 2008 no later than May 31, 2008.   The request will explain that compliance is 
mandatory.  Identified entities will have one month (from the date the entity receives the Certification request) to 
comply with the request for calendar years 2007 and 2008.   
 
The certification will not be specific to a single fiscal year. The certification is an attestation stating that the entity 
is in compliance with section 1902(a)(68).  Following the initial determination for certification, the OMIG will 
review and compile any new information concerning any new entities meeting the threshold requirement for 
inclusion under this provision by December thirty-first (31) of each year.  OMIG will then notify each entity of 
their responsibilities regarding false claims education.  Entities will have one month thereafter to comply with the 
request.  OMIG will validate the attestation on a sample basis each year.  The false claims education requirement 
will be incorporated into OMIG’s review program.  

 
(b) This Certification will state that the entity: 

 
(1) Has written policies that include detailed information about the False Claims Act and other provisions 

named in section 1902(a)(68)(A); and  
 
(2) The policies include: 

 
i. The entity’s policies and procedures for detecting and preventing waste, fraud, and abuse; and 

ii. A specific discussion of the laws described in the written policies; and 
iii. A specific discussion of the rights of employees to be protected as whistleblowers; and 

 
(3) The policies are readily available, in paper or electronic form, to all employees, contractors, or agents. 
 
(4) The false Claims policy must be added to the provider’s employee handbook if the provider has such a 

handbook.  Employee handbooks will be reviewed for compliance as part of an audit by OMIG. 
 

(5) Review for compliance will begin by OMIG staff July 1, 2008. 
 

(c) As part of a OMIG Review, the OMIG will include additional procedures to ensure compliance with section 
1902(a)(68).  The procedures will include a review of the entity’s written policies according to the terms of the 
Certification described in paragraph (b). 
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STATE PLAN LJNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Citation
1902(a)(68) of
the Act,
P.L. 109-l7r
(section 6032)

State/Tenitorv: ARKANSAS

4.42 Emnlovee Education About False Claims Recoveries.

(a) The Medicaid agency meets the requirements regarding
establishment of policies and procedures for the education of
employees of entities covered by section 1902(a)(68) of the
Social Security Act (the Act) regarding false claims recoveries
and methodologies for oversight of entities' compliance with
these requirements.

(l) Definitions.

(A) An'6entity" includes a goyernmental agency,
organization, unit, corporation, partnershipr or other
business arrangement (including any Medicaid managed
care organization, irrespective of the form of business
structure or arrangement by which it exists)' whether for-
profit or not-for-profit, which receives or makes
payments, under a State Plan approved under title XIX or
under any waiver of such plan, totaling at least $5'0001000
annually.

If an entity furnishes items or services at more than a
single location or under more than one contractual or
other payment arrangement, the provisions of section
1902(a)(68) apply if the aggregate payments to that entity
meet the $5,000,000 annual threshold. This applies
whether the entity submits claims for payments using one
or more provider identification or tax identification
numbers.

A governmental component providing Medicaid health
care items or services for which Medicaid payments are
made would qualify as an ('entitytt (e.g., a state mental
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health facility or school district providing school-based
health services). A government agency which merely
administers the Medicaid program, in whole or part (e.g.,
managing the claims processing system or determining
beneficiary eligibility), is not, for these purposes'
considered to be an entity.

An entity will have met the $5,0001000 annual threshold as
of January 112007, if it received or made payments in that
amount in Federal fiscal year 2006. Future determinations
regarding an entity's responsibility stemming from the
requirements of section 1902(a)(68) will be made by
January I ofeach subsequentyear, based upon the
amount of payments an entity either received or made
under the State Plan during the preceding Federal fiscal
year.

(B) An "employee" includes any oflicer or employee of
the entity.

(C) A ttcontractort'or "agent" includes any contractor,
subcontractor, agent, or other person which or who, on
behalf of the entity, furnishes, or otherwise authorizes the
furnishing of, Medicaid health care items or services,
performs billing or coding functions, or is involved in the
monitoring of health care provided by the entity.

(2) The entity must establish and disseminate written policies
which must also be adopted by its contractors or agents.
Written policies may be on paper or in electronic form,
but must be readily available to all employees'
contractors, or agents. The entity need not create an
employee handbook if none already exists.
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(3) An entity shall establish written policies for all employees
(including management), and of any contractor or agent
of the entity, that include detailed information about the
False Claims Act and the other provisions named in
section 1902(a)(68XA). The entity shall include in those
written policies detailed information about the entity's
policies and procedures for detecting and preventing
waste, fraud, and abuse. The entity shall also include in
any employee handbook a specific discussion of the laws
described in the written policies, the rights of employees
to be protected as whistleblowers and a specific
discussion of the entity's policies and procedures for
detecting and preventing fraud, waste, and abuse.

(a) The requirements of this law should be incorporated into
each Statets provider enrollment agreements.

(5) The State will implement this State Plan amendment on
January 1r2007.

(b) ATTACHMENT 4.42-A describes, in accordance with section
1902(a)(68) of the Act, the methodology of compliance
oversight and the frequency with which the State will re-
assess compliance on an ongoing basis.
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ATTACIJMENT 4.43
Page l
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State/'l-erritorv : A RKAN SAS

4.43 Cooperation with Medicaid Intesrity Prograrn Eflbrts.
l'he Medicaid agency assures it complies with such
requirements determined by the Secretary to be necessary fbr
carrying out the Medicaid Integrity Program established under
section 1936 of the Act.

The Medicaid agency assures that i t  complies with $ 1936 of
the Act, and with determinations of the Secretary that are
entitled to enforcement under 5 U.S.C. $706.
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SECTION 4 – GENERAL PROGRAM ADMINISTRATION 

 

4.44 Medicaid Prohibition on Payments to Institutions or Entities Located Outside of the United  
 States 
____________________________________________________________________________________ 
 

 
Citation 

Section 1902(a)(80) of the Social Security Act, P.L. 111-148 (Section 6505) 
 
 
    X   

 

  The State shall not provide any payments for items or services provided under the State plan or 
under a waiver to any financial institution or entity located outside of the United States. 
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State: Arkansas 
Date Received: 9/23/13 
Date Approved: 12/19/13 
Date Effective: 1 /1 /1 4 
Transmittal Number: 13-14 

Medicaid Eligibility 

ll\·lll c,,ntrol l\umhcr 0931!-I I-IX 
0\ Ill E"piratiun date: IO JI.201-1 

ll\1AGI-Based Income Methodologies 

j 1902!e)( 1-ll 
1-12 crn -135.<,o3 
I 

~ ·1 hl' staic will apply t-loditicd Adjusted Gross Income ( l\ IA( i i I-based mcthod,,t,,gics as dcsc·rihcd bclLm. and consistent" ith 
■ -12 CFR -135.<,0J. 

In the ca.,c of determining ongoing digibilit) for bcnc•fkiarics dl'l<ermin,·d eligible for :,..kdieaiJ on or h<Cforc 
Occcmhcr 3 1. 2013. M,\1 il-h:tsl'd inc,1111c mcthodolngk, "ill not be :1pplicd until Mardi 31. 201-1. or the nc'(t 
rq;ularl)-,chcdulcd rcnc\1al of digihility. \1hichcwr is Inter. it applkation of such method, rc,ull~ in a 
determination or incligihilit; prior to such <law. 

In dctennining famil) si.rc fi,r the cligiriility dctcrminatil,n ol a pr<egn:mt \\1,man. she is t·oumcd as her,df plu, 
cilch or the d1ildrcn ,he i, c,pected to ddi, er. 

In determining fomil; si/c t,ir the digihilit; d,tcrminatinn of the other indi, iduah in a hou,l'hold that includes 
a pregnant \\Oman: 

(' ·1 he pregnant \\om:111 is wum,•dju,t as hcrsdr. 

(' The pregnant "oman is counted as hcrsd [ pl u, one. 

(e rhc pregnant \\oman i, counted :1s hcrsl'li'. plus the numlx·r ,,r d1ildrcn she is e,pcctc,I to deli, er. 

Financial digiriility is determined c,,nsistcnt 11 ith thl· following prn,·i,ions: 

\\'hen dctem1ining eligihilit~ for new :1pplicant,. linancial cligihilit~ is has,·d on current month!; inc,11n,· anJ 
fomi l; ,i1c. 

\\ hc-n dctcnnining digiriilil; for current hcnclkiaric,. lin:mdal cligihilit~ is ha;«•d on: 

r. Current month!~ hou,d10IJ income and fomil; site 

(' ['ro.kctcd unmml housd1nld income :1nd famil; si✓.c for the remain in!,\ month, "f the current calendar) c.ir 

In determining crnwnt month!~ or projected mmu:1I h1n1seh,,ld inrnmc. the state "ill use reasonable mcth,,d, 10: 

0 Include a pror,ucd pnnion of a rca,onahl; prcdidahk incrca,c in future in,·omc and or famil; ,i,c. 

n Account for a rl·a,onabl) prl·diclahlc d,·neasc in t\iturc inn,mc and1or fomil; site. 

t:,,cpt a, pro, iJcd at-12 CTR .l35.<,03(JJt2) through (dl(-1). h,,uschold inc,,mc is the sum of the vi \til-ba,ed im;omc 
of e1 er; indh idual induJed in the inJi, idual', houscholJ. 

In determining cligibilit~ H,r \kdi<:aid. an :mwunt c,111i,aknt to 5 pcr,·entagc points of the 1·1'I lor tlw applicahlc 
famil; ,i,e 11ill he dcdmcted fr11m household income in accordance \\ith .e (TR .J35.603(dJ. 

l lousclmld income indudcs ac111ally a, ailahk ca,h support. e,eecJing nominal :m1nunts. pn" i,kJ h~ the pers.,n 
claiming :111 indi, iJual ,icscrihcd at *-1:l5.60.1t 1)12)( i1 as a ta, dependent. 

r Ye, (i \o 

SIO 
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Medicaid Eligibility 

r 1\gc I~. ,,r in the case ,,f full-time students. age 2 1 

PRA Disclosure Statement 
According to the l'apcrm>rl. lfrduction /wt of 1995. no pcrs,,ns arc required h\ respond 1,, a collcc·tion of inliinnatinn unless it displa), a 
\ alid U\lll comrol numhcr. I hc, alid o:-m contn,I numhcr for this infi•nmnion rnlkclicm is 0918-11 -UI. Thc· time required 10 compktL' 
this mlorma11on colkction as es11m:1tcd 10 :t\'\.'l"Jgc .JO hours per rl'sponsc. 1ndud111g th,· t1111L· to re, 1c\\ instn11.:11ons. ,card, exbting data 
re~oun.:,::--. gather lhc data nee-Jed. and comph:tc ~tnJ re, h:w lht: infiwmjtion ulll1.·1.·1ion. lf~tlU ha,c commcnls l'1mf.!crning lhc ,u.:cur,i~) t,f 
the time estimatc(s) or suggestions for impnl\·ing this form. please ,HitL' 1,,: C\1S. 7500 Sccurit~ 11,,uk,ar.:J. t\ttn: Pit-\ Re1lo11s Clearance 
O fficer . .\!ail S10p C-l-26-05. Baltimon:. i\ la1) krnd 2 12-l-l- 1850. 

State: Arkansas 
Date Received: 9/23/13 
Date Approved: 12/ 19/13 
Date Effective: 1 / 1 /14 
Transmittal Number: 13-14 
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) 

) 

(QA~_ Medicaid Eligibility 

0:1.IB Control Number 093X- l 14X 
01'-.IB Expiration date: 10/3 1/201-1 

IAFDC Income Standards 

Enter the AFDC Stundards below. All stmi:s must i:nter: 

MM il-cqui, ali:nt AFDC Pa) mcnt Standard in Effect As of Mn) I. I 9X8 and 
Al·DC Payment Standard in Ellh:t As of Jul) 16. 1996 

Entry of other standards is optional. 

[MAGI-equivalent AFDC Payment Standard in Effect As of May 1, 1988 

[Income Standard Entry - Dollar Amount - Automatic Increase Option 

The standard is as folio" s: 

(e Statewide standard 

("' Standard , arks by region 

("' Standard, arics by li\'ing arrangement 

(' Standard, arics in sonw other \\a) 

!Enter the statewide standard 

I k>uschold si7c I St,mdard (S) 

+1 97 

+ 2 183 

+ , 229 

+ -1 270 

+ 5 309 

+ (, J-15 

+ 1 378 

+ 8 -108 

+ l) -136 

+ 10 -141 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

Additional incremental amount 

(' Yes (e No 

Increment amount S I ! 

St;:itf:r ArkrlnSFlS 
Date Received: 9/20/13 
Date Approved: 12/10/13 
Date Effective: 1/1/14 
Transmittal Number: 13-15 

The doll.ir amounts increase auwmatically each yc,ir 

(' Yt·s (e No 

S14 

SIJa 

l'ai:e 1 of 5 
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·~ 

~~- Medicaid Eligibility 

IAFDC Payment Standard in Effect As of July 16, 1996 

!Income Standard Entry - Dollar Amount - Automatic Increase Option 

:Thc standard is as follows: 

(e Statewide standard 

(' Standard varies by region 

(' Standard \'arics by living arrangement 

(' Standard varies in some other way 

Enter the statewide standard 

I I louschold si7c Standard (Sl 

+ I 81 X 

+ 2 16~ X 

+ 3 204 X 

Additional incremental amount 

(' Yes (i No 

Increment amount S I j 

) '. I I I I b 4 247 X 
I + 5 286 X 

) 

+ 6 331 X 

+ 1 313 X 
+ s 415 X 

+ 9 451 X 

+ 10 457 X 

The dollar amounts increase automatically each year 

r Yes (i No 

State: Arkansas 
Date Received: 9/20/13 
Date Approved: 12/10/13 
Date Effective: 1/1/14 
Transmittal Number: 13-15 

MAGI-equivalent AFDC Payment Standard in Effect As of July 16, 1996 

TN No: 13-15 

STATE: ARKANSAS 

Income Standard Entry - Dollar Amount - Automatic Increase Option 

The standard is as follows: 

(i Statcll'idc standard 

r Standard rnrics hy region 

APPROVAL DATE: 

PAGE: Sl4-2 

12/10/13 EFFECTIVE DATE: 

S13a 

S13a 

l'ai:<' 2 of5 

1/1/14 
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) 

J 

<9.i~" Medicaid Eligibility 

(' Stundard , ;1rics hy li\'ing arrnngemcnt 

(' Standard varies in some other wa) 

Enter the statewide standard 

Additional incremental amount 
Household siLc Standard (S) 

(' Yes (i" No 

+1 12-1 X Increment amount S I I 
+ 2 220 X 
+ 3 276 X 
+ 4 334 X 

+ 5 J XX X State: Arkansas 

+ 6 -I .JR X Date Received: 9/20/13 
Date Approved: 12/10/13 

+ 7 505 X Date Effective: 1 /1 /14 

+ 8 56 1 X Transmittal Number: 13-15 

+ 9 618 X 

+ 10 618 X 

The dollar amounts intTcasl.' automaticall) each ) ear 

(' Yes <- No 

AF.DC Need Standard in Effect As of July 16, 1996 

Income Standard Entry - Dollar Amount - Automatic Increase Ot>tlon 

The standard is as follows: 

(' State\\ idc standard 

(' Standard \'arics by region 

(' Standard , ·arics hy lh ing arrangement 

(' Standard , arics in some other 1va) 

The do llar amounts increase automatically each year 

(' Yes (' No 

813a 

Pace 3 o f 5 

Tff No: -13-= rs- ·- ·

STATE: ARKANSAS 
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_) 

~ -!l!. Medicaid Eligibility 

AFDC Payment Standard in Effect As or July 16, 1996, increased by no more than the percentage 
increase in the Consumer Price Index for urban consumers (CPI-U) since such date. 

Income Standard Entry - Dollar Amount - Automatic [ncrease Option S13a 

The standard is as fol lows: 

I State\\ idc standard 

(' Standard "1ri1:s by region 

1 Standard , arit·s by Ii, ing arrangement 

(' Standard ,·ari.:s in some other way 

The dollar an1ou111s increase autornaticall) each ) car 

(' Yes (' No 

MAGI-equivalent AFDC Payment Standard in Effect As of July 16, 1996, increased by no more 
than the percentage increase in the Consumer Price lndex for urban consumers (CPI-U) since 
such date 

Income Standard Entry - Dollar Amount - Automatic Increase Option SJ3a 

The standard is as fo llows: 

(' Statewide standard 

(' Standard , arks by region 

(' Standard , arics by Ii, ing .irrangcrncnt 

(' Standard \'arics in some other W'J) 

The dollar amounts increase autornaticall) each year 

(' Yes l No 

T ANF payment standard 

Income Standard Entry - Dollar Amount - Automatic Increase Option S13a 

1 he standard is as follows; 

(' Statewide standard State: Arkansas 
r Standard rnrics hy region Date Received: 9/20/13 
r Standard, ,1rics hy Ii, ing arrangement Date Approved: 12/10/13 
1 Standard -.1rics in some other"") Date Effective: 1/1/14 

Transmittal Number: 13-15 

Pal!c' 4 of 5 

nrNo: T3-rs-·
STATE: ARKANSAS 
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(QA_!ll Medicaid Eligibility 

The dollar amounts increase autnmaticall~ each) car 

r Yes r No 

MAGI-equivalent T ANF payment standard 

Income Standard Entry - Dollar Amount - Automatic lncrease Option S13a 

The standard is as follows: 

r Statewide standard 

r Standard varies hy region , 

r Standard ,·arics hy living arrnngemcnt 

r Standard, arics in snmc other \\U) 

The dollar an1<1unts increase automatically each year 

r Yes r Nn 

PRA Disclosure Statement 
According to the Papernork Reduction Act or 1995. no persons arc required 10 respond to :1 collection or infonnation unless it displays a 
valid 0MB control number. The valid Ol\113 control numher for this information collection is 0938-1 1-IR. ·n,c time required 10 compkte 
this inlimnmion colkction is estimated tn a, crag.: .JO hours per response. including the time to review instructions. search existing data 
resources. gather the data needed. and complete and rcvie\\· the information collection. I I' you have comments concerning the accumcy or 
the time estimatc(s) or suggestions for impn:,ving this form. please ,Hite tu: CMS, 7500 Sccurit~ Boule, :1rd. Ann: PRA Rc!"lltS CkarJn<:~ 
()nicer. Mail Stop C-1-26-05. Baltimore. l\13rylant.1212-1-1- 1850. 

TN No: 13-15 

STATE: ARKANSAS 

APPROVAL DATE : 12 / 10 / 13 
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Medicaid Eligibility 

0\ Ill l \mtrol Number 0'>38-11-18 
0;\IB I ~pirJtionJJtc: IO 31 2014 

!Eligibility Groups - Mandatory Coverage State: Arkansas 
,_P_a_rc_n_ts_a_n_d_O_t_h_er_C_ ar_e_ta_k_er_ R_el_at_h_•~-s _ _ Date Received: 9/20/13 S25 

.n Cl R 435.110 
1902fall 10)(,\>til(I> 
193 1th1.md(di 

Date Approved: 12/10/13 
Date Effective: 1/1/14 
Transmittal Number: 13-15 

!!) Parents :md Other Caretaker Rrlatins • l'.ircnt~ and othcr l·ar.=1;1!-cr rd,Hi\ cs (1f Jqicndcnt childr,·n \I ith hou~diold income at or 
■ hd,n, a st:indarJ cstahlisht•d h~ the ~wtc. 

OC lnJi, iJuals qu::tlil~ ing under this dig.ihilit) group must mcct the fol1,,11 ing cri1eria: 

~ 

!!) Arc parents or other caret al-er rcl:ni\ cs ( Jctined al -12 <TR -H5.4 ). induJing prcgn:mt ,, omen. of dependent d iilJrcn 
(dctincJ al -12 (TR -B5A) under age 18. Spou~cs or parents and oth,·r carctal-er rdmh cs :ire also im:ludcJ. 

l'his digil,ilit) group includes indi\ idmtls who an: parents or 01hcr ,·:1retakers <,f children 11 h,, are 18 : cars olJ . 
0 prm iJl."d the d1ildn:n arc full-time students in a ~C\:onJar: school or the cquhaknt lc, d or \oc.uional or 

tcdmical training. 

0 Options rdming h l the definition o f caretaker rdati, c (,eket :tn) th:it appl~ ): 

(8l Options rd.ning ltl th.: dctinition (>f lkpcm.knt child {~dcd the one th.ti ;1pplics ): 

Thl.' state <.'kL'lS to eliminate the rl."quircmi:-nt thal :i Jcpcn,knt d1ild must be Jcpri, ,·d of parental suppo11 or 
(i care h) n:ason of the d,•ath. ph: ,ical 1)1' mcnt.1I in<.:Jpa,·it~. nr ahscntc from the h,,mc ,1r uncmpl0~ mcnt of at 

lc:1s1 one pan:nl. 

1 ·1 he child mu.\ t he dcprh cd of parental ,upport or c.ar,•. t>ut a kss rcstrictiw srnndarJ is uscJ to mcasurl.' 
uri-·mpl,,) rncnt of th,· parent I sd,·ct th,· on,· that ,tpplic~J: 

@ I ta, c h11usd1<>IJ inl.'omc at 0r bdo\\ the standard cst:ihlislwJ h) thc state. 

\lA(il•lw,cd incomc m..-lht>Joh,gic~ arc u,cd in cakulating h,1u~d10IJ im:oml.'. l'k•a~c rl'fcr a~ ncet:~\a~ to S 10 \I \( i i-
Ba~cJ lnc1,mc \lcthnJnlogic,. complctcd h~ the ~llilc . 

I!] lrK·umc ,tanJarJ u,cd for this group 

! 
' I 
I 
L 

TN No: 13-15 

STATE: ARKANSAS 

@ \linimum in,·,,mc su nJJrd 

I he minimum income ,t.indarJ U\CJ fo1 thi~ group is the~ qatc·•~ ,\ I· Dl' pa~ mcnt !,tanJ.irJ in dfo:t a, of Ma~ I. I l}lill. 
..:om l' rH·J 1t1 '.\l.\(il-,·,1uhaknt amnu11t, h: hou,d1ulJ si1,·. I hc ~tanJ.irJ is Jc·~i.:rilx·J in S 1 .J ·\I I)( · Income SL.indJt.b. 

0 I he statc ,c11ilics th.11 it hJ_ sul->mincJ and r,·t:ei, cJ appr-.,, al li•r its ,,,n, crkd ~fa: 1. 19XX /\I I)(· IM~ ment 
, t:rnJ.trd. ~------------ l 

1 
An attachment is submitted. _ 
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tate: Arkansas 
1ate Received: 9/20/13 
1ate Approved: 12/10/13 
1ate Effective: 1 /1 /14 
ransmittal Number: 13-15 

Medicaid Eligibility 

ll1l' stale l-crtiiic~ that ii ha., suhmi11cJ and rccci, cd appn,, al ti ,r its com c11cd im.:1,mc s1anJ:irJt~l for p:m::nL~ and 
0 other carct.tkcr rdathes lo ~l.\Gl-cqui,alcnt st;mJ;1rJs and !hi.' dctcrmin.ition ofth,· ma:-.imum in.:omc stand:ird t,, 

he u,,.,.J for p..tr.:nts ;md other t·arctakcr rdath C$ lm<.kr this digihilit) gwup. 

An attachment is submitted. 

The state'~ ma,imum income standard t~•r this cligihilit~ gruup il>: 

'i The state's cffi.-cti\ c inc.-,mc tc, d for sc.:ti,m 1931 families undl·r the t- lcdicaid stale plan as o f:-. larch 23. :w I (1. 

eom cm•d to a ~Alil-cquh alcnt percent of I PL or amounts b) housdmlJ sin:. 

r rhc ~talc's cffccti, c income k, cl for sc,·1ion 1931 families under the ~ kJicaiJ ~,ate pbn a) ,,r lkccmbcr 31. 
2013. con, crtcd to a l\.l,\(il-cqui1 ::iknt pcrccm of~ l'I. or am,,unL\ h) household si1e. 

l'hc staic's cfT.:..:th e incf>mc le, cl for an~ p11pub1ion of pan:nts/c:m:tal.cr n:lath cs under a McJicaiJ 11 15 
r Jcm .. ,nstrati,)n as t•f t-.fard1 23. 20 I 0. c<,n1 crll'd to a MAGl-cqui\ aknt p.:n:,·m of I Pl. or amounLS h} housd1,,JJ 

s i1c. 

J"hc s1:i1c's dfocth c in.:omc k \ cl for an) population of parc111s/c:1rc1al..l' r rcla1h cs under a \kJic:iid 11 15 
r demonstration as oflktemhcr 31. :!013. conwrtcd to a \JAGl-.:quh~ilcnt pcn;cnl off PL or amounts b~ 

hou;.chold $i/c, 

l:ntcr the amount of the ma., imum ioc<1mc stan,larJ: 

r ,\ p,:rccnt,1gc of tho: ti:Jcral pt,,c11~ k \ l'I: □ •• 
rl1c statl.'·~ Al·DC pa~ mcnt st;mdard in 1.'ft\.·ct a~ of .luly I b. 1996, conn:m'I.! tn a \1/\Gl-cquhalcnt st;mJard. I he 

.:i MandarJ i~ dcscrih:d in S 1-1 Ari >C lm:@1c Standards. 

Th._. state's AFDC pa~ mcnt st;mdard in cffl.'ct a:. of Jul) I 6. 1996, in,'f"ca,cd h~ 1w m,irc than 1hc pcn:cmagc 
r increase in the Consumer Price lndc:-. for urban con~umcrs 1CPl-\i\ ~incc such date . .:omened 1t1 a t-.1.\(il

cquiYaknt ~tandard. The standard is d<.-scribcd in S 1-1 ,\FDC lncomc Standards. 

r 111,'. shl!l.'' s L'\i\ f pa;-m.:nt MandJrJ . .:omened to a t-.L\{il-cqui, a lent s1andurJ, Ilic sL:lnJard i~ dcsi:ribcd in S 1-1 
,\f DC Income ~tandarJs. 

r I >thcr Joll.ir ain,,unt 

~ lnc,,mc st::mJarJ chosen: 

1 l he minimum in.:omc ~tandarJ 

'.i l'llc ma,imum income ~tanJarJ 

I ho: , tat,•'s A~!)(· p:i~ llh.'nt , 1Jndard in cfti•,:t a, uf Jul) I 6. I 996. incro:J,cd h~ m, mnrr th:m the pcr, ... 111agc 
in~·r1:,N: in the ('on,um,r l'rit·c In,!.:, li.,r urhan c,,nsumcr, tCPl-1 J ~in,·c ~ud1 Jak I he , tJndard is dc~,·rihcJ in 
Sl-t Al IX' hm,mc :-.1.1nd.1rJ, . 

[if I her..- b no rc'><,rnw 1c~1 f,,r thb d ig.ihilit~ l!J',,up. 
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Medicaid Eligibility 

I he st,ttc co, er.. indi, iJuals undcrthis group \\hen J.:h:nnin.:d pr<'Sumpti, d) digit->k h) a qualified cntit) . I he state assure, 
it abo cmcrs indi, iJuu!s unJer the l'rcgn,mt \\'omen 142 l'I R-135.116) anJ or lnfont und l'hi!Jrcn und.:r Age 19 (42 Cl R 
43~. 1 ISJ cligihilit) gr,iup, ,, lwn Jctcm1incd prc, umpthd) l.'ligihle. 

l Ye~ r. '.\!o 

PRA Disclosure Statement 
A,corJing to the l'apcrnorJ.. Rcdu,tion /1c1 of 1995. nu pcr,on5 arc rs•quirc<l tu rc,pnnJ 10 a co!lcs·tion ufinfon11.11iun unlcs~ it <lb pl:1) s a 
, alid 0 \18 rnntrnl numhcr. The\ aliJ 0\ Ill ,,>ntn,I numhcr for this inronnatit,n c,,llcl.'tion i~ D9;8-I I 4R. The time rc-iuirc<l 10 cnmpl.:tc 
this informath~n colki:ti1,n is c,timatcd to a, ,-rage 40 h,,urs per rc;;p,>nSi.', including the timc lo rc,·irn instructions. search existing dat:i 
r~ourccs. pathcr 1hr data nct:dl.'d. and s·omplc1c :md re, ic\\ the inlimnatil,n collccthm. 11',ou h:i, c rnmmcnts co1i.:crning the accurac~ of 
1hc timr c~timoM ~l or ~uggc~ti,in, for impro, ing 1his limn. plea5c \\file 10: C\1,. 7500 S.:curit) Boule, an.!. ,\un: l'R,\ Ikpoits Clcaran,c 
Oftkcr. \ !ail Stop C-4-26-05. B:1lti1111}rc. :,, !ar) land 2124-t-J 850. 

State: Arkansas 
Date Received: 9/20/13 
Date Approved: 12/10/ 13 
Date Effective: 1/ 1/14 
Transmittal Number: 13-15 
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J 

_) ) 

tate: Arkansas 

(QA§~ Medicaid Eligibility 

o:-.m Ct>ntrol l\umbcr 0938-11-18 
O~IB E.,pirntion date: 10311201-1 

Eligibiiity Groups - Mandatory Co\'erage 
Infants and Children under ~g_e 19 

-12 crn -13s.11 s 
I 902(a l{ 1 OJ(A lri\{111 ), ! IV). (\'I) an<l (\'IIJ 
I 902{a)( I 0)(/\ )(ii}( I\' ) and {IX) 

I 93 l(b) and (dJ 

S30 

I!] Infants and ('hildren under Age 19 - Infants and children under age I 'I "ith household income at or bdm\ swnJ.mJs established b} 
the state based on age group. 

0 The state mll~I$ t~ t it opcr.itcs this cligibilit} group in accordance with the follm\ ing prm isions: 

[!I Children qualif} ing under this cligibilil) group must mc.:I the following criteria: 

[!} Arc undcr age 19 

[!J I la, c household income at or bckm thc stand,ml ,-stablishcd b} the stale. 

I!] 11AGl-roscd income m.:thodologies an: used in t·alculaiing household income. Please rcfi:r as ncc,'5$31) h1 S JO l\lAGI
BaSl.'d ln.:omc !\kthodologics, completed b} the state. 

[!} Income s.tand:irJ used for infanl5 under age one 

[!I }.linimum in-.-omc standard 

·1 he Stat.: had nn income standard higha than 133~0 l·l'L established as of December 19. 1989 for Jctennining 
cli£ihililJ fur infants under age nnc. or us ('f Jul~ I. 1989. had authori;jng legislation l(, do St}. 

r Yes C.- :S:o 

Tho! minimum income 31;111J arJ for infants unJcr age one is 133"• FPL. 

I!} 1\la,imum i1m1mc standard 

Ilic ~!:lie certifies that it has suhmittcd and rccci,cd .ipprornl for ilS cot\\ crh:J income s1:md:1rdts) for infants 
0 under age one 10 !\IA<H-cquhaknt standards and the determination t>fthc m:r.:imum income stand:1rd to he used 

for infants under age one. 

ate Received: 9/20/13 
ate Approved: 12/10/13 
ate Effective: 1 /1 /14 
ransmittal Number: 13-15 

An attachment is submitted. 

I he Mate's ma.,imum income 3iandard for this age group is: 

n ie ~talc's high~-st cffi:cliH: inwme k\ i:I for cmcmgc or infants under age one um.kr sections 1931 (lo\1 -income 
famil ic~). I 902(a)( IO)(,\)( i){ 11 IJ ( quali lied children), 19ll~(a)( I 0)l :\)(il{ I\') (mand:ito~ J'>\l\ crt} lei t:1-rclatcd 

) 

TN No: 13-15 

STATE: ARKANSAS 

(' infants), 1902\a)( IOJ(A)< ii l(IX, (optional pmcrt~ knl-rclated infant!.) and 1902(a)( 10){;\)(ii)( I\') 
(in~1i1utionali1cd children). in clfoct under the l\ k<licaid state plan as of ~ larch 23. 20 I 0, con, c-rtcd lt' a:, I, \(il
•·<1ui\'alcn1 pcn:cnl l'r l·PI . 

APPROVAL DATE: 12 / 10 /13 
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~ 
~§_ Medicaid Eligibility 

rhe 5tatc's highest l!ffccth c inc11mc b cl for c11, cragc of infants under :1gc on.: undcr sections 19~ I (low-income 
families). I 902(a )(I OJ(A )( i){III l (qualified children). 1902(a)( I O){A J(i )( I VJ (m:m<latol') po, crt) Jc, cl-n:l:11cd 

(' infants). 1901\a)( IOJ(A)(iiX IX) (opt ional (l<J\ cny kvcl-rclatcd infanL~) and I 9C(!(a)( IO){A )(ii)(l\ .J 
(in~litutionalizcd chih.lrcn). in cffo.:1 under the l\ kdkaiJ s~tc plan as of lkcemlx-r 31. 2013. com crted to a 
~L\(il-cquh alcrn percent nfl'l'I.. 

r rhc state's cffccliYc income h:,·cl for an~ population of in fonts under age one undcru 1'.kdicaid 1115 
Jcmonstrnti(ln us of .l\lan:h 23.2010. ,om crtcd to a MAGl-cqui,alcnt percent of FPL. 

(' The state's effective in~-omc le, cl for an~ population of infants under age one under a 1-kdicaid 1115 
demonstr:1tion as of December 31.2013. ,·on, crtcd tu a ~IAlil-cquivalcnt percent of FPL. 

(i 185°0 FPL 

~ Income standard chosen 

)) 

tAte: Arkansas 
ate Received: 9/20/13 
ate Approved: 12/10/13 
ate Effective: 1/1/14 
ransmittal Number: 13-15 

The stak's income standard used for infants unJcr age one is: 

r Th.: maximum income standard 

If not ch11scn as the ma:-.imum income standard, the state's highest effecti\e incom.: lc\cl for cmcr.igc of infant~ 
undcr age one under sections 193 1 (IOI, -income famili,'S). I 902(a)( I O){A}(i)(lll) (4ualilicd childn:n). I 901(a)l I OJ 

(e' (A)(i){IV) (mandamf) ptJ\'Crl} k w l-rdatcd infants). 1902(n)(JO){A)(ii)(IX} (optional po,crty k\'cl-rclakd 
in fonts) and 1902(:i)( I O)lA)(ii)(IVJ (institutionalized children). in effect undcr the Medicaid slate plan as of 
March 23. 20 I 0. com·ertc<l to a Mi\Cil-cqui\ aknt pcrcl'nt off PL. 

If higher than the highc~t dTccth·c income le, cl forthis age grou1rnn<ler the ~'talc pl:m as of~ larch 23, 2010. and 
if not ch,)scn as the ma'\imum income standard. the state's highest cff.:cthe income lc,cl for cnYcrngc of infant~ 

1 
under age onc under Sl-ction~ 193 I {lo\\•income families). i 902(a)( IO)(A)(i}(lll) (qualilied children). 1902{:i){ I 0) 

(i\ )(i)( IV) (mandatol')' JXlYCrt) lc\·cl-rclated infants). l 902(a){ I O){A )(ii){IX) {optional po, ert) lc\'cl-rclatcd 
infants) and 1902{a}l l0J(A)(ii}(IV) (inslitutionali2c<l children). in effccl under the t<.lcdirnid state pkm us of 
December 3 1. 2013, com·crtcd to a M.\(l(-cqui\alcnl pcr,:cnt of FPL. 

If higher than the highest enccthc income kH·I forth is age group under the state plan as of :\larch 23. 20 I 0. anJ 
r irnot chosen as the ma:-.imum income :.tam.lard. the st:ite's clfocti,c income k ,cl !or ,Ul) population ofinfants 
• under age one under a t-.ledicaid 111 5 Jem.:in~tralion a.~ of March :?3. 2010. comc11cd to a MAGl-cqui,·ak-nl 

percent of l· l'I.. 

Ir higher than the highest d focti, e income le, el for this :igc group under the state pl:m us of Man:h 23, 20 I 0. and 
if not chosen as the maximum income standard. the state's cffi:cti,·c incomc lc\'cl for an) popufation of infants 

l under age one undcr a Medicaid 1115 dcmonsu-.ition as ofD.:,:emhcr 31. 2013. come1icd to a MAGl-cqui\'alenl 
percent ofFPI .. 

1 Another income standard in-het\\ecn the minimum and maximum standards allom:d, pro\'idcd it is higher than 
the cffccti, c income standard for this age group in the stat.: plan as o f March 2.,. 20 I 0. 

·1 he amount of the income ~tandm-d for in fonts under t>nc is: EJ % FPL 

[!) Income standard for children age one through age Ii,.:. inclusi, ~ 

(!j t-. linimum irn:om~ standard 

) 
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J 
CQi~~ Medicaid Eligibility 

) ) 

tate: Arkansas 
ate Received: 9/20/13 
ate Approved: 12/10/13 
ate Effective: 1/1/14 
·ansmittal Number: 13-15 

) 

TN No: 13-15 
~ 'T'.ll.'T'F.: .ll.RK.ll.l\T.~.ll.~ 

Thi! minimum income stnndar<l used liir this ag\! group is 133% ~PL. 

~ l'\1:L,imum income l>landJrd 

Th.: slat\! ccrtifil!~ that it has submitted anJ n:cci, c<l arprO\ al for its com crtcd im.:onw ManJ.ird(s) for .:hildrcn 
0 :igc 1111c thmugh !i, c lo 1'1AC11-cqui\'aknt stand,1rds and lhc dclc'rminati0n of the ma,imum income i.landarJ to he 

used for children age one through !i, c. 

An attachment is submittw. 

n,c state's maximum income standard for children age one through lhe is: 

Ilic slate's highest cllccti,c income Jc, d f,1r co, cr.igc of .:hildn:n age one through Jh \! un,l\!r sccti(1ns 193 1 l lo,1 -
r. income families), 1902(a)( l 0)1.A){i)(III ) (qualifkd children), 1902\a)ll 0)(A)(i)(\"I) (mand.1tory po,crt)· lc\cl-
,. rdatcd d1iklrcn age one through Ji,c). and 190::!(a)(I0){.Al(ii)(IVJ(institutionalin'.d children). in clfoct under the 

Medic.lid state plan as ofi\ larch 23, 20 I 0. com cried to a I\ lt\Gl-equivalcnt percent or FPL. 

rhc stmc's high,:!>i effective income le\ cl for coverage of children age one thmugh Ji,·c under sections 193 1 (low• 
(' income familit:~). I 902(a){ I 0)(A)(i)lll I) (qualilied children), l902(a)( I O)(A)(i)( \ ' I) (manc.Lttor, pm crty h:vcl• 

related children ,1gc one through ti, c). and l902(a)( I O)(A )(ii)(!\') (institution,1l i'lcd children). in effect under the 
Mcdic:iid stale plan as of December 3 1. 2013. eom·crtcd 10 a M.r\<.il-cquh·:.1lcn1 pt'rccn\ of FPI ,. 

r 'fhe state's ~ffccti\ c income I~, cl for an) population of childn:~ age one thrnugh_ th·c under a Medicaid 1115 
demonstration as of l\larch 2.,, 20 10, converted lo a M:\ Gt-equ1,·all:nt pcn:cnt ol Fl'L. 

(' Inc st:ite's cffcethc inc<.1mc le\ cl for any popul:1tio11 of children age on.: through th c undcr a Medicaid J 115 
dcmonstr.ition ns offkccmb.:r 31. 2013. l·omcrtcd lo a I\IAG!-cquivaknt pcrc.:nl of FPL 

J:ntcr the am()unt of the m:n:imum income st:mdard: ~ % !"PL 

00 Income st.:indard chosen 

Th.: state's income stamhird used for children ag.: <)fl<: thrt1ugh ti,·c is: 

(e The maximum income smndarJ 

I r not chO!,cn as the maximum income st3ndard, the stak's highest c-lfo.:til e income k, d ti.Jr cu, eragc of children 
age one through th c undcr sc-ctions I 93 I (low-income famil ies). 1902(a)( I0)(AXi\(111 ) \qualified children). 

(' J 902laJ(I O)(A )ti )(\"I) {mandator: Jl(J\ er\) le, cl-rd.ili:d children age one through fi, c), aml 1902(a){ I 0J!A)(ii) 
{IV) (institutionali/cd children). in cfti:ct under the /\ lcdicnid state plan as of March 23. 2010. com·crt.:d to a 
MAGl-cquh aknt percent l•f fl'L. 

If higher than the highl'St cffccti, c income le, d for this age group under tht• state plan as of !',fan:h 23.2010. and 
if not cho,cn as the nrn,imurn in.:omc !,lamfard. the sl:it..:'s highest d1i:.:th c in,·omc k, et lbr co, cr:igc of children 

(' age ,)nc through the under scctions 19.3 1 (l<m-inl'l)mc families). 1902(:i)( I0)(A)ti)( lll) (qu:iliticd children). 
1')()2(:i)(I0J(A)(i)( \ "I) (m.indatof} fll"Cfl) lc,ct-n:latcd children :1gc one through lhc). :md l902(a)( I0)(A)rii) 
( IV) {in!>titutionali.red children), in l'fft-cl und..:r the /\lcdicaid state plan a, of Dcccmh.:r 3L2013. com c1kd tn a 
~l.'\Gl-~·quh aknt pcn:cnl ol' FPL. 

APPROVAL DATE: 12/10/13 
P.ll.~F. : ~"),fl-1 
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j 
~~~ Medicaid Eligibility 

I 

If higher than the highcM cffccti, c income le, cl for this age gmup under the st.lie plan as of :\larch 23. 20 I 0, and 
l if not chosen as the ma-..imum inrnme ~t:mdard. the slate's clTccti, c income le, cl for any p;>pulation of childrt.-ii 

age nnc through ti1 c under a Medicaid 111 5 dcmnnstrminn as of !I lJrch 2). 2010, con\ crt.cJ to a !I IACll-
equi\ uknt percent of FPL. 

If higher th:in the highest cffocth c im:omc lei cl for this age group under the state plan as of ~lar.:h 23, 20 l 0, and 

1 
if noi cho~cn as the maximum inl·omc standard. the state's cffectil'c inrnmc k, cl for an) population of children 
age nnc through Iii c under a !I kdit-aid 111 5 dcmon~tration as or Dc'Ccmhcr 3 1. 2013, con\crlcd to a l\1A( il
cquil'aknt percent of FPL. 

r Another income standard in-bct\\Ccn the minimum and ma;,,,imum standard~ al101\cd. provided it is higher than 
the 1:ITcctil·c income suindard for this age group in the state plan as ofl',,larch 23. 2010. 

! 
I 

I!! Income 5tandard for children age Sil( thrnugh age eighteen. inclusil c 
I 
I 

I 
l 
I 
I 

) ) i 
I 
l 

I 
! 
! 

,tate: Arkansas 
iate Received: 9/20/13 
iate Approved: 12/10/13 
1ate Effective: 1/1/14 
ransmittal Number: 13-15 

) 

~ Minimum income standard 

The minimum income standard used for this age group is 133% FPL. 

00 l\laximum income standard 

·r he state ccrt.itics that it has suhrnittcd and rcceh cd apprlJ\ al for its com cried income sl.:l.ndard\s) for children age 
0 six through eighteen to M,\Gl-cquiYalcnt standards and the dctennin.itiun of the ma;,,,jmum in,-omc standard to b.: 

tJ5l•d for children age six through age cigh!ccn. 

An :aU:atbment i5 submitted. 

'Ilic state's maximum income standard for children age six through eighteen is: 

Ilic st3tc':, highc:,t effect ii e it1c"\\J1H.' le, cl fur co, crngc of children ngc si;,,, through eighteen umkr sections 1931 

1 (low-income f:l:11ilics). I 90_2(a)( lO)(A)(iJ(III} (qualiticJ children). I '~?'.!\a)( l?X:~)li_XVII_) (m:m~ato~ fl?' crt~ 
lcYcl-rclatcd cluldrt'll age six through eighteen) and 1902(a)( IO)(A)( 11)(l \ ) (m~tttuhonahzcd children). 111 c!lcct 
under the !vkdicaid state plan as of March 23. 20 I 0. con, cncd to a ~ !i\(il-cqui1·afcnt pcn:;:nt of I PL. 

·nw state's hi~hcsl cffcdh c income le, cl for co, crai1c ()f children a~c sh throuih ci~ht1.'C11 umkr sections 1931 
(e (1011-incomc families), 1902ta){ IO){M(i)(I II) (qua lilied children). I 902La)( lOX.-\ )(i)( \'ll)(mandatory pm crty 

k, cl-rdated children age six through eighteen J and 1902t a)( I 0)\ A)( ii){ l\'J ( inslitutionalizi:<l ch ildrcn ). in effect 
under the Medicaid state plan as of December 31. 2013. com c11;:J lo a t',,L".Gl-cquivalcn! percent ufrt'L. 

,...., The st:llc's cfli:ctil·e income !c1'cl for any population of cltildrcn age six through eighteen under a f'..kdic-aid 1115 
( dcmonstrntion as ,)f March '.!3. 2010. com cncd to a MAGl-cquh alt:nt percent of J"l'L. 

1 
11w slate's ~lfo.:ti,c in,ome lc,:I f(1r an~ populati,m of child~cn ug7 :,j-.. thrnug.h cigl~tccn under a Medicaid 1115 
dcmonstrauon :L~ of Dcccmbcr., I. 2013. con, cncd to a ~ IA(,l-cqu11 aknt percent ot l·PI.. 

(' 133•;, FPL 

1:mcr the amount of the maximum income st:md.:ird: ~ •• ~PL 

00 lneomc ,tandard chosen 
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) 
~§~ Medicaid Eligibility 

'TI11! slate's inwmc standard used for d1ilJrcn age six thwugh eighteen is: 

{i' ·1 he maximum income standard 

lf not chosen as the maximum i11e1,111c stand:ml. the state's highest cfl"ecti, c im:l>mC h:\d for cm crJgc of children 
age six through eighteen unJcr sections 193 1 (low-income l:unilics). 1902(a,1(10i(A)(iJ(lll) (qualified children}, 

:ate: Arkansas 

C 1902(a){ IO)(Al(i)(\'11) (mandJtur:, fXl' crt) k\cl-rdated children agc six through eighteen) and I <)02{a)( IO)(A) 
(ii J(I\') (instittllionali1cd ~·hildn.-n\. in effect under the 1--kdicaid s1,1te plan ::is oD-larch 23. 20 I 0. cnmcrtl>d Lo a 
~1:\Gl-cquh :!lent percent of Fl'L. 

3.te Received: 9/20/13 
3.te Approved: 12/10/13 
3.te Effective: 1/1/14 
·ansmittal Number: 13-15 

If higher than the highest clli:cti,·c income IC\ d for this age group under tht' st.1ll! plan as of:\ larch 23, 2010. and 
if not chosen a~ the maximum inc~,mc standard. the state's highest cffccti,c income le,cl for co, cragc or children 

r age six through eighteen und.:r sections ]93 1 (llm-incnmc fomili.:s). I 902(a}( IO)(A)tiXlll) (qualified children). 
I 901{a)!IO){,\)(i)(\'ll )(m,mdator~ 11()' crt~ lcwl-rclat.:d chiklrcn age $i11 through eighteen) and J901(a)( 10.){A) 
Iii)(!\'} (institutionali7L-<l children). in cflccl under U1c l\lcdicaid state plan as of December 31. 2013, com-crtcd to 
a MAGl-cqui\'alcnt percent or FPL. 

)) 

J 

I 

I 
I 

i 
I 
I 

I 
I 
I 
i 

i 

If higher th:m the highL-i;! cffh:thc income lc,cl for lhi~ age grnup undcnhc st:nc plan as of March 23, 2010, and 
r if not chosen as the maximum income Standard. lhc state's t'f'rectiw inl'l>mt· k, cl for an) population of children 

age si)( through cighkcn under a l\·lcdkaid 1115 dt'111onstmtion as ofMarch 23. 201{). comcrtcd to a ~.IAGl
cqui,aknt percent ol' l'PL. 

.If higher than the highest ct1i:cth e income lc,·cl for thi$ age gruup under ilw state plan a~ of\ larch 23. 201 O, and 
r if not chosen as the maximum inc,1111e ~tandard. the slate's cffccth c income lc~cl for ,Ill) 110pulation uf children 

age six through eighteen under a 1--kdicaid 111 5 denwnstraiinn as of December 3 1.2013. t-om·crt<:d to a 1--IAOl
cquh ,1knt percent ofFPL. 

r Another in,·ome stundard in-bctwccn the minimum and maximum standards ull1meJ. prn, idcd it is higher than 
the elli:cti, c inco111e 51.111dJrJ for this ugc group in the staic plan as of March 23. 20 I 0. 

[!J Thel'C is no rcsourl·c test for this cligihilit} group. 

I!} l'rcsumpti,e Eligibility 

The Stak Cll\'Crs children \\ hen dct.:rmincd prcsumpti\ cl} eligible b~ a quali lied cntit; . 

(" Yes (i' No 

PRA Disclosure SLatement 
According tu the P.ipcr.,ork RL'lluetion Ad of 1995. no persons arc rcquircd to rcspond to a collection of informntion unless it dbpla~ s a 
\.1!id 0~1ll control number.111c v.ilid O\IB control number for this information colkclion is O<J38- 1 l.\8. The time rc·quired to complete 
this information e,,llei:tion is c,timatcd to a, cr.igc -10 hours per rL~ponsc, including the time to re, irn instmcti(lnS. seJrch c,b1ing data 
r.:sotirces. g:ithcrthe data needed. and complct.: and re\ i.:1, the inli)rmation collection. l f~ou ha,e cumm.:nts concerning the accurne) of 
the time .:stimatc'(s) or suggestions for irnpro, ing this form, please ,uite to: CMS, 7500 Securit~ Boule, :ird. Alln: l'!{J\ Rcpc,rt~ Clc-Jr.lnce 
omcer.1--lail Stop C'.\··26-05. B.iltimmc. Mal') land 212.\-1- 1850. 

I\H.!C: 5 or 5 

TN No: 13-15 
S'T'A'T'F.: ARKANSAS 

APPROVAL DATE: 12/10/13 
PA~R= si n-s 

EFFECTIVE DATE: 1 /1/14 



Medicaid Eligibility 

< !\Ill ( ,111trol :--.umh,'r 09.1X- 1 l-lX 

0'.1.11\ hpiration <lat<:· IO , I 201-1 

!
Eligibility Groups - Mandatory Coverage 
Adult Group 

190:!(ilH IOJ(J\Jli ~VII I) 
1-e CFR-135.119 

1 he state co,crs the .\Jult Gn,up :1, ,Jc,crihc<l at -12 ('FR -135.119. 

ii Ye, ,.. ,,, 

S32 

,I!] Adult Group · Non-pregnant inJi, idual, agL' I 'I through h-1. not ntha\\ i,c manJatoril~ digihk. \\ith im:1,me at or hd1>\\ l.U"o I· Pl .. 

[7J I hc st.itc attc;t~ th:,1 it ,,pcraks thi, digihilit~ group in accorJrnm.: "ith till' tollo" ing pro, isi,,ns: 

State: Arkansas 

I!] lnJi, iJuals qualil~ ing unJL·r this cligihiliti group must meet the folhm ing ,ritcria: 

I!:] fla,c attainc<l age 19 bill not age h5. 

[i] 1\rc not pr..:gmmt. 

[!l .\re not cntitkJ to "r cnmlkJ for Part \ o r ll \kJicarc hcndit~. 

[!i .-\rc not nthcmbe eligible 1<,r :md cnmlkJ 1,,r m:mdalor~ w,cragc under thc ,talc plan in a,cordmK·c 
■ "ith -12 CTR -1.15. suhpan B. 

'-:otc: In 209fhJ ,talc,. indi, iJuab rccci, ing S<;I or dccm,·J t,, he r,·cci, ing SSI 11hu do n,>l qualil~ 1hr mandalor~ 
\kdil.:aic.J digihilit~ due to more n::-.tricth c n:lft1 in.:mt:nl~ m;1) qualil~ for thb t..·ligihilit~ grc,up if ('lhcn, i~c cligihlc:. 

[i) 11:1\c h,,usch,,ld inc1>111c at 1•r hd1l\\ U]"o I PL. 

[ii) \l,\(il-na,cd inc,11nc mcth,>Lh•logks arc u,cd in cakul,1ting h,,u,ch.,ld inc.,mc. l'lc,i-c rcfor as nccc"u~ tu~ 10 :--1 \(;1-Ba,cd 
lncom\! \k·lhodtlltlfics. compktc<l b~ lhc stmc. 

I!] !'here b no rL·snur,·e lc,t l(,r thi, cligihilit~ gn>up. 

l'ar,·nb ,,r ,,1hcr ,:irctul-.cr rduti, cs Ii, iug "ilh a d1ild under the age ,pcc:ilicd hdm, arc n,,t '"' crcd unh:ss the diil-1 i, 

~ re,civing bcnelits unJcr McJicaiJ. Cl Ill' or through the l.xd1angc. ,Jr otherwise cnr,,llcJ in minimum essential c,\\crng,·. as 
dclincJ in -12 (TR -ns.-1. 

(' \ high,·r age of chilJrcn. if ani. co, ercd under -12 ('FR -115.222 on \ lurch'.!.,. 20 10: 

~ Prcsumpthc Uigihilit~ 

I he ,late cmcrs indh iduals under lhb gr1111p 11hcn determined prcsumpth cl~ cligihlc h~ a qualilkd L"lltit~. rh,· state ""urc, 
it alsn rn, er, in,li, iduals under th,· !'regnant \\ 111nL·n t-e Cl R -135.116) and or In fonts ,md Child,·cn under /\gc 19 t-1'.! Cl R 
-135. 118 i digihilit~ groups" hcn JctcnnincJ prcsumpti, cl~ cligiblc. 

Date Received: 9/20/13 
Date Approved: 12/10/13 
Date Effective: 1 /1 /14 
Transmittal Number: 13-15 

PRA Disclosure Statcrnen\ 

l\11:e I of:! 

TN No: 13-15 

STATE: ARKANSAS 

APPROVAL DATE : 12/10 / 13 
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EFFECTIVE DATE: 1/1/ 14 



Medicaid Eligibility 

:\c(,>rJing t<> thc l'apcnwrk Rcduction ,\cl of 1995. no persons arc rcqu,rcJ 1,, rcsponJ 1,, a collection of informati,111 unks, it Ji,pla~ s a 
,·atid O\IB cnntrul number. I he ,a!id O:'>lll contr,,l m,mbcr for this information c,)llcction b M3X 11-1~. I he time r,,-1uircd to cumplctc· 
thb information ,olk.:tion is cstim:1tc<l to a, cragc -10 hour, per response. i11duding the time to re, ic\\ instru,tion,. ,c·arch c,i,ting Jat:1 
n.:.-..oun:i:,. gather chi: <l:.1ta nci:dcJ. and complete and re, IC\\ th~ inl<mn;,ition i:olkclitm. Ir~ ou havl~ ..:01111111,:nt, c4..mc"}nti11g th.: accltr~.u:: or 
the time cstimatds) or suggestions for imrrO\ing. this form. pkasc 1nitc to: C:vlS. 7500 'iccurit) Bouk,arJ . . \Un: l'R.\ Rq,nns Ckar:mcc 
()ffkcr. \!ail Stop C-1 -~6 05. llaltimor,·. ~tari land 212-14 1850. 

State: Arkansas 
Date Received: 9/20/13 
Date Approved: 12/10/13 
Date Effective: 1 /1 /14 
Transmittal Number: 13-15 

TN No: 13 - 15 

STATE: ARKANSAS 

APPROVAL DATE : 12 / 10 / 13 

PAGE : S32 - 2 

EFFECTIVE DATE: 1 / 1 / 14 



Medicaid Eligibility 

O\IB (\1ntrol !\umh.:r 093X- I I-IX 

O \ IB hp,ration d"k: 10 11 20 1-1 

!
Eligibility Groups - Options for Coverage 
Individuals above 133% FPL 

! l 902ta)( 101(,\l(ii l(XXl 

1 
l lJ02(hhl 

-1:? Cl·R -135.2Hi 

lln,lh·i,luals abo••c 133% FPL - ·1 he ~talc ckcts to ,v, er indh iduab under 65. not otlwl"'l, is,· mandal\>ri l) or ,,pti,•nall) cligihk. 
' " ith inC\lllH.: abo, c I J3% I· Pl. an<l at or 1'clow a st.md;1rd cstahli,hcd h) the state and m uccord.rncc ,1 ith pro, i~ion, ,k,crihcd :II 
J-12 l'I-R -135.'.!IX. 

(' Ye, r. No 

f'.R.t\.J) isc lo~uri: . $tat_cmcnt 

S50 

\ccorJing to the l'apcl"'lrnrk Reduction \ct of 19</5. no pcrn>ns arc rcquir.:J tu respond ro a c,ilkcti,m ufinlormati,m ,mies, it dispht), a 

\':,lid O \tn rnntrol numhcr. I he, aliJ Ui\111 control numb.:r for 1hi, inl,>rnmtion wlk di,>n is 0938-1 1-IX. I he tim,· r,-..1uircd t,, compkk· 
this int,,rmati,,n ,:.>llccti,>n i, c,timak d lo :n crag,: -10 hc>ur,, pcr rcspon,c. indu<ling the time to re, k\\ in,tructions. ,c.trch '"i,ting data 
r-..·:~nur~..:-~. guth~r th1.~ J~1lj n~cdc<l. am.J cornplct~ and n:, il'\\ thi: intt,rmution 1..·nllcdion. tf~tiu ha,c <.:omrncms l'Olll·'-"rnin~ lhc act:ur~H:~ lll 
the time cstimatc(sJ or \uggcstion, for imprm ing this form. plc~se writer,,: C:vtt.;. 7500 Scrnrit~ llouk-:irJ. Aun: l'RA Rq,ons Ckarancc 
Oflkcr. :-.!ail St,,p l"-l-~(,-05. Ballimorc. \ larylaml 2 1 ~-l-1- 1 ~50. 

State: Arkansas 
Date Received: 9/20/13 
Date Approved: 12/10/13 
Date Effective: 1/1/14 
Transmittal Number: 13-15 

TN No: 13 - 15 

STATE: ARKANSAS 

APPROVAL DATE: 12/10/13 

PAGE: S50- 1 

EFFECTIVE DATE: 1 / 1 / 14 



Medicaid Eligibility 

( l\lB ( ,,ntrol Numh<•r 11938- 11-IX 
O\IB hpiration Jatc: IO ., I 201-1 

!Eligibility Groups - Options for Coverage 
IOplional Coverage of Parents and Other Caretaker Relatives S51 

-12 lTR -135.:'.!20 
I 902Wl( I0)(1\ )( ii)! I l 

I 

j Optional Con-rnj!e of Parents :ind Other Cart'lakcr Rl'lath·cs - l'he , talc ckcb It>'"" er indi1 iduab qualil~ ing a, parcnh ,,,. ,>tlwr 

I carctal-cr rckn h cs \1 ho arc not manJatoril) digihlc anJ \\ h,, ha, c inct>nw m or bd<1\1 a ,tandnrJ cstabli,hcd h) th<' ,tmc and in 
I accorJanw \1ilh pro, i,ion~ dc,crihcJ at -1:? CFR •135.:'.!:?0 

r Ye, r. Nu 

PRA Disclosure Statement 
\c·c,mling tn the l'apcmork Reduct inn .'\cl of 11>95. no rcr,on, arc re<Juir<•d 11, rc~r,.md 111 a cnllecti,,n ofin1,,n11ation unkss 1l Ji,pl,1) ~ a 
,alid O\ IB contml numhcr. rhc ,alid 0\111 cnntrol mnnhcr liir thi, inlitrm:11ion cnllcc·tion is ll'l3N- I I -IX. I he time rcquircJ to comph.-tc 
this information C(lllcctk>n is estimated lo a, c1~1gc -1(1 hours per response. including th<' time to r,·vk\\ instru,·ti,ms. ,card 1 c,isting data 
n:~oun.:i.:-,. gtilhcr the <latH n~c:<l,:U. unJ t·umplcti: anJ re, ii:\\ th.: in t\,rm~llillll collccti\m. Ir~ ou ha, c rt.•mmc:nb C\mccrning the a..:curai:) of 
the tim.: e,1im:11c(sl or sugg.:stions for impr,11 ing this form. pk-.t.sc "rite 1,,: l ·~·IS. 7500 Sccurit) Buuk,urd .. \tin: PR.\ lkpnns ( ·1ca,ami.:c 
Ollkcr. \!ail Stop C4-26-ll5. llaltimorc. !\la1) lanJ:? 12-1 -1-1850. 

TN No : 13-15 

STATE: ARKANSAS 

State: Arkansas 
Date Received: 9/20/13 
Date Approved: 12/10/13 
Date Effective: 1 /1 /14 
Transmittal Number: 13-15 

APPROVAL DATE: 12/10/13 

PAGE : S51-1 
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Medicaid Eligibility 

Eligibility Groups - Options for Coverage 
Reasonable Classification of Jndividuals under Age 21 

i-12 l'i'R -135.'.!22 
I 1'102(a)I 10)(,\J(iiJ(I) 

'. l'>02(al{ 10)11\ )(ii)( I\") 

0\ Ill Control 1\umhcr 0938- 1 I-IX 

O\lB hpiration date: 11n l 20 I.J 

S52 

, llcasonablt• Classilic:,tion or lnclh i<luals under A:tc 21 • !'he swtc dcch h > ,:(" er ,me or m<>re rcu,nnahlc da,silicntions of indi, idual< 

!under .ige 21 \\ho urc tll•l mandatoril) digihk and ,111,, ha," income at,,.. bcl1>\\ a swndard t'<tablish.:d b) the stat\.' and in ac..:nrd,mce 

,\\ ith pnn isiuns de~crib.:d ,u -12 Cl· R -135.:!22. 

r Yes (i N,, 

PRA Disclo~ure Statement 
\cc,mling lo 1he l'apcm<>rk lh·duction . \<.:t of I 'J95. no person, arc rcqnin:d h> rc•spond lo a collection of infom1ation unless it <lispk>), a 

, alid O\IB control numilcr. The, alid O;\tB c,,mrol numhcr 1,,r thi< inli,,.mation c,,llcctiun is 0'l,8-1 1-ll!. ·1 he time required to cnmplctc 
this information collection is cstimat..:d to a, cr:igc -10 hours per t'l.':.ponsc. including the time 10 re, ic\\ instrnc1i,,ns. ,earch c~isting. da1a 
rc,our..:cs. gather thc ,b1a n,·t·,kd. and c,,mpklc and re, ic" the information ..:ollc,·1i,m. Ir! ou h," c comments ,·onc·crning the acc·urac~ (>f 

the time e,timat~'tsl or suggestions for impr," ing this form. please \\rile 10: C\IS. 7500 S.:curit) Bouk"ml. ,\tin: l'R.\ R.:ru11~ Clcaran,c 
( lftkcr. \ IJil Slop C-1-26-05. Baltimore. \hirylanJ 2 12-1-1-1 850. 

TN No : 13-15 

STATE: ARKANSAS 

State: Arkansas 
Date Received: 9/20/13 
Date Approved: 12/10/13 
Date Effective: 1 /1 /14 
Transmittal Number: 13-15 

APPROVAL DATE: 12/10/13 

PAGE: S52 -1 

EFFECTIVE DATE: 1/1/1 4 



State: Arkansas 

Medicaid Eligibility 

u\m C11111rol ~,1111her fl'l38- 1 l-18 

O\IB hpirali1>n<la1e: 10 31-201-1 

Eligibility Groups - Options for Coverage 
Cbildren with Non [V-E Adoption Assistance 

,-12 CFR -135.227 
I 1•Jo2ca1< IO)c., 1ciiJc\·111 , 

Children with Non IV-E .\,!option .\ ssisranc~ • l he s1:11c dccls to co\'cr d1ildren "ith special nc,,h li•r \\h1•m there b a non 1\1-L 
!adoption a-,istancc agreement in cn-,ct \\ith a , talc. \\ho \\ere digihh: ri,r :\ledieai<I. ,,r "h" haJ income at ,,r hdo\\ a ,1a11dard 
l<'~tahli~hcJ h) the ~tat,· and in acconJancc "ith prO\ i,h,1h described at -I'.! ( 'FR -1.15.~27. 

(i Ye, r N,, 

0 rt,c ,talc att,·sts 1hm it operate, this cligihilit) g1-.,u1i in acw1·J:111ce \\ ith the 1,,ll01\ mg f'lll\ isi1111,: 

~ lndi, iJual, q11,1lii~ ing under this digihi lit) gr.,up must meet the folio\\ ing crit,•ria: 

OO I he ,tC1tc aJopli,,n .l£C11<:) has Jct,·rmi,wJ that th,·y cannot be pl,1ccJ " ilhout i\ kdkaid en, cragc bccaust· or sp,·<:ial 
needs ti,r mcdkal or rehahilitaih e care: 

00 .·\t"l' und1..•r the fulhnYing. agt:: ( ~cl' the Guid:.mct:- for n.·stril'lion~ on the s1.:kclion ol !Ill ag~ r 

c l · 11Jcr.1gc 11 

(' l ndcr age 20 

("' t 'nda age 19 

(e I ndcr age IX 

OO ,\ f.-\Gl-hJscd income mc1h,,dologic, arc u,cJ in calculating hou,chold income. l'ka,c rl'lcr '" n,·n·ssar) 10 S 10 i\l,\Cil-
fla,cJ lnrnmL· t\ lcthodologic,. co111rk1,·J t,~ the st:ilc. 

I he stale Cll\ ercd thi, cligihilil~ gniup in the Medicaid Slate pla11 '" or lkccmbc r 3 1. 1013. or unJ cr a \kJieaid 111 5 
Dcmonstrati,,n a, or \larch 2 ;, 20 Ill or lkccmher :n . :!O I ;_ 

(e Ye, < '.\,, 
·1 he , tall.' also co\Crcd 1hi, cligibilit) gn,up in the ;l.lcJicaiJ ,talc plan as or /\.-larch 13. 20!0. 

r. 'fr, r '"' 

S53 

Date Received: 9/20/13 
Date Approved: 12/10/13 
Date Effective: 1/1/14 
Transmittal Number: 13-15 

[i] lnJi, iJuab qua Iii~ under thi, cligihilil~ group if !hi.'~ 1\1.'rc cligihlc 1111Jer thc ,talc', aprri" cd ,tate pl,m pri,>r lo 
the execution or 1hc adoption agreement. 

The ,talc u~cJ ,in income ,t:111<.lard 1•r Jisrcgurdcd all i11rnmc for thi, digibilit) group either in the \tcdicaicl ,talc pi.111 
a, nt' \lan:h 1.1.10 10 ,,r Dcccmb,·r .l I. 101.; , or unda a \kJkaiJ l 115 Dcmo1htr.itin11 .i">f \lmd1 2.l. :!O 10 ,,r 
lkcemhcr .l 1. :!011. 

00 I here i, nn resource test 1,,r 1hi~ cligihilit~ group. 

PRA Disclosure Statement 
.'1c·cllrding IO ih,· l'apcmork Rcdueti<>n t\cl ,,r I ')1)5. nn pcrsi,n, arc required to r<espond 11, ,1 wlk'l·tion or intonnation 11111<-ss it d ispla~ s a 
,alid 0\IB control numhcr. J'he ,aliJ O~IB eontr,,I number li•r thb inform,11ion colk clion b O'l,S-1 1~8. The time required 10 complctc 
thi~ informmit1n collcctiun is cstim:1tcu Ill a\ erage -Ill hour, per rc,ponsL·. induJing the time 10 r,·, kl\ instructions. ,e:irch ,·.,isting data 
rc,ourct>s. gather the data n,·cJcd. and c,,mplcte and re, ic" th,· infom1a1ion collection. If i ou ha, c wmmcnts c,mrcrning ihc accurnei ,,r 
the time cs1im;1tc(,) or suggcstinns for impr,l\ ing lhi, li1rm. please I\ rite h>: C\1<;, 7500 Sccuril~ Hnuk,ard. ,\1111: l'R \ Rcpo,1, Clc,,ra111:c 
Ol"fkc·r. \h1il Stop ( '-1-26-05. Baltimore.,\ laf) land:! 12-1-1-1 S50. 

TN No: 13-15 
STATE: ARKANSAS 

APPROVAL DATE : 12/10/13 

PAGE: S53-1 

EFFECTIVE DATE: 1/1/14 



Medicaid Eligibility 

Eligibility Groups • Options for Coverage 
Optional Targeted Low Income Children 

I 1902(al( l llllAl(ii lCXI\' I 
,-12 ('FR .J.l5 .22'J ,ind -135.-l 
l<J05(u)i2)CBl 

( )\Ill ( t>lllf'(ll l\umhcr ll9JN-1 I.JX 

O\lll l ,p1rati11n dale: 10 11 201.J 

S54 

Optional Targeted tow Income Children• rl1c Mate d,,·ts t11 ,mer uninsured dtil<lrl'n \\ho med the Jctiniti,,n ,,fuptiun:il targl'tcJ 

1 lo\\ inrnmc dtildr,n al -12 CFR -IJS..J. \\ht• h,I\C houwln•IJ incoml· al " r helm, a ,1:111Janl c,taMishcd b~ lhc ,w1c and in al'c,,ruancc 

' \\ilh prm i,i,ms Jc~crihl'd at -12 (TR -135.22'>. 

PRA Disclosure Statemelll 
\cc,1rJing 10 the l'apcnwrk lll·Juctinn .\cl ol' 1'195. no pcr,ons an: required 10 r,·spond tu a collccti@ of information unless it c.li,pb~, a 

, alic.l O\lll l'011lr0I numhcr. ·1 he \:1lic.l O~tB c,m1rol numhl'r for thi, inlimnati,111 collection is Ol/}8- l l-18. ·1 he lime rcquircd 10 complete 
this inlhrmation collc,·tion is cs1im:11cJ l<' a, cr:1gc .JO hours per rcspot1Sl'. induding the time 10 re, il'" ins1ruc1i,,n, . search c·dsting data 
rc~nurces. gather thl! dat .. 1 n~CJi:d. nnd complete anJ n.!, i~\\ the infon11Jtion \.'.OIIL-ctitm. If~ ou h..t\ c comments conrcrning the ;;u.:curn\.'.; of 
the time c,1ima1ds) or suggestion, for impw, ing this form. please \Hite to: C'.\1S. 7500 Sccurit) lh,ulc\:irJ. \Un: I'[(\ Rcr,>m Clcarnncc 
Orticcr. \lail Swp C-l-26·05. Ballimor.:. ;\ kir) l,md 2 12.J.J. I l!~O. 

TN No: 13-15 

STATE: ARKANSAS 

State: Arkansas 
Date Received: 9/20/13 
Date Approved: 12/10/13 
Date Effective: 1 /1 /14 
Transmittal Number: 13· 15 

APPROVAL DATE: 12/10/13 
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Medicaid Eligibility 

Eligibility Groups - 011tions for Coverage 
Individual,; with Tuberculosis 

1'102(al( IOltM!ii)(Xll l 

I 1902v> 

I l\lB { t1ntrol \a,mh,r 09.,X- l 1.JX 

O\IB hp1rati1111 date: 1011-201 -1 

S55 

Individuals with Tuberculosis - rhc stmc dccts to cover indi, iduals infl' l'tc<l "ith rnhcrculo,is who ha, c income at or bd,m a st:111Janl 
,c-;,tahlishcJ b) the sl:itc. limited tn luhcrcul,,si,-rdateJ ~c,-dcc~. 
I r Ye, r. No 

PR/\ Disclosure Statement 
Aw,,r<ling to the l'apcl'\H>rh R,duction Act ur 191)5. no pcrwns a rc r,quircd ti> rc,p<.•nd 10 a wllcction ,,r inlunnati,,n unlc,, it <li,pla), a 

'-llid O\IB c,,ntrnl nmnhcr. The 1alid ()\lB wntr,,I numb,r for this inliirmation c,,lkcti,,n is (1938- 11-IX. The lime required to n•mpktl' 
this inform:ition culkcti,,n is c,timatcd 10 a, cr,1~..: .JO hour, per rc,p,msc. including the time 111 fl'\ k\\ instruni,,11-, search existing data 
rc,ourw,. gather thc data n,cJcd. and .:omplck and re, ic\\ the inlhnnation collcctiun. lf)ou ha,c comments .:onccrning rhc accur:1c~ or 
the time c,timatc(S) or suggestions for impr,I\ ing thi, form. pkasc 11ritc to: ('\.1'i. 7500 Sccurit~ Bnulc,;1rd. Aun: PR \ R.:pnn, t'k aranc,: 
Otliccr. \ bi l Stop C-1-26-05. Baltimore. :\ laryland 2 I 2.J-1- 1850. 

State: Arkansas 
Date Received: 9/20/13 
Date Approved: 12/10/13 
Date Effective: 1 /1 /14 
Transmittal Number: 13-15 

TN No : 13-15 

STATE : ARKANSAS 
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Medicaid Eligibility 

Eligibilit)• Groups - Options for Coverage 
Independent Foster Care Adolescents 

l-12 C l R -135.226 
I 1'>02f a)f 101(,\ Hiil< :-;Vll l 

( 1'.\lll (',,ntn,1 l'-.,11nh"rOl/3X-11-ll! 
O'.\ 1B hp1r.iti11n d:tlc: I (I 11 2014 

S57 

h n1lepcntlcnl Fo~lcr Care ,\tlolcscents • l'hL· ,talc dccls tu cmer imli\ iduals under an ;igc ,pccilicd P) the state. less th;in age 

1
21 . \I hn 11,·rc in ~l:1tc-, 1mn~<1rcd fo~tL·r c;irc on their I lhh birthd:1y :md 11 ho mt·,·t the inc·••mL' ,1:111dard ,•q•1hli~hL·d b) th,· ,1;11,· :md 
in m:cord:mcc \\i lh the prmisioih described at -12 C'l'R-135.2:?6. 

(" Ye, (i Nu 

---------------------- -- --- -------------·--- --· 
PRA Di~clos1m: Statement 

>\ccording 1,, the Papcmurl-. Reducti,,n ,\ ct ur 1995. n,, rcr,un, arc rcquin:d to r,·,r<•nJ t,, a collcctiun 1,r int,,nnation unk,; it displ:t), a 
,aliJ O \ lll contn•I number. I he ,alid 0 \ 11\ C<>ntt'(II number f,,r thi, information ,·, ,lk<:tir•n b O'i:ll!- 11-ll!. I he time required tu et•mplctc 
tlfr-. inllwm~1lio111.;,1llccth,n is c:stimah:J ll\ m l"rngc -to hours pl'r n:SJ1\ll1"~· induding tht• time hl I'\.'' k·,\ instructil,n'.->. scardl c-...;isting. Jata 
rl.!~lun.:c~. gather lhc data n~cdcd. anJ compkt\! and 1-c, ic,, the inlllrm;1tion l:tl ll~ctinn. If~ (l\l ha, c '-·ommcnts con\:~rning lhc ac\.'.ur JC~ llf 

the time· c,timatc(s I or ,uggestion, l<'>r impr1>1 ing thi, form. pkasc "rite to: (.'\,JS. 7500 Securit) 11,,uk, ,ml. \nn: l'R \ Rcpnrt, l'k~r:111cc 
Ollkcr. '.\ lail Stop C-1-26-115. Baltimore. :>. laryland :21:?-1-l-l X50. 
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Medicaid Eligibility 

O\IB c,,ntrol Number 09.18- 11-IX 

O\lll hr1rati,,n ,fate· l<F'l I 201-1 

!
Eligibility Groups - Options for Co,'erage 
Individuals Eligible for Family Planning Services 

I 

11902(a)f IOH AJfii)f XXll 
-12 C 'FR -1.,5.2 1-1 

!1ndi\'illu:1ls Eligible for Family Planning Sen ·kes • lhc state ckrts to co, er indi, iduai:- \\ho arc nnt rrcgn:1111. and h:I\C lwu,chold 

1incomc at or hclo\\ a >,la11<l,1rd c,tabli,hcd I•~ the slate. \\hose c\l\ c1agc i, li111itcd lo i'a1t1il) pl,mning a11d rdalc,I ,er, kc, .mJ in 
.:,ccorJancc , , ith pro, i,inn, ,k,cribcd at -12 ( T R -1.15.21 -1. 
1
(' Ye, (i No 

e,R;\ Di~closur.:_Statcmcnt 

S59 

According lo the Papcnwrk Reduction _;\ct of I 995. "'' pcrs,ms nrc rC<JUir<·<l to rc~rxind to a colkction of infonnation unlcs, it <lispla) s a 
, ;1li<l 0 \ tB c,introl numb,·r. t lw, alid O\IB cu111rol number l<>r this int,,rmation colkdi,,n b O'J38- l l-18. I he time f<'quircd to w mpktc 
tlfr-. inthrmation colkcti1,n i, '-·,tim:.itcd to a, cr;igc -H> hour, pt.'r r1..•,ptm:--.:. induUing th1: time hl re, ic,, instnu.:lil>n~. ~can:h cxi-,ting Jata 
rcsourcc'S. gather th.: data needed. and c,1mplctc and r,·, ic\\ the information cnlk,tion. II )OU ha, c comments concerning the accurac} or 
th.: time 1:stim:1te(s) or suggcstions ti,r impr<1, ing this form. pkusc II rite 1,1: C VIS. 7500 S.:curit) Boule, ard. Attn: !'IC\ Rcpuns ( ·icarancc 
Officer. \luil Stop C-l-26-05. llalti mor.:. ~h,~land 21 2-l-1-I X50. 
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State: Arkansas 
Date Received: 9/23/ 13 
Date Approved: 12/20/13 
Date Effective: 1/ 1/14 
Transmittal Number: 13-17 

Medicaid Eligibility 

O\tll ( untrol Numb,·r O'l}S-11-lll 
0\IB F.xpirati,m date: IIJ 31 201-1 

Non-Financial Eligibility 
State Residency 

S88 

1-11 crn -135.-103 

jStak Residen<") 
I 

The stat<: prm iJcs i\kJkaid to nth<:m is,· digihlc rcsitknts t>f the state. including rcsi,knts wh,, an: ah,ent fnim the state und.:r 
1 IZl catJin conditions. 
i 

lndh idu:1ls are c,msidcred 10 he rcsid,·nts ,,fthc state und,·r the foll,m ing c,,nJitiuns: 

OO :-;,,n-ins1itu1ionali1cd inJh kluah age 21 and m .:r. or under age 21. capable of indkating intent and 11h11 :1r1: cmanc1patcd or 
married. if the indiviJu:1I i, Ii, ing in th.: stat<: and: 

00 lntcnJs to rcsid.: in thl.' ~tat<:. including \I itlwut a lhcJ ,1Jdrc". ,,r 

00 Lmcrc,1 th.: ~t:ttl.' ,\ith a job commitment or s..)c•king cm1,lo) ment. 11 hcth.:r or 111>! current!) cmplu) ed. 

@ Jndi,·iduals age 11 and o,.:r. not ll\ ing in an in~tilution. ,,.h.,1 nn.: nvl cap.ihlc lll' indicating intent. arc rc~iJl.!nts of thl: state in 
11hid1 the) li,c. 

00 \on-instituti,,naliLed indi\'iJu:11, 1mder 21 not described ;ihm·e and nun IV-l. hcndid:11, d1ildr1:n: 

00 Ke~iding in the ,tatc. \\ ith or II ithout a liw<l addr<:ss. or 

OO rhc ~1atc of re~idcnC) of the parent or carc·takcr. in accordanw "ith -11 CFR -1.l5A03ch )( I ). 1Vith "hom the indi, idual 
resides. 

OO lnJh iduals li,·ing in institutions. a, ddin,·d in 42 Cl R-l35. !0IO. induding t,,ster ,·arc homes. \\ho t>.:camc mcapahlc of 
indicating mtc111 hclorc :igc 21 and inJi, iduab under age 21 "ho arc n,1t cmaneip.ucd ,,r married: 

[!l Rcgardlc-ss of 11hich state the indh idual reside,. if the p:1r,·nt or guardiJn ;1ppl) ing !ilr !\ lcdicaid on the i11Ji1 iJual', bdml f 
resides in the statc. or 

[!l RcgarJkss of \\hich state the indil idual resides. if the parent or guardian resiucs in the state at the time of the inJi, idual'< 
placement. or 

lf thc indi,idual applying for Medicaid on the inJh idual's bchalfrcsi,k, in the state anJ the parental rights <11'thc 
00 institutiom1li1cd indi, iuual's parcm(sl 11ac tcr111in:1tcd anJ 11(> gu,mlian has been appoint<:J and the indil idual b 

in,titutionali1cd in the state. 

lndi, iJuals Ii, ing in in,titutiom, \\ho h.:cmnc incapable of indkating iiucnt at or a tier age 21. if ph) ,ic:111,~ present in the ,tatc·. 
[!! unlc,s anoth~r ~tmc made the placement. 

[!! lndi\iduaf.; \IIW ha,e been pla,cd in ,111 0111-01~,ttilc in,tituti("1. including l<Jskr carc homcs. b) an agenc~ of the ,tat,· . 

. \ n~ other institution:ili?cd inJi, idual age 21 nr '" er II hen lh ing in the state "ith the intent t,> re,iJc there. and not pla,cd in the 
00 institution h) another st:.th.:. 

00 IV-E eligible d1ildrc11 Ii, ing in the ,t:itc. or 
----------

l'al!e I ol'-l 

TN No: 13-1 7 
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Medicaid Eligibility 

r■J Otherwise: meet the rcquimnmls ui' -12 (TR -135 .-103, 

State: Arkansas 
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Medicaid Eligibility 

\kcl thl· criteria spccilkd in an intcr,iut,· agrccmcnt. 

(e Ye, r No 

00 ·1 he , talc ha, intcr,tatc agrccmcnh " ith the li1ll,m ing ,ckctcd ,wtc,: 

(ii;l Alabama (8] lllin,,i, [8j l\hmtana (8] Rhode lslanJ 

(ii;l Alaska (8] Indiana f8l Nchr..i,b (8] ,outh ( arolina 

(8] Ari1,,na l8l ltma (8] '\crnda f8l ,,,.,th D.,l., •ta 

(8] !\rbnsas l8] K;.tlh:JS l8] Ne\\ I !atnJlshirc (8] ·rc1ll1CSM:C' 

181 California 18] Kcnllh.:k, l8] New Jcr,c~ [8] T,·.,as 

181 ('(llor:ido l8] l~tluisiana l8] :-.:c" I\ k~icu l8] l 'tah 

181 l'onnccticu1 (8] \ lainc D ~cw Yori-. (8] Vcrlllt\lll 

(8] Delaware 0 l\laryland f8l Nurth Carolina (8] \ "irginia 

!xl Di~trict of Cnlumhfo ~ !\ hlssachusctts r8l N,>rth D.tl-.t>la !xl \\ ,1shington 

18.l Florida (8] 1\lichigan (8] Ohi,, (8] \\'c, t Virginia 

{81 (i~orgia (8] \linnc,ota f8l Okl:thoma 0 \Visconsin 

(8] 11,maii 18] 1\lississippi (8] <>rcgtttl D \\'} (•ming 

(8] l<lahn (8] ;\ lissnuri (8] Penns, I\ ania 

OO ·1 he• inkr,tatc agreement contains a proccJun: for pro, iding !\ kdi<:aid to inJi, iJuals pending rcsoluti,111 o r their rcsidcn,, 
■ \lallls and criteria l,1r rc,ol\ ing disput,·d n:,icfc-nc, of indh iduals \\ ho bdcct all that appl, I: 

(8] Arc IV-L digihlc 

0 Arc in the sl"lc ,,nl, for the purpose of ,l!lcnding ,ch,.,I 

D t\rc out or the state onl) tor the purpose ot aucnding ,chool 

0 Rct.1i11 addresses in hoth states 

D Other 1, pc of indi, idual 

State: Arkansas 

I he ,talc has a policy rdatcd to indi, iJuals in the slali: uni, to allcnJ schuoL 

r. Yes r '\o 

Date Received: 9/23/13 
Date Approved: 12/20/13 
Date Effective: 1 / 1 /14 
Transmittal Number: 13-17 

An inJi, idual ugcd 18-22 and a full-time ,tmlcnl :,tan ,\r~,111,a, school. i, ,wt ;1 rc·,id,·111 of .\r~an,a, ii: a\ '\,•ilhcr parcnt 
lhcs in ,\rkansa,. hJ l11c ,tuJcnt i, claimed as a ta, Jcpcndcm h, smnc,mc inn ,t:ttl' other tlmn ,\ rkan,a,. and cl ·1 he 
student i, appl~ ing on his or hcr O\\tt hchatr. 

(jJ Otherwise mc•d the crilcn,1 of rc•sidcnt. but "ho ma, 11,· tcmporari I! .ihscnt from the ,talc. 

TN No: 13-17 
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Medicaid Eligibility 

l'h,· st~lc has a dcliniti,m uf tcmpor.t1: ahscncc. induding trc~Jt1111:nt ,,r indi, iduals "ho attend schm>I in anntlwr state. 

,- Yes r. ,o 

PRA Disclosure Statement 
\ccurdint: to the l'apcmork Reduction /\cl of I 995. no pcr,on, arc required to rc,11<,nd l<• a ,·olh:ction of informmi,,n unk,, it d"pla~ , a 
, alid O\IH rnntml numl>cr. !'he ,alid Ol\1B rnntr,,t number i,,r this informal ion rnlkction b 0938- 1 I -Iii. I he lime r,·quircd 1,, ,omplctl' 
thb information n,lkcti,,n bcstimatcd lo ,l\l'ragc -10 hour, per n:,ponsc. including the lime to rcvic\\ in,truction~. ,carc·h c,isting data 
rc-,.,,urcc,. gather the data nc,·dcd. and c11mplclc anJ re, ic" the informution collc,·tinn. Ir~ ,,u ha, c ,·omm<nts wnccrning Ihle' ,1<.-curac~ nf 
the time c,timatchl or su~i:cstion, for imprO\ in!! thi, form. pka,e ,-rite to: Cvl'i. 7500 Scrnril~ llmilc,ard. Aun: l'RA Report~ Clearance 
Ollic.:r. \,I.iii Swr l'-1-:!6·05. llahimnrc. l\!a1;-lanJ212-1-1 ll!SO. 

State: Arkansas 
Date Received: 9/23/ 13 
Date Approved: 12/20/13 
Date Effective: 1/1/14 
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} ~~- Medicaid Eligibility 

) 

) 

State Name: IArkansas I 0MB Control Number: 0938-1148 

Transmittal Number: AR - 17 - 0007 

Non-Financial Eligibility 
Citizenship and Non-Citizen Eligibility 

1902(a)(46)(B) 
8 U.S.C. 1611, 1612, 1613, and 1641 
1903(v)(2),(3) and (4) 
42 CFR435.4 
42 CFR 435.406 
42 CFR 435 .956 

Citizenship and Non-Citizen Eligibility 

State: Arkansas 
Date Received: 1 August, 2017 
Date Approved: 26 October, 2017 
Effective Date: 1 January, 2018 
Transmittal Number: 17-007 

S89 

The state provides Medicaid to citizens and nationals of the United States and certain non-citizens consistent with requirements of 42 
1Z] CFR 435.406, including during a reasonable opportunity period pending verification of their citizenship, national status or 

satisfactory immigration status. 

~ The state provides Medicaid eligibility to otherwise eligible individuals: 

~ Who are citizens or nationals of the United States; and 

Who are qualified non-citizens as defined in section 431 of the Personal Responsibility and Work Opportunity 
~ Reconciliation Act (PRWORA) (8 U.S.C. § 1641), or whose eligibility is required by section 402(b) of PRWORA (8 U.S.C. 

§ 16 12(b)) and is not prohibited by section 403 of PRWORA (8 U.S.C. §1613); and 

Who have declared themselves to be citizens or nationals of the United States, or an individual having satisfactory 
immigration status, during a reasonable opportunity period pending verification of their citizenship, nationality or 

~ satisfactory immigration status consistent with requirements of 1903(x), l 137(d), l 902(ee) of the SSA and 42 CFR 435.406, 
and 956. 

The reasonable opportunity period begins on and extends 90 days from the date the notice of reasonable opportunity is 
received by the individual. 

The agency provides for an extension of the reasonable opportunity period if the individual is making a good faith effort to 
resolve any inconsistencies or obtain any necessary documentation, or the agency needs more time to complete the 
verification process. 

(e Yes (' No 

The agency begins to furnish benefits to otherwise eligible individuals during the reasonable opportunity period on a date 
earlier than the date the notice is received by the individual. 

(' Yes C. No 

The state provides Medicaid coverage to all Qualified Non-Citizens whose eligibility is not prohibited by section 403 of PRWORA 
(8 u.s.c. §1613). 

(e Yes (' No 

The state elects the option to provide Medicaid coverage to otherwise eligible individuals under 21 and pregnant women, lawfully 
residing in the United States, as provided in section 1903(v)(4) of the Act. 

TN NO: 17-007 
Supersedes: 13-018 

Approved: 10/26/17 Effective: 1/1/2018 
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J ~!i. Medicaid Eligibility 

) 

) 

(e Yes (' No 

[gj Pregnant women 

[gj Individuals under age 21: 

(' Individuals under age 21 

(' Individuals under age 20 

(e Individuals under age 19 

State: Arkansas 
Date Received: 1 August, 2017 
'Date Approved: 26 October, 2017 
Effective Date: 1 January, 2018 
Transmittal Number: 17-007 

~ An individual is considered to be lawfully residing in the United States ifhe or she is lawfully present and otherwise meets the 
■ eligibility requirements in the state plan. 

~ An individual is considered to be lawfully present in the United States ifhe or she: 

1. ls a qualified non-citizen as defined in 8 U.S.C. 164 l(b) and (c); 

2. Is a non-citizen in a valid nonirnmigrant status, as defined in 8 U.S.C. 110l(a)(l5) or otherwise under the immigration laws (as 
defined in 8 U.S.C. l l0l(a)(l 7)); 

3. Is a non-citizen who has been paroled into the United States in accordance with 8 U.S.C. 1182(d)(5) for less than 1 year, 
except for an individual paroled for prosecution, for deferred inspection or pending removal proceedings; 

4. ls a non-citizen who belongs to one of the following classes: 

~ Granted temporary resident status in accordance with 8 U.S.C. 1160 or 1255a, respectively; 

~ Granted Temporary Protected Status (TPS) in accordance with 8 U .S.C. § 1254a, and individuals with pending 
■ applications for TPS who have been granted employment authorization; 

~ Granted employment authorization under 8 CFR 274a.12(c); 

~ Family Unity beneficiaries in accordance with section 301 of Pub. L. 101-649, as amended; 

~ Under Deferred Enforced Departure (DED) in accordance with a decision made by the President; 

~ Granted Deferred Action status; 

~ Granted an administrative stay of removal under 8 CFR 241; 

~ Beneficiary of approved visa petition who has a pending application for adjustment of status; 

5. Is an individual with a pending application for asylum under 8 U.S.C. 1158, or for withholding of removal under 8 
U.S.C.1231, or under the Convention Against Torture who -

~ Has been granted employment authorization; or 

~ Is under the age of 14 and has had an application pending for at least 180 days; 

6. Has been granted withholding of removal under the Convention Against Torture; 

7. ls a child who has a pending application for Special Immigrant Juvenile status as described in 8 U.S.C. l 10l(a)(27)(J); 

8. Is lawfully present in American Samoa under the immigration laws of American Samoa; or 

TN NO: 17-007 
Supersedes: 13-018 

Approved: 10/26/17 Effective: 1/1/2018 

Page 2 of3 



~ 
~~~-s J ----·---~~- Medicaid Eligibility 

) 

J 

9. Is a victim of severe trafficking in persons, in accordance with the Victims of Trafficking and Violence Protection Act of 
2000, Pub. L. 106-386, as amended (22 U.S.C. 7105(b)); 

10. Exception: An individual with deferred action under the Department of Homeland Security's deferred action for the 
childhood arrivals process, as described in the Secretary of Homeland Security's June 15, 2012 memorandum, shall not be 

considered to be lawfully present with respect to any of the above categories in paragraphs (1) through (9) of this definition. 

0 Other 

The state assures that it provides limited Medicaid services for treatment of an emergency medical condition, not related to an 
organ transplant procedure, as defined in 1903(v)(3) of the SSA and implemented at 42 CFR 440.255, to the following 

[Z] individuals who meet all Medicaid el igibility requirements, except documentation of citizenship or satisfactory immigration 
status and/or present an SSN: 

~ Qualified non-citizens subject to the 5 year waiting period described in 8 U.S.C. 1613; 

~ Non-qualified non-citizens, unless covered as a lawfully residing child or pregnant woman by the state under the option in 
■ accordance with l 903(v)(4) and implemented at 435.406(b). 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid 0MB control number. The valid 0MB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

State: Arkansas 
Date Received: 1 August, 2017 
Date Approved: 26 October, 2017 
Effective Date: 1 January, 2018 
Transmittal Number: 17-007 
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Medicaid Eligibility 

State: Arkansas 
~------------1Date Received: 9/23/13 

O\lll Control l'\um~r 0938- l 1-lX 
O\lll hpiration J:.1te: IO , I 201-l 

!General Eligibility Requirements Date Approved: 12120113 Eligibility Process 
1-----'"---=--------- oate Effective: 10/1/13 

S94 

-11 C'FR -135. Suhpart .I and ~uhp;u1 \I Transmittal Number: 13-19 

I Eligihilil~• ProL'tSS 

'PJ l'lw ,talc meets all the requirements ol'-11 (TR -1.,5. Sutipan J 1<,r procc,~ing applkati1111~. Jctt'rn1ining anJ ,cnli ing digihilit~ .• mJ 
turnbhing \ lcJicaiJ. 

Ap11licatio11 Prorrssinj! 

lnJic:.11c which application the agcnc~ uses for in<li, i<lual~ ;1ppl~ ing for c,,wragc \\h,, ma~ he cligibk based on the applh:able 
moJilic<l adjusted gross income• s1andar<l. 

l81 The single. strea,nlincd appli,·atiun i.,r all in,umnce aft,,r<lahilit~ pr,,grJms. <le,dopcJ h~ the Scc•retar~ in acwrJancc "ith 
<cctinn l-l 13(hl( I lt/\) ,1fthc /\lfordabk Care /\ct 

.-\n altcmati, e sing!.:. strc:unlincd applkation Jc•, dop..:J b~ the state in accordance" ith s,•c·tion 1-11 ,(b I( I J(ll l (>f the 
181 AflhrJabk Care Act and appn",·J h~ th,· Sccrcta~. \\hich mu~ hen,, mcir,· burdensome th.n1 the stn:;unlineJ application 

de, d,,pcd b) the Sccrcta~·. 

An attachment is submitted. 

'\n altcrnnti\ c applicnti,m used to ;ipply for multiple human >('I'\ ice program, appro, cd b) the S,·crcto~ . prll\ i,kd that thc 
O agenc) makes read ily arnilahlc the single or altc·rnatiw appli,ation used only for insurance alfordahili ty programs w 

indi, iduals ,cd.ing assistm1t·c onl) thwugh such program,. 

An attachment is submillecl. 

lndicntc \\hich application the agenc~ use, for indi, iduals appl) ing for"''' erngc "ho ma~ he eligible un a ha~i, other th,m the 
applicable nwJilicJ adjusted gm,, inct>mc standard: 

I he single. strc•amlined applkati,111 d,·,elopcJ b) the '-;ccr,·t:11, or one urthc alternate form, dewlopcJ h) tlw state and 
O appn,,eJ h) the ~ccrctar). Jnd supplemental form~ w collect additional info1111ation needed 1,, ,ktcnnine eligihilit) , 111 ,uch 

,,thcr hasis. suhm,ttcJ t,, the Secrcta~ . 

An attuchmeni is submitted. 

'\n ,ipplicalil•ll designed spccilici!II) tu Jct ermine cligihilit) ,,n ,1 h,1sis other th:111 the applkahlc ~l,\(il ,tanJard ,, hid, 
[8l minimi,cs the burden llll ;tpplicants. suhmittcd i., the Sc..:rctai). 

An atlachment is submittrtl. 

I he agcnc~ 's pro..:cJurc, permit an inJi, iJual. or auth(lri1cJ person acting nn hchalf ,,r the indi, iJual. 111 ~uhmit an applka1ion, ia the 
imcrnct \lchsitc dc,crih,.-J in -12 ( ·1 R .J35. I '.WO!f1. h: tclcphtmc. \ ia mail. and in pcr,nn. 

TN No: 13 - 19 

STATE: ARKANSAS 
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State: Arkansas 
Date Received: 9/23/13 
Date Approved: 12/20/13 
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Introduction 

This manual is for use by providers, their accountants and the Department of Human Services in 
determining the allowable and reasonable cost of Long Term Care services furnished to Medicaid 
recipients.  The manual contains procedures to be used by each provider in accounting for its 
operations and in reporting the cost of care and services to the Department of Human Services. 

The Long Term Care Program is administered by the Division of Medical Services.  The program 
herein adopted is in accordance with Federal Statute in the Social Security Act § 1902 (a) (13) 
(A) and Public Law 105-33.  The applicable Federal Regulations begin at 42 Code of Federal
Regulations § 430.  Each Long Term Care Facility which has contractually agreed to participate
in the Title XIX Program will adopt the procedures set forth in this manual and must file the
required cost reports.

As interpretations and changes of this program are made, appropriate revisions of the manual will 
be furnished to each provider and interested party.  Care should be taken to insure that revisions 
to the manual are promptly inserted. 

Questions relating to this program or relating to the interpretation of any of the provisions 
included in this manual should be addressed to: 

Department of Human Services 
Division of Medical Services 

P. O. Box 1437, Slot S535 
Little Rock, AR  72203-1437 

August 2, 2022
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Chapter 1 - Principles and Procedures 
 
 

1-1  General Principles 
 

All Long Term Care Facilities will be reimbursed according to the principles and 
procedures specified in these regulations.  Allowable costs are those costs necessary and 
reasonable for performance of covered services required by Medicaid recipients. 

 
A facility’s direct and indirect allowable costs related to covered services will be 
considered in the findings and allocation of costs to the Medical Assistance Program for 
its eligible recipients.  Total allowable, reasonable costs after removal of direct Medicare 
ancillary cost of a facility shall be apportioned on a per resident day basis between third-
party payers and other residents so that the share borne by Medicaid under Title XIX is 
based upon actual services and costs related to Medical Assistance recipients. 

 
Costs included in the per diem rate will be those necessary to be incurred by efficiently 
and economically operated facilities to comply with all requirements of participation in 
the Medicaid program. 

 
 
1-2 Record Keeping 
 

Providers are required to maintain adequate financial records and statistical data for 
proper determination of costs payable under the program.  The cost report is to be based 
on financial and statistical records maintained by the facility.  Cost information must be 
current, accurate and in sufficient detail to support costs set forth in the report.  This 
includes all ledgers, books, records, and original evidence of cost (purchase requisitions 
for supplies, invoices, paid checks, inventories, time cards, payrolls, bases for 
apportioning costs, etc.) which pertain to the determination of reasonable costs.  A 
provider must make available (within the state) all financial and statistical records to the 
Department or its representatives for the purpose of determining compliance with the 
provisions of this program.  Providers who find it difficult to provide home office records 
at the audit or review site can at their option, reimburse the Department for all costs 
associated with the travel of Department employees or their representatives in accordance 
with state laws and rules for the reimbursement of travel for state employees. 

  
The Financial and Statistical Report/Cost Report and Schedules sets forth information to 
be reported.  The report must be prepared on the accrual basis of accounting in 
accordance with instructions for completion of the Cost Report.  Government facilities 
have the option to use the cash basis of accounting for reporting. 

 
All financial and statistical records, including cost reports, must be retained for a period 
of five years after submission to the Department.
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1-3 Activities Not Related to Resident Care 
 

If the provider conducts activities not related to resident care, additional accounts must 
be added to accommodate those activities. 

 
 
1-4 Accrual and Cash Basis of Accounting 
 

For non-governmental providers, the Financial and Statistical Report must be filed using 
information stated on the accrual method of accounting.  The Chart of Accounts is 
designed to be used in a complete accrual accounting system. 

 
Financial information stated on an accrual basis is essential to insure that the proper 
reimbursement is made to providers.  The measurement of the cost of services performed 
must include all supplies, salaries, services and other expenses incurred, regardless of 
whether or not those items have been paid. 

 
Many providers will find that the accounting for all transactions on a pure accrual basis 
may create undue workloads.  Also, many providers account for their activities on a strict 
cash basis and they are satisfied with the management information produced from their 
existing system.  Therefore, in lieu of accounting for all transactions on an accrual basis, 
the provider may maintain his records on a cash basis during the year and convert to an 
accrual basis at the beginning and end of the year for reporting purposes. 

 
 
1-5 Chart of Accounts 
 

The applicable Chart of Accounts shall be used by all Long Term Care Facilities 
participating in the Title XIX Program.  Each Chart of Accounts provides for the basic 
classifications of all assets, liabilities, income and expense necessary for the preparation 
of the Cost Report.  Providers may take some latitude in assigning account numbers but 
must maintain the basic Chart of Accounts. 

 
 
1-6 Cost Reporting Requirements 
 

All providers in operation under a valid Medicaid agreement for long term care services 
must file a Financial and Statistical Report (commonly referred to as a Cost Report or 
FSR).  In addition to the annual reporting requirement nursing facilities will be required 
to submit a limited cost report containing direct care cost information for the period 
January 12, 2001 to June 30, 2001, in order that the direct care per diem can be rebased 
after this initial period.  Nursing facilities that have been newly constructed or a newly 
enrolled provider that did not previously participate in Medicaid, will be required to 
prepare and submit a cost report for the period beginning their first day of operation 
through the end of the month which includes their sixth month of operation.  This report 
is essential in establishing rates for a new provider.  If the facility was not certified for 
Medicaid participation at date of first 
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opening or acquisition, then the reporting period shall begin at official certification date rather 
than the date of acquisition.  Nursing Facilities that are newly purchased or leased shall submit 
a cost report for the period beginning with their first day of operation through the end the State 
Fiscal Year unless the cost reporting period would be less than three months of operation. 
Facilities that change ownership after April 1 of a State Fiscal Year would not submit a cost 
report from the date of initial operation to the end of the State Fiscal Year.  Facilities changing 
ownership after April 1 of a State Fiscal Year will prepare and submit a cost report for the 
period beginning their first day of operation through the end of the month which includes their 
sixth month of operation. 
 
A. When To File 

 
Nursing facilities will report cost on a fiscal year ending June 30.  Cost reports will be 
due within ninety (90) days after the end of the reporting period.  Under sixteen (16) 
Bed ICF/IID providers will report cost on a calendar year basis.  The cost report will be 
due within ninety (90) days of the end of the reporting period.  The Arkansas Health 
Center Nursing Facility and the sixteen (16) bed and over ICF/IID providers will report 
cost semi-annually (January 1 - June 30) and (July 1 - December 31) with the cost 
reports being due within sixty (60) days of the end of the reporting period.  Should 
the due date fall on a Saturday, Sunday, or State of Arkansas holiday or federal holiday, 
the due date shall be the following business day.  Nursing Facility cost reports are to 
be electronically submitted through the LTC cost report web application on or 
before the applicable due date.  ICF/IID reports are to be delivered, postmarked or 
electronically uploaded, to the web portal on or before the applicable due date. 

 
Providers who fail to submit cost reports and other required schedules and information 
by the due date or extended due date have committed a Class D Violation of Arkansas 
Code 20-10-205.  Civil penalties associated with failure to timely submit a cost report 
for Long Term Care Facilities are detailed in Section 1-11 of this Manual. 

 
B. Extensions for Filing 

 
If a written request for an extension is received by the Division of Medical Services in 
advance of the report due date and a written extension is granted, a penalty will not be 
applied, provided the extended due date is met.  Each request for extension will be 
considered on its merit.  No extension will be granted unless the facility provides 
written evidence of extenuating circumstances beyond its control, which causes a late 
report.  In no instance will an extension be granted for more than thirty (30) days. 

 
C. What to Submit 

 
In addition to the applicable cost report forms, providers must submit the following: 

 
1. Most recently completed Medicare Cost Report, 
 
2. Working trial balance and related working papers identifying the cost report line 

each account is included on, 
 
3. Detailed depreciation schedule, 
 
4. Any work papers used to compute adjustments made on the cost report, 
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5. A copy of any new or amended contracts for management services by a
related party, home office or a third party which includes the basis used to
allocate the costs to providers of the group and to non-provider activities,
if applicable.

6. Copy of new or amended lease agreement if a leased facility.

When it is determined, upon initial review for completeness by the
Division of Medical Services, that a cost report has been submitted
without all required information, providers will be allowed a specified
amount of time to submit the requested information without incurring the
penalty for a delinquent cost report.  For cost reports which are submitted
by the due date, ten (10) working days from the date of the provider’s
receipt of the
request for additional information will be allowed for the provider to
submit the additional information.  For cost reports which are submitted
by an extended due date, five (5) working days from the date of the
provider’s receipt of the request for additional information will be allowed
for the provider to submit the additional information.  If requested
additional information has not been submitted by the specified date, the
cost report will be subject to the penalty provisions for delinquent
submission.  An exception exists in the event that the due date (or
extended due date when an extension has been granted) comes after the
specified number of days for submission of the requested information.  In
these cases, the provider will be allowed to submit the additional requested
information on or before the due date (or extended due date if an extension
has been granted) of the cost report.

D. Where to Submit

Nursing facility cost reports and additional information should be submitted
through the LTC cost report web application.  ICF/IID cost reports and
additional information may be submitted to the address below or uploaded to
the contractor’s web portal.

Arkansas Department of Human Services
Division of Medical Services
P. O. Box 1437 - Slot S535
Little Rock, AR  72203-1437

E. Amended Cost Reports

Providers can submit amended cost reports to the Department up to one hundred,
eighty (180) days after the close of the cost reporting period.

August 2, 2022



 

 1-5 

1-7 Desk Reviews 
 

The Department will review all cost reports to verify that all facilities have submitted 
reports properly and in compliance with this manual.  Providers will be notified in writing 
of the results of the desk review. 
 
A provider’s cost report can be adjusted for any errors or unallowable costs identified on 
a provider’s cost report after the initial desk review has been completed up to the last day 
of the rate year for which rates are based on the adjusted cost report. 

 
Financial and Statistical Reports, financial records, statistical records, and any other 
pertinent documents will be analyzed to verify that: 

 
A. Cost reports are complete, accurate, and consistent with previous periods and in 

compliance with program policy. 
 
B. The allowable costs are necessary, allocable, and reasonable for the performance 

of covered services required by Medicaid recipients. 
 
C. The costs are authorized and are not prohibited under Federal and State laws and 

regulations. 
 
D. The costs are accorded consistent treatment through the application of accounting 

principles and practices appropriate to the circumstances. 
 
E. The costs are related to resident care. 
 
F. The costs and statistics included in the Financial and Statistical Report are 

accurate and applicable to the current period. 
 
G. The costs are net of all applicable credits. 
 
 

1-8 Audits of Financial Records 
 

The Department will provide for periodic audits of some or all cost reports and 
supporting records.  The Department may also conduct limited reviews of cost data 
and/or client statistics reported in the cost reports. 

 
The auditors will issue a report upon completion of each audit or review.  The report will 
reflect cost and statistical information as submitted in the cost report and any adjustments 
the auditors recommend, such that the information complies with the criteria listed above.  
All audit reports will state the auditor’s opinion as to whether, in all material respects, the 
cost information reported on the Schedule of Expenses (DHS 750, Form 5 or DOM 400, 
Form 6) and total actual resident days reported on the Statistical Data Schedule (DHS 
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750, Form 2 or DOM 400, Form 3), with audit adjustments, is presented fairly and in 
compliance with program policy and regulations. 

 
 
1-9 Unauditable Situations 
 

If a facility is unable or unwilling to provide necessary documentation to support the 
financial or statistical records contained in their cost report, the auditors will issue a 
“disclaimer” report signifying that the audit could not be accomplished.  The Office of 
Long Term Care will advise the facility of the disclaimer in writing.  A period of 90 days 
from the date of the letter of notification will be allowed to permit the facility to 
accumulate necessary documentation.  A follow-up audit will be attempted upon 
expiration of the 90 day period or sooner if requested by the facility.  If the audit can not 
be completed on the second attempt, the facility will be advised, in writing, that their 
agreement to participate in the Medicaid program will be terminated effective 
immediately.  A period of 30 days from the date of such notification will be allowed to 
permit the orderly relocation of Medicaid recipients.  The appeals procedures specified in 
Section 1-10 of this Manual are available to providers. 

 
 
1-10 Appeal Procedures 
 
 A. Time Limit for Appeals 
 

1. Any Long Term Care Facility may appeal the facility’s reimbursement 
rate, a recoupment, a cost disallowance, a fine, a sanction, the imposition 
of a civil money penalty or suspension or termination from the program, 
by submitting a written notice of appeal to the Director of the Department 
of Human Services within thirty calendar days following the date of the 
appealed action.  The appeal must clearly state the basis for appeal and 
must be accompanied by supporting documentation.  If the facility wishes 
to utilize the “MEDIATION PROCESS” as contained in this section, it 
must so state in its written Notice of Appeal. 

 
2. If an appeal is filed the DHS Director or his designee will appoint an 

independent hearing officer to hear the appeal.  The hearing officer will 
schedule all appeals within 60 days of receipt of written notice of appeal 
by the Division and will notify the parties in writing of the hearing 
schedule.  Provided that if the appealing facility states in its written Notice 
of Appeal that it wishes to utilize the “MEDIATION PROCESSES” and 
the department agrees, then the time for the DHS Director or his designee 
to appoint a Hearing Officer is waived.  However, the appealing facility 
and the DHS Director or his designee shall implement the mediation 
process within the sixty days.  Upon the termination of the mediation 
process, if any dispute stated in the notice of appeal remains unresolved,  
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the DHS Director or his designee will appoint the Independent Hearing 
Officer within sixty days of the termination.  The hearing officer will set a 
discovery schedule if requested by either party.  Either party may request a 
continuance for good cause.  The hearing officer may grant a continuance 
for good cause upon motion of either party or on the hearing officer’s own 
motion.  The hearing officer will render a written decision within 30 days 
of the hearing and furnish a copy of the decision to the parties or their 
representatives. 

 
 Any objection requesting disqualification of the hearing officer upon 

allegations of personal interest or bias must be made in writing, supported 
by good faith affidavit, and submitted to the DHS Director at least fifteen 
days before the scheduled hearing.  The DHS Director will consider the 
objection promptly and rule on it in a timely manner. 

 
B. Administration of Appeal 
 

1. The appellant may be present at the hearing, may be represented by 
counsel, and may call witnesses.  DHS may appear by such officials as the 
Division may deem necessary, may be represented by counsel, and may 
call witnesses. 

 
2. All testimony shall be under oath.  Each party shall have the right to call 

and examine parties and witnesses; to introduce exhibits; to question 
opposing witnesses and parties on any matter relevant to the issue; and to 
rebut opposing evidence.  The appellant shall have the burden of proving 
whatever facts it must establish to sustain its position by a preponderance 
of the evidence. 

 
3. The Hearing Officer shall conduct himself in an impartial manner, and 

may question any party or witness at any time during the hearing. 
 

C. Decisions 
 

1. All decisions rendered shall be submitted by the Hearing Officer in writing 
to the Director, DHS, for his review and final determination.  At his 
discretion and for good cause the Director shall have the right to reverse a 
Decision, or to return the issue to the Hearing Officer for further 
consideration or additional findings of law or fact.  All decisions by the 
Hearing Officer and the Director shall contain findings of fact and law in 
accordance with applicable State and Federal laws and regulations.  The 
final decision shall be rendered in writing to the appellant. 
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D. Mediation Process 

 
1. If a long term care facility in its written Notice of Appeal states it desires 

to utilize the mediation process in attempt to resolve the dispute(s) 
between the facility and the DHS as stated in the notice of appeal, and the 
DHS agrees to the mediation process, then mediation shall be utilized to 
clarify, narrow or resolve the dispute(s).  The DHS shall maintain a list of 
mediators supplied by the Arkansas Commission on Alternative Dispute 
Resolution Commission.  The objective of the mediation process is to help 
each side in the dispute(s) understand the other’s point of view, with a  
goal of narrowing, clarifying, or resolving issues in dispute.  If the 
dispute(s) is/are resolved as a result of mediation, then a written statement 
signed by both parties will be filed with the DHS Director or his designee, 
shall substitute for a decision in the case, and shall not be appealable. 
 

2. The Chief Counsel’s Office of the Department of Human Services shall 
submit a list of available mediators from which a mediator agreed to by 
both parties will be selected.  The mediator shall restrict his discussions to 
the designated representatives of the appealing facility and the designated 
representative of the Department.  Designated representatives include each 
party’s attorneys.  The mediation shall not bind the parties.  The mediation 
shall not add anything to the record except a final written agreement.  The 
parties may add to the record, but only to the extent they both agree.  The 
mediation shall not unduly delay the process of a case.  Time limits for 
appointing a Hearing Officer and a decision shall be temporarily 
suspended during the mediation.  The mediator shall insure the parties are 
continuing to work towards resolution of the dispute.  The negotiations 
shall be confidential and shall not be communicated to any decision 
makers who may serve as future Hearing Officers.  If the mediation fails to 
produce and agreement, or if mediation is not proceeding toward resolving 
the dispute, then the mediator or either party may so notify the DHS 
Director or his designee.  The DHS Director or his designee will terminate 
the mediationm whereupon the appeal will proceed as outlined in this 
Section. 

 
3. The appealing facility and the Department of Human Services shall 

equally share the cost of the mediator’s fee. 
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1-11 Penalties for Failure to Comply with the Medicaid Long Term Care Program 
 
A. By agreeing to participate in the Long Term Care program, providers must abide 

by these regulations.  Participation in the program may be terminated should the 
provider: 

 
1. Fail to keep and maintain auditable records.  

 
2. Fail to disclose or make available to the Department, or its authorized 

agent, records concerning the operation of the facility, including home 
office records, if applicable.  

 
3. Breach the terms of the Medicaid Provider Agreement or failure to comply 

with the terms of the provider’s certifications set out on the Medicaid  
claim form.  

 
4. Charge or attempt to charge Medicaid recipients for Medicaid covered 

services over and above that paid by the Department.  
 

5. Rebate or accept a fee or portion of a fee or charge for a Medicaid resident 
referral.  

 
6. Present, or cause to be presented, false information.  

 
7. Submit, or cause to be submitted, false information for the purpose of 

obtaining greater compensation to which the provider is legally entitled.  
 

  In addition to the above listing of causes for termination, State or Federal laws or 
 rules may create requirements, the violation of which may cause adverse action. 

 
B. Arkansas Code 20-10-205 classifies violations relating to the administration of 

Long Term Care Facilities.  Administrative and reporting requirements are 
classified as Class C and Class D Violations.  A description of each follows: 

 
Class C Violations: Providers who fail to comply with administrative and 
reporting requirements that do not directly threaten the health, safety, or welfare 
of a resident have committed a Class C Violation.  Violations of this nature would 
include but are not limited to: 

 
1. Failure to provide resident assessment instruments in accordance with the 

prescribed submission policy.  The resident assessment instrument must be 
complete to be considered submitted.  

 
2. Failure to maintain accurate census records in accordance with this 

Manual.  
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3. Failure to maintain accurate resident trust fund records in accordance with 
this Manual.  

 
4. Submission on the facility’s Cost Report as allowable, costs determined by 

the DHS audit staff to have been claimed under circumstances identical in 
all material respects to costs that have been disallowed by final desk 
review or audit.  A desk review or audit is final if no timely appeal has 
been filed, or, if a timely appeal has been filed, there is a final appeal 
decision disallowing the cost.  An appeal decision is final if no additional 
appeal is provided for by law, or if the time to file an additional appeal has 
expired.  Any facility submitting as allowable costs, costs previously  
disallowed by a desk review or audit decision that is not final must 
identify each such cost and reference the pending appeal.  

 
Class C Violations are subject to a civil money penalty to be set by the DHS Director or 
his designee, in an amount not to exceed five hundred dollars ($500.00) for a single 
violation.  A single erroneous administrative or reporting practice will be considered a 
single violation regardless of the number of resident records affected by the practice. 

 
 Class D Violation:  Failure to timely submit the Cost Report for Long Term Care 

Facilities.  Cost Reports must be postmarked on or before the due date or the extended 
due date in order to avoid a penalty.  The failure to timely submit a cost report shall be 
considered a separate Class D Violation during any month or part thereof of non-
compliance. 

 
 Class D Violations are subject to a civil money penalty to be set by the Director, DHS, or 

his designee, in an amount not to exceed two hundred fifty dollars ($250.00) for each 
violation. 

 
 In addition to any civil money penalty which may be imposed, the Director of the OLTC 

is authorized after the first month of a Class D Violation to withhold any further 
reimbursement to the Long Term Care Facility until the Cost Report is received by the 
Office of Long Term Care. 

 
 Any violation repeated within six months subjects the facility to double civil money 

penalties up to a maximum of one thousand dollars ($1,000.00) per violation. 
 
 Assessment of civil money penalties does not limit the right of the OLTC to take such 

other action as may be authorized by law or regulation. 
 
 Providers violating this section may be referred to the Attorney General’s office. 
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1-12 Overpayments and Underpayments 
 

Administrative errors on the part of the Division or the Facilities may result in erroneous 
payments.  These errors most commonly result from:  failures to report a death, 
discharge, or transfer; system error in resident classification; and miscalculations of 
recipient incomes.  Overpayments/Underpayments resulting from these errors will be 
corrected when discovered.  Overpayments will be recouped by the Division and 
underpayments will be reimbursed to the Facility. 
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Chapter 2 - Payment Method 
 
 

Federal law requires that states use published payment methodologies and justifications 
which specify comprehensively the methods and standards for making Medicaid provider 
payments to long term care facilities. 
 
2-1 Assurance of Payment 
 
 Certified Title XIX Long Term Care Facilities furnishing services in accordance 

with all state and federal Medicaid laws and rules will be paid in accordance with 
rates established under the state Medicaid plan. 

 
 
2-2 Acceptance of Payment 
 
 Participation in the Title XIX Program is limited to those Facilities which agree to 

accept the Medicaid payment as payment in full for all care services provided to 
Medicaid recipients. 

 
 
2-3 Rate Limitations Based on Medicaid Rates 
 
 The purpose of this provision is to assure that the Medicaid program is not 

charged unfairly high rates as compared to other payers.  To that end, Medicaid 
reimbursement is limited by the weighted average per diem rates charged to other 
payers.  Specifically if a long-term care facility charges other long-term care 
payers less than 80% of the Medicaid rate for long-term care services, (except for 
those public facilities rendering long-term care services free of charge or at a 
nominal charge) then the weighted average Medicaid reimbursement will be 
reduced to no more than 125% of the facility’s weighted average reimbursement.  
For purposes of applying this rule:  (1) Weighted average per diem rates for other 
payers will be compared to the weighted average Medicaid per diem rates by 
fiscal year; (2) The 60 consecutive days after a Medicaid rate increase shall not 
be considered; and (3) No facility shall be required to make a retroactive rate 
adjustment. 

 
2-4 Facility Class 
 

The Department has established the following specific payment methods: 
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A. Nursing Facilities

1. Reimbursement Methodology

Reimbursement rates for nursing facilities will be cost-based,
facility-specific rates that will consist of four (4) major cost components
and will be determined in the following way.

Reimbursement rates will be determined by adding calculated per diem
amounts for four (4) separate components of cost: Direct Care, Indirect,
Administrative and Operating, Fair Market Rental, and the Quality
Assurance Fee.  This cost data for calculating these per diems will be
taken from desk reviewed cost reports submitted by providers in
accordance with these regulations.  Only full-year cost reports will be used
in establishing cost ceilings and class rates.  Cost reports that are
submitted because of changes of ownership, whether via purchase or lease,
will be used for calculating the facility’s individual rate components but
will not be used in calculating the direct care ceiling or the indirect,
administrative, and operating class rate.  The methodology for calculating
the per diem amounts for each component of cost is provided below:

A. Direct Care

Direct care per diem cost shall be calculated from the facility’s actual
allowable Medicaid cost as reported on the facility’s cost report.  The
direct care per diem cost is subject to a ceiling.

The ceiling shall be established at one hundred five percent (105%)
of the allowable Medicaid direct care cost per diem incurred by the
facility at the ninetieth (90th) percentile of arrayed Medicaid direct care
facility cost.

August 2, 2022
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The direct care component of the rate will rebase annually for the 
period July 1st to June 30th.  An inflation index (see Section A. 6.) 
will be applied to the provider’s direct care per diem cost to inflate 
cost from the cost reporting period to the rate period. 

B. Indirect, Administrative, and Operating

The per diem payment for this component will be set at one hundred
ten percent (110%) of the median indirect, administrative, and
operating per diem cost adjusted for inflation using the inflation index
(see Section A. 6.) and paid as a class rate to all facilities.   This per
diem payment will be rebased annually.

C. Fair Market Rental

A fair rental system will be used to reimburse property costs.  The fair
rental system reduces the wide disparity in the cost of property
payments for basically the same service therefore making this payment
fairer to all participants in the program.  The fair market rental system
will be used in lieu of actual cost and/or lease payments on land,
buildings, fixed equipment, and major movable equipment used in
providing resident care.  The fair rental payment for facilities that are
leased from a related party will be calculated from the costs associated
with the related party in conformity with related party regulations.

The payment for provider property cost will be calculated annually by
adding the return on equity, facility rental factor, and the cost of
ownership, and dividing the sum of these three components by the
greater of the actual resident days or resident days calculated at the
following occupancy levels.  The minimum occupancy percentage for
the SFY 2022 cost reporting period and applicable to the CY 2023
rate year shall be sixty percent (60%).  Thereafter, the minimum
occupancy percentage shall increase as indicted in the following
table, up to a maximum of seventy-five percent (75%).

Cost Report           Rate     % Occupancy 
Period         Period 

SFY 2022       SFY 2023 60% 
SFY 2023       SFY 2024 65% 
SFY 2024       SFY 2025 70% 
SFY 2025       SFY 2026 70% 
SFY 2026       SFY 2027 75% 
& after       & after 

August 2, 2022
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Resident days at the minimum occupancy level are calculated as:  Total 
Licensed Beds x Number of Days in the Period x Minimum Occupancy 
Percentage. 
 
1. Return on Equity 

 
The return on equity portion of the fair market rental payment will 
be calculated by taking the Current Asset Value (CAV) of a 
facility less the ending loan balance on any loans used to finance 
fixed assets or major movable equipment, times the sum of the  
average Moody's Seasoned Baa Corporate Bond Yield for the 
month of June in the applicable cost reporting period plus one 
and a half percent (1.5%) as a risk premium.  For purposes of 
calculating return on equity and determining allowable interest 
expense, allowable debt cannot exceed the facilities Current Asset 
Value.  The maximum  rate used for calculating return on equity 
will be ten percent (10%).   
 
The Current Asset Value (CAV) of a facility is calculated by 
multiplying the number of beds in a facility by the Per Bed 
Valuation (PBV) less an aging index of one percent (1%) for each 
year of age, not to exceed a fifty percent (50%) reduction in PBV.  
A facility will be considered new the cost reporting period in 
which the facility is licensed.  A facility will be considered one 
year old the following cost reporting period.  The CAV of a facility 
will be recalculated and an appropriate adjustment to the per diem 
will be made when additional beds are placed in operation. 
 
Beginning with the CY 2023 rate year and based on the Base 
PBV for the SFY cost reporting period, the PBV methodology 
shall differentially apply PBV amounts according to the class 
of resident room where a licensed bed is located. 
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Class A Resident Room 

Criteria for Class A Room PBV Applicable to Each Licensed 
Bed in a Class A Room 

A private, single occupancy resident 
bedroom. Maximum of one licensed 
bed per room.  

Each Class A private room shall have an 
attached private bathroom, or an 
attached private bathroom shared 
with one adjoining private resident 
room. 

A Class A room must meet minimum 
space and other standards for private 
rooms and attached private bathrooms 
as set in Department regulations for a 
licensed SNF. 

Base PBV (full PBV) for the SFY 2022 
cost reporting period and applicable to 
the CY 2023 rate year is $196,977. 

Updated annually as Base PBV is 
updated for increases in the 
construction index.  

Class B Resident Room 

Criteria for Class B Room PBV Applicable to Each Licensed 
Bed in a Class B Room 

A semi-private, double occupancy 
resident bedroom. Maximum of two 
licensed beds per Class B room.  

Each Class B room shall have an 
attached private bathroom, or an 
attached private bathroom shared 
with one adjoining private or semi-
private resident room. 

A Class B room must meet minimum 
space and other standards for semi-
private rooms and attached private 
bathrooms as set in Department 
regulations for a licensed SNF. 

Base PBV (full PBV) for the SFY 2022 
cost reporting period and applicable to 
the CY 2023 rate year is $140,594. 

Updated annually as Base PBV is 
updated for increases in the 
construction index. 

August 2, 2022
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Class C Resident Room 

Criteria for Class C Room PBV Applicable to Each Licensed 
Bed in a Class C Room 

A Class C room is any resident room 
that does not meet the criteria for a 
Class A room or Class B room. 
Maximum of two licensed beds per 
Class C room.  

For example, a Class C room includes 
any private or semi-private room 
lacking an attached private bathroom 
or where the occupants otherwise 
must rely on a communal bathroom(s) 
for toileting.  

Fixed at the Per Bed Value in effect on 
June 30, 2022, with no annual update 
thereafter for the construction index.   

The PBV will be adjusted annually thereafter to reflect changes in 
construction costs as indicated per the Core Logic Marshall & 
Swift Valuation Service.  A percentage increase will be calculated 
by dividing the difference between the Comparative Cost 
Multipliers construction index for Little Rock, Arkansas, for the 
quarter ending January of the cost reporting period and January of 
the previous year.  The annual adjustment percentage will be the 
lessor of the percentage as calculated above for building classes:1)  
Masonry Bearing Walls, 2) Wood Frame, or  five percent (5%).   

Every five (5) years, the Division shall analyze and compare 
the annual updates made using the construction cost index and 
the actual total cost (including physical plant, fixed equipment, 
land acquisitions and land improvements) of new SNF 
construction in Arkansas during the same period.  The 
Division shall rebase the base PBV if actual construction costs 
increased more than estimated by the construction index. 

2. Facility Rental Factor

A facility rental factor will be paid for each facility.  The rental
factor is calculated by multiplying the CAV of the facility by two
and a half percent (2.5%).

August 2, 2022
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3. Cost of Ownership

The cost of ownership component of the property payment will consist
of interest, property taxes, and insurance premiums (including
professional liability and property) as identified on the facility’s cost
report.  The limitation on allowable interest expense is addressed in the
return on equity calculation described above.  The limitation on
allowable professional liability insurance is addressed in Section 3-2 J.
9.

4. Minor Equipment Purchases

The cost of purchases of minor equipment is not covered in the Fair
Market Rental Payment.  Minor equipment for the purposes of
reimbursement is any equipment that has a unit cost of less than two
thousand five hundred dollars ($2,500).   Minor equipment purchases
are to be expensed in the cost area in which the equipment is normally
used (i.e., direct care cost component or indirect, administrative,
and operating component).

5. Renovations

The current asset value of a facility will be adjusted as a result of major
renovations made to an existing facility.  A major renovation is defined
as renovations made to a facility where the total per bed cost of the
renovation equals or exceeds ten percent (10 %) of the facility’s current
per bed value for the beds renovated or five (5%) for renovations to
common areas.  The actual cost of all additions or fundamental
alterations to a facility that are required by state or federal laws or rules
that take effect during the cost reporting period will be treated as an
adjustment to the provider’s aging index regardless of the percentage of
current per bed value.   The cost of renovation will be treated as an
adjustment to the provider’s aging index.  A facility’s aging index will
be reduced by one percent (1%) for each percent of the current per bed
value expended for renovations on a per bed basis.  For facilities that
have beds that have been placed in operation at different times or when
renovations include only a portion of the beds in a facility, the
determination that the renovation meets the criteria of major renovation
and the reduction of the aging index will relate to only those beds that
were included in the renovation.  For renovations to common areas, the
determination that the renovation meets the criteria of major renovation
and the reduction of the aging index will be applied proportionally to
all beds.

August 2, 2022
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Adjustments to the aging index will be rounded to a whole percentage.  
Percentages greater than or equal to .5 will be rounded up.  Percentages 
less than .5 will be rounded down.  A facility wishing to do major 
renovation to their facility must submit a plan for renovation to the 
Department of Human Services for review and approval to facilitate an 
adjustment to the provider’s aging index.  The duration of the renovation 
plan cannot exceed a three-year period.  The plan shall include a detailed 
description of the renovation to be done along with the cost of the 
renovation.  The Department will determine if the proposed renovation 
meets the requirements for major renovation.   
 
 
The Department will approve or disapprove the renovation project within 
thirty days of receipt.   The provider will then submit a detailed 
description of the actual work performed and a statement of the actual 
cost of the renovation upon completion of the project.  Renovations that 
were not completed in compliance with the plan for renovation will not be 
considered.  The Department will notify the provider of the adjustment to 
the facility aging index as a result of the major renovation.  Under no 
circumstances will the aging index be reduced to less than zero. 

 
6. Aging Index 

Age of provider beds for purposes of calculating the aging index were 
taken from surveys provided by the Arkansas Health Care Association as 
prepared by providers.  The provider is responsible for the accuracy of the 
information provided.  The provider may at any time be required to 
provide records validating this information.  The aging index is subject to 
adjustment based upon review or audit. 

  
D. Quality Assurance Fee 
 

Act 635 of 2001 established the levy of a quality assurance fee on nursing 
facilities.  The reimbursement rate paid nursing facilities will include a 
Quality Assurance Fee component.  The Quality Assurance Fee component 
will be reimbursed at the amount established as the multiplier as defined in 
Act 635 for the date of service billed. 
 

E.  Emergency Generators 
 

Act 1602 of 2001 requires nursing facilities to own and maintain emergency 
generators.  This establishes an add-on payment for installing emergency 
generators applicable only to first time emergency generators installed in 
order to comply with act 1602 of 2001.  Facilities that do not meet the 
requirement of existing facility as defined in Act 1602 will not receive any 
add-on payment 
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in addition to the facility’s fair market rental payment.  Add-on payments shall 
be made only for the periods that depreciation or lease expense for the cost of 
first time generator installations is allowable.   
 
Facilities will be required to submit copies of invoices indicating generator 
cost and a copy of the financing arrangement if any for the emergency 
generator installation or a copy of the generator operating lease if any. 
Facilities that fail to provide this information by December 1, 2002 will not be 
paid the add-on for thirty days past the date of submission.  Should the 
financing arrangement on the emergency generator change during the add-on 
period; the facility must provide revised financing information that will be 
used to calculate the add-on for the following calendar year. 
 
Facilities will be paid an add-on to their per diems for installing emergency 
generators.  The add-on payment will begin January 1, 2003 and will be 
adjusted each January 1 for the period the add-on is applicable.  Using cost 
information supplied by the facility, the add-on will be calculated by dividing 
the sum of projected yearly depreciation and projected yearly interest expense 
or projected yearly lease expense by the greater of the actual resident days 
from the previous cost reporting period or resident days calculated at the 
minimum occupancy levels identified in section 2-4 A. 1. C.  Fair Market 
Rental. 
  
Depreciation will be calculated using the straight-line method assuming a 
useful life of ten years.  Interest expense will be allowable and included in the 
add-on for emergency generators for a maximum period of five years.  Interest 
expense and the associated debt instrument reimbursed under this provision 
will not be included in the fair market rental payment or any other component 
of the rate.  Lease expense on emergency generator systems will only be 
allowable for a maximum period of ten years.  
 
Change of ownership does not affect add-on payments.  Facilities that change 
ownership while receiving a generator add-on payment will continue to 
receive the add-on for the remainder of the allowable period identified above 
using the original owner’s projected expense.  

 
2. Facility Payments – Interim Rates 
 

An interim rate will be established at the beginning of each state fiscal year 
for each facility.  The interim rate will be established by applying the 
inflation index to the actual per diem rate from the previous rate period.  
(For the period January 12, 2001 to June 30, 2001, an actual rate will be  
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calculated from cost reports submitted for the period July 1, 1999 to June 
30, 2000.  No initial interim rate is necessary because the methodology has 
been implemented the second half of the rate period and therefore actual 
rates have been calculated.)  The interim rate is necessary to allow time for 
providers to complete cost reports and allow the Department adequate time 
to review the cost reports and calculate rates.  After the actual per diem 
calculations occur providers will be paid a weighted per diem rate for the 
portion of the rate year remaining.  The weighted per diem rate will  
provide for an average payment approximating providers actual per diem.   
 
The following formula will be used to calculate the weighted per diem 
rate. 
{(Actual Per Diem Rate x 12) - (Interim Rate x Months Used)}/ Months Remaining. 

 
   3.  Provisional Rate 

   
  A provisional rate will be paid to a provider who: 

A. Constructs a new facility; or 
B. Enrolls as a Medicaid provider and has not previously participated in the 

Medicaid program. 
 

The provisional rate will be established as follows.   
A. The Direct Care per diem rate will be established at the inflation 

adjusted ceiling for that rate period.   
B. The Indirect, Administrative, and Operating per diem will be the class 

rate as established for that rate period.   
C. The Fair Market Rental Payment will consist of a return on equity 

payment assuming no debt, a facility rental factor, and property taxes 
and insurance at the industry average.  The industry average for 
property taxes and insurance will be calculated by dividing the total
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cost for all full year facilities as identified on facility cost reports by  
total resident days for the cost reporting period.  The per diem payment 
will be calculated by dividing the sum of the components above by the 
required minimum occupancy.  New facilities that have been 
constructed will use an occupancy rate of fifty percent when 
calculating the per diem for this component.  Facilities that want to 
establish their provisional rate assuming a higher percent of occupancy 
can do so by supplying projected occupancy figures to the Department.  
Facilities have the option of providing documents indicating the actual 
cost of property taxes and insurance to be used for cost of ownership 
figures.  Actual cost of ownership information can be supplied any 
time during the initial six-month period. The Division will adjust the 
facility’s provisional rate prospectively based on the information 
provided.   

 
Facilities who are placed on a provisional rate as detailed above must submit a six 
month cost report as required in section 1-6 of this manual.  The provisional rate 
will be retroactively adjusted to the per diem calculated in the following manner.  
 
A. The provider’s direct care per diem rate will be calculated from the six month 

cost report using the inflation index adjusted ceiling for the applicable rate 
period.  For cost reports that span two rate periods the applicable rate period 
will be considered the one that contains the majority of the days included in 
the six month report.   

B. The Indirect, Administrative, and Operating per diem will continue to be the 
class rate as established in the provisional rate.   

C. The amount identified as the sum of the components used in the original 
calculation (as adjusted for actual cost data if applicable) for the Fair Market 
Rental Payment will remain as established in the provisional rate.  The actual 
per diem amount will be adjusted to reflect the greater of actual occupancy, or 
the minimum required occupancy for facilities that enroll as a Medicaid 
provider who have not previously participated or fifty percent occupancy for 
new facilities.  After the initial six-month reporting period the Fair Market 
Rental payment will be calculated using a minimum occupancy factor as 
required in 2-4 A.1. C., for both new facilities and facilities that were not 
previously enrolled.  

 
If either the provisional rate or the actual rate calculated from the six month cost 
report extend from one rate period to another, appropriate adjustments will be 
made to the vendor payment.  The inflation index will be applied to the direct care 
per diem.  The administrative and operating per diem will be changed to the class 
rate for the latest rate period.  The fair market rental per diem will be adjusted to 
reflect any change in the PBV for the latest rate period.
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4. Rates for Facilities that Change of Ownership

Facilities that have a change in licensure due to purchase or lease of an existing
facility participating in the Medicaid program will be reimbursed the previous
operator’s rate as of the date of the change of ownership.  When this rate
extends from one rate period to another, an inflation index will be applied to
the per diem rate to establish the rate for the new rate period.  The inflation
factor to be used is addressed in Section 2-4 A. 6.
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5. Terminating Facilities

Facilities that withdraw from the Medicaid program either voluntarily or
involuntarily will not be required to submit a final cost report.  All
payments made to a facility as interim or provisional will be considered
as final.  This provision does not apply to any fines or penalties that have
been imposed on a facility.

6. Inflation Index

For all inflation adjustments (unless stated otherwise in the specific area of
the plan) the Department will use the Skilled Nursing Facility Market
Basket Index as published by the Centers for Medicare and Medicaid
Services.  The Department will use the Four Quarter Moving Average
Percent Change identified for the final quarter of the rate period.

7. Adjustments to Provider Cost Reports

Adjustments to an individual provider’s per diem may be necessary as a result of
amended cost reports, desk review, or audit.  Should a provider’s per diem be
adjusted for any reason a retroactive adjustment will be made for all resident days
paid back to the beginning of the rate period.  Adjustments to a provider’s per
diem resulting from any source other than

August 2, 2022
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an inquiry for additional information as a result of a desk review for 
which provided within required deadlines will only affect the per diem 
for that particular provider.  Cost component ceilings for applicable cost 
components and the floor established for direct care will not be adjusted 
under these circumstances. 

 
  8. Cost Components: 

 
For rate setting, facility allowable costs from desk reviewed facility cost 
reports for an annual period ending June 30, will be identified and grouped 
as: Direct Care; Indirect, Administrative, & Operating; Property Costs 
(Identified for informational purposes, the reimbursement rate for property 
costs will be determined by the Fair Market Rental method as outlined 
above in Item A. 1. C.); and Quality Assurance Fee. 
 
a.  Direct Care Expenses 

 
The following expenses are classified as Direct Care. 
 

Salaries-Aides 
Salaries-Medication Assistants 
Salaries-LPN’s 
Salaries-RNs  
Salaries-Occupational Therapists 
Salaries-Physical Therapists 
Salaries-Speech Therapists 
Salaries-Other Therapists 
Salaries-Rehabilitation Nurse Aide 
Salaries-Assistant Director of Nursing 
Salaries-Director of Nursing 
FICA-Direct Care 
Group Health-Direct Care 
Pensions-Direct Care 
Unemployment Taxes-Direct Care 
Uniform Allowance-Direct Care 
Worker’s Compensation-Direct Care 
Other Fringe Benefits-Direct Care 
Contract-Aides 
Contract-Medication Assistants 
Contract-LPN's 
Contract-RN's 
Training-Direct Care 
Drugs, Over-the-Counter 
Oxygen 
Medical Supplies-Direct Care 
Contract-Occupational Therapists 
Contract-Physical Therapists 
Contract-Speech Therapists 
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Contract-Other Therapists 
Therapy Supplies 
Consultant Fees-Nursing 
Raw Food 
Food Supplements 
Incontinence Supplies 

 
b. Indirect, Administrative, and Operating 

 
The following expenses are classified as Indirect, Administrative & 
Operating. 
 
Salaries-Administrator 
Salaries-Assistant Administrator 
Salaries-Dietary 
Salaries-Housekeeping 
Salaries-Laundry 
Salaries-Maintenance 
Salaries-Medical Records 
Salaries-Other Administrative 
Salaries-Owner or Owner/Administrator  
Salaries-Activities 
Salaries-Pharmacy 
Salaries-Social Services 
FICA- Indirect, Administrative, and Operating 
Group Health- Indirect, Administrative, and Operating 
Pensions- Indirect, Administrative, and Operating 
Unemployment Taxes- Indirect, Administrative, and Operating 
Uniform Allowance- Indirect, Administrative, and Operating 
Worker’s Compensation- Indirect, Administrative, and Operating 
Other Fringe Benefits- Indirect, Administrative, and Operating  
Barber & Beauty Expense-Allowable 
Consultant Fees-Activities 
Consultant Fees-Medical Director 
Consultant Fees-Pharmacy 
Consultant Fees-Social Worker 
Consultant Fees-Therapists 
Medical Transportation 
Patient Activities 
Supplies-Care Related 
Other Care Related Costs 
Contract-Dietary 
Contract-Housekeeping 
Contract-Laundry 
Contract-Maintenance 
Consultant Fees-Dietician 
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Consultant Fees-Medical Records 
Accounting Fees 
Advertising for Labor/Supplies 
Amortization Expense-Non-Capital 
Bank Service Charges 
Board of Directors Fees 
Data Processing Fees 
Dietary Supplies 
Depreciation Expense  
Dues 
Educational Seminars & Training 
Housekeeping Supplies 
Interest Expense-Non-Capital 
Laundry Supplies 
Legal Fees 
Linen & Laundry Alternatives 
Miscellaneous 
Management Fees& Home Office Costs 
Office Supplies & Subscriptions 
Postage 
Repairs & Maintenance 
Taxes-Other 
Telephone & Communications 
Travel 
Utilities 
Criminal Backgrounds Check 
Vehicle Depreciation 
Vehicle Interest 
 

c. Property  
 
The following expenses are classified as property. 

 
Insurance-Professional Liability 
Amortization Expense-Capital 
Depreciation 
Interest Expense-Capital 
Property Insurance 
Property Taxes 
Rent-Building 
Rent Furniture & Equipment 

 
d. Quality Assurance Fee 
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8. Non-State Public Nursing Facility Adjustment 

 
Effective February 21, 2002, a non-state public nursing facility (that is, a public 
nursing facility that is not owned or operated by the State of Arkansas) shall 
qualify for a monthly reimbursement adjustment.  The adjustment shall result in 
total payments to the public nursing facilities that are equal to but not in excess of 
the total of each individual facility’s Medicare-related upper payment limit.  The 
public nursing facility with the greatest number of Medicaid days by date of 
service from the previous state fiscal year will receive the adjustment.  The 
adjustment shall be calculated as follows: 

 
Once a year: 
All Minimum Data Set (MDS) submissions for the previous state fiscal year for 
Medicaid residents by public nursing facility will be processed through the 
Medicare 44-group RUG classification system to attain the RUG score. 
A report will be generated by facility identifying all prescription drugs, lab and x-
ray paid by Medicaid for Medicaid residents.  Total cost will be divided by twelve 
to derive a monthly amount. 
A report will be generated by facility identifying Medicaid resident days for the 
previous fiscal year.  Total days will be divided by twelve to derive a monthly 
amount. 
1. Monthly: 
2. The current Medicare rate associated with each RUG score will be assigned as 

if the resident were Medicare. 
3. An average rate will be calculated by facility from all rates determined above. 
4. The difference in a facility’s average Medicare rate and the facility’s Medicaid 

rate is calculated. 
5. This difference is multiplied by the number of monthly Medicaid resident 

days. 
6. The monthly amount of prescription drugs, lab and x-ray charges will be 

subtracted from the product calculated in step 4 by facility. 
7. The total UPL amount is the sum of the amounts calculated in step 5.   
8. Payment shall be made on a monthly basis by the fifteenth of the month. 

 
 

Effective January 1, 2004, the Non-State Public Nursing Facility Adjustment is 
eliminated.
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9. Home Style Facilities

A. Fair Market Rental Payment

Minimum occupancy rules (as defined in Section 2-4 A. 1. C.) for
calculating the facility fair market rental payment will be calculated and
applied separately for beds certified as Home Style.  All other policy described
in this Cost Manual regarding the calculation of a facility’s fair market rental
payment is applicable to Home Style Facility beds.

All costs associated with renovating or constructing beds for initial
certification as Home Style shall not be considered a renovation as detailed in
section 2-4, A. 1. C. 5. of this Cost Manual.  Thereafter, Home Style beds are
eligible for renovation adjustment as detailed in the Cost Manual.

A nursing facility participating in this program may certify less than one
hundred percent (100%) of its beds as Home Style Facility beds.  A facility
may have a combination of traditional style nursing facility beds and Home
Style Facility beds within a single licensed facility.

B. Cost Reporting

A facility or any part thereof, certified by the Office of Long Term Care as
Home Style shall prepare and submit a Financial and Statistical Report/Cost
Report.    The cost report for Home Style beds will be identified as such by
including the words Home Style at the end of the facility name wherever
used.  The cost report must be prepared in accordance with all reimbursement
rules and reporting requirements detailed in the “Manual of Cost
Reimbursement Rules.”  Combination facilities will be required to complete a
separate cost report for both the traditional beds and beds certified as Home
Style Facility beds. Whenever possible, costs that can be directly identified to
either the traditional or Home Style beds must be included on the appropriate
cost report.  The department recognizes that certain costs cannot be directly
identified and benefit both reporting entities.  These shared costs
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must be allocated between each of the benefiting entities.  Any shared cost 
included in the calculation of the facility’s fair market rental payment must be 
allocated based on the Current Asset Value (CAV).  All other shared cost must 
be allocated based on resident days.  The cost report for the Home Style portion 
of a combination facility will include forms 1, 2, 3, 4, 6, 7, 8, 9, 10, and 16.  
The cost report for the traditional beds in a combination facility must include all 
forms.  The cost report for traditional beds in a combination facility will include 
aggregate information (includes both traditional and Home Style) on forms 5, 
11, 12, 13, 14, and 15.  These forms relate to the overall operation of the facility 
and cannot be allocated between traditional and Home Style. 
 
The Cost Report for Home Style Beds will be used for the purpose of 
establishing a per diem rate for the facility’s Home Style beds. 
   
Full year cost reports for facilities certified entirely as Home Style Facilities 
will be included when calculating the direct care ceiling and the median for the 
indirect, administrative and operating component of the rate during the overall 
rate setting process.  Full year cost reports for combination facilities will be 
combined into an aggregate per diem cost for both direct care and indirect, 
administrative and operating, and will be included in the overall rate setting 
process as well.  

 
C. Staffing 
 

Certified Nurse Assistant’s (CNA) utilized in staffing Home Style beds are 
designated as universal workers within the Home Style concept.  The universal 
worker performs CNA duties, and performs dietary, laundry, housekeeping and 
other services to meet the needs of residents.  CNA duties are considered 
primary to other duties performed by the CNA, therefore the cost of salaries and 
fringe benefits for CNA’s are considered direct care costs and are appropriately 
reported in Section 1 of Form 6 on the facility cost report. 
 

D. Rate Setting 
 

With the exceptions detailed above, the per diem rate for beds certified as 
Home Style beds will be established in the same manner as traditional beds. 
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 B. Intermediate Care Facilities for Individuals with Intellectual Disabilities 
 
1. 16 Bed & Over - State-Operated Facilities: 

 
a. Effective January 1, 1994, the method of reimbursement for 

ICF/IID state-operated facilities certified as having more than 15 
beds will be based on actual cost with provisions for 
retrospective adjustment semi-annually to ensure reimbursement 
of actual allowable, reasonable costs.  Each facility will have an 
interim per diem rate established based on the most recent semi-
annual cost report.  This interim per diem rate will be  
adjusted retrospectively as a result of actual costs for that semi-
annual cost reporting period.  Rates established for this facility type 
shall be changed due to adjustments to the semi-annual cost reports 
resulting from provider corrections, desk reviews, or audits and 
will be retrospectively adjusted to the first day of the applicable 
cost report period.  The reimbursement methodology for this type 
facility will be adjusted by submission of a State Plan amendment 
as warranted. 

 
 

      b. Provider Fee 
 

Act 433 of 2009 established the levy of a provider fee on 
Intermediate Care Facilities for Individuals with Developmental 
Disabilities.  The reimbursement rate paid 16 Bed & Over – State-
Operated Facilities will include a Provider Fee component.  The 
Provider Fee component will be reimbursed at the amount 
established as the multiplier for the date of service billed. 
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B. Intermediate Care Facilities for Individuals with Intellectual Disabilities - 
Continued 

 
2. 16 Bed & Over - Private Facilities: 

 
a. Reimbursement Methodology 
 

Effective with dates of service on or after January 1, 1999, ICF/IID 
16 bed and over facilities will be paid a prospective rate based on a 
combination of actual allowable cost for Direct Care & Care 
Related costs and a class rate up to a ceiling for Administrative and 
Operating costs.  Effective the beginning of each state fiscal year, 
rates will be rebased or adjusted for inflation.  The Department will 
in its sole discretion determine whether to rebase the rate or apply 
an inflationary adjustment. 

 
b. Cost Categories 
 

For rate setting, facility allowable costs from desk reviewed 
facility cost reports for an annual period determined by the 
Department, will be identified and grouped as Direct Care & Care 
Related or Administrative and Operating.  Direct Care & Care  
Related include those expenses the facility incurs in providing care 
directly to the resident.  Because these costs most directly affect the 
quality of care given a resident, the methodology includes as a 
component the actual allowable cost incurred for Direct Care & 
Care Related costs. 

 
Administrative and Operating constitute the remainder of facility 
costs.  Costs associated with Administrative and Operating are 
more directly controllable by the facility.  The methodology 
includes as a component a class rate up to a ceiling to cover the 
costs for Administrative and Operating. 

 
For rates effective January 1, 1999, desk reviewed facility cost 
reports for the period 1/1/97 through 6/30/97 and 71/97 through  
12/31/97 were combined to establish the base year rates.  Rebasing 
and cost reporting period for rebasing will be at the discretion of  
the Department.  Should the Department decide to rebase, the most 
currently available desk reviewed cost reports will be used. 



 

 

c. Rate Setting 
 

Rates will be established in the following manner:  An average per 
diem cost for Administrative and Operating will be calculated for 
the facility class.  This will be accomplished by determining per 
diem cost for Administration & Operating for each facility by 
dividing the actual allowable cost for each facility by their total  
resident days, adding the individual facility per diem costs and 
dividing by the number of facilities within the facility class.  A 
ceiling for Administrative and Operating will be set at 105% of the 
average.  A facility will be paid at the lesser of the ceiling or their 
actual per diem cost plus 10% of the amount calculated as 105% of 
the average.  A per diem cost will be calculated for each facility for 
Direct Care and Care Related costs.  The per diem cost will be 
calculated by dividing the actual allowable cost for each facility by 
their total resident days.  A facility's per diem cost for Direct Care 
and Care Related cost and Administrative & Operating cost will be 
combined to get a facility's total per diem.  Once the total per diem 
by facility has been established, these rates will be adjusted for 
inflation from the base year to the rate year.  In years that the rates 
are not rebased, existing rates will be adjusted for projected 
inflation.  The Department will use the HCFA Input Price Index 
(market basket) – Nursing Facilities published quarterly for 
determining appropriate inflation rates.  Facility rates will be 
rebased periodically at the Department's discretion. 
 

      d. Provider Fee 
 

Act 433 of 2009 established the levy of a provider fee on 
Intermediate Care Facilities for Individuals with Developmental 
Disabilities.  The reimbursement rate paid 16 Bed & Over – Private 
facilities will include a Provider Fee component.  The Provider Fee 
component will be reimbursed at the amount established as the 
multiplier for the date of service billed. 
 

e. Enhanced Care Add-On 
 

The Department recognizes that the current rate structure limits the 
providers’ ability to invest additional monies for the purpose of 
improving the quality of care.  Additionally the recent increase in 
the minimum wage (an unfunded federal mandate) will make it 
difficult for providers to maintain current standards much less 
improve the quality of care.  Therefore the Department will 
implement an enhanced care add-on in the amount of $10.54 per 
day.  This enhanced payment will provide additional funds for 
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wage adjustments in the base salaries for new hires and incumbent 
salaries to address the increase of the federal minimum wage in 
July 2009.  This will also directly increase benefits related to these 
salary increases such as FICA, LTD, Life insurance, retirement, 
etc.  This add-on will also provide funding for additional initiatives 
to improve the quality of care.  The following list of items 
identifies these additional initiatives. 

 
1. Enhanced staff resources for staff development, nursing, 

psychological and other professional personnel 
2. Enhanced maintenance cost due to the aging of the facilities 
3. Enhanced direct care staff and increase in number of staff to 

meet increased needs of children with autism and other 
behavior needs in order to maintain a quality standard of care 
and insure the health and safety of all children being served 

4. Enhanced Technology (Computers, teleconferencing, electronic 
files, electronic time keeping, etc. 

5. Software for client programming, client data bases, billing etc. 
6. Security cameras/lighting 
7. Other items deemed appropriate in providing enhance care 
 
The Enhanced Care Add-on is paid in addition to the rate 
components identified in paragraph a. and b. above. 

 
f. Rate Justification 
 

Modeling of this methodology produced estimates that each 
facility identified as efficient and economic (providers operating at 
or below the median of arrayed non-direct care costs) would 
receive payment equaling 100% (plus or minus 5%) of that 
facility's actual allowable cost.  Cost coverage in the aggregate is 
equal to or less than 100% for ICF/IID facilities. 
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B. Intermediate Care Facilities for Individuals with Intellectual Disabilities –               
Continued 

 
3. Under 16 Beds: 

 
a. Small ICF/IID facilities certified as having 15 beds or fewer 

will be reimbursed on a prospective uniform class rate 
system.  An inflationary adjustment, determined by the 
Division to be reasonable and adequate, will be applied to 
the existing rates and will be implemented by State Plan 
amendment as warranted by analysis of cost report data.  
Cost reports will be submitted annually for the preceding 
calendar year (January 1 – December 31) and will be 
reviewed prior to establishing new rates.  The Division has 
established the per diem rate of $195.43 for dates of service 
beginning July 4, 2013.   

  
b. Provider Fee 

 
Act 433 of 2009 established the levy of a provider fee on 
Intermediate Care Facilities for Individuals with Developmental 
Disabilities.  The reimbursement rate paid Under 16 Beds facilities 
will include a Provider Fee component.  The Provider Fee 
component will be reimbursed at the amount established as the 
multiplier for the date of service billed. 
 
The Provider Fee component is paid in addition to the rate 
identified in paragraph a. above. 

 
c. Enhanced Care Add-On 
 

The Department recognizes that the current class rate structure 
limits the providers’ ability to invest additional monies for the 
purpose of improving the quality of care.  Additionally the recent 
increase in the minimum wage (an unfunded federal mandate) will 
make it difficult for providers to maintain current standards much 
less improve the quality of care.  Therefore the Department will 
implement an enhanced care add-on in the amount of $7.02 per 
day.  This enhanced payment will provide additional funds for 
wage adjustments in the base salaries for new hires and incumbent 
salaries to address the increase of the federal minimum wage in 
July 2009.  This will also directly increase benefits related to these 
salary increases such as FICA, LTD, Life insurance, retirement, 
etc.  This add-on will also provide funding for additional initiatives 
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to improve the quality of care.  The following list of items 
identifies these additional initiatives. 

 
8. Enhanced staff resources for staff development, nursing, 

psychological and other professional personnel. 
9. Enhanced therapy services to meet increasing behavior needs of 

the aging population being served 
10. Enhanced maintenance, housekeeping staff 
11. Enhanced direct care staff 
12. Generators 
13. Enhanced Technology (Computers, teleconferencing, electronic 

files, electronic time keeping, etc. 
14. Software for client programming, client data bases, billing etc. 
15. Security cameras/lighting 
16. Other items deemed appropriate in providing enhanced care 
 
The Enhanced Care Add-on is paid in addition to the rate 
components identified in paragraph a. and b. above. 
 

d.       Overpayment/Underpayments 
 

Overpayment/underpayments resulting from Section 1-12 
administrative errors shall be handled through the vendor 
payment by recouping overpayments and reimbursing 
underpayments. 

 
 

 



 

Revised 07/01/02 2-8 

C. SNF & ICF - Special Class – Arkansas Health Center Nursing Facility 
 
1. Reimbursement Methodology  

The Arkansas Health Center Nursing Facility will be reimbursed on an 
actual cost reimbursement system with provisions for retrospective 
adjustments to ensure reimbursement of actual allowable and reasonable 
costs.  The facility will have an interim per diem rate established based on 
the most recent semi-annual cost report.  This interim per diem rate will be 
adjusted retrospectively as a result of actual costs for that semi-annual cost 
reporting period.  The per diem will be calculated by dividing actual 
allowable cost by resident days for the cost reporting period. The per diem 
rate shall be changed as a result of adjustments to the semi-annual cost 
reports resulting from provider corrections, desk reviews, or audits, and 
will be retrospectively adjusted to the first day of the applicable cost report 
period. 

 
2. Overpayments/Underpayments 

 
Overpayments/underpayments resulting from Section 1-12 administrative 
errors shall be handled through the vendor payment by recouping 
overpayments and reimbursing underpayments. 
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2-5 Mandatory Changes 
 

The Department of Human Services acknowledges that State laws passed by the Arkansas 
General Assembly and administrative rules promulgated by the Division of Medical 
Services occasionally require the state’s long term care facilities to incur costs which  
were not incurred prior to the adoption of the law or rule.  DHS will assess the impact of 
newly required costs and, when warranted, seek additional reimbursement through the 
state and federal executive and legislative agencies.  The Division of Medical Services  
will implement any available additional reimbursement, including appropriate retroactive 
payments, within the quarter following all necessary approvals, appropriation, and 
funding. 
 
DHS will inform state and federal agencies proposing new nursing facility mandates of 
the projected costs, if any, of such mandates.  If a proposed mandate would substantially 
increase costs without attendant state and federal funding, DHS will object to 
implementing the mandate without corresponding state and federal funding. 
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Chapter 3 - Allowable Costs 
 
 
3-1 General Information 
 

A. This chapter sets forth principles for determining the allowable costs for the 
facilities which: 
 
1. Meet the definition of a Nursing Facility (NF) under 42 CFR Part 483, 

Subpart B, if licensed and certified as a NF.  
 

2. Meet the definition of an Intermediate Care Facility for Individuals with 
Intellectual Disabilities (ICF/IID) under 42 CFR Part 483, Subpart I, if 
licensed and certified as an ICF/IID.  
 

3. Meet certification requirements to participate in the Medicaid program as a 
NF or ICF/IID.  
 

4. Are primarily engaged in providing to residents: 
 
a) skilled nursing care and related services for residents who require 

medical or nursing care,  
 
b) rehabilitation services for the rehabilitation of injured, disabled, or 

sick persons, 
or 

 
c) on a regular basis, health-related care and services to individuals 

who because of their mental or physical condition require care and 
services (above the level of room and board) which can be made 
available to them only through institutional facilities. 

 
B. The Medicare Provider Reimbursement Manual (HCFA Publication 15-1) and the 

Federal regulations appropriate to the recognition of costs for facilities under the 
Medicare program are a supplement to this chapter.  A facility shall use the 
Medicare Provider Reimbursement Manual and Federal regulations for the sole 
purpose of determining the allowability of a specific cost not determinable by 
reference to this manual.  A facility may not use the Medicare Provider 
Reimbursement Manual or Federal regulations for a cost that is determined to be 
unallowable in this chapter.  A facility may not use the Medicare Provider 
Reimbursement Manual or Federal regulations to alter the treatment of a cost 
provided for in this chapter. 
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C. Generally Accepted Accounting Principles (GAAP) as interpreted in the opinions 
of the American Institute of Certified Public Accountants (AICPA) and in the 
statements by the Financial Accounting Standards Board (FASB) are a 
supplement to this chapter.  A facility shall use GAAP for cost issues which are 
not specifically addressed in this chapter, the Medicare Provider Reimbursement 
Manual, or Federal regulations.  A facility may not use GAAP for a cost that is 
determined to be unallowable in either this chapter, the Medicare Provider 
Reimbursement Manual, or Federal regulations.  A facility may not use GAAP to 
alter the treatment of a cost provided for in this chapter, the Medicare Provider 
Reimbursement Manual, or Federal regulations. 

 
D. Allowable costs must be reported on a full accrual basis of accounting.  If a 

facility maintains its internal records on a basis other than the accrual method, it 
will be necessary to convert to the accrual basis for cost reporting purposes.  This 
does not apply to State owned facilities.  

 
E. The Arkansas Department of Human Services (DHS) defines allowable and 

unallowable costs to identify expenses which are reasonable and necessary to 
provide recipient care to Medicaid recipients by an economical and efficient 
provider.  The primary objective of the cost reporting process is to provide 
adequate data for the determination of fair and reasonable reimbursement rates to 
providers.  To achieve that objective, DHS compiles a rate base consisting, if 
possible, only of allowable cost information.  If DHS classifies a particular type of 
expense as unallowable for purposes of compiling a rate base, it does not mean 
that individual providers may not make expenditures of this type. 

 
F. Definitions.  The following words and terms, when used in this subchapter, shall 

have the following meanings, unless the context clearly indicates otherwise. 
 

1. Allowable costs — Those expenses that are reasonable and necessary in 
the normal conduct of operations to provide recipient care in a facility.  

 
a) Reasonable refers to the amount expended.  The test of 

reasonableness is that the amount expended does not exceed the 
cost which would be incurred by a prudent business operator 
seeking to contain costs.  

 
b) Necessary costs are those costs essential: 

 
(1) to operate a long term care facility and deliver long term 

care in conformity with applicable federal, state, and local 
laws, rules, ordinances, and codes; and  
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(2) to attain or maintain the highest practicable physical, 
mental, and psychosocial well being of each resident. 
 

c) Normal conduct of operations relating to recipient care refers to 
otherwise allowable costs that include, but are not limited to, the 
following:  

 
(1) expenses for facilities, materials, supplies, or services used 

by a facility solely for providing longterm recipient care.  
Whenever otherwise allowable costs are attributable 
partially to personal or other business interests and partially 
to facility recipient care, the latter portion may be allowed 
on a pro rata basis if the basis for allocation of expense for 
recipient care purposes is well-documented.  This 
documentation includes the allocation methodology and 
appropriate logs necessary to support amount attributed to 
recipient care;  

 
(2) allowable costs which result from arms-length transactions 

involving unrelated parties.  In transactions involving 
related organizations, the allowable cost to the facility is 
the cost to the related party.  Allowable costs in this regard 
are limited to the lesser of the actual purchase price to the 
related party, or usual and customary charges for 
comparable goods or services.  

 
d) Allowable costs must be reported net of any applicable returns, 

allowances, discounts, and refunds. 
 

2. Costs of Related Organizations — Costs for services or supplies furnished 
to the facility by related organizations are allowable at the cost to the 
related party to the extent that they are reasonable and necessary in the 
normal conduct of operations relating to recipient care in a facility and do 
not exceed those costs incurred by a prudent buyer.  Providers should 
treat the cost incurred by the related party as if they were incurred by 
the provider itself. Providers must supply a detail income statement 
from the related party entity so the proper cost report classification 
can be determined.  If the cost to the related party would be classified 
as a direct care cost by the nursing facility, then the related cost must 
be claimed on a direct care line on the cost report.  If the cost to related 
party would be classified as an indirect, administrative, and operating 
cost by the nursing facility, then the related party cost must be claimed 
on an indirect, administrative, and operating cost report line.  If the 
cost to related party would be classified as a property cost by the 
nursing facility, then the related party cost must be claimed on a 
property cost report line.  Expenses for transactions with related
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organizations should not exceed expenses for like items in arms' length 
transactions with other non-related organizations.  

a) Related Organization — A related organization (includes
individuals, partnerships, corporations, etc.) is one where the
provider is associated or affiliated with, has common ownership,
control, or common board members, or has control of or is
controlled by the organization furnishing the services, facilities, or
supplies.
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b) Common ownership — Common ownership exists when an entity, 

individual or individuals possess 5% or more ownership or equity 
in the provider and the institution or organization serving the 
provider.  
 

c) Control — Control exists where an individual or an organization 
has the power, directly or indirectly, significantly to influence or 
direct the actions or policies of an organization or institution.  
 

d) Immediate Family Relationship - Immediate family members are 
related parties.  Immediate family members include husband/wife, 
natural parent, child, sibling, adoptive child and adoptive parent, 
step-parent, step-child, step-sibling, father-in-law, mother-in-law, 
brother-in-law, sister-in-law, son-in-law, daughter-in-law, 
grandparent, and grandchild. 
 

e) Exception - An exception to the general rule applicable to related 
organizations exists where large quantities of goods and services 
are furnished to the general public by the related organization and 
sales to the facility represent no more than five percent of the gross 
receipts of the related organization.  The facility must demonstrate 
to the satisfaction of the Department that all of the following 
criteria are met: 
 
(1) The supplying organization is a bona fide separate 

organization; 
 

(2) A substantial part of the supplying organization's business 
activity with the facility is transacted with other 
organizations not related to the facility and the supplier by 
common ownership and there is an open, competitive 
market for the type of services, supplies or facilities 
furnished by the organization; 
 

(3) The services, supplies, or facilities are those commonly 
obtained by facilities from other organizations and are a 
necessary element of resident care. 
 

(4) The charge to the facility is no more than the charge for such 
services, supplies, or facilities in the open, competitive 
market, and no more than the charge made by the 
organization, under comparable circumstances, to other 
customers for such services, supplies, or facilities.
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f) The facility must furnish to the Department adequate documentation 
to support the costs incurred by the related organization, including 
access to the related organization's books and records concerning 
supplies, services, or facilities furnished to the facility.  Such 
documentation must include an identification of the organization's 
total costs, and the basis for allocating direct and indirect costs to the 
facility and to other entities served. 
 

g) Limitations on cost for related party transactions will not apply to the 
sale of one or more nursing facilities by a person to that person’s 
child or children for money equal to the fair market value of the 
facility or facilities.  All other regulations relating to the sale of a 
facility will apply. 
 

3. Unallowable Costs — Those expenses that are not reasonable or necessary 
for the provision of recipient care in a facility, according to the criteria as 
specified in paragraph (1) of the subsection.  Unallowable costs are not 
included in the rate base used for determining reimbursement rates.  
 

4. Prudent Buyer Concept - Allowable costs may not exceed the cost that a 
prudent buyer would pay in the open market to obtain products or services. 
 

5. Arms-Length Transaction - A voluntary transaction between a 
knowledgeable and willing buyer unrelated to the seller, with each acting for 
his or her own independent self-interest. 

 
3-2 List of Allowable Costs 
 

The following list of allowable costs is not all inclusive but serves as a general guide and 
clarifies certain key expense areas.  The absence of a particular cost does not necessarily 
mean that it is not an allowable cost.  As discussed further in Section 3-4, certain income 
items will reduce allowable costs and be offset against the appropriate line items for salaries 
and wages or other service expenses. Except where specific exceptions are noted, the 
allowability of all costs is subject to the amounts being reasonable and to the other general 
principles specified in section 3-1 of this chapter. 

 
A. Compensation of facility employees.  This includes compensation for only those 

employees who provide services directly to the recipients or staff of individual 
facilities in the normal conduct of operations relating to recipient care: certified nurse 
aides; nurse aides in training; medication assistants; licensed practical nurses; 
graduate practical nurses; registered nurses; graduate nurses; other salaried direct care 
staff; occupational therapists; physical therapists; speech therapists; other therapists; 
activities  
personnel; assistant director of nursing; director of nursing; pharmacy personnel; 
social services personnel; administrator; assistant administrator; food service 
personnel; housekeeping, laundry, and maintenance staff; medical records personnel; 
other administrative staff; accounting staff; and data processing
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personnel.  Compensation for employees related to the owners, partners, or 
stockholders of the facility are subject to the limitation established in Section 3-2 
B. following.  Compensation includes: 

 
1. wages and salaries;  

 
2. the employer’s portion of payroll taxes and other mandatory insurance 

payments.  Federal Insurance Contributions Act (FICA or Social Security), 
Unemployment Compensation Insurance, Workers’ Compensation 
Insurance premiums and other payments mandated by Workers’ 
Compensation laws, including self insurance payments, and payments  
direct to hospitals or physicians for treating minor injuries. 

 
3. employee benefits.  Employer-paid health, life, accident, and disability 

insurance for employees; uniform allowance and meals provided to 
employees as part of an employment contract; contributions to an 
employee retirement fund; and deferred compensation.  The allowable 
portion of deferred compensation is limited to the dollar amount that an 
employer contributes during a cost reporting period.  The expenses: 

 
a) must represent a clearly enumerated liability of the employer to 

individual employees;  
 

b) must be incurred as a benefit to employees who provide services to 
the recipients or staff of an individual facility; and  

 
c) must be offered to all full-time non-probationary employees on a 

equal basis in accordance with an employee benefit policy 
established in writing. Employers may offer different fringe 
benefits to different employee classes. Fringe benefits offered to 
only certain employees within the same employee class of the 
facility are considered discriminatory fringe benefits and are not 
allowable. Employee classes must be reasonably related to 
employee job duties and may not distinguish between persons 
similarly situated.  Reasonable uniform allowances, and life 
insurance policies on key personnel as required to obtain a loan 
from an unrelated party, are exempt from this rule.   

 
B. Compensation of owners, partners, or stockholders.   NOTE:  These provisions do 

not apply to corporations whose stock is publicly traded.  Compensation will be 
included as an allowable cost to the extent that it represents reasonable 
remuneration for managerial, professional, and administrative services related to 
the operation of the facility and rendered in connection with resident care.  
Services rendered in connection with resident care include both direct and indirect 
activities in the provision and supervision of resident care, such as administration, 
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management, and supervision of the overall institution. 
 
To be included as allowable cost, the compensation shall not exceed 150% of the 
median wage (excluding non-wage compensation) for comparable positions in 
facilities that do not have owner operators.  Cost Reports from the previous 
reporting period will be used for setting the ceiling.  The HCFA Market Basket 
projection of inflation will be used to adjust ceilings calculated from the cost 
reporting period to the rate setting period.  Three peer groups will be established 
for this purpose: 1)  Less than 75 licensed beds; 2)  75 to 149 licensed beds; and 
3)  150 licensed beds or more.  This ceiling is established based on a 40-hour 
workweek.  Owner administrators working less than 40 hours per week must 
adjust allowable compensation accordingly. 
 

C. Cost of contracted services.  This means costs of services defined in 3-1.F.1. 
procured by contract.  

 
D. Management fees paid to unrelated parties.  The department considers 

management fees paid to unrelated parties as allowable only to the extent that  
such fees are reasonable and are in accordance with the other general requirements 
of section 3-1 of this chapter.  

 
E. Management fees paid to related party organizations and other home office 

overhead expenses.  These fees and expenses paid to a related organization may 
not exceed the actual cost of materials, supplies, or services provided to an 
individual facility.  A facility that is owned, operated, or controlled by other 
individual(s) or organization(s) may report the allowable portion of costs for 
materials, supplies, and services provided to that facility.  The allowable portion 
of such costs to a given facility is limited to those expenses that can be attributed 
to the individual establishment.  

 
1. In multi-facility organizations where the clear separation of costs to 

individual facilities is not always possible, the allowable portion of actual 
costs for materials, supplies, and services may be allocated to individual 
facilities on a pro rata basis.  The required allocation method for these 
costs is a bed day's basis.  Providers who wish to use an alternative 
allocation methodology may do so by obtaining prior written approval 
from the Director of the Department of Human Services, or the Director’s 
designee, before implementation.  Once a provider has chosen an 
alternative allocation method, and it has been approved, it must be 
consistently used in preparing subsequent cost reports.  

 
2. In organizations with multiple levels of management, costs incurred at 

levels above the individual facility in Arkansas are allowable only if the 
costs were incurred in the provision of materials, supplies or services used 
by the facility staff in the conduct of normal operations relating to  
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recipient care.  In addition, the facility will make available immediately 
upon request adequate documentation to demonstrate that the costs satisfy 
the following criteria:  

 
a) The expense does not duplicate other expenses.  

 
b) The expense is not incurred for personal or other activities not 

specifically related to the provision of long term care.  
 

c) The expense does not exceed the amount that a prudent business 
operator seeking to contain costs would incur. 

 
If at the time of the request, records are in active use or are located in a 
place which makes immediate access impossible or impractical, the 
facility must certify that fact in writing and deliver the records within 72 
hours of the request. 

 
3. Adequate documentation consists of all materials necessary to demonstrate 

the relationship of personnel, supplies, and services to the provision of 
recipient care.  These materials may include, but are not limited to, 
accounting records, invoices, organizational charts, functional job 
descriptions, other written statements, and direct interviews with staff, as 
deemed necessary by DHS auditors to perform required tests of 
allowability. 
 

4. A ceiling is established for compensation of owners, partners or 
stockholders or employees related to owners, partners, or stockholders, 
employed by a company managing multiple facilities.  That ceiling is 
calculated as follows:  For the first two nursing facilities, the ceiling is set 
at 150 percent of the median wage for non-related administrators for 
nursing facilities having 150 or more certified beds as provided in Section 
3-2 B.  For the third facility, the allowable cost is raised by 20 percent of 
the ceiling for two facilities.  For each of the fourth and fifth facilities, the 
allowable cost is raised by 10 percent of the ceiling for two facilities.  
Thereafter, for each additional facility, the allowable cost is raised by 5 
percent of the ceiling for two facilities.  The total allowable cost for an 
employee must not exceed 200 percent of the ceiling for two facilities. 

 
F. Cost to Provide routine services. Includes cost that will be incurred in all cost 

reporting categories.  This section of the manual identifies items that are generally 
considered allowable cost and therefore must by furnished by the facility and does 
not address the proper category for cost reporting purposes.  Please refer to the 
instructions for completing cost reports and the chart of accounts to assist in 
determining the classification of these items.  (Items appearing in this listing that 
are required to be capitalized and depreciated as described in other sections of this 
Cost Manual should be treated accordingly.  The cost of items that are rented or 
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leased must be reported on the cost report as equipment rental).  Cost includes but 
is not limited to: 

 
1. Urological, ostomy, and gastrostomy supplies not billable under Medicare 

Part B. 
 

2. Intravenous (I.V.) or subcutaneous tray, connecting tubing and needles. 
 

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

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

 
5. First aid supplies, including small bandages, merthiolate, mercurochrome, 

hydrogen peroxide and ointments for minor cuts and abrasions, etc. 
 
6. Enema supplies, including equipment, solutions and disposable enemas. 
 
7. Douche supplies, including vaginal or perineal irrigation equipment, 

solutions and disposable douches. 
 
8. Special dressings, including gauze, 4 x 4’s ABD pads, surgical and 

micropore tape, telfa gauze, ace bandages, and cast materials. 
 
9. Administration of oxygen, related equipment and medications including 

oxygen, oxygen concentrators, cannulas, mask, connecting tubing, IPPB, 
Pulmo-Aide, nebulizers, humidifiers and related respiratory therapy 
supplies and equipment. 
 

10. Pressure relieving devices including, air or water mattresses or pads, fleece 
pads, foam pads and rings. 
 

11. Disposable diapers and other incontinence items used as a means of caring 
for incontinent residents. 

 
12. Special diets, salt and sugar substitutes, supplemental feedings, special 

dietary preparation, equipment required for preparing and dispensing tube 
and oral feedings, special feeding devices. 
 

13. Daily hair grooming/shaving performed by a facility staff member.  (Does 
not include service performed by licensed barber or beautician except as 
an employee of the facility). 
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14. Comb, brush, toothbrush, toothpaste, toothettes, lemon glycerin swabs, 
denture cream, razor, razor blades, soaps and breath fresheners, 
mouthwashes, deodorants, disposable facial tissues, sanitary napkins, and 
similar personal hygiene items. Residents who choose not to use the brand 
furnished by the facility must purchase their own items, and the costs of  
the items are not allowable costs. 

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

 
16. Equipment required for dispensing medications, including needles, 

syringes, paper cups, medicine glasses. 
 

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

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

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

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

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

 
22. Equipment and supplies to meet the activity needs of residents as required 

by state and federal regulations including the needs of room bound 
residents. 

 
G. Drugs. 

 
1. All drugs furnished by a facility must be administered in conformity with 

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

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

 
I. Utilities.  This includes electricity, natural gas, fuel oil, water, wastewater, 

garbage collection and telephone.  The costs of staff personal calls and 
individualized resident telephone services including long distance are not 
allowable. 

 
J. Property and Equipment Expenses.  Note:  Effective January 12, 2001 the 

reimbursement methodology for nursing facilities changed to a cost based facility 
specific rate which included a fair market rental component to reimburse for 
property and equipment cost in lieu of actual cost and/or lease payments.  
Allowability (or unallowability) of costs as described below will not affect 
nursing facility reimbursement rates.  Nevertheless, nursing facilities must 
continue to report costs in the manner described below in order to continue to 
maintain historic cost records.  Actual reimbursement to providers will be made in 
accordance with the rules established in Section 2-4 A. of this Manual of Cost 
Reimbursement Rules. 

 
1. Amortization Expense – Costs associated with the origination of a loan 

allowable under this section will be allowable if amortized over the life of 
the loan.  Costs associated with early retirement of a loan allowable under 
this section may be allowable.  If the amount of the interest plus any 
unamortized origination fees or prepayment penalties do not exceed the 
maximum amount of allowable capital interest that would have been 
allowed had the debt not been paid off, then all of the interest and 
unamortized costs and other prepayment penalties can be claimed as part 
of the interest expense for the year.  If the unamortized fees and 
prepayment penalties plus interest exceed the amount that would have 
been allowed then any excess can be carried forward and claimed for a 
period of up to five years so long as total interest expense and unamortized 
fees and prepayment penalties do not exceed the interest amount that 
would have been allowable under the previous financing arrangement. 
 

2. Depreciation Expense - Depreciation on the facility's buildings, furniture, 
equipment, leasehold improvements and land improvements.   
 
Depreciation on capital assets, including assets for normal standby or 
emergency use in which the facility is the record title holder and which 
assets are used to provide covered services to Medical Assistance 
Recipients, will be allowable subject to the following conditions:  
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a) Generally accepted accounting principles incorporating the
straight-line method of depreciation must be used.  Accelerated
methods of depreciation are not acceptable.  Facilities must follow
American Hospital Association Guidelines for Depreciation as the
basis for calculation of straight-line depreciation.  Capitalization
is not required for minor equipment costing less than two
thousand five hundred dollars ($2,500) per item.  Minor
equipment purchases are to be expensed in the cost area in
which the equipment is normally used (i.e., direct care cost
component or indirect, administrative, and operating
component). It is not required to deduct salvage value from the
cost of the asset for the purpose of calculating depreciation.
Component depreciation for physical structures is not acceptable.

Depreciation expense for the year of acquisition and the year of
disposal can be computed by using: (1) the half-year method; or
(2) the actual time method.

b) The method and procedure for computing depreciation must be
applied from year-to-year on a consistent basis.

c) The assets shall be recorded at cost. Cost during the construction of
an asset, such as architectural, consulting, and legal fees, interest,
etc., must be capitalized as a part of the cost of the assets.  When
an asset is acquired by trade in, the cost of the new asset is the sum
of the book value of the old asset and any cash or issuance of debt

August 2, 2022
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 as consideration paid.  
 

d) Leasehold improvements may be depreciated over the asset's 
useful life or the remaining life of the lease, whichever is less.  
 

e) Losses realized from the reasonable disposal or transfer of 
depreciable assets are a reported cost.  Gains realized from the 
disposal or transfer of depreciable assets are revenue adjustments 
to be deducted from depreciation costs.  
 

f) As a basis for reporting depreciation on capital building 
construction or renovation costs exceeding $500,000, prior 
approval of the Arkansas Health Services Agency must be secured 
to meet the requirements of Section 1122 of Federal Social 
Security Act.  If the prior approval is not obtained, no depreciation 
cost will be allowed for expenditures for such capital building 
construction or renovation, unless such approval is subsequently 
received, although operational costs will be considered as a regular 
expense.  
 

g) Where purchase of a facility or improvements thereto are financed 
by tax exempt bonds, the acquired property, plant or equipment 
must be capitalized and depreciated over the life of the asset.  The 
depreciation and not the installment payment is considered an 
allowable cost.  The amortization of interest in accordance with the 
terms of the bond issue is an allowable cost.  Where the principal 
amount of the bond issue was expended in whole or in part on 
capital assets which fail to meet the requirements above regarding 
eligibility for depreciation, the includable depreciation shall be 
proportionately reduced.  
 

h) Fixed asset records shall be maintained.  The records shall include:  
The depreciation method, a description; the date acquired; cost; 
depreciable cost; estimated useful life; depreciation for the year 
and accumulated depreciation.  Salvage value is not required to be 
maintained. 
 

i) A funded depreciation account for future replacement of assets 
must be maintained for depreciation allowed on assets obtained 
through federal or state funds or grants, e.g., legacy foundation 
grant, Hill-Burton grants, etc.  

 
3. Interest expense includes interest paid or accrued on notes, mortgages and 

other loans, the proceeds of which were used to purchase the facility's 
land, buildings and/or furniture and equipment.  Intra/Inter Company 
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transactions should be handled according to Generally Accepted 
Accounting Principles.  
 
a) To be allowable under the Medicaid Program, interest must be 

supported by evidence of an agreement that funds were borrowed 
and that payment of interest and repayment of funds are required, 
identifiable in the provider's accounting records, related to the 
reporting period in which costs are incurred, necessary to the 
operation, maintenance, or acquisition of the provider's facilities, 
and be incurred for a purpose related to resident care.  
 

b) Allowable interest expense on loans from a related party is limited 
to the maximum interest rate equal to the Prime Commercial Rate 
reported by the St. Louis Federal Reserve Bank. 
 

c) Interest applying to mortgages on the property and plant of the 
facility will be included in allowable costs.  Where a provider 
leases facilities from a related organization and the rental expense 
paid to the related organization is not allowable as cost, the 
mortgage interest paid by the related organization is allowable to 
the provider as cost, as are the other costs of ownership of the 
leased facility such as property insurance, depreciation, and real 
estate taxes. 
 

d) Interest incurred at a rate not in excess of what a prudent borrower 
would have had to pay in the open market existing at the time the 
loan was made will be recognized.  Allowable costs for interest  
may not exceed limitations set by any state or federal law or the  
law of the state in which the loan originated.  Allowable costs for 
interest may not include penalties or late charges.  
 

4. Cost of fire and casualty insurance on facility buildings and equipment. 
 

5. Taxes levied on the facility's land, buildings, furniture and equipment.  
 

6. Cost of leasing the facility's real property. The lease must classify as a 
true operating lease.  (Any lease that transfers substantially all of the 
benefits and risks of ownership should be accounted for as the acquisition 
of an asset and the incurrence of an obligation by the lessee in accordance 
with generally accepted accounting principles.) 
 

7. Cost of leasing the facility's furniture and equipment.  
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8. Sale and leaseback transactions will not be recognized for reimbursement 
purposes.  Only those costs associated with the owner of record prior to the 
sale and leaseback transaction will be considered for reimbursement. 

 
9. Cost of premiums for insuring the facility against injury and malpractice 

claims.  The allowable insurance premium cost for nursing facilities 
(excluding Arkansas Health Center) is capped at $2,500 per licensed bed as 
of the end of the cost reporting period. 

 
K. Transportation costs. 

 
1. The per mile deduction for business travel fixed by the Internal Revenue 

Service may be claimed for each facility vehicle mile traveled for resident 
transportation or business use related to resident care, as established by 
mileage records.  The cost of a vehicle provided to a key staff person for his 
or her use shall be included in the compensation for that individual. 
 

2. If the facility acquires and maintains one or more vehicles designed and  
equipped to carry more than seven passengers, one or more vehicles equipped 
to transport residents that require wheelchairs for mobility, or the cost of a 
vehicle used exclusively for maintenance of the facility for which it is claimed, 
the facility may opt not to claim the Internal Revenue Service’s rate per mile 
and instead claim reimbursement of the actual vehicle costs to provide resident 
transportation in that vehicle or vehicles to the extent such costs conform to 
Internal Revenue Service rules for vehicle business use. 
 

3. The per mile rate allowable by the Arkansas Department of Finance and 
Administration to reimburse state employees for travel by private aircraft. 
 

L. Business and professional association dues.  These dues are limited to associations 
devoted exclusively to issues of recipient care.  

 
M. Outside training costs.  These costs are limited to direct costs (transportation, meals, 

lodging, and registration fees) for training provided to personnel rendering services 
directly to the recipients or staff of individual facilities.  To qualify as an allowable 
cost, the training must be:  

 
1. located within the State of Arkansas or a contiguous state within 250 miles of 

the facility; and 
 

2. related to recipient care; and 
 

3. related to the employee’s duties in the facility. 
 

N. Costs incurred by members of the facility governing body to attend meetings at the 
facility or, if the governing body is responsible for more than one facility, at a 
location central to such facilities.  Allowable costs are limited to a maximum of four 
meetings per calendar or facility fiscal year, are limited to meetings during
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which facility management and operations related to resident care constitute the 
majority of business discussed, and may not exceed the amounts payable to 
members of state boards pursuant to Ark. Code Ann. ∋25-16-901 and Ark. Code 
Ann. ∋25-16-902 for travel to and attendance at state board meetings. 

 
O. Interest expense on working capital loans:  Working capital is defined as funds 

borrowed to meet the expenses of daily operations.  Working capital interest 
expense is not allowable on loan amounts up to and including the amount of 
equity withdrawn from the facility during the six months preceding the working 
capital loan or during the term of the working capital loan.  For purposes of this 
paragraph, equity withdrawals do not include withdrawals necessary to pay 
allowable facility salaries or withdrawals necessary to make federal and state tax 
payments. The allowance for federal and state taxes will be limited to no more 
than 30 percent of the net income reported on the most recent Form 5. 
  
Amounts paid in excess of allowable salaries will be considered a withdrawal of 
equity.  Net income must be adjusted for salaries in excess of allowable. 
 
No working capital interest will be allowed when the facility has cash on hand 
equal to or greater than two months’ operating expenses. 

 
P. Costs determined by the DHS audit staff to have been claimed under 

circumstances identical in all material respects to costs that have been allowed by 
final appeal decision.  An appeal decision is final if no additional appeal is 
provided for by law, or if the time to file an additional appeal has expired. 

 
3-3 List of Unallowable Costs  

The following list of unallowable costs is not all inclusive, but rather serves as a general 
guide and clarifies certain key expense areas.  The absence of a particular item does not 
necessarily mean that it is an allowable cost.  Except where specific exceptions are noted, 
the allowability of all costs is subject to the general principle specified in section 3-1 of 
this chapter. 

 
A. Compensation in the form of salaries, benefits, or any form of perquisite provided 

to owners, partners, officers, directors, stockholders, employees, or others who do 
not provide services necessary to facility operations or recipient care; 

 
B. Personal expenses not related to the provision of long-term recipient care in a 

facility;  
 
C. Costs for a private duty nurse or sitter;  
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D. Forms of compensation that are not clearly enumerated as to dollar amount or 
which represent profit distributions;  

 
E. Management fees paid to a related organization that exceed the actual cost of 

materials, supplies, or services;  
 

F. Costs of advertising to the general public which are intended to attract residents 
to the facility (for example: advertising in the yellow pages of the telephone 
directory exceeding the advertisement that is free with a business line).  
 
The cost of advertising related to classified advertisements for labor and supplies 
are allowable costs and should be included in the Administrative and Operating 
Expenses section; 

 
G. Business expenses not related to the care of recipient or necessary for the 

operation of a long-term care facility. This includes all costs of business 
investment activities, stockholder and public relations activities, and farm and 
ranch operations; 

 
H. Political contributions and lobbying expenses including any portion of 

professional or other association dues or fees which is used for these purposes; 
 
I. Depreciation and amortization of unallowable costs.  This includes amounts in 

excess of those resulting from the straight-line method, capitalized lease expenses 
in excess of actual lease payments, and amortization of goodwill or any excess 
above the actual value of physical assets at the time of purchase; 

 
J. Amounts donated to charitable or other organizations; 
 
K. Dues to all types of organizations and associations not related to facility resident 

care;  
 
L. Entertainment expenses not related to resident care;  
 
M. Cost of radios and television sets used in the residents’ rooms, or cost of 

providing cable TV to residents' rooms;  
 
N. Expense incurred for services provided in a facility but not related to long-term 

recipient care.  This includes meals provided to others than recipients or facility 
employees as a part of an employment contract, nonmedical rentals, barber and 
beauty shop operations, canteens and gift shops, and vending machines;  

 
O. Retainers, and honorariums;  
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P. Fines and penalties for violations of regulations, statutes, and ordinances of all 
types; 

 
Q. Fund raising and promotional expenses;  
 
R. Interest expenses on loans pertaining to unallowable items. Otherwise allowable 

interest expense on short-term indebtedness must be reduced or offset by interest 
income as specified in Section 3-4 of this Chapter;  

 
S. Insurance premiums pertaining to items of unallowable cost;  
 
T. Cost of life insurance on officers and key employees of the facility where the 

company is the direct or indirect beneficiary.  The cost of premiums for term 
policies on the lives of key officers or employees will be allowable provided that 
securing such policies was a condition precedent to the provider's obtaining 
financing to improve resident facilities and when such condition is a customary 
business practice of the lender.  However, these premiums will be considered 
allowable only to the extent that coverage equals the unpaid principal balance; 
 

U. Costs associated with portions of a facility that are not licensed as a NF or 
ICF/IID.  Costs must be allocated between licensed and unlicensed portions of a 
facility based upon objective measures; 
 

V. Planning and evaluation expenses for the expansion of an existing facility or for 
new business opportunities.  Expense will be capitalized and amortized on the 
records of the appropriate facility if actual construction occurs;  
 

W. Costs of motor vehicles, except as allowed in 3-2.K;  
 
X. Values assigned to the services of unpaid workers and volunteers;  
 
Y. Costs of purchases from a related party which exceed the lesser of the original 

cost to the related party or fair market value; 
 
Z. Out-of-state travel expenses, except as allowed in Section 3-2 M; 
 
AA. Legal and other costs associated with litigation between the provider and the state 

or federal agencies administering the Medicaid program; 
 
BB. Penalties and insufficient funds charges by banks; 
 
CC. Undocumented cost; 

 
DD. Federal, state, and local income taxes; 
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EE. Prescription drugs; 
 

FF. Accounts receivable written off as uncollectable, including bad debts incurred 
from private pay residents, Medicare, or Medicaid recipients; 
 

GG. Personal telephone service; 
 

HH. Costs of owning, leasing or operating boats; 
 

II. Costs of chaplaincy training programs;  
 

JJ. Cosmetics;  
 

KK. Barber and beautician services provided by personnel not employed within the 
facility; 
 

LL. Dry cleaning services for residents.  
 

MM. Salaries, wages, and benefits paid for undocumented or duplicated duties, 
services, and management activities. 
 

NN. Interest related to the acquisition and retirement of treasury stock is not an 
allowable cost.  Treasury stock is not an asset and should be carried on the 
balance sheet as a reduction of equity capital.  All costs relating to the retirement 
of stock shall not be considered allowable.  Transactions in stock or equity which 
benefit stockholders, partners, and ownership interest will not be recognized.  
 

OO. Interest expense, finance charges, and service charges on loans, mortgages, and 
bond issues, where the proceeds of such loans, mortgages, and bond issues are 
used to acquire stock ownership of additional facilities are not allowable costs.  
 

PP. Interest on proceeds from loans not necessary for facility operations or used for 
investments are not allowable costs.  
 

 
3-4 Items That Will Reduce Allowable Costs 
 

A. Interest income on unrestricted funds will reduce interest expense on all short-
term debt not to exceed interest expense.  Short-term debt will be defined as debt 
having a term of 48 months or less.  
 

B. Grants, gifts, and income designated by the donor for specific operating expenses 
must be used as an offset to those specific operating expenses.  
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C. Recovery of insured loss.  
 

D. The cost of the following items should be eliminated.  In lieu of determining and 
eliminating costs, the related income may be used to offset costs.  
 
1. Income from laundry and linen service.  

 
2. Income from employee and guest meals. 

 
3. Income from the sale of drugs to other than residents.  

 
4. Income from the sale of medical and surgical supplies to other than 

residents.  
 

5. Income from the sale of medical records and abstracts.  
 

6. Income from space rented to employees and others.  
 

7. Payment received from specialists.  
 

8. Payments received from recipients for items not medically necessary to 
the recipient; i.e., tobacco, soft drinks, personal items, etc.  
 

E. Rebates and refunds of expenses.  
 

F. Trade, quantity, time, and other discounts on purchases.  
 

 
3-5 Special Items to Meet Needs of Residents of ICF’s/MR and the Arkansas Health Center 

Nursing Facility 
 

A. In addition to those items listed in Section 3-2, the following items will be 
allowable costs for ICF’s/MR and the Arkansas Health Center Nursing Facility: 
 
1. Central medical supplies 
2. Dental Services 
3. Drugs and pharmacy 
4. Medical services, general physician 
5. Therapy:  physical, occupational, psychiatric, psychological, and speech 
6. All training and habilitation services whether provided in-house or 

through contractual arrangements (i.e. vocational training, sheltered 
workshop, or day activity center). 
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7. Actual costs of use of vehicles will be allowable to the extent that such 
costs meet the criteria set forth in Section 3-2.K. 
 

B. In addition to the items listed above, the following items are allowable costs for 
the Arkansas Health Center Nursing Facility: 
 
1. Actual costs of ambulance (escort services) 
2. EEG and EKG services 
3. Externs (residents serving internships) 
4. Radiology  

 
 
3-6 Direct Provider Payment Not Includable in Allowable Expenses 
 
 The direct costs of prescription drugs, physician, dental, dentures, podiatry, eye glasses, 

appliances, x-rays, laboratory, and any other materials or services for which benefits are 
offered by direct provider payment plans under Medical Assistance or Medicare Part B, 
CHAMPUS, Blue Cross-Blue Shield, various other insurers or third-party resources are 
not allowed. 
 

 
3-7 Charges to Recipients, Relatives, or Recipient Representatives and Solicitations of 

Contributions from Medicaid Recipients 
 

 Facilities must not charge recipients, relatives, or recipient representatives for any item 
included in this manual as an allowable cost item.  No provider participating in this 
program can solicit contributions, donations, or gifts directly from Medicaid recipients 
or family members.  See 42 U.S.C. 1302a-7b (D), 42 U.S.C. 1396 (a) (g), 42 U.S.C. 
447.15,  42 U.S.C. Part 1001, and  42 U.S.C. 1003.102 (b). 



 

Revised 11/01/07 3-21 

3-8 Point of Care Medication Management Software Applications (POCMM) 
 

Effective November 1, 2007 software applications for medication management 
employing point of care technology is afforded special treatment for cost 
reporting periods beginning July 1, 2007.  Characteristics of point of care 
technology include software applications installed on medication carts allowing 
point of care based medication management.  The allowable cost of software and 
associated hardware (used exclusively for this application) required to operate a 
point of care software application will be treated as direct care cost for cost 
reporting purposes.  All costs associated with the point of care application must 
continue to meet all allowable cost principles as defined in Chapter 3 including 
capitalization requirements.  Chapter 4-A and Chapter 4-B of the state Manual of 
Cost Reimbursement Rules for Long Term Care Facilities dated July 1, 1999 
include specific instructions on how these costs will be reported on provider cost 
reports.  
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   Page 88a 
MEDICAL ASSISTANCE PROGRAM 
STATE 

Revised: April 1, 2011 
ARKANSAS 

 
 

DELEGATION OF AUTHORITY 
BY DIRECTOR, DEPARTMENT OF HUMAN SERVICES 

TO DIRECTOR, DIVISION OF MEDICAL SERVICES 
 
 
 

I hereby delegate to the Director of the Division of Medical Services the authority vested in me to direct and manage the 
operations of all statewide programs falling within the scope of the Division of Medical Services. 
 
The powers I specifically delegate are the following: 
 
To administer all programs within the exclusive area of the Division of Medical Services. 
 
Within the Division, to appoint personnel to approved positions, to supervise and direct personnel and personnel 
training, and to receive resignations.  This may be subject to review and approved by the Office of the Director. 
 
To plan the operations of the agency. 
 
To represent the Division in liaison, negotiating and contracting with other public organizations within and without the 
State and with private persons and organizations; and to sign contracts so negotiated, all of which may be subject to 
review and approval by the Office of the Director as to legal form and as to availability of funds subsequent to the 
effective date of any contract to be signed. 
 
To approve, and sign as appropriate, all documents and state plan revisions relating to the programs administered by the 
Division; and issuance of state plan revisions shall be subject to review and approval by the Office of the Director. 
 
To approve, and sign as appropriate, fiscal reports of the Division, all of which may be subject to review and approval 
by the Office of the Director. 
 
To act as spokesman for the Division in matters within the scope of Division responsibility. 
 
Any or all of the above powers are subject to revocation upon written notice signed by me or by someone duly 
authorized by me. 
 
 

    
Dated:           3/5/11 

 
     ________________________________________ 

John Selig, Director 
Department of Human Services 
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Revision:   HCFA-PM-91-4  (BPD)            OMB No.:  0938- 

       August 1991 

Revised:  April 1, 2011 

 

  State/Territority:             ARKANSAS                     

 
  

Citation                         7.4 State Governor’s Review 

 

42 CFR 430.12(b) The Medicaid agency will provide opportunity for the 

Office of the Governor to review State plan 

amendments, long-range program planning projections, 

and other periodic reports thereon, excluding periodic 

statistical, budget and fiscal reports.  Any comments 

made will be transmitted to the Health Care Financing 

Administration with such documents. 

 

  Not applicable.  The Governor –  

 

        Does not wish to review any plan material. 

 

        Wishes to review only the plan materials 

             specified in the enclosed document. 

 

 

I hereby certify that I am authorized to submit this plan on behalf of  Department of Human 

Services  (Designated Single State Agency). 

 

Date:  April 4, 2011 

 

 

      ______________________________ 

        (Signature) 

 

      Director 

      Division of Medical Services             . 

        (Title) 
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Medicaid State Plan Administration 
Organization 

Designation and Authority 
MEDICAID "-'ed1ca1d State Plan I Adm1rnstrat1on I AR2017MS0006O I AR-17-001 S 

CMS-10434 0MB 0938 1188 

Package Header 
Package ID AR2017MS0006O 

Submission Type Otticial 

Approval Date 2/9/2018 

Superseded SPA ID AR-15-0002 

Use, -Entered 

A. Single State Agency 

1. State Name: Arkansas 

Review Tool Report Approval Notice 

SPA ID AR-17-0015 

Initial Submission Date 11/27/2017 

Effective Date 1/1/2018 

Transaction Logs News 

2. As a condition for receipt of Federal funds under title XIX of the Social Security Act, the single state agency named here agrees to administer the Medicaid 
program in accordance with the provisions of this state plan, the requirements of titles XI and XIX of the Act, and all applicable Federal regulations and other 
official issuances of the Centers for Medicare and Medicaid Services (CMS). 

3. Name of single state agency: 

Arkansas Department of Human Services 

4. This agency is the single state agency designated to administer or supervise the administration of the Medicaid program under title XIX of the Social Security 
Act. (All references in this plan to "the Medicaid agency" mean the agency named as the single state agency.) 

B. Attorney General Certification: 

The certificat ion signed by the state Attorney General identifying the single state agency and citing the legal authority under which it administers or supervises 
administration of the program has been provided. 

Name Date Created 

Certrf,cate from AR Attorney Gen OH,ce ldentifyrng Single State Agency 10/27/2017 3:00 PM EDT I 
C. Administration of the Medicaid Program 

The state plan may be administered solely by the single state agency, or some portions may be administered by other agencies. 

1. The single state agency is the sole administrator of the state plan (i.e. no other state or local agency administers any part of it ). The agency administers the 
state plan directly, not through local government entities. 

2. The single state agency administers portions of the state plan directly and other governmental entity or entities administer a portion of the state plan. 

a. The single state agency supervises the administration through counties or local government entities. 

b. The single state agency supervises the administration through other state agencies. The other state agency 
implements the state plan through counties and local government entities. 

c. Another state agency administers a portion of the state plan through a waiver under the Intergovernmental 
Cooperation Act of 1968. 



Designation and Authority 
MEDICAID I Med1ca1d State Plan I Admm1strat1on I AR2017M50006O I AR-17-001 S 

Package Header 
Package ID AR2017MS0006O 

Submission Type Official 

Approval Date 2/9/2018 

Superseded SPA ID AR-1 5-0002 

User-Entered 

D. Additional information (optional) 

None 

SPA ID AR-17-0015 

Initial Submission Date 11/27/2017 

Effect ive Date 1/1/2018 

PRA Disclosure St<ltement Center~ for Medicare & Medrcard Se1vrce, (CMS) collects this mandatory ,nformat,on ,n acco1dance wrth (42 USC 1396a) and (42 CFR 430 12). 
whrch sets forth the authoncy for the submittal and collewon of state plans and plan amendment ,nformat1on in a format defined by CMS for the purpose of mproving the 
state application and federal review processes, improve federal program management of Medicaid programs and Children's Health Insurance Program, and to standardize 
Medicaid program data which covers basic requirements, and 1nd1v1duahzed content that reflects the characteristics of the particular state's program The information will be 
used to monitor and anJlyze performance metrics related to the Medicaid and Ch1ld1en's Health Insurance Program m efforts to boost program integrity efforts. improve 
perfm mante and a«ountab1hty across the programs Under the Pr,vacy Att of 1974 any pe,sonally 1denl1fy,ng ,nfo,mat,on obta111ed will be kept pr,vate lo tl'e extent of tile 
law According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collectlon of 1nformat1on unless It displays a valid 0MB control number The 
vahd 0MB control number for tnIs mtormat1on collection Is 0938-1188 The time required to complete this mformauon collect1on 1s estimated to range from l hour to 80 
hours per response (see below), including the ume to review ,n~truct1ons. sedl{h existing ddla resource~. gather lhe ddtd needed, and complete and rev.ew the information 
collect1on. If you have comments concerning the accuracy of the time est,mate(s) or suggestions for improving th,s form. please wme to· CMS. 7500 Sen,nty Boulevard. Attn 
PRA Reports Clearance Officer, Mail Stop C4-26-05 Baltimore Maryland 21244 1850 

This view was generated on 711212022 6:13 PM EDT 
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Medicaid State Plan Administration 
Organization 

Intergovernmental Cooperation Act Waivers 
MEDICAID I Med1ca1d State Plan I Adm1n1strat1on I AR2017MS0006O I AR-17-00'5 

CMS 10434OMB09381188 

Package Header 

Package ID AR2017MS0006O 

Submission Type Official 

Approval Date 2/9/2018 

Superseded SPA ID AR-15-0002 

user-Entered 

A. Intergovernmental Cooperation Act Waivers 

The state has the following Intergovernmental Cooperation Act Waivers: 

View Waiver Arkansas Insurance Department 

1. Name of state agency to which responsibility is delegated: 

Arkansas Insurance Department 

2. Date waiver granted: 

12/18/2013 

3. The type of responsibility delegated is (check all that apply): 

a. Conducting fair hearings 

b. Other 

4. The scope of the delegation (i.e. all fair hearings) includes: 

Review Tool Report Approval Notice 

SPAID AR-17-0015 

Initial Submission Date 11/27/2017 

Effective Date 1/1/201 8 

Transaction Logs News 

For Private Option enrollees only, the Arkansas Department of Human Services intends to delegate to the Arkansas Insurance Department the final 
administrative adjudication of appeals regarding covered services, including appeals related to medical necessity and scope and duration. An 1nteragency 
agreement or memorandum of agreement between the Arkansas Insurance Department and the Arkansas Department of Human Services will assure that final 

administrative adjudications conducted by the Arkansas Insurance Department comply with all requirements for due process and the hearing rights afforded 
Med,caid applicants and beneficiaries and comply with state and federal Medicaid laws, rules, and regulations. The Arkansas Department of Human Services 
retains oversight of the State Plan and will establish a process to monitor the entire appeals process, including the quality and accuracy of the final decisions 

made by the Arkansas Insurance Department. 

5. Methods for coordinating responsibilities between the agencies include: 

a. The Medicaid agency retains oversight of the state plan, as well as the development and issuance of all policies, rules and regulations on all program 
matters. 

b. The Medicaid agency has established a process to monitor the entire appeals process, including the quality and accuracy of the hearing decisions made by 
the delegated entity. 

c. The Medicaid agency informs every applicant and beneficiary in writing of the fair hearing process and how to directly contact and obtain information from 
the Medicaid agency. 

d. The Medicaid agency ensures that the delegated entity complies with all applicable federal and state laws, rules, regulations, policies and guidance 
governing the Medicaid program. 

e.The Medicaid agency has written authorization specifying the scope of the delegated authority and description of roles and responsibilities between itself 
and the delegated entity through: 

i. A wntten agreement between the agencies. 

1i. State statutory and/or regulatory provisions. 

6. The single state agency has established a review process whereby the agency reviews fair hearing decisions made by the delegated entity. 

Yes 



No 

The Medicaid agency only reviews fair hearing decisions issued by the delegated entity with respect to the proper application of federal and state law 
regulations and policies. The review process is conducted by an impartial official not involved in the initial determination. 

7. Additional methods for coordinating responsibilities among the agencies (optional): 

The Arkansas Department of Human Services will enter into a written memorandum of understanding with the Arkansas Insurance Department (that will be 
made available to the Secretary of Human Services upon request) that will include the following provisions: (1) the relationships and respective responsibilities of 
both entities to effectuate coverage fair hearings; (2) quality control and oversight by the Medicaid agency. including reporting requirements needed to fac,litate 
control and oversight; and (3) assurances that the Arkansas Insurance Department will: (a) comply with all federal and state Medicaid laws, regulations and 
policies; (b) and proh1b1t conflicts of interest and improper incent ives; and (c) ensure privacy and confidentiality safeguards. AID will ensure that every benefic,ary 

is informed, in writing, of the appeals process and how to contact AID and how to obtain information about appeals from that agency. 



Intergovernmental Cooperation Act Waivers 
MEDICAID I MedIca1d State Plan I Administration I AR2017MS000&O I AR 17-0015 

Package Header 
Package ID AR2017MS0006O 

Submission Type Official 

Approval Date 2/9/2018 

Superseded SPA ID AR-15-0002 

User-Entered 

B. Additional information (optional) 

None 

SPA ID AR-17-0015 

Initial Submission Date 1 l /27/2017 

Effective Date l /1 /2018 

PRA Disclosure Statement Centers for Medicare & ~ed1Ca1d ,erv1ces ((MS) collects this mandatory ,nfo1 mat,on In accordance with (4l U, C. 139ba) and (4l tFR 430.1 l). 

which sets forth the autnonty for the submittal and collernon of state plans and plan amendment 1nformat,on in a format def ned by CMS for the purpose of ImprovIng the 
state apphcat1on and federal review processes, improve federal program management of Med,ca1d programs and Chddren's Health Insurance Program. and to standard12e 
MedKc1•d program data whirh cover~ has,r r@qu•rements. and ind1v1duah1ed content that reflects the char<Klenstics of the particular state·s program The 1nformatmn will bP 
used to mon,tor and analyze performance metrics related to the Medicaid and Children's Health Insurance Program In efforts to boost program Integnty efforts. ,mprove 
performance and accountab1hty across the programs Under the Privacy Act of 1974 any personally 1dent1ty,ng ,nformat1on obtained wdl be kept pnvate to the extent of the 

law. According to the Paperwork Reduction Act of 1995, no persons are requ.red to respond to a collection of information unless •t displays a valid 0MB control numt:er The 
valid 0MB control number for this information collectwn ,s 0938-1188. The time required to complete this 1nformat1on collect1on 1s estimated to range from 1 hour to 80 
hours per response (see below), including the time to review 1nstruct•ons, search existing data resources. gather the data needed. and complete and review the information 
collection. If you have comments concerning the accuracy of the time est1mateIs) or suggest,ons for improving this form. please Nnte to CMS. 7500 Secunty Boulevard, Attn 
PRA Reports Cleardnce Off1<ei Ma,I ~top (4-76-0<; Bali1mo1e Marylar d 21244 18<;0 

This view was generared on 711212022 6:14 PM EDT 
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Medicaid State Plan Administration 
Organization 

Eligibility Determinations and Fair Hearings 
MEDICAID Med,ca1d State Plan Admin1strat,on I AR2017MS0006O AR-17-001 S 

CMS-10434 OMS 0938· 1188 

Package Header 

Package ID AR2017MS0006O 

Submission Type Official 

Approval Date 2/9/2018 

Superseded SPA ID AR-15-0002 

User Entered 

Review Tool Report Approval Notice 

SPA ID AR-17-0015 

Initial Submission Date 11/27/2017 

Effective Date 1 /112018 

Transact ion Logs News 

A. Eligibility Determinations (including any delegations) 

1. The entity or entities that conduct determinat ions of eligibility for families, adults, and individuals under 21 are: 

a. The Medicaid agency 

b. Delegated governmental agency 

2. The entity or entities that conduct determinations of eligibility based on age, blindness, and disability are: 

3. Assurances: 

a. The Medicaid agency 

b. Delegated governmental agency 

i. Single state agency under Title IV-A (TANF) (in the 50 states or the District 
of Columbia) or under Title I or XVI (AABD) in Guam, Puerto Rico, or the 
Virgin Islands 

ii. An Exchange that is a government agency established under sections 
1311(b)(1 J or 1321(c)(1) of the Affordable Care Act 

iii. The Social Security Administration determines Medicaid elig1b1lity for SSI 
beneficiaries 

iv. Other 

a. The Medicaid agency is responsible for all Medicaid eligibility determinations. 

b. There is a written agreement between the Medicaid agency and the Exchange or any other state or local agency that 
has been delegated authority to determine eligibility for Medicaid eligibility in compliance with 42 CFR 431.1 O(d). 

c. The Medicaid agency does not delegate authority to make eligibility determinations to entities other than government 
agencies which maintain personnel standards on a ment basis. 

d. The delegated entity is capable of performing the delegated functions. 



Eligibility Determinations and Fair Hearings 
MEDICAID Medicaid State Plan I AdmInistrat,on I AR2017MS00060 I AR· 17-0015 

Package Header 
Package ID AR2017MS00060 

Submission Type Official 

Approval Date 2/9/2018 

Superseded SPA ID AR-15-0002 

User-Entered 

B. Fair Hearings (including any delegations) 

SPA ID AR-17-0015 

Initial Submission Date 11/2712017 

Effective Date 1/1/2018 

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

The Medicaid agency Is responsible for all Medicaid fair hearings. 

1. The entity or entities that conduct fair hearings with respect to eligibility based on applicable modified adjusted gross income (MAGI) are: 

a. Medicaid agency 

b . State agency to which fair hearing authority Is delegated under an Intergovernmental Cooperation Act waiver. 

d. Delegated governmental agency 

3. For all other Medicaid fair hearings (not related to an eligIb1lity determ1nat1on based on MAGI): 

All other Medicaid fair hearings are conducted at the Medicaid agency or at another state agency authorized under an 
!CA waiver. 



Eligibility Determinations and Fair Hearings 
MEDICAID Mcd,ca1d State Plan I Admin1strat,on I AR2017MS0006O AR•17•0015 

Package Header 
Package ID AR2017MS0006O 

Submission Type Official 

Approval Date 2/9/2018 

Superseded SPA ID AR-15-0002 

User-Entered 

C. Evidentiary Hearings 

The Medicaid agency uses local governmental entities to conduct local evidentiary hearings. 

Yes 

No 

D. Additional information (optional) 

None 

SPA ID AR-17-0015 

Initial Submission Date 11/27/2017 

Effective Date 1/1/2018 

PAA Disdosure Statement Centers fo1 Med,care & Med,ca,d Serv,ces (CMS) co'lects this mandatory info, matIon In acco1dance with (42 U.S C. 1396a) and (42 CFR 430 12); 
which sets foith the aulhonty for the submittal and collection of state plans and plan amendment information 1n a format defined by CMS for the purpose of 1mprovmg the 
state apphcat1011 and federal review processes. improve federal program management of Medicaid programs and Children's Health Insurance Program, and to standard1Ze 
Medicaid program data which covers basic rcqunements, and 1nd1V1dual1zcd contem that reflects the charactcnst1cs of the particular state's program. The information will be 
used w monitor and analyze performance metrics related to the Medicaid and Children's Health Insurance Program in efforts to boost program mtegnty efforts. improve 
peI fo1 man<e and accountability across the progI ams. Under the Privacy Act of 1974 any pe1sonally 1dent1fy,ng information cbta1ned will be kept p11vate to the extent of the 
law According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless It displays a valid 0MB control number The 
valid 0MB control number for this 1nformat1on collection Is 0938-1188 The wne required 10 complete this 1nformat1on collection Is est1ma1ed to range from 1 houi to 80 
hours per response (see below). including the time to review instructions. sccJrch cx1st1ng data resources gather the data needed, and complete and review the information 
(O!lect1on. If you have comments concerning the accuracy of the time est1mate(s) or suggestions for unprovmg this form please wnte to CMS. 7500 Secur,ty Boulev.:1rd A.ttn 
PAA Reports Clearance Officer. Mail Stop C.\-26-05, Ba1t1more, Maryland 21244 185n 

This view was generated on 7172/2022 6:15 PM EDT 
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Medicaid State Plan Administration 
Organization 

Organization and Administration 
MEDICAID Med,caId State Plan I Adm1rnstrat1on I AR2017MS0006O AR-17-001 S 

CMS 10434 0MB 0938 1188 

Package Header 

Package ID AR2017MS0006O 

Submission Type Offic,al 

Approval Date 2/9/2018 

Superseded SPA ID AR-15-0002 

Us.er-Entered 

Review Tool Report Approval Notice 

SPA ID AR-17-0015 

Initial Submission Date 11/27/2017 

Effective Date 1/1/2018 

A. Description of the Organization and Functions of the Single State Agency 

1. The single state agency is: 

a. A stand-alone agency, separate from every other state agency 

b. Also the Title IV-A (TANF) agency 

c. Also the state health department 

d. Other: 

Transaction Logs News 

2. The main functions of the Medicaid agency and where these functions are located within the agency are described below. This description should be 
consistent with the accompanying organizational chart attachment. (If the function is not performed by the Medicaid agency, indicate in the 
description which other agency performs the function.) 

a. Eligibility Determinations 

Arkansas Department of Human Services' Division of County Operations perform the administrative function of Medicaid eligibility determinations for all 

Medicaid eligible groups 

b. Fair Hearings (including expedited fair hearings) 

Arkansas Department of Human Services' Office of Policy and Legal Services. 
Arkansas Department of Human Services delegates to the Arkansas Insurance Department the final administrative adjudication of appeals regarding covered 
services, including appeals related to medical necessity and scope and duration as it relates to Marketplace insurance carriers providing services to individuals for 
whom premiums are paid to the Marketplace insurance carriers through the Arkansas Department of Human Services' Division of Medical Services' 1115 (a) 

Arkansas Works (aka Private Option) waiver. An inter agency agreement between the Arkansas Insurance Department and the Arkansas Department of Human 

Services will assure that final administrative adjudications conducted by the Arkansas Insurance Department comply with all requirements for due process and 
the hearing rights afforded Medicaid applicants and beneficiaries and comply with State and Federal Medicaid laws, rules, and regulations. The Arkansas 
Department of Human Services retains oversight of the State Plan and will establish a process to monitor the entire appeals process, including the quality and 
accuracy of the final decisions made by the Arkansas Insurance Department. The Arkansas Department of Human Services will enter into a written memorandum 

of understanding with the Arkansas Insurance Department that will include the following provisions: 1) the relationships and respective responsibilities of both 

entities to effectuate coverage of hearings; 2) quality control and oversight by the Medicaid agency, including reporting requirements needed to facilitate control 
and oversight; and 3) assurances that the Arkansas Insurance Department will: (a) comply with all State and Federal Medicaid laws, regulations and polices; (b) 

and prohibit conflicts of interest and improper incentives; and (c) ensure privacy and confidentiality safeguards. The Arkansas Insurance Department will ensure 
that every beneficiary is informed, in writing, of the appeals process and how to contact the Arkansas Insurance Department and how to obtain information 

about appeals from that agency. 

c. Health Care Delivery, including benefits and services, managed care (if applicable) 

Arkansas Department of Human Services' Division of Medical Services· Medical Services section 

d. Program and policy support including state plan, waivers, and demonstrations (if applicable) 

Arkansas Department of Human Services' Division of Medial Services' Office of Policy Development 1) coordinates the DHS policy agenda; 2) inticipates State and 

Federal policy changes, new demographic trends or proposed program changes and their effects; 3) facilitates cross-division projects or opportunities of 

importance; and 4) creates strategies to improve data use and analysis. 

e. Administration, including budget, legal counsel 

Arkansas Department of Human Service (authorized single state agency to administer the title XIX Medicaid Program)' Division of Medical Services; Arkansas 
Department of Human Services (DHS)' Office of Chief Counsel, respectively; Arkansas Office of Finance and Administration. The Director of the Department of 



Human services is charged with the responsibility of providing leadership to all divisions within the Department. The Director of the DHS Division of Medical 

Services is responsible for the formulation and implementation of medical services policy and payment of claims. All administrative authority over the Medicaid 
program is within the DHS Division of Medical Services, with the DHS Division of County Operations performing the administrat ive function of Medicaid eligibility 
determination for all Medicaid eligible groups. The DHS O e of Policy and Legal Services is responsible for all appeals and fair hearings conducted on behalf of 
Medicaid applicants and beneficiaries. Appeals of adverse Arkansas Works (aka Private Option) 1115 waiver eligibility determinations and beneficiary appeals 

concerning wrap•around services are conducted by the DHS O e of Appeals and Hearings, an office within the Arkansas Department of Human Services, Office 
of Policy and Legal Services. This appeals entity will enter final administrative adjudications concerning: 1) eligibility to participate in the Arkansas Works (aka 
Private Option) 111 S waiver; and 2) appeals brought by Arkansas Works (aka Private Option) beneficiaries regarding Arkansas Works (aka Private Option) 1115 

waiver wrap.around Medicaid services. The o e of Finance and Administration (OFA) supports the programs within the Department of Human Services by 
providing financial and administrative management in the areas of human resources, contract support and accounting. 

f. Financial management, including processing of provider claims and other health care financing 

Arkansas Department of Human Services' Division of Medical Services' Program Budgeting and Analysis, Financial Activities, Third Party Liability and Estate 
Recovery Contract Oversight and MMIS fiscal, management and Information contract agent 

g. Systems administration, Including MMIS, eligibility systems 

Arkansas Department of Human Services' Division of Medical Services' MMIS fiscal, management and Information contract agent 

h. Other functions, e.g., TPL, utilization management (optional) 

Arkansas Department of Human Services' Division of Medical Services' Program and Administrative Support, 0 e of Long Term Care, Health Care Innovation, 

Provider Reimbursement 

3. An organizational chart of the Medicaid agency has been uploaded: 

Name 

Organ1zat1onal Charts for Arkansas Dept of Human Services & Div of 

Medical Services 

Date Created 

11/27/2017 12:53 PM EST ! 



Organization and Administration 
MEDICAID I Med1Ca1d State Plan I Adm1nistrat1on AR2017MS00060 I AR-17-0015 

Package Header 
Package ID AR2017M500060 

Submission Type Official 

Approval Date 2/9/2018 

Superseded SPA ID AR-15-0002 

User-Entered 

SPA ID AR-17-0015 

Initial Submission Date 11/27/2017 

Effective Date 1/1/2018 

B. Entities that Determine Eligibility or Conduct Fair Hearings Other than the Medicaid Agency 

Title 

The Social Security Administration 

Description of the functions the delegated entity performs in carrying out 

its responsibilities: 

Performs the functions of determining Medicaid eligibility for 551 

beneficiaries 



Organization and Administration 
MEDICAID I Med1Ca1d State Plan I Admm1strat1on I AR2017MS0006O I AR 17-0015 

Package Header 
Package ID AR2017MS0006O 

Submission Type Official 

Approval Date 2/9/2018 

Superseded SPA ID AR-15-0002 

User-Entered 

E. Coordination with Other Executive Agencies 

SPA ID AR-17-0015 

Initial Submission Date 11/27/2017 

Effective Date 1/1/2018 

The Medicaid agency coordinates with any other Executive agency related to any Medicaid functions or activities not described elsewhere in the 
Organization and Administration portion of the state plan (e.g. public health, aging, substance abuse, developmental disability agencies):. 

Yes 

No 



Organization and Administration 
MEDICAID I Medicaid State Plan I Adm1n1strat1on I AR2017MS0006O I AR 17-0015 

Package Header 
Package ID AR2017M S0006O 

Submission Type Official 

Approval Date 21912018 

Superseded SPA ID AR-15-0002 

User-Entered 

F. Additional information (optional) 

None 

SPA ID AR-17-0015 

Initial Submission Date 11/27/2017 

Effective Date 111 /2018 

PRA Disclosure Statement· Centers for MedtCcne & Med1cd1d Service~ (CMS) collects this mandatory 1nforr11at;on in decor dance wnh (42 U SC 1396a) anc.J t42 CFR 430 12). 
whJCh sets forth the authonty for the submittal and collection of state plans and plan amendment ,nformat1on in a format def,ned by CMS for the purpose of ,mprov1ng the 
state appl1Cat1on and federal review p1ocesses. improve fede1al program management of Med1Ca1d programs and Children's f-'ealth Insurance Program. and to standard,ze 

Med1ca1d program data which covers basic reqUirements. and 1nd1v1duahzed content that reflects the characteristics of the particular state's program. The information will be 
used to monitor and analyze performance metrics related to the Medicaid and Children's Health Insurance Program in efforts to boost program 1ntegnty efforts improve 
performance and accountability across the p1 ograms Under the Privacy Act of 1974 any personally 1dent,fy1ng mformat1on obtained will be kept pnvate to the exteot of the 
law According to the Paperwork Reduction Act oft 995. no persons are requ red to respond to a collection of information unless ·t displays a valid 0MB control number. The 

vahd 0MB control number to, this information collectIon 1s 0938-1188 The time required to complete this information collection 1s estimated to range from 1 hour to 80 
hours per response (see below}. including the lime to review instruction~. !,edrch exIstmg data resources, gathet the ddta needed, and complete dnd rev,ew the mformdt1on 
collect,on If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving th,s form. please write to CMS, 7500 Secunty Boulevard. Attn 
PRA Reports Clearance Officer. Mail Stop C4 26·05 Baltimore Maryland 212441850 

This view was generated on 7/12/2022 6:16 PM EDT 
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Medicaid State Plan Administration 
Organization 

Single State Agency Assurances 
MEDICAID I Med1ca1d State Plan I Adm1mstrat10n I AR2017MS0006O I AR-17-001 S 

CMS 10434 0MB 0938 1188 

Package Header 

Package ID AR2017MS0006O 

Submission Type Official 

Approval Date 2/9/2018 

Superseded SPA ID AR-1 S-0002 

User-Entered 

A. Assurances 

Review Tool Report Approval Notice 

SPA ID AR-17-0015 

Initial Submission Date 11/27/2017 

Effective Date 1/1/2018 

1. The state plan 1s ,n operation on a statewide basis, in accordance with all the requirements of 42 CFR 431.50. 

2. All requirements of 42 CFR 431.10 are met. 

Transaction Logs 

3. There is a Medical Care Advisory Committee to the agency director on health and medical services established in accordance with 42 CFR 431.12. All 
requirements of 42 CFR 431.12 are met. 

4. The Medicaid agency does not delegate, other than to its own officials, the authority to supervise the plan or to develop or issue policies, rules, and 
regulations on program matters. 

News 

5. The Medicaid agency has established and maintains methods of personnel administrat ion on a merit basis in accordance with the standards described at S 
USC 2301, and regulations at 5 CFR Part 900, Subpart F. All requirements of 42 CFR 432.10 are met. 

6. All requirements of 42 CFR Part 432, Subpart Bare met, with respect to a training program for Medicaid agency personnel and the training and use of sub
professional staff and volunteers. 

B. Additional information (optional) 

None 

PRA Disclosure Statement Centers for Medicare & Med1Ca1d Services {CMS) collects this mandatory information ,n accordance w,th (42 U S.C 1396a) and {42 CFR 430.12). 
wh1Ch sets forth the authority for the submittal and collection of state plans and plan amendment information ,n a format def,ned by CMS for the purpose of ,mprovmg the 
state apphcanon and federal review processes. improve federal program management of Med1ca1d programs and Children's Health Insurance Program, and to standardize 
Med1ca1d program data whtch covers basic requirements, and 1nd1v1duah1ed content that 1enects the charactensttcs of the particular state's prog,am The 1nfo1mat1on will be 
used to monitor and analyze performance metrics related to the Med,ca,d and Children's Health Insurance Program in efforts to boost program ,ntegrity efforts improve 
performance and accountab1hty across the programs Under the Privacy Act of 1974 any personally 1dent1fymg mformatlon obtained will be kept private to the extent of the 
law. According to the Paperwork Reduction Act of 1995, no persons are requ,red to respond to a collectton of mformat,on unless ,t displays a valid 0MB control number. The 
vahd 0MB control number for this 1nformat1on collect1on 1s 0938-1188 The time required to complete this information collecuon 1s estimated to range from 1 hour to 80 

hours per re~ponse (see below}. including the time to review instructions. search ex1st1ng data resources, gather the clatd needed, dnd complete and review the 1nformat10n 
collection. If you have comments concerning the accuracy of the t,me est,mate(s) or suggestions for ,mp, ov,ng this form, please write to CMS, 7500 Security Boulevard, Attn 
PRA Reports Clearance Officer, Mail Stop (4-26-05 Baltimore Maryland 21244-1850 

This view was generated on 7112/2022 6:17 PM EDT 
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Medicaid State Plan Eligibility 
Income/Resource Methodologies 

Eligibility Determinations of Individuals Age 65 or Older or Who Have Blindness or a Disability 
MEDICAID I Med1ca1d State Plan I Ehg1b1hty AR2022MS0001O I AR 22 0027 

CMS· 10434 0MB 09381188 

Package Header 

Package ID AR2022MS0001O 

Submission Type Offic1a\ 

SPA ID AR-22-0027 

Initial Submission Date 12/13/2022 

Effective Date 1/1/2023 Approval Date 1/13/2023 

Superseded SPA ID New 

User Entered 

A. Eligibility Determinations of Individuals Who Are Age 65 or Older or Who Have Blindness or a 
Disability 
Eligibility determinations of individuals who are age 65 or older or who have blindness or a disability are based on one of the following: 

1. SSA Ehg1b1\ity Determination State (1634 State) 

The state has an agreement under section 1634 of the Social Security Act for the Social Security Administration to 

determine Medicaid eligibility of 551 beneficiaries. For all other individuals who seek Medicaid eligibility on the basis of 
being age 65 or older or having blindness or a d isability, the state requires a separate Medicaid application and determines 
financial eligibil ity based on 551 income and resource methodologies. 

2. State Eligibility Determination (551 Criteria State) 

The state requires all individuals who seek Medicaid eligibility on the basis of being age 65 or older or having blindness or a 

disability, including 5SI beneficiaries, to file a separate Medicaid application, and determines financial eligibility based on 
551 income and resource methodologies. 

3. State Eligibility Determination (209(b) State) 

The state requires all individuals who seek Medicaid eligibility on the basis of being age 65 or older or having blindness or a 

disability. including 551 beneficiaries. to file a separate Medicaid application, and determines financial eligibility using 
income and resource methodologies more restrictive than 551. 

B. Additional information (optional) 

PRA Disclosure Statement Centers !or Medicare & Med1ca1d Serv,ces (CMS) collects thos mandatory 1nformat1on in accordance with (42 U.S.C. 1396a) and (42 CFR 430.12), 
which sets forth the authority for the submittal and collecuon of state plans and plan amendment information in a format defined by CMS for the purpose of ImprovIng the 
state application and federal review processes, improve federal program management of Med1Ca1d programs and Children s Health Insurance Program, and to standard12c 
Med1ca1d program data which covers basic requrrements. and md,viduah1ed content that reflects the charactenst1Cs of the particular state's program The mformanon will be 
used to monitor and analyze performance metrics related to the Med1Ca1d and Children·, Health Insurance Program on efforts to boost program Integnty efforts, improve 
performance and accountab1l1ty across the programs Under the Privacy Act of 1974 any personally 1dent1fying information obtained will be kept prov ate to the extent of the 
law, According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of mformat1on unless It displays a valtd 0MB control number The 
valid 0MB control number for this information col:ect1on ,s 0938 1188 Tbe time requrred to complete this mformauon collect1on 1s estimated to range from 1 hour to 80 
hours per response (see below) including the time to review mstructmns, search existing data resources. gather the data needed, and complete and review the 1ntormat1on 
collection If you have comments concerning t he accuracy of the time esumate(s) or suggestions for Improvmg this form. please write to CMS 7500 Security Boulevard. Attn 
PRA Reports Clearance Off,cer, Mail Stop C4-26-05. Baltimore, Maryland 21244· 1850 

This view was generated on 1113/2023 17:07 AM EST 
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Medicaid State Plan Eligibility 
Eligibility Groups - Mandatory Coverage 

Pregnant Women 
MEDICAID I Med,ca,d State Plan I Ehg1b1hty I AR2022MS0001O I AR-22-0027 

Review Assessment Report Approval Letter Transaction Logs 

Women who are pregnant or post-pan um. with household income at or below a standard established by the state 

CMS 10434 0MB 09381188 

Package Header 
Package ID AR2022MS0001O 

Submission Type Official 

Approval Date l /13/2023 

Superseded SPA ID AR -13-0015 

User Entered 

SPA ID AR-22-0027 

Initial Submission Date 12/13/2022 

Effective Date 1/1/2023 

The state covers the mandatory pregnant women group in accordance with the following provisions: 

A. Characteristics 

1. Individuals qualifying under this eligibility group must be pregnant or post-partum, as defined in 42 CFR 435.4. 

2. Pregnant women in the last trimester of their pregnancy without dependent children are eligible for full benefits under this group in accordance 
with section 1931 of the Act, if they meet the income standard for state plan Parents and Other Caretaker Relatives at 42 C.F.R. 435.110. 

Yes 

No 

B. Financial Methodologies 

MAGI-based methodologies are used in calculating household income. Please refer as necessary to MAGI-Based Methodologies, completed by the 

state. 

C. Income Standard Used 

The state uses the following income standard for this group: 

FPL 209.00% 



Pregnant Women 
MEDICAID I Medicaid State Plan I Ehg1b1hty I AR2022MS0001O I AR-22·0027 

Package Header 
Package ID AR2022MS0001O 

Submission Type Official 

Approval Date 1/13/2023 

Superseded SPA ID AR-13-0015 

U<:..er•Entered 

D. Benefits for Pregnant Women 

Benefits for individuals in this eligibility group consist of the following: 

SPA ID AR-22-0027 

Initial Submission Date 12/13/2022 

Effective Date 1/1/2023 

1. All pregnant women eligible under this group receive full Medicaid coverage under this state plan. 

2. Pregnant women whose income exceeds the income limit specified for full coverage of pregnant women receive only pregnancy-related services. 



Pregnant Women 
MtDICAID I Medicaid State Plan I Ehg1b1l1ty I AR2022MS00010 I AR-22 0027 

Package Header 
Package ID AR2022MS00010 

Submission Type Official 

Approval Date 1 /1312023 

Superseded SPA ID AR -13-0015 

U'ier-Entered 

SPA ID AR-22-0027 

Initial Submission Date 1211312022 

Effective Date 11112023 

E. Basis for Pregnant Women Income Standard 

1. Minimum income standard 

The state had an income standard higher than 133% FPL established as of December 19, 1989 for deter mining eligibility for pregnant women, or as of 

July 1, 1989, had authorizing legislation to do so. 

Yes 

No 

2. Maximum income standard 

b. The minimum income standard for this eligibility group 1s 133% FPL. 

a. The state certifies that it has submitted and received approval for its converted income standard(s) for pregnant 
women to MAGI-equivalent standards and the determination of the maximum income standard to be used for pregnant 
women under this eligibility group. 

b. The state's maximum income standard for this eligibility group is: 

i. The state's highest effective income level for coverage of pregnant women under sections 1931 (low-income families). 
1902(a)(1 O)(A)(i)(III) (qualified pregnant women), 1902(a)(1 O)(A)(i)(IV) (mandatory poverty level-related pregnant women), 
1902(a)(1 O)(A)(ii)(IX) (optional poverty level-related pregnant women), 1902(a)(1 O)(A)(1i)(I) (pregnant women who meet 
AFDC financial eligibility criteria) and 1902(a)(1 O)(A)(ii)(IV) (institutionalized pregnant women) in effect under the 
Medicaid state plan as of March 23. 2010, converted to a MAGI-equivalent percent of FPL. 

ii. The state's highest effective income level for coverage of pregnant women under sections 1931 (low-income families), 
1902(a)(1 O)(A)(i)(III) (qualified pregnant women), 1902(a)(1 O)(A)(i)(IV) (mandatory poverty level-related pregnant women), 
1902(a)(1 O)(A)(ii)(IX) (optional poverty level-related pregnant women), 1902(a)(1 O)(A)(ii)(I) (pregnant women who meet 
AFDC financial eligibility criteria) and 1902(a)(l O)(A)(ii)(IV) (institutionalized pregnant women) in effect under the 
Med1ca1d state plan as of December 31, 2013, converted to a MAGI-equivalent percent of FPL. 

iii. The state's effective income level for any population of pregnant women under a Medicaid 1115 demonstration as of 
March 23, 2010, converted to a MAGI-equivalent percent of FPL. 

iv. The state's effective income level for any population of pregnant women under a Medicaid 1115 demonstration as of 
December 31 , 2013, converted to a MAGI-equivalent percent of FPL. 

v. 185% FPL 

c. The amount of the maximum 
income standard is: 

FPL 209.00% 

G. Additional Information (optional) 

PRA Disclosure Statement Centers for Medicare & Medicaid Services (CMS) collects this mandatory information m accordance with (42 U 5 C 1396a) and (42 CFR 430 12). 
which sets forth the authority for the subm1ttc1I and collection of state plans and plan amendment information ma format defined by CMS for the purpose of 1mprovmg the 
state apphcatton and federal review p, ocesses. improve federal program management of Med1ca1d programs and Ch1ldrens Health Insurance Program, and to standardize 

Med1ca1d program data which covers basic reqUfrements, and 1nd1v1duahzed content that reflects the characteristics of the particular state's program. The information will be 
used to monitor and analyze performance metncs related to the Medicaid and Ch1ldren·s Health Insurance Program m efforts to boost program integrity efforts, improve 
performance and accountab1hty across the programs. Under the Pnvacy Act of 1974 any personally 1dent1fymg 1nfo1maoon obtained will be kept pnvate to the extent of the 
law According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collect1on of information unless 1t displays a valid 0MB control number. The 
valid 0MB control number for this 1nformat1on coJ,ect1on 1s 0938-1188 The time required to complete this 1nforrnat1on collectron 1s estimated to range from 1 hour to 80 
hours per response (see below} including the time to review instructions. secuch existing data resources, gather the aata needed. and complete and revrew the informauon 
collection. If you have comments concerning the accuracy of the t,me es11mate(s) or suggest,ons for 1mp,ov1ng this form. please wnte to. CMS 7500 Security Boulevard. Attn 
PRA Reports Clearance Offrcer Mail Stop (4-26-05. Baltimore. Maryland 21244-1850 

This view was generared on 1/1312023 11:10AM EST 
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AR - Submission Package - AR2023MS0001O - (AR-23-0001) - Eligibility 
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News l;§qfiiH:•I 

Medicaid State Plan Eligibility 
Mandatory Eligibility Groups 
MEDICAID I Med,ca1d State Plan I Ehg1b1hty AR2023MS0001O I AR-23-0001 

CMS-10434 0MB 0938-1188 

Package Header 
Package ID AR2023MS0001O 

Submission Type Offioal 

Approval Date 513/2023 

Superseded SPA ID AR-22-0027 

User-Entered 

Mandatory Coverage 

SPA ID AR-23-0001 

Initial Submission Date 3/812023 

Effective Date 1/1/2023 

A. The state provides Medicaid to mandatory groups of individuals. The mandatory groups covered are: 

Families and Adults 

Eligibility Group Name Covered In State Plan 
Include RU In Package Included in Another 

0 Submission Package 

Infants and Children [!_] ,. 0 I • 
under Age 19 

Parents and Other 

~ Caretaker Relat ives 
~ I 0 

Pregnant Women l!J ,I\ I 0 
Deemed Newborns [!] .,, 0 
Children with Title IV-E 

Adoption Assistance, [!] '-..,. 0 Foster Care or 

Guardianship Care 

Former Foster Care [!] Children 
,: " 0 

Transitional Medical 

~ Assistance 
"; J 0 

Extended Medicaid due 

l!J to Spousal Support -,I, 0 
Collect ions 

Aged, Blind and Disabled 

Eligibility Group Name Covered In State Plan 
Include RU In Package Included in Another 

0 Submission Package 

SSI Beneficiaries l!J "I 0 
Closed Eligibility 

~ Groups 
.,, 0 

Transaction Logs 

Source Type 0 

CONVERTED 

CONVERTED 

APPROVED 

NEW 

NEW 

APPROVED 

NEW 

NEW 

Source Type 0 

NEW 

NEW 



Eligibility Group Name 
Include RU In Package Included in Another 

Covered In State Plan 
0 Submission Package 

Source Type 0 

Individuals Deemed To [!] -'i , I 0 NEW 
Be Receiving SSI 

Working Individuals [!_] ,1 0 NEW 
under 1619(b} 

Qualified Medicare 
Beneficiaries ~ .j; j 0 NEW 

Qualified Disabled and [!] ., 0 NEW 
Working Individuals 

Specified Low Income 

~ ..,,, [ . 0 NEW 
Medicare Beneficiaries 

Qualifying Individuals ~ ,, I 0 NEW 



Mandatory Eligibility Groups 
MEDICAID I Mcd1ca1d State Plan I Ehg1b1hty I AR2023MS00010 I AR-23 0001 

Package Header 
Package ID AR2023MS00010 

Submission Type Official 

Approval Date 513/2023 

Superseded SPA ID AR-22-0027 

User Entered 

B. The state elects the Adult Group, described at 42 CFR 435.119. 

Yes No 

Families and Adults 

Eligibi lity Group Name Covered In State Plan 

Adult Group l!J 
C. Additional Information (optional) 

Eligibility Groups Deselected from Coverage 

SPA ID AR-23-0001 

Initial Submission Date 3/8/2023 

Effective Date 1/1/2023 

Include RU In Package 

0 
Included in Another 

Su bmission Package 

0 

Source Type 0 

CONVERTED 

The following eligibility groups were previously covered in the source approved version of the state plan and deselected from coverage as part of this 
submission package: 

• N/A 

PRA Disclosure Statement Centers for Medicare & Medicaid Ser.ices (CMS! collects this mandatory 1nformat1on in accordance with {42 U.S C 1396a) and (42 CFR 430 121. 
which sets forth the autho, 1ty for the subm1nal and collewon of state plans and plan amendmenJ information 1n a format defined by CMS for the purpose of 1mprov,ng the 
state application and federal 1ev1ew processes. ,mpro,e federal program management of Med,ca1d programs and Ch1ldren·s He<>lth Insurance Program, and to standardize 
Medicaid program data which covers basic requirements. and ind,v1duahzed content that reflects the characteristics of the particular states program. The informauon will be 
used to monitor and analyze performance metrics related tc the Med1ca1d and Children s Health Insurance Program in efforts to boost program integrity efforts, improve 
performance and accountab1hty across the programs Under the Privacy Act of 1974 any personally rdent,fymg information obtained will be kept pnvate to the extent of the 
law According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collecuon of 1nformat1on unless a displays a valid 0MB control number The 
valid 0MB control number for thlS •nformat,on collection IS 0938-1188 Tt,e t,rne required to complete thlS information collection IS estimated to range from 1 hour to 80 
hours per response {see below) including the t,me to review 1nstruct1ons. search existing data resources. gather the data needed, and complete and review the 1nformat1on 
collection. If you have comments concern,ng the acwracy of the t,me est1mate(s) or su,:gest•ons fo, 1mp1ovmg this form, please write to CMS 7500 Security Boulevard. Attn 
PRA Reports Clearance Officer, Ma,1 Stop C4 26·05. Balt,more. Maryl<>nd 21244 1850 

This viPw was gPnPratPrl nn 5/~t?nn 5D7 PM FnT 



Records Submission Packages - View All 

AR - Submission Package - AR2023MS0001O - (AR-23-0001} - Eligibility 
Summary Rev1ewable Units Versions Correspondence Log 

News l;§@ijfiij.j,.j 

Medicaid State Plan Eligibility 
Eligibility Groups - Mandatory Coverage 

Former Foster Care Children 
MEDICAID I Medicaid State Plan I Ehg1b1hty I AR2023MS00010 I AR 23 0001 

Analyst Notes Review Assessment Report Approval Letter 

lnd1v1duals under the age ot 26. who were 1n foster care and on Medicaid when the~ turned age 18 or aged out of foster care 

CMS-10434 0MB 0938-1188 

Package Header 
Package ID AR2023MS00010 

Submission Type Official 

Approval Date 5/3/2023 

Superseded SPA ID AR-13-15-MM1 

User Entered 

SPA ID AR-23-0001 

Initial Submission Date 3/8/2023 

Effective Date 1/1/2023 

The state covers the mandatory former foster care children group in accordance with the following provisions: 

A. Characteristics 

Individuals qualifying under this eligibility group must meet the following criteria: 

1. Are under age 26 

Transaction Logs 

2. Were in foster care upon attaining age 18 or a higher age at which the state's or Tribe's foster care assistance ends under title IV-E of the Act (up to age 21 ). 

3. Are described under either Section B. or C. 

B. Individuals Covered 

For individuals who turn 18 before January 1, 2023: 

1. The state covers individuals who: 

a. Upon attaining age 18 or a higher age at which the state's or Tribe's foster care assistance ends under title IV-E of the Act (up to age 21) were: 

i. In foster care under the responsibility of the state or a Tribe within the state (including children who were cared for 
through a grant to the state under the unaccompanied refugee minor program); and 

ii. Enrolled in Medicaid under the state's Medicaid state plan or 1115 demonstration; and 

b. Are not otherwise eligible for and enrolled for mandatory coverage under the state plan, except that eligibility under this group takes precedence over 
eligibility under the Adult Group. 

2. In addition to B.1., the state elects to cover individuals who were in foster care under the responsibility of the state or a Tribe within the state 
(including children who were cared for through a grant to the state under the unaccompanied refugee minor program) when they turned 18 or a 
higher age at which the state's or Tribe's foster care assistance ends under title IV-E of the Act, and meet the following criteria: 

a. They were enrolled in Medicaid under the state's Medicaid state plan or 1115 demonstration at any time during the foster care period in which they turned 
18 or a higher age at which the state's or Tribe's foster care assistance ends. 

b. They were placed by the state or Tribe in another state and were enrolled in Medicaid under the other state's Medicaid state plan or 1115 demonstration 
project when they turned 18 or a higher age at which the state's or Tribe's foster care assistance ends. 

c. They were placed by the state or Tribe in another state and were enrolled in Medicaid under the other state's Medicaid state plan or 1115 demonstration 
project at any time during the foster care period in which they turned 18 or a higher age at which the state's or Tribe's foster care assistance ends. 

C. Individuals Covered 

For individuals who turn 18 on or after January 1, 2023: 

1. The state covers individuals who: 

a. Upon attaining age 18 or a higher age at which the state's or Tribe's foster care assistance ends under title IV-E of the Act (up to age 21) were: 

i. In foster care under the responsibility of any state or a Tribe within any state (including children who were cared for 
through a grant to the state under the unaccompanied refugee minor program); and 

11. Enrolled in Medicaid under a state's Medicaid state plan or 1115 demonstration; and 



b, Are not enrolled in mandatory coverage under the state plan, except that eligibility under this group takes precedence over eligibility under the Adult Group. 

2. In addition to C.1., the state elects to cover individuals who were in foster care under the responsibility of any state or a Tribe w ithin any state 
(including children who were cared for through a grant to a state under the unaccompanied refugee minor program) when they turned 18 or a higher 
age at which that state's or Tribe's foster care assistance ends under title IV-E of the Act, and meet the following criteria: 

a. They were enrolled in Medicaid under a state's Medicaid state plan or 1115 demonstration at any time during the foster care period in which they turned 18 
or a higher age at which a state's or Tribe's foster care assistance ends. 

b. They were placed by a state or Tribe in another state and were enrolled in MedtCaid under the other state's Medicaid state plan or 1115 demonstration 
project when they turned 18 or a higher age at which a state's or Tribe's foster care assistance ends. 

c. They were placed by a state or Tribe in another state and were enrolled in Medicaid under the other state's Medicaid state plan or 1115 demonstration 
proJect at any time during the Foster care period m which they turned 18 or a higher age at which a state's or Tnbe's foster care assistance ends. 



Former Foster Care Children 
MEDICAID I Med1ca1d State Plan I Ehg1b1hty I AR2023MS0001O I AR-23-0001 

Package Header 
Package ID AR2023MS00010 

Submission Type Official 

Approval Date 51312023 

Superseded SPA ID AR-13-15-MMl 

U(,er.fntered 

D. Additional Information (optional) 

SPA ID AR-23-0001 

Initial Submission Date 3/8/2023 

Effective Date 1/1/2023 

PRA Disclosure Statement Centers for Med,care & Med,ca1d ServKes (CMS) collects this mandatory ,ntormat1on 1n accordance with (42 U.S C 1396a) and (42 CFR 430121, 
wh,ch sets forth the authority for the submittal and collectoon of state plans and plan .amendment information in a format defined by CMS to, the purpose of improving the 
state apphcat1on and federal review processes. improve federal program mclnagement of Medicaid p1 ograms and Ch1ldren·s Health Insurance Program. and to standardize 
Medicaid program data which covers basic requirements. and 1ndiv1dual1zed content that reflects the charactenst1cs o f the panicular state's program .,.he 1nforrna11on will be 

used to monitor and ana1yze perforrrance metrics related to the Med1ca1d and Ch1ldren·s Health Insurance Program m efforts to boost program integrity efforts. improve 
performance and account.ab1l1ty ac, oss the programs Under the Privacy Act of 197 4 any personally 1dent1fy1ng information obtained will be kept prov ate to the extent of the 
law According to the Paperwork Reduction Act of 1915. no persons are required to respond to a collection of ,nformat1on unless 1t displays a vai1d 0MB control number The 
valid 0MB control number for this ,nformat,on collecuon 1s 0938· 1188 T~e time requ,red to complete this information collection 1s estimated to range from 1 hour to 80 
hours per response (see below), mtluding the time to review instr ucuons. search existing data resources, gdthe, the ddta needed, dnd complete and 1ev1ew the information 
collection If you have comments concerning the accuracy of the t,me est1mate(s) or suggest,ons for 1mp,ov,ng th•s form. please wrote to CMS 7500 Security Boulevard. Attn 
PRA Reports Clearance Off1Cer. Mail Stop (4.26•05 Baltimore. Maryland 21244. 1850 

This view was generated on 5/312023 5:08 PM EDT 
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Medicaid State Plan Eligibility
Optional Eligibility Groups
MEDICAID | Medicaid State Plan | Eligibility | AR2023MS0002O | AR-23-0015

Package Header
Package ID AR2023MS0002O

Submission Type O�cial

Approval Date 11/22/2023

Superseded SPA ID New

User-Entered

SPA ID AR-23-0015

Initial Submission Date 8/29/2023

E�ective Date 1/1/2024

A. Options for Coverage

The state provides Medicaid to speci�ed optional groups of individuals.

The optional eligibility groups covered in the state plan are (elections made in this screen may not be comprehensive during the transition period from the paper-
based state plan to MACPro): 

Families and Adults

Eligibility Group Name Covered In State Plan
Include RU In Package



Included in Another
Submission Package

Source Type 

Optional Coverage of 
Parents and Other 
Caretaker Relatives

NEW

Reasonable 
Classi�cations of 
Individuals under Age 
21

NEW

Children with Non-IV-E 
Adoption Assistance

CONVERTED

Independent Foster 
Care Adolescents

NEW

Optional Targeted Low 
Income Children

NEW

Individuals above 133% 
FPL under Age 65

NEW

Individuals  Needing 
Treatment for Breast or 
Cervical Cancer

NEW

Individuals Eligible for 
Family Planning 
Services

NEW

Individuals with 
Tuberculosis

NEW

Individuals Electing 
COBRA Continuation 
Coverage

NEW

Aged, Blind and Disabled

Eligibility Group Name Covered In State Plan
Include RU In Package



Included in Another
Submission Package

Source Type 

Individuals Eligible for 
but Not Receiving Cash 
Assistance

NEW

Yes No
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Eligibility Group Name Covered In State Plan
Include RU In Package



Included in Another
Submission Package

Source Type 

Individuals Eligible for 
Cash Except for 
Institutionalization

NEW

Individuals Receiving 
Home and Community- 
Based Waiver Services 
under Institutional 
Rules

NEW

Optional State 
Supplement 
Bene�ciaries

NEW

Individuals in 
Institutions Eligible 
under a Special Income 
Level

APPROVED

PACE  Participants NEW

Individuals Receiving 
Hospice

NEW

Children under Age 19 
with a Disability

NEW

Age and Disability-
Related Poverty Level

NEW

Work Incentives NEW

Ticket to Work Basic APPROVED

Ticket to Work Medical 
Improvements

NEW

Family Opportunity Act 
Children with a 
Disability

NEW

Individuals Receiving 
State Plan Home and 
Community-Based 
Services

NEW

Individuals Receiving 
State Plan Home and 
Community-Based 
Services Who Are 
Otherwise  Eligible for 
HCBS Waivers

NEW
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Optional Eligibility Groups
MEDICAID | Medicaid State Plan | Eligibility | AR2023MS0002O | AR-23-0015

Package Header
Package ID AR2023MS0002O

Submission Type O�cial

Approval Date 11/22/2023

Superseded SPA ID New

User-Entered

SPA ID AR-23-0015

Initial Submission Date 8/29/2023

E�ective Date 1/1/2024

B. Medically Needy Options for Coverage

The state provides Medicaid to speci�ed groups of individuals who are medically needy.

The medically needy eligibility groups covered in the state plan are:

1. Mandatory Medically Needy:

Families and Adults

Eligibility Group Name Covered In State Plan
Include RU In Package



Included in Another
Submission Package

Source Type 

Medically Needy 
Pregnant Women

NEW

Medically Needy 
Children under Age 18

NEW

Aged, Blind and Disabled

Eligibility Group Name Covered In State Plan
Include RU In Package



Included in Another
Submission Package

Source Type 

Protected Medically 
Needy Individuals Who 
Were Eligible in 1973

NEW

2. Optional Medically Needy:

Families and Adults

Eligibility Group Name Covered In State Plan
Include RU In Package



Included in Another
Submission Package

Source Type 

Medically Needy 
Reasonable 
Classi�cations of 
Individuals under Age 
21

NEW

Medically Needy 
Parents and Other 
Caretaker Relatives

NEW

Aged, Blind and Disabled

Eligibility Group Name Covered In State Plan
Include RU In Package



Included in Another
Submission Package

Source Type 

Medically Needy 
Populations Based on 
Age, Blindness or 
Disability

NEW

Yes No
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Optional Eligibility Groups
MEDICAID | Medicaid State Plan | Eligibility | AR2023MS0002O | AR-23-0015

Package Header
Package ID AR2023MS0002O

Submission Type O�cial

Approval Date 11/22/2023

Superseded SPA ID New

User-Entered

SPA ID AR-23-0015

Initial Submission Date 8/29/2023

E�ective Date 1/1/2024

C. Additional Information (optional)

Eligibility Groups Deselected from Coverage

The following eligibility groups were previously covered in the source approved version of the state plan and deselected from coverage as part of this
submission package:

N/A
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Medicaid State Plan Eligibility
Eligibility Groups - Options for Coverage

Individuals in Institutions Eligible under a Special Income Level
MEDICAID | Medicaid State Plan | Eligibility | AR2023MS0002O | AR-23-0015

Individuals who are in medical institutions for at least 30 consecutive days who are eligible under a special income level.

Package Header
Package ID AR2023MS0002O

Submission Type O�cial

Approval Date 11/22/2023

Superseded SPA ID AR 05-02

User-Entered

SPA ID AR-23-0015

Initial Submission Date 8/29/2023

E�ective Date 1/1/2024

The state covers Individuals in Institutions Eligible under a Special Income Level in accordance with the following provisions:

A. Characteristics
Individuals qualifying under this eligibility group must meet the following criteria:

1. Have been in a medical institution for at least 30 consecutive days.

2. Have income at or below a standard described in section D.
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Individuals in Institutions Eligible under a Special Income Level
MEDICAID | Medicaid State Plan | Eligibility | AR2023MS0002O | AR-23-0015

Package Header
Package ID AR2023MS0002O

Submission Type O�cial

Approval Date 11/22/2023

Superseded SPA ID AR 05-02

User-Entered

SPA ID AR-23-0015

Initial Submission Date 8/29/2023

E�ective Date 1/1/2024

B.Individuals Covered

1. The state covers all individuals who meet the characteristics described in section A.

2. The state covers the following populations:

Yes

No

a. Individuals age 65 or older

b. Individuals who have blindness

c. Individuals who have a disability

d. Pregnant women

e. All Individuals under age 21, or a lower age

f. Reasonable classi�cations of children.
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Individuals in Institutions Eligible under a Special Income Level
MEDICAID | Medicaid State Plan | Eligibility | AR2023MS0002O | AR-23-0015

Package Header
Package ID AR2023MS0002O

Submission Type O�cial

Approval Date 11/22/2023

Superseded SPA ID AR 05-02

User-Entered

SPA ID AR-23-0015

Initial Submission Date 8/29/2023

E�ective Date 1/1/2024

C. Financial Methodologies

1. In calculating household income, the methodologies of the most closely related cash assistance program are used, except that disregards are not applied.

2. In calculating household resources, the methodologies of the most closely related cash assistance program are used  Please refer as necessary to Non-MAGI 
Methodologies, completed by the state.

3. Less restrictive methodologies are used in calculating countable resources.

The less restrictive resource methodologies are:

Description of disregard: For aged, blind and disabled individuals, 
Non-Home Income Producing Property, 
such as mineral and timber rights, 
rented farmland, and rented dwellings, 
will be disregarded if it meets the pre-
5/1/90 SSI $6000/6% rule, which was 
terminated by Section 8014 of OBRA, 
1989. 

Description: Independence Accounts established 
during an individual’s eligibility in the 
eligibility group described in section 
1902(a)(10)(A)(ii)(XV) of the Act, 
approved as an Independence Account 
by the state, and held separate from 
other resources, shall be disregarded. 
Accounts that may be designated as 
Independence Accounts include assets 
such as a savings accounts and 
retirement accounts (including 
retirement or pension accounts through 
an employer). Once approved by the 
state, an individual is permitted to fund 
their Independence Account with their 
earned income. An Independence 
Account may be the individual’s 
retirement account through an 
employer.
 
The disregard shall apply only to 
amounts contributed to Independence 
Accounts during the individual' s 
enrollment in the section 1902(a)(10)(A)
(ii)(XV) eligibility group and any interest 
and earnings accrued by the account 
during and subsequent to such 
enrollment. No additional deposits into 
the accounts are permitted once the 
individual is no longer enrolled in the 
eligibility group described at section 
1902(a)(10)(ii)(XV) of the Act. The 
individual must continue to allow the 
state regular monitoring of the account 
and/or reporting on deposits, 
withdrawals, and other information 
deemed necessary by the state for the 
proper administration of the disregard. 
Actions involving the accounts are 
subject to standard eligibility rules 
relating to resources (e. g., a transfer 

Yes

No

Real property not otherwise excluded is disregarded.

The state uses a less restrictive methodology with respect to the treatment of resources set aside in speci�ed types of accounts.

Resources set aside in
Independence/Freedom accounts
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from the account for less than fair 
market value would be subject to 
transfer-of-asset rules).

A bene�ciary of a "quali�ed state long-term care insurance partnership" policy (partnership policy), as de�ned in section 1917(b)(1)(C) of the Social Security Act
and 45 CFR 144.200 et seq., is provided a resource disregard, equal to the amount of the insurance bene�t payments made to or on behalf of the individual
from the partnership policy.
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Individuals in Institutions Eligible under a Special Income Level
MEDICAID | Medicaid State Plan | Eligibility | AR2023MS0002O | AR-23-0015

Package Header
Package ID AR2023MS0002O

Submission Type O�cial

Approval Date 11/22/2023

Superseded SPA ID AR 05-02

User-Entered

SPA ID AR-23-0015

Initial Submission Date 8/29/2023

E�ective Date 1/1/2024

D. Income Standard Used

The income standard for this group is:

1. 300% of the SSI Federal Bene�t Rate (FBR) for an individual

2. Other lower income level
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Individuals in Institutions Eligible under a Special Income Level
MEDICAID | Medicaid State Plan | Eligibility | AR2023MS0002O | AR-23-0015

Package Header
Package ID AR2023MS0002O

Submission Type O�cial

Approval Date 11/22/2023

Superseded SPA ID AR 05-02

User-Entered

SPA ID AR-23-0015

Initial Submission Date 8/29/2023

E�ective Date 1/1/2024

E.Resource Standard Used
The resource standard for this group is the one used for the most closely-related cash assistance program.
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Individuals in Institutions Eligible under a Special Income Level
MEDICAID | Medicaid State Plan | Eligibility | AR2023MS0002O | AR-23-0015

Package Header
Package ID AR2023MS0002O

Submission Type O�cial

Approval Date 11/22/2023

Superseded SPA ID AR 05-02

User-Entered

SPA ID AR-23-0015

Initial Submission Date 8/29/2023

E�ective Date 1/1/2024

F.Additional Information (optional)
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Medicaid State Plan Eligibility
Eligibility Groups - Options for Coverage

Ticket to Work Basic
MEDICAID | Medicaid State Plan | Eligibility | AR2023MS0002O | AR-23-0015

Individuals between ages 16 and 64 with a disability, who have earned income.

Package Header
Package ID AR2023MS0002O

Submission Type O�cial

Approval Date 11/22/2023

Superseded SPA ID AR 00-14

User-Entered

SPA ID AR-23-0015

Initial Submission Date 8/29/2023

E�ective Date 1/1/2024

The state covers the optional Ticket to Work basic eligibility group in accordance with the following provisions:
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Ticket to Work Basic
MEDICAID | Medicaid State Plan | Eligibility | AR2023MS0002O | AR-23-0015

Package Header
Package ID AR2023MS0002O

Submission Type O�cial

Approval Date 11/22/2023

Superseded SPA ID AR 00-14

User-Entered

SPA ID AR-23-0015

Initial Submission Date 8/29/2023

E�ective Date 1/1/2024

A. Characteristics

Individuals qualifying under this eligibility group must meet the following criteria:

1. Are at least age 16 but less than 65 years of age.

2. Have earned income.

3. But for earned income, meet the SSI de�nition of disability.

4. Have income and resources that do not exceed the standards established by the state.
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Ticket to Work Basic
MEDICAID | Medicaid State Plan | Eligibility | AR2023MS0002O | AR-23-0015

Package Header
Package ID AR2023MS0002O

Submission Type O�cial

Approval Date 11/22/2023

Superseded SPA ID AR 00-14

User-Entered

SPA ID AR-23-0015

Initial Submission Date 8/29/2023

E�ective Date 1/1/2024

B. Financial Methodologies

1. SSI methodologies are used in calculating household income and resources.  Please refer as necessary to Non-MAGI Methodologies, completed by the state.

2. Less restrictive methodologies are used in calculating countable income.

3. Less restrictive methodologies are used in calculating countable resources.

Yes

No

Yes

No



11/29/23, 7:37 AM Medicaid State Plan Print View

https://macpro.cms.gov/suite/tempo/records/item/lUBGxuxnAYNcw8V8rAl1iLjGcRpO0563FFKDcSDPuFMYpuiOsfFgFQcOtpY00haWWLNNI2msC1… 24/28

Ticket to Work Basic
MEDICAID | Medicaid State Plan | Eligibility | AR2023MS0002O | AR-23-0015

Package Header
Package ID AR2023MS0002O

Submission Type O�cial

Approval Date 11/22/2023

Superseded SPA ID AR 00-14

User-Entered

SPA ID AR-23-0015

Initial Submission Date 8/29/2023

E�ective Date 1/1/2024

C. Income Standard Used

The income standard for this group is:

1. No income standard

2. A percentage of the federal poverty level:

3. A percentage of the SSI Federal Bene�t Rate:

4. A dollar amount

5. Other
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Ticket to Work Basic
MEDICAID | Medicaid State Plan | Eligibility | AR2023MS0002O | AR-23-0015

Package Header
Package ID AR2023MS0002O

Submission Type O�cial

Approval Date 11/22/2023

Superseded SPA ID AR 00-14

User-Entered

SPA ID AR-23-0015

Initial Submission Date 8/29/2023

E�ective Date 1/1/2024

D. Resource Standard Used

The resource standard for this group is:

1. No resource standard

2. SSI resource standard

4. A dollar amount higher than the SSI resource standard
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Ticket to Work Basic
MEDICAID | Medicaid State Plan | Eligibility | AR2023MS0002O | AR-23-0015

Package Header
Package ID AR2023MS0002O

Submission Type O�cial

Approval Date 11/22/2023

Superseded SPA ID AR 00-14

User-Entered

SPA ID AR-23-0015

Initial Submission Date 8/29/2023

E�ective Date 1/1/2024

E. Premiums and Cost Sharing

Requirements for premiums and cost sharing for this group are found in the premium and cost sharing sections of the state plan.
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F. Additional Information (optional)

Individuals in the Ticket to Work group may establish “Independence Accounts” that the individual shall designate to the state Medicaid agency. These accounts 
must be held separate from other resources. Once approved by the state, an individual is permitted to fund their Independence Accounts with their earned 
income. An Independence Account may be the individual’s retirement account through an employer. The owner will agree to regular monitoring and/ or reporting 
regarding deposits, withdrawals and other information deemed necessary by the Department for the proper administration of this provision.
 
There is no minimum or maximum limit to establish the account.
 
There is no minimum or maximum limit that can be deposited to the existing account.
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